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ABSTRACT OF THE DISSERTATION

Acceptance and Mindfulness Treatment for

Children Adopted From Foster Care

by

Natalie Lynn Bencuya
Doctor of Philosophy in Psychology
University of California, Los Angeles, 2013
Professor Bruce L. Baker

Professor Jill Waterman, Co-chairs

Children who have been adopted from the foster £ggtem often face cumulative risk
factors and are found to be more likely to exhiltgther levels of emotional dysregulation and
behavior problems than non-adopted children (Plolla008). Given this elevated risk for
maladjustment, it is critical to develop treatmewtbest serve this vulnerable group and their
families. The current study was the developmentevaduation of a new 7-week treatment
intervention for children (8-13 years old) adoptexn foster care based on the principles of
Acceptance and Commitment Therapy (ACT) and mimgifss$ practices. The overarching goal
for the project was to determine whether this tresaitt model, Children Adapting Mindful

Practices (CHAMP), is a feasible intervention tastgroup exhibiting or at risk for emotional



dysregulation and externalizing behavior problems.

Twenty-eight children were recruited and partiogokin the study, which was held as a
weekly group offered through TIES for Families,ragram that promotes the successful
adoption of children from foster care. Recruitmeas expanded to include 4 children who were
not adopted but also were exhibiting externaliziegavior problems. The initial design of the
study was a randomized waitlist-control model, #nsl was partially modified to increase
enrollment. The final sample included 7 waitlisttmapants and 21 immediate treatment
participants.

Results supported the feasibility and acceptahilitihe program, with adequate levels of
attendance and homework completion. There wersignoificant differences between the
waitlist and immediate group outcomes. In the dudup of study completers (n=25), parents
reported significant decreases in avoidance of tfeidren’s emotional experiences from pre-
test to post-test. Parents also reported signifidacreases in child behavior problems,
particularly internalizing problems, and ADHD syrapts. Two months post-treatment the gains
in parental mindfulness were not maintained, beatdécreases in behavior problems and ADHD
symptoms were maintained at trend level or straniéditional significant improvements in
parent-reported child behavior regulation and chgjported mindfulness and emotion regulation
were identified at follow-up. These results suggleat the impact of the treatment may not be

maximized until there is a period of applying thkeéls learned in the group.
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INTRODUCTION

In the field of adoption research, it is widely dhéthat youth who are adopted are at a
greater risk for emotional, behavioral, and acadgmmoblems compared with non-adopted youth
(Berry, 1992; Linares et al., 2006; Simmel, Brodgarth, & Hinshaw, 2001). Explanations for
these findings are multifaceted, and take into antthe contributions of pre-adoption
backgrounds of children (e.g. post-natal environiaectors), genetic and non-genetic
biological risks, and “informant bias” by adoptigaretakers (Simmel et al., 2001). Given this
elevated risk for maladjustment, it is a criticdk to identify ways to best support this
vulnerable group of children and their adoptive ifas, both to prevent adoption dissolution and
to promote healthy development and resilience optetl youth.

The aim of the current study was to develop andueta a treatment intervention for
school-aged children adopted from foster care. reemtment, Children Adapting Mindfulness
Practices (CHAMP), is based on the principles ofe&jtance and Commitment Therapy (ACT)
and mindfulness practices. This type of therapynse® be well-suited for the population of
children adopted from foster care, who are atfoskigher levels of emotional dysregulation,
attention problems, and externalizing behavior [@ols compared to their non-adopted peers.
Although there are approximately 20 evidence-basssdments available for children with
externalizing behavior problems, a considerableoniiy exhibit poor outcomes, including a
high rate of dropout, a failure to engage in tieatiment process, and a failure to maintain gains
(Twohig, Hayes, & Berlin, 2008). Thus, there isesd for further child treatment development.
This study aims to address this gap by modifyitiggatment approach that has been used
effectively with adults and combining it with mindhess techniques that have recently been

applied in youth populations with encouraging resul



A. Adoption through foster care: A unique risk group

According to the most recent statistics availadfgroximately 2% of all children under
18 in the United States are adopted (VandivereniMé&l Radel, 2009). A sizable percentage of
the adoptions in the U.S. are completed throughipagencies (37% in 2007), and this marked
a substantial increase from 1992 (18%; U.S. Depantraf Health and Human Services, 2004).
This increase in public agency adoptions may laedl|to the Adoption and Families Safe Act
of 1997, which authorized adoption incentive paytador states, expanded health care coverage
to adopted children with special health care neaad,established new time lines for termination
of parental rights and permanency hearings. THexmhay also be related to an increase in
substance abuse exposure in the United State#jmgsn more infants who have been
prenatally drug exposed (Albert, 1994).

Children adopted from public agencies (e.g. Depant of Children and Family
Services--DCFS) typically enter the foster cardeaysthrough two pathways, either at birth due
to prenatal drug exposure, or later in infancyfiiinllod due to neglect and/or abuse. Following
detainment from their biological caregivers by DCElildren become eligible for adoption if
parental rights are terminated through court prdiceggs. Over half of the children placed for
adoption are infants, and the remaining childrencdassified as special needs adoptees (Groze,
1996). Many special needs adoptees are abused aedfected while living with biological
families and experience multiple foster placemenitsr to being adopted.

Children adopted from foster care are often suligecumulative risk factors that
contribute to overall adjustment. For example, ptahdrug exposure may result in pre-term
birth, and pre-term birth is a risk factor for age of developmental problems, including

learning disorders, borderline 1Q, and behavional motor difficulties (Reijneveld et al., 2006;



Taylor, Klein, Drotar, Schluchter, & Hack, 200&)fdnts who enter foster care are also more
likely to have mothers who had late, limited, orprenatal care (Needell & Barth, 1998).
Children who are removed from their homes tendet@xposed to impoverished environments.
For example, in a study of mothers attending atamioe abuse treatment program, demographic
information indicated that the majority of the wameere unemployed (88.9%), and relying on
public assistance (70.6%). In addition, approxitydtalf had not earned a high school diploma,
and 32% had been homeless in the last two years@Zs et al., 2004). Adjustment is typically
viewed as inversely related to age at adoptionrfBaaMcGue, & Benson, 1996), with children
adopted at younger ages demonstrating better pwgibal adjustment (e.g. lower levels of
negative emotionality and antisocial behavior). fiflg foster placements have also been
identified as a risk factor for maladjustment amcreéased mental health needs (Rubin et al.,
2004).

Research suggests that genetic risk, in combinatitinearly traumatic experiences,
significantly increases the likelihood that childngith this profile will develop mental health
concerns (Kim-Cohen et al., 2007). These earlynigtic experiences, such as prenatal drug
exposure and/or child abuse, can be viewed asgéette stage for developmental trajectories of
risk (Pollack, 2008). These developmental trajeetoare linked to disturbances in emotional,
social, and biological processes which are, in,tseen as later related to psychological
difficulties (See Appendix A for theoretical modeThus, children adopted from foster care,
particularly at older ages, are in a unique ridegary for adjustment difficulties.

B. Impact of prenatal substance exposure

The vast majority of children removed from theintes at birth have been exposed to

drugs prenatally. A wide range of illegal and ledialgs have varying impacts on prenatal brain



development and subsequent behavior. In theirwegighe impact of prenatal drug exposure,
Thompson and colleagues (2009) noted, “Chemicalatieunsmitters serve important functions
in the coordination of the development of neurams larain circuits. Psychoactive drugs
modulate receptors, transporters, and other conmp®ieé neurotransmission, many of which are
expressed during prenatal stages of brain developnieAs a result, prenatal drug exposure has
been shown to have an impact on brain architecttnamistry and neurobehavioral functions in
animal models and clinical cohorts (Thompson, lig€itStanwood, 2009).

Animal models have helped researchers better utadershe complex
neurodevelopmental consequences of prenatal dpmsare. For example, there is persuasive
evidence with animal models that nicotine has atieg impact on the neurodevelopment of
animal offspring; in animals, there have been idiextchanges in locomotor activity, reward
systems, anxiety, and cognition based on nicotipegure (Dwyer, Broide, & Leslie, 2008; Paz,
Barsness, Martenson, Tanner, & Allan, 2007). Animabels have also repeatedly demonstrated
the damaging effects of prenatal alcohol exposureng all gestational periods. Reported effects
in rats include a decrease in spinal and craniabnteeuron production and size, reduced or
delayed neuronal migration, and decreased myatimgBarrow Heaton, et al., 1999; Ozer,
Sarioglu, & Gure, 2000).

Neuroimaging studies of children with prenatal dexgosure provide evidence
supporting the detrimental impact of this type xjp@sure on brain structure. Chang and
colleagues (2004; 2007) conducted neuroimagingesuaf children prenatally exposed to
methamphetamine, reporting smaller striatum angdgpmpus volumes in this group, areas of
the brain implicated in planning and learning. Riv&t al. (2008) conducted a volumetric MRI

study with children with intrauterine exposure taine, alcohol, tobacco, and marijuana.



Results indicated a cumulative negative impacubktance exposure, showing that as the
number of exposures to substances increased, @hildrd increasingly lower levels of mean
cortical gray matter, lower total parenchymal voasgnand smaller mean head circumferences
than comparison children. Poly-substance exposuternmon in children adopted from foster
care, and studies such as this suggest this typepaisure may lead to magnified effects on
brain structure.

Nicotine and alcohol have been shown to producesrsobstantial deficiencies in brain
development than some illicit drugs, such as cac@iimompson et al., 2009). Nicotine has been
associated with a risk of low birth weight and peem birth, as well as an increased risk of
Sudden Infant Death Syndrome (SIDS). Low birth Wweig a known risk factor for hyperactive
and oppositional behaviors (Breslau et al., 1986addition, there is a strong relationship
between tobacco exposure and Attention Deficit Hyptvity Disorder (ADHD), antisocial
behaviors, and learning disabilities (Thompson.e2809).

Alcohol consumed by pregnant women may cross theepkal barrier at any time and its
negative neurodevelopmental consequences are a@lixtented with basic and clinical science
evidence (Thompson et al., 2009). At its most em&egprenatal alcohol exposure can result in
Fetal Alcohol Syndrome (FAS), characterized by dglodeficiencies, craniofacial
dysmorphologies, CNS damage, and intellectual disafChiriboga, 2003). Children who do
not have full-criteria FAS may exhibit other effedf prenatal alcohol exposure, including
deficits in learning, attention, and motor devel@om) and hyperactivity. Other evidence has also
documented the impact of prenatal alcohol exposarendocrine functioning in both the fetus
and mother. Alcohol consumption acts directly om hlypothalamic-pituitary-adrenocortical

(HPA) axis, increasing HPA activity in both mottserd offspring. Modulating the HPA axis



during development can permanently affect its rasp@ness to later stressors. In particular,
alcohol-exposed offspring may have an increasedevability to the immunosuppressive effects
of stress. (Zhang, Sliwowska, & Weinberg, 2005).

Prenatal use of methamphetamine and amphetaminadnaased rapidly in recent years,
and there is less research on its impact on nevetmjgment (Thompson et al., 2009). Long-term
consequences associated with prenatal exposunede tirugs include increased stress,
decreased academic achievement, movement diste$aaad low birth weight (Cernerud,
Eriksson, Jonnson, Stenneroth, & Zetterstrom, 1996ildren with prenatal methamphetamine
exposure have also been found to score lower daisad-attention, long-term spatial and
verbal memory, and visual motor-integration test:pared with non-exposed children (Chang
et al., 2004).

The neurodevelopmental impact of prenatal cocaseehas been found to vary
significantly. Longitudinal studies have demon&daliong-term consequences in children with
prenatal cocaine exposure, but the behavioral itrtpads to be mild. There is an identified
subtle developmental phenotype similar to ADHD hwikegative effects on cognitive and
attention systems, mediated by regions such gsréfeontal cortex and other higher-order
cortical areas (Dow-Edwards, Mayes, Spears, & HL989). Early studies of the effects of
prenatal cocaine exposure presented a more sdirecalicture, but these studies were
confounded by small sample sizes, lack of approgaantrol groups, use of multiple drugs, and
other psychosocial problems (Thompson et al., 2009)

As reviewed here, the negative impact of prenatad @xposure on neurodevelopment
has been well-documented. Although the behavidfates vary somewhat depending on the

type of drug, trends can also be identified. Inegah children exposed prenatally to substances



are at increased risk for problems with attentiearning, and hyperactivity. However, with
intervention and ample support, the negative seguafl these problems may be reduced.
Deficits in attention and hyperactivity/impulsivjtgften exhibited in the sample population,
were targeted in the study treatment approach.

C. Impact of early neglect/abuse

An alternative pathway for children to enter fostare and become adopted is removal
from their biological home due to neglect and/aussb Although children in this group may
have also been prenatally drug exposed, there atasufficient evidence at birth to remove
them from their biological parents’ care or thegt dot come to the attention of hospital
personnel. Children may be taken into protectivi&@ay due to physical abuse, sexual abuse,
and/or neglect. Children with such trauma backgdsumho are adopted at later ages from foster
care are considered to be special needs adoptees.

Physical abuse and neglect in children has bek&adito problems associated with
neural, cognitive, social-emotional, and behaviorgtomes (Pollack, 2008). When considering
the effects of child abuse, issues of developmegrabd are important to consider. Research has
indicated that the early childhood years are aqaar critical period vulnerable to later
difficulties. In an assessment of 492 previouslytreated children and 322 controls, Manly,
Kim, Rogosch, & Cicchetti (2001) found that seveeglect in the first few years of life (per
record review) was most damaging for later behabiadaptation. This finding underscores the
risk for children adopted from foster care, as mahthese children have experienced neglect
and abuse early in life.

Early adverse environments have also been link#d atianges in neural structure and

functioning. As the brain goes through many charegely in development, this period is



particularly sensitive to stressful environmentst{@nham et al., 2010). In an MRI study of 34
children who had experienced prolonged instituti@hédrearing and 28 controls, Tottenham
and colleagues (2010) found that late-adopted i@nltiad larger corrected amygdala volumes
than comparison groups. The amygdala is knownayp @h important role in social-emotional
functioning, and it is related to the activity betHPA axis (Tottenham & Sheridan, 2010).
Disruptions in HPA functioning have also been lidketh child maltreatment. Hart, Gunnar,
and Cichetti (1996) compared HPA patterns in plalsi@abused children with non-abused
children and found the abused group exhibited ¢l@vain afternoon cortisol levels, rather than
showing the expected decrease from morning torafter levels. The HPA axis is involved in
cortisol regulation, enabling the body to respamdttess. However, continued activation of the
HPA system is associated with negative consequesumdsas cognitive impairments and
hippocampus damage (Repetti, Taylor, & Seeman,)2002

In an attempt to further explain how child maltreant leads to a range of negative
consequences, researchers have hypothesized tlyad>gzerience may alter sensory thresholds
in ways that undermine the effective processingragdlation of emotion (Pollack, 2008). For
neglected children, difficulties tend to emergéheir capacities for differentiating between and
responding to expressions of emotion (Wismer Féesgler, Kurian, Jacoris, & Pollack, 2005).
In the case of physically abused children, a studi?ollack and Kistler (2002) found that when
physically maltreated children performed a task #sked them to distinguish pictures of faces
that had been morphed to produce a continuum oochaach subsequent face signaled more
intensity of a facial cue, abused children exhibi@hanced perceptual sensitivity to angry facial
cues compared with non-abused children. In contasistsed children’s processing of other

facial expressions did not differ significantly fnonon-abused children. Thus, the authors



concluded this was evidence in support of the thdwat children adjust their perceptual
mechanisms to become particularly attuned to aspéc¢heir environments that have become
salient from their experiences. Although PollacR(@) noted that it is adaptive to attend to
salient environmental stimuli, successful self-tagan is dependent on flexibility and control
over these processes, and this is where maltreatkbien often encounter difficulties.

Similar evidence has been shown in studies witldem who have experienced
prolonged institutional childrearing before beirppted. Children from these backgrounds face
an early childrearing experience outside the sgawems, characterized by unstable caregiving.
Although this is a different context than childmeho typically enter foster care, both groups can
be viewed as experiencing adverse early caretaamgonments. Using an emotional go-nogo
paradigm to assess emotional regulation, Tottendtaah (2010) found that late-adopted
children from this background made more errorseel@o negatively valenced faces than the
comparison children, but showed no group differanaesponses to positive valence. The
authors concluded this pattern of results was stersi with the idea that late-adopted children
from prolonged institutional backgrounds are mdtely than other children to be more affected
by emotional contexts of a task. These resultsigeofurther evidence supporting the continued
impact of early adversity on emotional systemslaiades in children.

The increased salience of particular emotionalaghas been shown to negatively
impact abused children’s attentional control (Rad|&2008), and a lack of attentional control can
also interfere with cognitive abilities. Abusedldnen have been shown to rapidly orient to and
have difficulty disengaging from anger cues, areldbgree of attentional differences was found
related to the magnitude of the abuse experiencédre level of reported anxiety symptoms in

a study by Shackman, Shackman, & Pollack (2007).



Children who have been abused are also consistewihygl to be more likely to exhibit
higher levels of externalizing and/or internalizeygmptomatology than non-maltreated children.
Neglected children are characterized by being ied|avithdrawn and experiencing elevations in
internalizing problems (Manly et al., 2001). Congzhwith neglected children, research
indicates that physically abused children tendxtuldt more externalizing behavior and to be
negatively evaluated by their peers (Manly et2001). In a study by Teisl and Cicchetti (2007),
the authors were interested in understanding theesses mediating the relationship between
child physical maltreatment and aggressive/extezingl behavior. In their sample of 167
maltreated children and 100 controls, they fourad tor the physically abused group
maladaptive cognitive and emotional processes @tyqrontributed to explaining the
relationship between physical abuse and peer ndiminsaof aggression and disruptive behavior.

Research on the long-term effects of child malineait are very limited (Hildyard &
Wolfe, 2002), making it difficult to draw conclusis on longitudinal repercussions of abuse.
However, a large sample of maltreated youth isgp@tiowed into adulthood (Widom, 2001),
and results thus far indicate significant negativecomes in late adolescence and adulthood,
following a trajectory established in early and diechildhood. A history of abuse or neglect
has been associated with an increased likelihoodrofing away from home (Kaufman &
Widom, 1999). Adults with histories of neglect halso been found at-risk for delinquency and
criminal behavior, and their profiles are similarthose with physical abuse histories, marking a
shift from earlier differences between the two gro(@Maxfield & Widom, 1996).

Whether children have been abused or neglected ihevidence to suggest that
traumatic early life experiences may negativelyactgemotion regulation capacities.

Difficulties in this area can manifest in psychdmdbgy and problems with interpersonal

10



relationships. Intervention approaches aimed ahgthening emotion regulation capacities may
be able to ameliorate earlier trauma to this systathhelp children more effectively manage
and respond to distressing emotions, a core goatoéptance and Mindfulness-based
approaches.

D. Behavior problems in adopted children

In addition to a large literature base documerntitggnegative impact of child abuse on
development and subsequent behavior, there igedearch indicating that adopted children
tend to have increased rates of behavior problemmpared to non-adopted children (Simmel et
al., 2001; Crea, Guo, Barth, & Brooks, 2008). Miostjuently, elevated rates of externalizing
behavior problems are identified in adopted sam@bespared with non-adopted samples
(Simmel, Barth, & Brooks, 2007). A meta-analysi$6fstudies in this area indicated higher
rates of behavior problems in adopted children (@amad to non-adopted) with an average effect
size of 0.72 (Wierzbicki, 1993). Increased chilthééor problems are particularly prevalent
among special needs children who have been renfowedtheir biological homes due to
maltreatment (Rosenthal and Groze, 1994).

With regard to specific behavior problems, BrodkinsSchechter, Braff, and Singer
(1984) compared 130 adopted children placed betwger8 and age 3.5 years (current age 6-
11) with 130 non-adopted children and found sigatfitly higher externalizing behavior
problems among male and female adoptees. Howeilferetices in internalizing behavior
problems were only significant between the two geofor females. The adopted sample in this
study was a combination of public, private and petelent adoptions, making it difficult to
draw conclusions about the particular effects diligtadoptions. In a sample of 85 children

placed for adoption through public agencies infGalia (age range 3 to 15 years old), Berry
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and Barth (1989) identified the most common behguioblems as difficulty concentrating,
impulsivity, demanding attention, acting immatuoe &ge, stubbornness, temper tantrums, poor
school work, and lack of guilt after misbehaving.

Simmel et al. (2001) examined rates of externajziahavior problems in a California
statewide sample of 808 adopted youth ages 4-1&rling to parental report, a noteworthy
percentage of children demonstrated significantpgpm levels of ADHD and ODD
externalizing behavior problems (29%). The reseaschoted this percentage is at least double
what is found typically in the general populatitmthis study a number of risk factors predicted
externalizing symptoms in adoptees, including histof pre-adoption abuse/neglect, later age
at adoption, prenatal drug exposure, and multipdéer homes. One explanation contributing to
these findings involves maternal impulsivity. Thes@vidence that birth mothers of adoptees are
impulsive, and impulsivity may increase likelihooabusing substances (Pagliaro & Pagliaro,
1997). Maternal impulsivity may also contributegenetic risk for impulsivity in offspring
(Simmel et al., 2001).

In addition to risks for externalizing behaviorfagement instability has also been
associated with difficulties in inhibitory contrdlewis, Dozier, Ackerman, & Sepulveda-
Kozakwosi (2007) examined this relationship inan8 6-year-old sample of 33 adopted
children who had experienced foster placement liigta(more than 1 placement), 42 adopted
children who had experienced 1 stable placemedt2&rchildren never placed in foster care.
Controlling for age, verbal intelligence, and a king memory control task, results showed that
adopted children with multiple previous placememsgormed more poorly on an inhibition task
than the other two groups. Difficulties with inhimy control, an important aspect of self-

regulation, place children at risk for behaviorlgeans such as hyperactivity and conduct
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problems. In this same sample, the group with phesre instability was also rated more
oppositional by caregivers than the other two gspupnsistent with previous research in this
area (Lewis et al., 2007).

Adoptees have also been found to exhibit diffiegdlinto adolescence. Using data from
the California Long-Range Adoption Study, Crealef2008) analyzed prenatal drug exposure
as a risk factor for externalizing behaviors in 2dopted children 14 years post-adoption. The
researchers employed growth curve modeling to assdsrnalizing behavior problems at four
timepoints, and results indicated that prenatad @grxposure predicted elevated behavior
problems compared with non-exposed youth at akpionts. In a large sample of 4,682 adopted
adolescents and a matched control group, Sharm@uklcand Benson (1996) found that
compared with non-adopted adolescents, childreptadaafter age 10 had significantly higher
levels of drug use, antisocial behavior, and nggatmotionality. For these comparisons, effect
sizes ranged from .38 to .48.

There is limited research focused on the behavaradomes of children adopted from
foster care specifically (Simmel, Barth, & BrooR907), and studies with this focus often have
methodological concerns. Smith, Howard, and Morf2880) looked specifically at 292 children
adopted from foster care (mean age at placementgxS)yeut did not use a control group. The
authors found that the majority of children presdnwith behaviors related to conduct problems,
including lying, defiance, tantrums, and verbal @hgsical aggression. Hyperactivity was
another common characteristic identified amongdhosip. However, because there was no
control group and this was a subset of adoptiveli@srat risk for adoption dissolution, it is

difficult to draw meaningful conclusions about gtady results.
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Simmel et al. (2007) addressed this research gapsindy comparing behavior problems
of adopted foster youth (n=293) and adopted notefgguth (n=312) from a California sample
of adopted youth 2-18. Adopted parents rated yobissavioral functioning 2, 4 and 8 years
following adoption, and results indicated that aedfoster youth exhibited significantly more
behavior problems than the non-foster youth grdine elevated rates were found for both
overall and internalizing (anxiety-depression), anternalizing (hyperactive-antisocial)
behavior problems. However, the authors also nibtatthe behavior problems in both adopted
groups are higher than what is reported in the igichild population.

Despite the cumulative risk factors often expergghby adoptees, from a life course
perspective it is important to consider resilienceesponse to adversity (Crea et al., 2008), and
the potential impact of family and interventiontfars. Treatments for children who have been
adopted and their parents may mitigate the riskezoed by their pre-adoptive backgrounds.

E. Treatment options for externalizing behavior problems

Given the ample evidence for risk of maladjustmer@doptees from foster care, there is
a pressing need for treatment approaches desigramttitess the difficulties found in this group,
many of whom exhibit externalizing behavior probter@urrently, there are approximately 20
evidence-based treatments for children with extezing behavior disorders, including ADHD,
Oppositional Defiant Disorder (ODD), and Conducs®der. Most treatments are in the
category of behavioral therapy, either Cognitivér@®aoral Therapy (CBT) or behavioral parent
training (Twohig et al., 2008; e.g. Webster-Stnat®oHammond, 1997; Kazdin, Esveldt-
Dawson, French, & Unis, 1987). Behavioral paresining typically yields better results for pre-
school and school-age children, while CBT approagw®nerally produce stronger results for

adolescents (McCart, Priester, Davies, & Azen, 208Bhough children adopted from foster
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care are at risk for exhibiting elevated externafjzbehavior problems, it is important to
distinguish between behavior problems and spediforders. This group may not meet full
diagnostic criteria for externalizing behavior dders, or may meet partial criteria for several
disorders, and this presentation should be coresiidertreatment development.

In the treatment of ADHD in youth, the Multimodalektment Study of ADHD (MTA)
randomly assigned 597 children to four treatmenddens: medication management, intensive
behavioral treatment, medication and behavioraktnent combined, and community care.
Results indicated that medication management wae sftective than either behavioral
treatment or community care, and for core ADHD sionys, the combined treatment was not
significantly more effective than medication managet. However, secondary analyses
suggested that when used in combination with pheotharapy, behavioral treatments may
result in wider social gains for children in arsash as family functioning (MTA Cooperative
Group, 1999; Swanson et al., 2002). Thus, behavie@atments may be an effective adjunctive
or combination treatment with pharmacotherapy, thede is some evidence supporting the use
of parent training with this population (Anastopmai& Farley, 2003). In addition, there are
children who are unable to tolerate pharmacolodreatments, or families opposed to such
treatment, where additional viable behavioral treaits are needed. In a meta-analysis by
Fabiano et al. (2009), authors examined 174 studibshavioral treatment for ADHD,
including between group studies, pre-post studvebjn group studies, as well as single subject
studies. Results indicated that effect sizes rafiged .70 for pre-post studies to 3.78 for single
subject studies, suggesting that behavioral treatisrean be effective with this population.

For the treatment of ODD, antisocial behavior, eaadduct problems, there is ample

support for behavioral treatments aimed at youniglien, school-age children, adolescents, and
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their parents. In a review of psychosocial treattséor childhood disruptive behaviors (Eyberg,
Nelson, & Boggs, 2008), 16 evidence-based treasngate identified. In order to be considered
efficacious, a treatment must be found superi@ ¢comparison in at least two studies by
different research teams (Chambless & Hollon, 1988) younger children, efficacious
treatments include the use of parent training @gr for reducing child oppositional behaviors
(Webster-Stratton & Reid, 2003; Brinkmeyer & Eybe2§03). Parent training typically involves
learning skills to enhance positive parent-childtienships, and to effectively discipline and
problem-solve. For older children, evidence-basedtments tend to incorporate problem-
solving skills, assertiveness skills, and copinthwinger, demonstrating significant reductions in
antisocial behavior and increases in prosocial iehé&azdin, 2003; Lochman, Barry, &
Pardini, 2003; Huey & Grant, 1984). Cognitive-belbaal strategies include self-instruction and
perspective-taking. These programs often inclugarant training component as well, and
strongest results are frequently found with thisibmation of treatment (Kazdin, 2003).
Evidence-based behavioral treatments designedfiadlyifor children in foster care or
adopted from foster care are unfortunately limitede evidence-based program for this
population is The Oregon Multidimensional Treatmiéoster Care Model (MTFC; Chamberlain
& Smith, 2003). This is a community-based treatmpngram aimed at the treatment of early
antisocial and disruptive behavior. Youth are pthoee per foster home and families are
provided with intensive support and treatment (Charain & Smith, 2003). Evidence
supporting MTFC indicates that intervention careliective for children in foster care, but its
intensive and costly nature makes it challengingepdicate and use widely. To our knowledge,

there are no evidence-based group treatments edrémtchildren adopted from foster care,
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though group treatments have been used to efféctiaat externalizing behavior problems
(Lochman et al., 2003).

As previously noted, these evidence-based treathtenhot show short-term and long-
term benefits for all children and families (e.gel¥ter-Stratton & Hammond, 1997). Barriers to
positive outcomes include high rates of dropoulifa to engage in the treatment process, and
failure to maintain gains at follow-up (Miller & Pz, 1990). Thus, there is a need for further
treatment development focused on both childrentlb@adults in their lives. In the case of older
children in particular, there appears to be a rieeddditional ways to address their behavioral,
emotional, and cognitive problems (Twohig et a00@).

F. Rationale for applying Acceptance and Commitment Thrapy (ACT) in treatment

of externalizing behavior problems

Aggregate findings indicate that children exhitmtiexternalizing behavior problems tend
to demonstrate a limited range of affect despitansing high physiological reactivity to mood-
inducing stimuli (Twohig et al., 2008). In additiainey tend to be less able to understand the
emotional life and psychological perspective ofeoth) less able to express empathy, and less
psychologically flexible. These children tend tgpexence more punitive and unresponsive
interactions from parents, higher levels of paresutger, and less warmth in the parent-child
relationship (Twohig et al., 2008).

For these reasons, Acceptance and Commitment Théd&pr) and mindfulness
treatment approaches seem particularly well-sudddis group. The identified deficits map well
onto the core goals of the ACT model, which targie¢ésnegative effects of cognitive fusion,
experiential avoidance, and psychological infleld§pwhile incorporating principles of

behavioral interventions (Twohig et al., 2008pgnitive fusiorrefers to the state of relating
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literally to verbal processes (e.g. | am what nouthts and feelings say | am). The same
cognitive abilities that allow children to solveoptems verbally also allow them to label their
private events (e.g. distressing feelings and thta)gpredict them, evaluate them, and attempt
to avoid/control them. This can leadeaxperiential avoidancedefined as deliberate attempts to
modify, suppress, escape, or avoid unwanted intesyaehological experiences (Hayes, Luoma,
Bond, Masuda, Lillis, 2006). Experiential avoidamséueled by the faulty belief that
uncomfortable private events are “bad” and shoelddntrolled. In children, experiential
avoidance may present itself in different ways. &ample, a child may act out in class to
counteract feelings of not being liked (Twohig ket 2008). Children with externalizing behavior
problems tend to have difficulties with emotionukgion, and may exhibit an experiential
avoidant style that tends to lead to less psychodbdexibility and more behavioral struggle.

To address cognitive fusion and experiential avotgathere are six core processes that
are involved in the ACT model (See Appendix B faydal and descriptions). The first three are
mindfulness processes (acceptance, defusion, #reksmontext), and the second three are
commitment and behavior change processes (contdcpresent moment, values, and
committed action). This model emphasizes healthgtioning over a particular type of
symptom reduction, a departure from most other \aera models. It is also a different way to
frame behavior problems: the emotion or the thougghtt the problem, but it is tmesponse
that creates difficulties and is targeted. Thus,tttought or feeling does not need to change in
order for behavior changes to occur, and all milmd#fss and acceptance-based processes are
used to promote valued action (Twohig et al, 2088najor goal is to create more psychological

flexibility in behavioral responses to distressthgughts and feelings.
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Although the principles of ACT may be challengig €hildren to fully understand,
there is an important distinction between implermanthe therapy and experiencing it (O’'Brien,
Larson, & Murrell, 2008). ACT relies on less literaethods like metaphors, exercises, and
stories because literal discussion can inadveyteeithforce cognitive fusion and experiential
avoidance. Because of this, ACT methods are margasito methods commonly used with
children, indicating it may be particularly wellised for use with a child population. Thinking
becomes more abstract between ages nine to fiféeeithe ability for youth to understand
complex ideas related to mindfulness develops dutiese years (O’Brien et al., 2008).
Children in this study’s age group, 8 to 13 yedds should have the capacity to comprehend
skills taught within a developmentally appropriA€T framework.

Although there is a growing interest in the apglmaof ACT approaches for children
and adolescents (Murrell & Scherbarth, 2006), tihsnot been specific work on youth with
externalizing behavior problems, or youth at riskéxternalizing behavior problems, including
children adopted from foster care. In additionfréss tolerance for this group is often low, and a
major target of the ACT model is to increase omyiity to observe and respond non-
judgmentally to difficult emotions.

G. Evidence for ACT approaches for adults and youth

ACT is a treatment approach introduced in 1999@4aStrosahl, & Wilson), considered
to be part of a “third wave” of behavior therapiés.a group, third wave therapies typically
emphasize experiential methods over didactic ceres emphasize issues such as mindfulness,
acceptance, cognitive defusion, dialectics, valaed,spirituality (Hayes, Masuda, Bissett,
Luoma, & Guerrero, 2004). In a review of ACT stigjielayes and colleagues (2006) identified

74 correlations between the Acceptance and Actioesfonnaire (AAQ; Hayes et al., 2004) and
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psychopathology/quality of life outcomes. The AA@asures several processes associated with
psychological flexibility. The weighted effect sinéthese associations was .42, indicating that
higher levels of psychological flexibility are madeely correlated with better outcomes and
quality of life.

As for treatment studies, ACT treatments have lbéssn compared to other well-
specified interventions and waitlist/placebo oatment as usual. Weighting average effect sizes
by the number of cases that produced the effesljteeindicate that ACT has produced between
condition effect sizes using Cohen’s d of .66. Rrols addressed have been varied, including
anxiety disorders, work stress, work burnout, sutst abuse, depression, chronic pain,
psychosis, and Borderline Personality Disorder @sast al., 2006).

ACT has not typically been used with adults witheemalizing disorders, such as ADHD
or conduct disorder. However, the effectivenessnaf mindfulness-based training program,
Mindful Awareness Practices (MAPS), was evaluatéd @2 participants with ADHD or
probable ADHD (Zylowska et al., 2007). The sampbswomprised of 8 adolescents and 24
adults, and no controls were included. The reseasalitilized measures of attention, anxiety and
depression pre- and post- an 8-week protocol wharcipants attended a group once a week
for 2.5 hours and were taught how to apply mindfgkskills. Significant results were found for
self-reported ADHD symptoms (p<.01) and neurocagaitasks involving attentional conflict
and set-shifting (all p<.01). Although a major liation of this study is a lack of a control group,
it does provide evidence that mindfulness skilly e taught effectively to individuals with
ADHD.

Empirical support for using ACT approaches with tyoig in its infancy, and lags behind

the evidence base for adults. Research that diststemxds to be case studies or uncontrolled
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pilot studies for youth with anorexia nervosa, atyxidisorders, or pediatric pain (Murrell &
Scherbarth, 2006). To date, there is no specifia da using ACT with children with

externalizing disorders, though the potential iytitif an ACT approach has been described for
this population (Twohig et al., 2008). In their i@w article, Murrell and Scherbarth asserted that
in order to compare ACT approaches with other tneat studies for children and adolescents,
larger samples and controlled designs are needed.

In one promising randomized controlled study, Hags/d, and Sewell (2011)
compared an ACT treatment with treatment as ugusU] for 30 clinically referred adolescents
(73.6% with clinical levels of depression). At pastatment, participants in the ACT treatment
reported larger decreases in depressive symptompared with the TAU condition. At a 3-
month follow-up, global functioning gains strengtkd in magnitude for both groups, but
improvements in clinical measures were strongetlferACT group. These results suggest that
ACT may be a viable treatment option for adolesdepression, and the researchers
recommended a larger follow-up trial.

Other mindfulness-based treatments have been fusthéied in youth populations.

Burke (2010) conducted a review of empirical treatirstudies using mindfulness-based
interventions, identifying one study with presclers| six studies with school-aged children, and
eight studies with adolescents. Studies ranged @ase studies and uncontrolled pilot studies to
randomized controlled studies with both clinicatlaron-clinical populations. Among the studies
reviewed, outcome measures included psychiatriqgogyms and attention, variables of interest
in the current study.

For example, measures of mental health and psychsgimptoms were the focus of one

randomized, waitlist-control study by Biegel, Brov8hapiro, and Schubert (2009). Recruiting
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participants 14-18 years old from an outpatienthgtric clinic, the authors evaluated an 8-
week modified Mindfulness Based Stress ReductioB$M) protocol with 102 adolescents with
a mix of psychiatric disorders. Compared with colstrthe MBSR treatment group showed a
higher percentage of diagnostic improvement overstmonth study period and significant
increases in global assessment of functioning scaseated by condition-naive clinicians.

For school-aged children, the review included dnly studies with control groups, and
in both of these studies the samples were nonredlimind attention was one of the major
dependent variables. With a sample of 228 studergsades 1-3 and high in anxiety, Napoli,
Krech, & Holley (2005) tested the effectivenesa@4-week program combining mindfulness
and relaxation. Results indicated a significantriovpment in selective attention and decreases
in test anxiety and ADHD symptoms in the treatnmggoup. Saltzman and Goldin (2008)
evaluated a modified Mindfulness Based Stress Reau(MBSR) 8-week protocol with 31
children (grades 4-6) and their parents. Using ilistacontrol design, they assessed attention,
emotional reactivity and regulation, depression amxiety symptoms, and metacognitive
functioning pre- and post-intervention. Comparethwaitlist controls, MBSR participants
demonstrated significantly greater improvementhendognitive control of attention component
of the Attention Network Task. In addition, MBSRrpeipants reported significantly less
negative emotion in response to physical and stimiaht scenarios (Saltzman & Goldin, 2008).
Results such as these suggest that mindfulnessganay be beneficial for children,
particularly in the areas of improving attentiordaeducing emotional reactivity.

In a case study with two children with ADHD agesalfdl 12, Singh et al. (2009) used a
multiple baseline research design to evaluateffeetereness of a 12-week mindfulness training

for the child and parent. Results indicated thath@omindfulness training improved child
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compliance with parental instructions, and gainsevggeater and maintained at follow-up when
the children were given a similar training. Givée nature of this study, it is difficult to
generalize findings or identify clinically signifat change. However, it does point to the
potential feasibility of using mindfulness-baseg@@aches with children with ADHD. Further
evidence was found in a larger waitlist-controldstbby Hadicky, Wiener, Badali, Milligan, and
Ducharme (2012), where researchers evaluated finetiegéness of a 20-week mindfulness
martial arts treatment for 60 adolescent boys e#nning disabilities and co-occurring ADHD
or anxiety. For the subsample with co-occurring ADfh=28), improvements were found in
parent-rated externalizing behavior, oppositiorediaht problems, and conduct problems.
Executive functioning is a critical component fatlp attention and behavior/emotion
regulation, and this was the outcome variable @rest in a recent study by Flook et al. (2010).
The researchers examined the effectiveness ofakblased mindful awareness practice
program with 64 children (non-clinical) ages 7-@&nge The 8-week program involved 30-minute
sessions twice a week, and teachers and paremwtsee@n child’s executive functioning (using
the Behavior Rating Inventory of Executive Functng) BRIEF) pre- and post- treatment.
Using a randomized controlled design, both teacaedsparents reported improvements in
executive functioning post-treatment, but theserompments were not significantly higher than
controls. However, a significant interaction effaes detected, indicating that children with
lower executive functioning skills at baseline sfigantly increased post-intervention per parent
and teacher report. Particular areas of improvenmenided the child’s abilities to shift, initiate
and monitor, central skills practiced when engagmuindfulness exercises. The researchers
concluded that mindfulness training may be paradulbeneficial for children exhibiting

executive functioning difficulties. These typesddficulties correspond with concerns
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frequently exhibited by the current study sampidjdating a strong match in fit based on this
study’s preliminary findings.

Semple and colleagues (2010) have focused thek amadapting MBCT for children
specifically to increase social-emotional resiligticrough the training of mindful attention.
They conducted a randomized waitlist-control stwitp 25 children (ages 9-13) in a remedial
reading tutoring class, examining behavior problams anxiety pre- and post-intervention and
at a 3-month follow-up. Results indicated thatdt@h who participated in the program exhibited
fewer attention problems than wait-listed contraisgd these gains were maintained at 3 months
(Semple, Lee, Miller, & Rosa, 2010).

H. Current Study

In sum, there is encouraging evidence to suggasttimdfulness-based treatment
approaches may be effective for youth with diffted with attention, executive functioning, and
emotional dysregulation. However, there has beaitdd documented research on using ACT-
based approaches with children with externalizielgadviors, and the current study began to fill
this gap. A major strength of this study was thiditslio recruit a clinical population with high-
risk backgrounds. Furthermore, the current protbémhded together elements of ACT
approaches modified from use with adults with mithass approaches that have been used
more frequently with promising results in youth.

The initial aim of the study was to evaluate thasfbility, acceptability, and fidelity of
the CHAMP program among this high-risk sample addgtom foster care. It was hypothesized
that group leaders would demonstrate a high lefvatiberence to the program manual and both
parents and children would demonstrate acceptabe @rotocol, general satisfaction with the

program, and sufficient attendance and engagemeheiintervention.
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A second primary aim was investigating the effe¢tdie CHAMP program on child and
parent outcomes. Specifically, it was hypothesibed the program would be effective in
developing mindfulness skills for children and pase improving children’s executive
functioning and emotion regulation, and decreashilgiren’s behavior problems (particularly
related to attention and externalizing problemddhdugh the initial analytic strategy focused on
comparing the immediate and waitlist groups, cingiés with recruitment and developing a
sufficient waitlist group led us to expand our gsak to include pre-post (and follow-up)
comparisons of the full group of completers as well

A third area of inquiry was the evaluation of fastnfluencing treatment outcomes, such
as level of participant engagement and severifysgthopathology. As the total sample size was
smaller than initially planned, these analyses wereidered exploratory and focused on
predictors of outcome. It was hypothesized thatigpant engagement would be positively
associated with treatment outcomes, even afteruatiog for baseline functioning, and children
with elevated levels of behavior problems wouldme likely to show treatment-related gains

than other participants.
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METHODS
A. Recruitment

Participants were initially recruited through th€LA TIES (Training, Intervention,
Education, and Services) for Families Program. TiEE& interdisciplinary, university-based
program that works in conjunction with the Los Alegepublic child welfare and mental health
systems to promote successful adoption of younlgrelm from foster care who have special
needs, including prenatal substance abuse expdswesample of 54 children from this
program, 38% had experienced documented child eagitrent, in addition to prenatal substance
exposure (Waterman, Edelstein, Walker, Burge, &akka, 2003). Participants were also
recruited through TIES-South Bay, a TIES satetiperated directly through Department of
Mental Health and located in Torrance. All procexuand measures were approved by the
institutional review boards at UCLA and the Los &tes County Department of Mental Health.

At TIES a range of therapeutic services are praltdesupport families prior to
placement of a child, during the transition to tiesv home, and following placement that
hopefully will lead to adoption. Once placed in tieme, services include educational
consultation, developmental, psychological and psydc assessment, parent and child
behavior training and psychotherapy, play therapywbung children, social skills groups for
school-age children, monthly adoption support geoigp parents and children, and process
groups for teens (Waterman et al., 2003). Our @ogiIChildren Adapting Mindful Practices
(CHAMP), was offered as one of the time-limited lgegroups provided by TIES.

The TIES Program also had a contact databaserfolida who had been served by TIES
in the past, but who were not currently receiviagvees. This database was used to recruit

additional participants who were in the specifige aange. Recruitment letters (approximately
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200) were sent to these families to inform themualioe study and invite them to call for more
information. Through this referral source, five g@apants were recruited.

For current clients, Pl Natalie Bencuya providedrdaroduction to the program to TIES
staff, and TIES therapists were asked to identfg-appropriate clients they believed could
benefit from the program. Flyers were providedhe waiting rooms and given to therapists,
who brought up the group in their sessions witlreptiél families. For families who expressed
interest in learning about the program, therasted whether they wanted to contact the Pl
directly or receive a call. The PI followed up wih interested families and conducted a phone
screen when appropriate to determine eligibilitytfee group. Participants were required to meet
to meet the following criteria: 1) Child must bel2-years old, 2) Child must be in a finalized
adoption, and 3) Child must not have significam¢liectual disability or autism spectrum
disorder that interferes with their participationa group setting. Additional therapy or
psychiatric medication services children were naogiwere documented, and children were
encouraged to stay on a stable dose for the daratithe group. However, if clinically
warranted, exceptions were made. Two children hedication changes; one child switched
ADHD medications and another child was prescribeddditional mood stabilizing medication.
There were no specific behavioral requirementpésticipation, but children tended to exhibit
attention difficulties and oppositional behaviors.

Recruitment difficulties were encountered, andusn criteria were modified in two
ways to increase enrollment. First, the age rangeextended to include children 8-13. Second,
for the last two groups, children who were not dddpvere also permitted to join the group if

other criteria were met (n=4).
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B. Participants

Twenty-nine families were recruited and signed eoh$orms agreeing to participate in
the CHAMP program. In two families, a sibling pparticipated in the group, resulting in 31
children. Of these 31 children, 28 were includethmfinal analyses. One family dropped out
due to scheduling difficulties following two sess#o A second family dropped out after the
parent session, indicating that the group conflietg¢h some of their religious beliefs. Finally,
the 3% family not included in analyses completed the grbut missed the last session and post-
test questionnaires were unable to be obtainedtdespltiple attempts at contacting the family.
An additional family also dropped out following tbdentation session due to scheduling
difficulties, but they agreed to complete post-quesaires as a waitlist control family.

Among the 28 youth considered completers in théyst23 were recruited through TIES
for Families. Non-adopted children with potentiibation and/or emotional regulation
difficulties were targeted for recruitment throudl®LA sources. In the total sample, 24 (85.7%)
were adopted and 4 (14.3%) were not adopted (oifcereferuited outside of TIES was also
adopted). There were no significant differencesn@asures based on adoption versus non-
adoption status. Table 1 summarizes demographidkddCHAMP sample, and Table 2
summarizes adoption characteristics for the 23igbalrticipants recruited through TIES.

Overall, the child sample was 32.1% female and%/méale. For identified child race,
37.1% were Caucasian, 37.1% were African Ameri2éfp were Hispanic and 3.6% (one child)
was biracial. The average age when patrticipantarbdge group was 10.9 (SD=1.6), and group
member age ranged from 7 to 13. One 7-year-oldpgasitted to join the group because he was
turning eight years old right after the group end®gproximately seventy-four percent of the

primary parents completing measures were femalermyparent reporters, 74.1% were
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Caucasian, 14.8% were African American, 7.4% weasp&hic and 3.7% (one parent) identified
as Other. This sample of parents was identifieddat% heterosexual and 25.9% homosexual.
Among the primary parents identified as homosextate were female (42.9%) and four were
male (57.1%). The families tended to be highly eded; 33.3% had some type of graduate
degree and an additional 44.4% had a BA/BS degfeese with high school diplomas or a
GED accounted for 14.8% of the sample, and 7.4%ahadlA or vocational degree.

In the total sample, a little under half of thetmapants (42.9%) were taking some type
of psychiatric medication. Among study completers25), ten were taking psychiatric
medication during the intervention. Nine out of ftewere taking medication to treat symptoms
of ADHD, and six out of these nine participants.@®6) were also taking additional
medications targeting mood symptoms (e.g. anti-egants, mood stabilizers).

Initially, two cycles of the group (immediate anditlist) were planned for both TIES-
UCLA and TIES-South Bay. The goal was to randonsigign participants to immediate and
waitlist conditions as much as possible. Thesespte®ded to be modified following the first
cycle of the group at UCLA, which began in Febru2®di 1. For the first full cycle at UCLA,
participants were randomly assigned to immediateveaitlist conditions. Due to scheduling
constraints, two of those participants needed tmtdeded in the waitlist condition and were not
randomly assigned. Following the first cycle at UXCwe were unable to recruit a large enough
group to divide into immediate and waitlist conalits in the South Bay TIES for Families site.
The decision was made to go forward with an imntedi@atment group only. This same
challenge occurred during the second round of gg@aapJCLA, where it was necessary to begin
one group while recruiting for a second group. Eh®g groups were also considered

immediate treatment conditions.

29



Altogether, 21 (75%) of participants were considdaxebe in the immediate condition
and 7 (25%) were considered to be in the waitlistig. In the waitlist group, there were three
participants who did not complete the treatmene (dne to scheduling, two due to fit of group),
but completed post-treatment measures and wenadedlin analyses. Participants in the
immediate and waitlist conditions were comparegaitest measures and only significantly
differed on one of the 23 t-tests, a finding likellye to chance. Overall, 8 participants (28.6%)
were randomly assigned, and 20 (71.4%) were noderaly assigned. These two groups were
also compared on pre-test measures and only signtfy differed on one of the 23 t-tests.

C. Intervention implementation/content

Group Assignment

Once a phone screen was completed, eligible fasniiere invited to an orientation
session, where consent and assent forms were ebtand pre-measures were completed. Only
one parent was required to participate in the statfigough if there were two parents in the
home, both were welcome to attend. In the firsugrat UCLA, participants were informed that
they would be randomly assigned to an immediatgnrent group starting the following week,
or a waitlist treatment group beginning in 8-10 keed-or the remaining groups, all participants
were assigned to the immediate treatment groupbtihgdn the week after orientation.

Group Leaders:

For each group, two therapists were co-leadersanducted the session jointly. For all
of the groups, Pl Natalie Bencuya was one of taddes. The other co-leaders were three
graduate students from UCLA’s Clinical Psychologgtral program. All three of the leaders
were externs in a practicum placement at TIES andwected the group as part of their

placement. Group leaders were trained in the magmiad to the start of the groups and met
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weekly for continued supervision. Training and suon was led by Natalie Bencuya and Jill
Waterman.

Training prior to the beginning of groups took @anc two half-day sessions and was led
by Natalie Bencuya. Diana Winston (Education Diveett the Mindful Awareness Research
Center--MARC) also conducted a brief Mindful Awaess Practice (MAPS) training with the
study team. Team members gained exposure to mimedfsiimeditation taught in MARC courses
at UCLA and this served as an experiential introidmcfor therapists to some of the basic
principles of mindfulness that were incorporateid IGHAMP.

Program Format:

Following a 60-minute orientation session wherdigigants signed consents and
completed pre-measures, the CHAMP interventiongigen. CHAMP was a 7-week program
that consisted of six 90-minute weekly child gragssions, one 90-minute parent introduction
and a 30-minute check-in with parents at Week % wite co-leader (while the other co-leader
completed the rest of the child session). Eachmghad 4-6 child participants.

Program Content:

There was a didactic focus for each youth sessiot.each session also included various
experiential exercises, including mindfulness esexs; exercises related to Acceptance and
Commitment Therapy (ACT; Hayes et al., 1999) metaphand group discussions about
participant experiences with mindfulness. Each wemkh participants were given ACT-based
exercises to complete. Parents also received time lexercises as well as a hand-out to help
them understand the concepts and discuss withahid. The treatment incorporated various
ACT principles, including contact with the presemdment, acceptance, defusion, values, but it

was also modified to be developmentally appropfiatex child population.
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The manual was derived from multiple sources, annices were cited when applicable.
Permission was granted to use mindfulness exerdesesoped by Susan Kaiser Greenland
(personal communication, 2010). Prior to administgthe treatment model in the study, the
author of the manual (N. Bencuya) consulted withtiple colleagues knowledgeable about
using the ACT model and/or working with this pogida of children. In addition, exercises
from the manual were piloted by the author in a thigrsupport group at TIES for children 10-
15, as well as with an individual client exhibitiddpHD symptoms. Based on these experiences,
the manual was modified as needed prior to thedysle of the project. Additional consultation
was sought from researchers conducting work infibig (e.g. Lisa Flook, Randye Semple). In
preparation for conducting this treatment, the au#ittended a six-week introductory course
about Mindful Awareness Practices (MAPs |; MARQ)daarticipated in two mindfulness
study groups comprised of professionals and paretgrested in the application of mindfulness
practices for children. These study groups werdle8usan Kaiser Greenland, authofbé

Mindful Child and past collaborator in research with MARC fouride Susan Smalley.

OUTLINE FOR TREATMENT SESSIONS (See Appendix D for full manual):

Parent Session #lIntroduction to goals/principles of program

Youth Session #1Introduction to program and to mindful awaren@sgeathing exercises and
sensory exercises, outline group values)

Homework (HW): Engage in three mindful activitiagriehg the week (e.g. eating, walking) and
describe it

Youth Session #2Learning to distinguish between description vawdng conclusions (e.g.

making the distinction between observing with due senses and recognizing what judgments

32



our mind makes about our experiences)

HW: Worksheet to practice describing vs. drawingatosions—explain the difference to a
parent/adult

Youth Session #3Learning about “sticky” thoughts/feelings andgiieing acceptance
(Mosquito Metaphor)

Description ofsticky thoughts/feelingendmosquito metaphoiSticky thoughts/feelings are
defined as those that can get in our way and faekdo us (e.g. | am stupid), leading us to react
in ways that get us into trouble (e.g. avoidancaating out). The mosquito metaphor
encourages us to think about our typical reactibemwwe are bitten by a mosquito (scratching
the itch), and what that generally leads to (swgllbleeding). Children are encouraged to think
about another way they might respond (noticingitittebut not reacting immediately) using the
mindfulness tools they have been learning. Theyhae asked to try and apply this type of
approach to their sticky thoughts/feelings.

HW: Identify a sticky thought/feeling during the @keand write down response--explain sticky
thoughts to a parent/adult

Parent Session #2 (held during second half of YoutBession #4 with one group leader)
Processing treatment thus far, answering questiongyleshooting difficulties, reviewing
CHAMP concepts

HW: Practice mindful witnessing (engaging with dhiithout questions or criticisms, and
noting what reactions come up for parent) withahlliring short one-on-one time during week
Youth Session #4Increasing acceptance (Thoughts in Flight exejcis

Description of thoughts in flight exercise: Children are encouraged to think albloeit sticky

thoughts as transient and not permanent. As a avenake this experiential, children are
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encouraged to write a sticky thought on a pap@lane, and the leader of the group explores
with participants whether it is more effective tp &nd keep the airplane/sticky thought in flight
or to allow it to pass by and land without engagmnti it.
HW: Record sticky thoughts/emotions in mindfulngsgnal and write about how you
responded; think about what sticky thoughts are fide you
Youth Session #5Values: What do | care about?
HW: Decide on one behavioral commitment for the kvee
Youth Session #6Celebration/complete post-measures

At the beginning of the program, leaders explaiteethe participants that they would
have an opportunity to work together to earn agarty at the end of their work together. At
each group, children earned a point for each agtby participating and paying attention, and
the group needed to earn the majority of pointsides in order to earn their party. Trained
research assistants kept track of the points astepat the front of the room, and leaders
referred back to it to highlight when the group wasking well together or when participants
were having difficulty paying attention. For sonreugps this level of reinforcement was
sufficient, but for others additional, more immedigeinforcement techniques were needed. In
these cases, children could earn a piece of chiecotaa gold dollar for earning all possible
points during each half of the group.

D. Measures

Pre- and post-treatment assessments utilized panethichild-reported questionnaire data
to assess mindfulness processes and children’vioefilafunctioning at each time point. For
each cycle, there were three assessment periads: T(pre-treatment for immediate group),

Time 2 (approximately 2 months later; post-treatienimmediate group and pre-treatment for
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waitlist group when applicable), and Time 3 (pasatment for waitlist group and 2-month
follow-up for immediate group). Follow-up measuvesre also collected from the waitlist group
2 months following the end of the intervention. $gpendix C for full text of each measure.
Before the first assessment period, participamievwold that all of their information
would be held confidential. They were also infornaddut exceptions to confidentiality (e.g. in
the case of suspected child abuse or significaktai harm to self or others).
A. Parent Assessment Measures:
Demographics:
1) Family Demographics Form:At the pre-treatment assessment only, parents asatpthis
guestionnaire, created for the present study. FIDie assesses child, parent, and family
demographic factors (e.g. ethnicity, parent edocatthild age, and grade). The FDF also
assesses whether the family has had any prior iexgerwith mindfulness techniques, what
services the child is currently receiving, and veetthe child is currently taking any psychiatric
medication.
Parent Measures:
1) Parental Stress Index—Short Form PSI-SF; Abidin, 1995)The PSI-SF is a widely used
36-item measure (derived from the 120-item origi@l) designed to assess the extent to which
a parent experiences stress. The measure is birttkethree subscales, assessing parental
distress, parent-child dysfunctional interactiamd difficult child. Similar to the full PSI, it ats
has a validity scale. Items are rated on a 5-dokdrt scale ranging from “strongly agree” to
“strongly disagree.” The PSI-SF demonstrates adequsychometric properties, with test-retest
reliabilities ranging from .68 to .85 and intereahsistency alpha coefficients ranging from .80

to .91 (Abidin, 1995).
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2) Parental Acceptance and Action Questionnair@AAQ); Cheron, Ehrenreich & Pincus,
2009): The PAAQ is a 15-item measure composed afified items from the Acceptance and
Action Questionnaire (Hayes et al., 2004) that aionsmeasure the degree of experiential
avoidance in the parenting context. Respondergseath item of a 7-point Likert scale
indicating how true the item is for them. Itemslude, “I try to suppress thoughts and feelings
about my child that | do not like by just not thing about them” and “I'm not afraid of my
child’s feelings.” After reverse-scoring negativeprded items, scores are obtained by
summing the item total. Items load onto two sulesgbarental inaction and parental
unwillingness. High scores on the inaction subssatgest parental avoidance of taking action
in the context of the emotional experiences ofrtblildren. The inaction subscale is composed
of 9 items. High scores on the unwillingness sulessaggest parental unwillingness to
experience the emotional experiences of their oildThe unwillingness subscale is
composed of 6 items.

Though the PAAQ is still undergoing psychometristiteg, it has evidenced moderate
levels of internal consistency (alpha=.64 to .6fbss scales) and temporal stability (correlations
between .68 and .74 across scales) based on assafigarents of 154 children (Cheron, et al.,
2009). There is evidence of convergent validityvall, as positive correlations are found with
the PAAQ and measures of child behavior problenJC Achenbach, 1991) and measures of
parental control (Parent Locus of Control; Campignan, & Prentice-Dunn, 1986).
Parent-reported Child Outcome Measures:

1) Behavior Rating Inventory of Executive Functioning(BRIEF, Gioia, Isquith, Guy, &
Kenworthy, 2000): The BRIEF is an 86-item meashet issesses executive function behaviors

that serve to guide and organize cognition, emoaon behavior in children ages 5-18.
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Respondents rate each item on a 3-point scaleatdg whether the behavior occurs never,
sometimes, often. For the purposes of this stuakemnis will be asked to rate their child’s
behavior in the last two weeks.

There are eight clinical scales (Inhibit, Shifin&ional Control, Initiate, Working
Memory, Plan/Organize, Organization of Materiald &tonitor) that form two broad indices,
Metacognition Index and Behavioral Regulation Indexwell as an overall Global Executive
Functioning Composite. The Metacognition Index unlgs 5 clinical scales (Initiate, Working
Memory, Plan/Organize, Organization of Materiald &fonitor) and the Behavioral Index
includes 3 clinical scales (Inhibit, Shift, EmotarControl). Raw scores were converted to T-
scores for this study, and higher scores reflesendgsregulation in behaviors associated with
executive function. The BRIEF has been shown telsaNficient psychometric properties
including internal consistency ranging from .8098 and test-retest reliability ranging from .76
to .88 (Gioia, Isquith, Kenworthy, & Barton, 2002).

2) Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001): The CBCL isidely

used and well-standardized parent rating scalbedbavior problems of children aged 6-18
years. The 113-item measure asks parents to ratérequently their child engages in a range of
problematic behaviors on a scale of 0 (none), inéaor 2 (usually). Ratings yield T-scores
(M=50; SD=10) that indicate a child’s problems teato others of the same gender and age.
For this study, the three broadbands (total, eatering, and internalizing) and subscales will be
used.

3) Conners' ADHD Scale: Revised—Short VersioiCPRS-R:S; Conners, 1997): The CPRS-
R:S is a widely used 27-item measure designedsisasymptoms of Attention-Deficit

Hyperactivity Disorder (ADHD) as well as oppositaehaviors. There are four behavior
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subscales, including Oppositional, Cognitive Protd8nattention, Hyperactivity, and ADHD
Index. The CPRS-R:S offers four ratings rangingnfigeldom/never to very often/very frequent.
The CPRS-R: S demonstrated adequate reliabilityahdity based on a large normative
sample (8,000+ children and adolescents).

B. Child Assessment Measures:

1) Child Acceptance and Mindfulness Measur¢CAMM; Greco, Smith, & Baer, 2010): The
CAMM is a 10-item self-report measure designedsteas the extent to which children and
adolescents observe internal experiences, actamitiieness, and accept internal experiences
without judgment. Items include, “I pay close atien to my thoughts” and “I get upset with
myself for having certain thoughts.” Respondents it@ms on a 5-point Likert scale based on
the degree to which the items reflect their expexes. The CAMM addresses the core aspects of
attention, awareness and acceptance that compléhgeotirrent trends in defining mindfulness
(Coyne, Cheron, & Ehrenreich, 2008). A previoust2s version of CAMM was evaluated

with a sample of 606 middle school students, detnatisg good internal consistency
(Cronbach’s alpha=.84).

2) Avoidance and Fusion Questionnaire for Yout{AFQ-Y); Greco, Murrell, & Coyne,

2005): The AFQ-Y is a 17-item self-report measuwgsigned to assess child and adolescent
psychological inflexibility characterized by higéMels of experiential avoidance, cognitive
fusion, and behavioral ineffectiveness in the presef unpleasant emotions (Coyne, Cheron, &
Ehrenreich, 2008). Items include “I push away thdagnd feelings that | don't like”
(experiential avoidance) and “The bad things Ikhabout myself must be true” (cognitive

fusion). ltems were based on the Acceptance andQuestionnaire (AAQ; Hayes et al.,
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2004), but modified to be more developmentally appate for a youth population. Respondents
rate items of a 5-point Likert scale, and higheres reflect greater psychological inflexibility.

The AFQ-Y was administered to 1,369 children anadlegtents, ranging from 9-17, and
the measure demonstrated good internal consis{€ronbach’s alpha=.90 to .93) and
convergent validity (Greco, Lambert, & Baer, 2008ores were also positively correlated with
measures of child internalizing/externalizing syamps and negatively correlated with quality of
life (Coyne, Cheron, & Ehrenreich, 2008). The AF(&¥0 demonstrated negative correlations
with the CAMM, suggesting construct validity.
3) Cognitive Emotion Regulation Questionnaire (Youth \érsion) (CERQ-k; Garnefski,
Rieffe, Jellesma, Meerum Terwogt, & Kraaij, 200Vjre CERQ-k is a 36-item measure
designed to assess 9 cognitive coping strategiéseach subscale consisting of 4 items: Self-
blame, Other blame, Acceptance, Planning, Posiéfecusing, Rumination or focus on thought,
Positive reappraisal, Putting into perspective, @athstrophizing. These nine strategies are
combined to form three total subscales: 1) Posto@ng (Acceptance, Positive refocusing,
Positive reappraisal), 2) Negative coping (Selfiida Catastrophizing, Blaming others), and 3)
Cognitive strategies (Focus on thought/ruminat®efocus on planning, Putting into
perspective). For this study, the three subscaés wsed. Respondents rate items of 5-point
Likert scale ranging from (almost) never to (almadivays. The CERQ-k was adapted from the
original adult version, and items were rephraseaktter fit the cognitive abilities of children
aged 9 years and older.

Psychometric properties of the CERQ-k were assaasedample of 717 children 9-11
years old. Five of the subscales demonstrated gmeihal validity (Cronbach’s alpha=.70-.80),

and only the subscale Acceptance was below .65f@h’s alpha=.62). Since the number of
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items per subscale are quite small (4 items edobge alpha reliabilities can be considered
moderate to good.

Evaluation of Treatment:

Parent Program Evaluation: At the final group session, parents completeditem evaluation

of the program. The form assessed aspects of carsatisfaction, including whether they
would recommend the program to others and peragptbtheir child’s progress in home and
school environments. They also evaluated the gieagters’ level of knowledge about the
material and their ability to convey that infornwati

Child Program Evaluation: At the final group session, children also comgdiea written
evaluation modified for their developmental lev@hildren were asked about their overall rating
of the group and group leaders, and they were askeatlexercises were most and least helpful.
Group Leader Measures At the end of each child session, each groupdeeated participant
engagement based on attendance, homework complgéiditipation, and disruption. Each
child received a yes or no rating on attendancenéiwork completion was evaluated by whether
child completed assignment fully, completed it @dist (e.g. did part of assignment or reported
doing assignment but did not bring in journal)dat not complete the assignment at all.
Participants were given 1-point for completed hommry0.5 point for partially completed
homework and 0 points for homework not completetieWthere was disagreement among
raters about homework completion (usually betwedirahd partial credit), the score given by
the majority of the raters was used. Participatind disruption were based on a 5-point Likert
scale. Participation was operationalized as agtigafjaging in activities, answering questions,
and providing personal examples. Disruption wasapmalized as talking out of turn, engaging

in oppositional behaviors and disrupting other grawembers.
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Engagement variables were assessed as a comt&teomposite was formed by
finding the mean of the amount of homework completind level of participation, designating
a “1” for participants at or above the mean, afi@”dor participants below the mean. For the
disruption variable, participants were given a ifithey were below the mean and a “0” if they
were above the mean. For attendance, participaogsved a “0” if they missed more than one
session in the program, and this only included padicipants.
Research Assistant MeasuresSessions were videotaped and observed live mettaesearch
assistants (advanced upper division undergraduatesited for a research internship). They also
assisted the group leaders in providing positivefoecement to participants with a point system.
As the research assistants were present at ev&sipeethe decision was made for them to
complete engagement ratings on participants agndeof each group rather than use videotapes.
They rated participants on the same engagemenndiores completed by the group leaders.
Research assistants also assessed for group fetedieéy using a Treatment Fidelity Checklist at

each session.
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RESULTS

Analvtic Strateqy

Analyses were conducted in several stages. Ifirftestage, questions of feasibility,
acceptability and fidelity of the program were as&el. The second stage compared the
immediate and waitlist groups on outcome meas@e®n the small waitlist size (n=7), the
third stage included pre-post-follow-up analysed assessed for predictors of outcome for the
group of completers (n=25). All measures were assk®r outliers, and as no score exceeded
three times the standard deviation of the mean odiffnations were necessary.

A. Evaluation of the feasibility, acceptability, and fdelity of the CHAMP program

Engagement and acceptance of the program weresadsespart by evaluating levels of
participant attendance, participation, and homeworkpletion. Table 3 shows participant
attendance by session. Participant attendancegea82% across all groups and participants.

Participation from group members was generallyuatald by both group leaders and the
Research Assistant. Given that no pair of coders wensistently more reliable with each other,
an average participation rating was generateddolh group, and a total average was generated
based on the number of sessions each participanidad. Overall, participation was rated quite
high, with limited variability. Across participantdhe average participation rating for the group
was 4.06 (SD=0.39) on a 5-point scale with ancbbds(low participation) and 5 (high
participation).

Homework assignments were assessed at Sessiormiglte, and percentage of full or
partial completion ranged from 72 to 80% (mean=%j.&cross groups. Overall, participant
attendance, participation levels, and percentag@aiework completion support evidence of the

CHAMP program as feasible to conduct with this gapan.
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Acceptability of the CHAMP program was assessegghirt by participant evaluations at
the end of the program. Data were collected fronp@&4nts who had children who completed
the program. Parents were surveyed about theirgkfeelings about the program, as well as
specific questions about whether they felt theildcbenefited from the intervention. Overall,
91.7% reported feeling positive or strongly positabout the CHAMP program. When asked
whether they felt the program benefited them oir tti@ld, 79.2% of parents felt the program
benefited them, and 87.5% felt the program bergktheir children. However, 33% reported that
their child does not use the mindfulness skillgtawduring CHAMP outside the group.
Although 34.8% of parents reported they felt tlohitd’s behavior had improved as a result of
CHAMP, 60.9% reported the child’s behavior remaitieglsame and 4.3% (1 participant)
reported it worsened. Approximately 33% of pareit® reported that they never helped their
child or helped their child very little with thdmome assignments. Over half of the parents
(66.7%) agreed or strongly agreed that CHAMP hetped child at home, and 41.7% of parents
agreed or strongly agreed that CHAMP helped theldat school. All of the parents agreed or
strongly agreed that group leaders seemed knowddtig@about the material and were effective
at communicating the concepts. Overall, perceptafriee program were generally positive by
parents, though the reported benefits of the progvare variable.

Children also completed similar participant evalwag, and their responses indicated that
80% of participants felt either positive or strongbsitive about CHAMP. A high percentage of
children agreed or strongly agreed that CHAMP hetibem at home (92%), and approximately
half of the children (52%) agreed or strongly agrdeat CHAMP helped them at school.
Seventy-six percent of child respondents indic#iteg planned to use the mindfulness skills

they learned when the group ended.
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Fidelity to the program was assessed through teatfrdelity checklists that were
completed by research assistants during the seeeip gessions. The number of activities for
the groups ranged from 9 to 14, with an averageOof activities per group. The percent of
completed activities averaged 87.8%. Checklistevesiamined for trends or patterns related to
activities that were not completed. For six of seeen sessions of the program, there was one
activity that was not completed by any group. ™gs typically the last activity, and usually the
last activity was another mindfulness exerciseetoforce the principles taught in the group that
session. For instance, mindful shoe tying and alfalrwalking exercise were not completed by
any group. This can largely be attributed to tiraastraints and needing more time than
anticipated to review homework earlier in sesslbthose activities were removed from the
averages, the percent of completed activities geet®5.5%. This reflects the percentage of
consistently taught activities across these grobepsone group (South Bay TIES for Families),
behavioral management issues impacted the leaalaiigies to complete all activities. For
example, leaders would not have time to elaborate wpic (e.g. moving from mindful
breathing to making connections between breatibadg) due to the high level of disruption
and re-directing needed for the members. The aegrarcentage of completed activities was
calculated for the South Bay group only, and therage was 80.8%. Without the South Bay
group included, the average percentage of compéatdties for the other four groups was
89.5%. However, in general the majority of plane&drcises were executed across groups.

Further analyses comparing the UCLA and South Baygs were conducted to see if
the participants differed significantly. South Baarticipants had significantly less attendance
levels than UCLA patrticipants (t=3.26; p=.003), batall other engagement variables they were

not significantly different. At baseline, mean l&ssef measures for UCLA participants actually
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tended to be higher than South Bay participants they were significantly higher for the

BRIEF metacognition subscale (t=3.99; p=.001) &@dG@PRS-R Oppositional subscale (t=2.13;
p=.04). These findings, which may seem unexpestsein to be explained by the smaller size of
the South Bay group, the fact that some childrethéenSouth Bay group had low levels of
reported problems, and the measures of the masipdige child were not included in the
analyses (due to not returning post measures)., Thaslifficulty in covering all the activities in
the South Bay group seemed to be more a functi@engobup dynamic than the behavior
problems of any particular individual.

B. Immediate-Waitlist Comparisons

Relationships of Demographics to Pre-test Variables

The relationships of participant demographics amdtest study measures were assessed
via independent t-tests and bivariate correlatidepending on whether the variable was non-
continuous or continuous. Significant relationshaps summarized in Table 4.

Two demographic variables, child medication statug family experience with
mindfulness, differed significantly on several stuxdeasures. At pre-test, parents of children
reported to be on psychiatric medication had hidgnezls of reported parenting stress compared
with parents of children not taking medication. Y¥la¢so rated this group of participants as
having more ADHD symptoms on the CPRS-R (all scaleept Hyperactivity) and more
behavior problems on the CBCL (internalizing, emédizing and total behavior problems). Self-
report from children on medication indicated thegd lower levels of cognitive strategies (e.g.
focus on thought/rumination, refocus on planning] putting into perspective), as measured by
the CERQ-k, compared to children not taking medbcat

Parents were also asked about any past or cuxeetience with mindfulness in their
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family (including practices such as yoga or taj chamilies who reported experience with
mindfulness had parents who reported lower levietdress (on difficult child, parent-child
dysfunction, and total scales) compared to thosleowt any experience. In addition, this group
reported lower levels of experiential avoidancdifficult child emotion (e.g. higher levels of
mindfulness) on the PAAQ.

For participants who were adopted, several adogpecific demographic variables were
assessed based on child’s previous placementidtoere was no relationship found between
study measures at pre-test and number of placemeatdo adoption, age when the child was
first removed, estimated age at current placenzgrthe amount of time in out-of-home care.
Relationships of Measures at Pre-Test

The relationships among the CHAMP pre-measures agsessed with bivariate
correlations. Significant relationships are showable 5. Notably, children who reported
higher levels of avoidance and fusion with diffictiloughts/feelings (as measured by the AFQ-
Y) also tended to report lower levels of acceptanod mindfulness (as measured by the
CAMM). This corresponds with what has been found3ogco et al. (2010) and lends support to
the validity of these mindfulness constructs. Idiadn, children who reported using higher
levels of negative emotion regulation strategissnf@asured by the CERQ-k) tended to report
higher levels of avoidance and fusion with diffictiloughts/feelings and lower levels of
acceptance and mindfulness.

For parents, higher levels of reported avoidandakifg action in the context of difficult
emotional experiences of their children (as meakhyethe PAAQ inaction scale) was
associated with higher levels of reported paresttalss and higher levels of parent-reported child

inattention, executive functioning, and behavialgems. As is commonly found in other
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studies, higher levels of reported parenting stwesme associated with higher levels of parent-
reported child behavior problems (as reported el GBCL, CPRS-R, and BRIEF).
Immediate-Waitlist Analyses

In order to compare pre-post changes on study mesmsguthe immediate and waitlist
conditions, regression analyses were conductedpeoish scores as the dependent variable and
pre scores, condition and the interaction termrefgzore and condition as independent
variables. Pre scores were entered as Step 1 negnession model, the condition was entered as
Step 2, and the interaction term of pre score amdliition was entered as Step 3. The final
models of these analyses are summarized in Table 6.

Child MeasuresFor child-reported measures of cognitive emotigulation (CERQ-k),
no differences were found between the immediatenamitlist groups. Similarly, no differences
were found between the groups on child-reportedsorea of mindfulness (AFQ and CAMM).
For parent report of child executive functioningjIEF) and child behavior problems (CPRS-R,
CBCL), no differences were found between the imatedand waitlist groups.

Parent measuredReported differences in parental mindfulness (BAAlso yielded no
significant differences between groups. For patesttass levels (as reported on the total score
of the PSI), both the immediate and waitlist grotgggorted increases (non-significant) from
Time 1 to Time 2, and the mean baseline score wghehfor the immediate group. In the final
model, study condition significantly predicted thaiance in post-scores above and beyond
baseline scores at the trend level (t=-2.02; p=ab@l) the interaction between baseline scores and
study condition was marginally significant (t=1.955;.07, 2% additional variance in post-scores
explained). These findings suggest that for pgdicts who had low baseline stress scores, at

post-test parents in the waitlist group tendecefmrt significantly higher levels of parental
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stress compared to parents in the immediate gtdoywever, as baseline scores increased, this
difference at post-test became smaller and notfsignt.

C. Pre-Post-Follow-up Changes in Full Sample

Repeated measures ANOVA analyses were used to egainanges over the course of
treatment for study completers (n=25). For both adrate and waitlist groups, study measures
were sent to families who completed the interventiwo months following the final session.
Questionnaire data were returned by 22 out of hpaticipants (88% return rate). For these
participants, ANOVA analyses were conducted witle¢htime points: pre, post, and follow-up,
and contrasts were used to determine when signitfd@anges occurred. Results are summarized
in Table 7. For those dependent variables that sigreficantly related to demographic
characteristics, additional analyses were condustédcovariates included. Given the small
sample size and large number of demographic claistots examined (15 total), findings from
these additional analyses should be consideredseoative estimate of effect.

Child measures

Child report Children reported on their use of cognitive emotiegulation strategies and
their levels of mindfulness. For child reported sw@as of cognitive emotion regulation (CERQ-
k), no significant changes were found from prepast-test. Similarly, there were no significant
changes in child-reported mindfulness (as repastethe AFQ-Y and CAMM). Follow-up
results suggested delayed treatment effects fta-olported measures. At follow-up, child-
reported ratings of cognitive emotion regulatios if@easured by CERQ-k) indicated that
children reported using significantly fewer negatooping strategies for dealing with negative
events (e.g. catastrophizing) compared to basdhoechild-reported measures of mindfulness

(CAMM, AFQ), significant increases in mindfulneseng detected from post-test to follow-up
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and significant decreases in avoidance and fusitinivegative thoughts/feelings from pre-test
to follow-up.

Parent report of chitdParents reported on their child’s executive fiomehg, ADHD

symptoms, and behavioral problems. For parent tefahild executive functioning (BRIEF),
no significant changes were found from pre-tegtdst-test. For parent report of child ADHD
symptoms, there was a significant decrease in &id&lD symptoms from pre- to post-test. For
parent report of child behavior problems (CBCLEgrthwas also a significant decrease in total
problems and a trend level decrease in interngiphoblems (F= 3.72; p=.07, partial eta
squared=.14). In order to better understand wlestsaof problem behaviors decreased, repeated
measures tests were also conducted for the DSMssaall subtests of the CBCL. Significant
decreases were found for the anxious/depressed3b=2=.05, partial eta squared=.16) and
thought problems (F=5.84 p=.02, partial eta squa&f) subscales. Thought problems included
symptoms such as obsessions and compulsions, stoahgviors/ideas and sleep problems.

Because children taking psychiatric medication $igdificantly higher ratings on the
CPRS-R (Oppositional, Inattention, and ADHD subssglthe three CBCL broadbands and
thought problems subscale at baseline, psychiaeidication status was entered as a covariate in
a second set of analyses. For ADHD symptoms, theedee from pre-test to post-test remained
significant, and the interaction between medicasiatus and time was not significant. Similarly,
for total behavior problems, internalizing behaypooblems, and thought problems (as measured
by the CBCL) the decreases remained significaah@idevel for internalizing) and the
interactions between medication status and time wet significant.

At follow-up, additional parent-reported improventeim child executive functioning (as

measured by the behavioral regulation and metatiogrsubscales on the BRIEF) were
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identified. There was a significant decrease iroregal behavior regulation difficulties from
post-test to follow-up and pre-test to follow-uph&h medication status was entered as a
covariate, the decrease from post-test to followamained significant but the decrease from
pre-test to follow-up was reduced slightly to tréedel significance (F=3.64; p=.07, partial eta
squared=.16). There were no significant interacéiffects between time and medication status,
and both groups on and off medication followednailgir pattern of reported decreases in this
area. For reported child metacognition deficiteréhwas not a significant group change, but a
significant interaction between time and medicastatus was detected from pre-test to follow-
up. Whereas ratings for non-medicated participdatseased from pre-test to post-test (from
borderline clinical to non-clinical range), ratinigg medicated participants increased in this
domain (See Figure 1).

For parent report of child ADHD symptoms (CPRS4Rg significant decrease found in
total ADHD symptoms from pre-test to post-test weasntained from pre-test to follow-up and a
significant decrease in inattention symptoms framatgest to follow-up was identified. When
medication status was entered as a covariatey(iohDHD scale only), the decrease in ADHD
symptoms remained significant and there was noaaot®n effect between time and medication
status.

For parent-report of child total behavior problef@8CL), the significant decrease from
pre-test to post-test was maintained at the trewel from pre-test to follow-up (F=4.04; p=.06,
partial eta squared=.17). For reported child thopgbblems, the significant decrease was also
maintained from pre-test to follow-up (F=9.22; g37Qpartial eta squared=.32), but the decrease
for anxious/depressed behaviors was not maintafidaough a significant decrease in

externalizing problems was not found at post-fiesin pre-test to follow-up there was a reported
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decrease at the trend level (F=3.10; p=.09, patabquared=.13). When medication status was
entered as a covariate, the decreases for totavlmetproblems and thought problems remained
significant and there were no significant interacteffects; however, the trend level significance
for externalizing behavior problems was no longemi.

Overall, for child-reported measures effects warengest from pre-test to follow-up,
and an overall significant time effect was foundifoprovements on negative cognitive emotion
regulation strategies (CERQ-k) and avoidance asifuwith difficult thoughts/feelings (AFQ).
For parent-reported child measures, a significatiad time effect was found for improvements in
behavioral regulation (BRIEF) and ADHD symptoms EE3?R), and improvements in total
behavior problems were also maintained at followatithe trend level.
Parent measures

In addition to reporting about their child, parealso reported on their levels of
mindfulness and stress related to parenting. Aifstgnt decrease in parental experiential
avoidance related to tolerating the emotional erpees of their children (as measured by the
unwillingness subscale on the PAAQ) was found fpoey to post-test, suggesting an increase in
parental mindfulness over the course of treatmf&nbaseline, families without prior
mindfulness experience and parents identified asdsexual rated higher levels of
unwillingness on the PAAQ, and these two variallese entered as covariates in separate
analyses. When the covariates were included, tbeedse in experiential avoidance remained
significant, and there were no significant intei@t$ between time and these factors.

For reported parental stress levels, a significarease as measured on the parental
distress subscale of the PSI was found from prpest-test. No significant changes were found

on the other four scales of the PSI. At post-festents of children taking medication had
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significantly higher levels of reported stress tipanents of non-medicated children and
medication status was entered as a covariateanand analysis. A significant interaction effect
was detected, indicating that whereas the pardmsildren taking medication reported
significantly increased levels of stress at post;tine parents of non-medicated children tended
to report similar levels of stress (see Figure 2).

At follow-up, the significant decrease in parergaperiential avoidance related to
tolerating the emotional experiences of their gleild(as measured by the unwillingness subscale
on the PAAQ) was not maintained. For parental st(as measured by the parental distress
subscale on the PSI), the significant increase fpogntest to post-test was maintained at the
trend level (F=3.87; p=.06, partial eta squaredyFahidl there was no longer an interaction effect
between time and medication status. The lack efaation at follow-up seemed to be due to an
increase in stress levels for parents of child@ttaking medication and a decrease in stress
levels for parents of children taking medicatie@ducing the degree of difference between the
two groups.

Overall, for parent measures there were no sigmfioverall time effects. While parent
mindfulness related to the willingness to tolemifécult child emotion (PAAQ) increased at
post-test, gains were not maintained at follow-ipe significant increases in parental stress
reported at post-test were attributed to parenthivdiren taking psychiatric medication, though
this interaction was not seen at follow-up.

D. Predictors of Outcome in Full Sample

Engagement compositia order to better understand what process fagctoght
contribute to stronger or weaker outcomes for mgogcompleters, child participant engagement

was investigated as a predictor of outcome in egpdoy analyses. For these analyses, an
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engagement composite was created with four vagabétendance, homework completion,
average level of participation, and average leVelisruption (see Methods for description of
how composite was developed).

First, bivariate correlations were used to assassidinificant relationships between the
engagement composite and outcome measures (pbatitefllow-up). For those pairs where
significant correlations were found, regressionyses were conducted to examine whether the
engagement composite predicted variance in outcaim@ge and beyond baseline scores of
measures.

Results of the bivariate correlations between eegent variables and outcome
measures are summarized in Table 8. Parents wbaedhigher levels of stress at post-test and
follow-up tended to have children with significankbwer engagement composite scores. For
parent-reported child measures, participants whe neported to have higher levels of
inattention (as measured by the CPRS-R) at potteieded to have significantly lower scores on
the engagement composite. Similarly, participaaported to have higher levels of inattention
and hyperactivity (on the CPRS-R) at follow-up teddo have significantly lower scores on the
engagement composite. At follow-up, children whaevweported to have higher levels of
difficulties with metacognition (as measured by BRIEF) also tended to have significantly
lower engagement composite ratings.

Regression analyses indicated that the engagememdasite predicted variance in
parental distress post-test outcomes above ancbdyaseline scores at the trend level (t=-1.93;
p=.07, 3.6% additional variance explained). Thiggasts that participants rated as less engaged
in the group had parents with higher levels of ptaedistress at post-test. However, when child

medication status was included in the model, itlpted a significant amount of variance (7.4%,
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p=.006) in parental stress outcome and the engageramposite was no longer a significant
predictor. Thus, children on medication had pareuitis higher levels of parental stress, and this
was more influential than the engagement ratinpefchild. The engagement composite also
predicted variance in parent-reported child hyperayg scores at follow-up above and beyond
baseline ratings at the trend level (t=-1.97, p=10.6% additional variance explained). This
suggests that participants rated as less engadbd group had higher parent-reported levels of
hyperactivity at follow-up. The engagement compogias not found to be a significant
predictor of any other post-test or follow-up measuavestigated.

Baseline behavioral functioningnitial baseline child functioning was also intigated
as a possible predictor of outcome at post-tesfaimv-up. Using baseline reported child
externalizing problems, a dichotomous variable wragted splitting participants into clinical (T
score 64 or above) and non-clinical (below 64) geolRepeated measures ANOVA analyses
with all measures were conducted with clinicalisdagntered as a between-subjects variable, and
trend level interaction effects between time amdcdl status were found for total and
externalizing behavior problems (as measured o€BEL) from pre-test to follow-up.
Whereas the clinical group was reported to decrgalsehavioral problems from pre-test to
follow-up, there were not reported changes fombie-clinical group (See Figure 3 for

externalizing dimension).
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DISCUSSION

The overarching aim of the current study was @luate the feasibility and efficacy of a
new mindfulness-based intervention for childrenskt for, or exhibiting, externalizing
behaviors and difficulties with emotion regulatidimne content of the intervention was derived
from multiple sources and was the first progrartheauthor’s knowledge combining elements
of Acceptance and Commitment Therapy (ACT) and roilméss for a youth population. The
population was drawn from children adopted frontdosare, a group at risk for emotion
regulation difficulties, though in an effort to re@ase recruitment the criteria were broadened to
include four non-adopted children as well. On bageaneasures, participants did not differ by
adoption status.

Results indicated support for the feasibility @edeptance of the program, with
adequate levels of attendance and homework corapletnd generally positive participant
evaluations. Findings related to the impact ofitibervention on mindfulness and behavioral
outcomes were mixed. Very few differences in outeomere found between the immediate and
waitlist groups, likely due at least in part to 8mall size of the waitlist group (n=7). The one
marginal finding indicated that for participantsavhad low baseline stress scores, at post-test
parents in the waitlist group tended to report ificgmtly higher levels of parental stress
compared to parents in the immediate group. Howdeeparents with higher baseline scores,
this difference at post-test was smaller and ngniscant.

Stronger effects were found when examining thearates of the full group of
completers, though interpretation of these resulist be tempered by the uncontrolled nature of
the analyses. Results at post-test indicated d#fisgmt increase in reported parental mindfulness

related to a willingness to tolerate children’didiflt emotional experiences, and a significant
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decrease in reported child behavior problems, §ipalty internalizing problems (trend level),
anxious/depressed behaviors and thought problemsalesessions and compulsions and strange
ideas).

There was some evidence to suggest that for difiesuwith metacognition, involving
the ability to plan/organize and monitor behavibg intervention resulted in stronger effects for
children not taking psychiatric medication. Thisyntee related to the increased challenges for
medicated children to retain these types of skilla stimulating group setting. All but one of
ten medicated children were taking medication tress ADHD symptoms, and it is possible
that for some of these children the medication matsat its most effective during the hours of
the evening group (e.g. children taking stimulamelditionally, six of the nine children taking
medication for ADHD were also taking additional noadions to target mood symptoms,
suggesting complex clinical presentations for thesdicipants.

At the two month follow-up period, there was an 88%urn rate and additional
behavioral changes were identified. The gains nemareported thought problems and total
child behavior problems were maintained, and paresgorted significantly lower ADHD
symptoms and behavior regulation difficulties floeit child at follow-up. The gains in parental
mindfulness were not maintained at follow-up, baditional significant increases in child-
reported mindfulness were identified at follow-apd children reported using significantly
fewer negative cognitive emotion regulation stregegThese delayed effects suggest that for
children in particular the impact of the treatmeraty not be maximized until after the
intervention ends and there is a period of applyimegskills learned in the group. Future studies
should continue to include a follow-up period, gedhaps multiple follow-ups, to determine

whether this pattern persists. Other treatmentesuthve identified additional effects of an
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intervention at a follow-up assessment; in oneyshydBaucom, Sevier, Eldridge, Doss, and
Christensen (2011), researchers found significaotehses in observed negativity and
withdrawal from therapy termination through a 2+ytdlow-up.

Beyond identifying statistically significant charsge reported behavior following the
intervention, it is important to consider the atiali significance as well. For the reported
decreases in child behavior problems, ADHD symptand behavioral regulation, effect sizes
tended to be small according to guidelines estadgtivy Cohen (Cohen, 1988). For ADHD
symptoms, mean t-scores at baseline were in theealirange and shifted into the borderline
range by follow-up. For total behavior problems &etiavioral regulation, initial mean t-scores
went from being in the high borderline range tolthe borderline range by follow-up. In
contrast, mean scores of internalizing symptont$estaand ended in the non-clinical range,
suggesting the identified changes may be lesscaligirelevant.

Predictors of treatment outcome, particularly festelated to child participant
engagement and baseline clinical severity, were etplored. Engagement was examined as
composite made up of four factors (attendance, ariecompletion, participation and
disruption). Lower engagement scores were assdcvatd higher parental distress at outcome,
and it can be hypothesized that the characteristickildren with low engagement in the group
may transfer to the home setting and contributbeo parent’s level of stress. Alternatively,st i
possible that parents who are distressed may nettha resources to help their child stay
engaged. For example, engagement data indicategahents who reported higher levels of
stress also had children who completed less homewaod lack of parental involvement could
be one reason for low homework completion. Loweyagiement was also related to higher

hyperactivity ratings at follow-up, predicting apgimately 11% additional variance in follow-
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up outcomes above and beyond baseline hyperadatatitygs. These results provide evidence
that treatment engagement may be a meaningfulrfextmonsider when evaluating outcomes for
both parents and children.

Clinical severity was examined as a predictor dtome by identifying participants with
parent-reported clinical baseline levels of exterimay problems. On most outcome measures,
clinical status did not influence the impact of threatment. However, for externalizing behavior
problems, participants in the clinical group dessghin this area while there was no reported
change for participants in the non-clinical groGpven that the study aimed to target
externalizing behaviors, it is useful to identiffainh participants may benefit the most from the
intervention. Results suggesting that childrerhviaigher levels of baseline difficulties may
improve more over the course of the study intulyiveake sense since these children also have
more room for growth than a non-clinical group.

Overall, results from this initial study supportther inquiry into using
ACT/mindfulness-based interventions for childretha@motion regulation difficulties. Despite
only meeting with parents for an introductory sessand a mid-program check in, results
indicated that parents increased their self-regamendfulness skills related to their willingness
to tolerate difficult child emotions. This suggestat parents may be an effective point of entry
for intervention, and the program would benefinfrbaving a concurrent parent group for
teaching parents similar skills their children @ ning as it applies to their roles as parents.
Other treatment studies targeting child externagjbehavior problems have demonstrated
clinical gains using parent training (e.g. WebS#amtton & Reid, 2003; Anastopoulus & Farley,
2003), and there is some evidence suggestinghbatambination of child and parent sessions

yield the strongest results (Kazdin, 2003). Thelggoha concurrent parent group would be
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twofold—parents would be encouraged to serve adeguor their children in applying
mindfulness skills and parents would also learn kmapply these skills to their own parenting
challenges. In this type of group format, there raksp be opportunities to practice mindfulness
with children and parents together, modeling hogytban use these skills as a family.

As parents need to be present to bring their admldo the group, it may be most efficient
to hold a concurrent group during that time perididhough this would require additional
therapists to lead the parent group, some res@adatates that concurrent parent and child
groups can help limit parent attrition (Jensen &né&s, 2010). An alternative possibility would
be holding a day-long seminar over a weekend bef@group starts, allowing parents to
become well versed in the different CHAMP concepta concentrated period of time.
However, there may be more logistical problems whitk approach, as child care might be a
problem unless it was provided by study staffadidition, meeting over a period of time would
allow parents to consolidate learning, practicdsskand have an opportunity to reflect on and
thoughtfully refine intervention with the input agdidance from group leaders and members.

Although results suggested that this type of irgation is feasible with this population,
behavior management was a serious consideratiangdilne groups. In the group setting,
participants tended to be easily distracted andgi®d by each other. While this offered many
opportunities to practice mindfulness in the moneerd focus on bringing their attention back to
the task at hand, it created challenges for tegdhi@ content of the intervention. Behavioral
reinforcement was a critical component of runnimg group effectively, and contingencies
needed to be immediate and tied directly to betavkor youth with high levels of attention
and oppositional behaviors, working toward a pigagy at the end of six weeks proved to be

too far removed as a motivating factor. Additiotedhniques were needed to keep participants

59



on target during each group, either in the fornstadcolate rewards or monetary rewards.
Children were found to respond very well to earrargjlver dollar for the first and second half
of the group if they were able to earn a pointdach activity of the group. Depending on the
severity of the behavior problems, future groupsudth clearly outline rewards that can be
earned at each group in addition to the largergreward at the end of the program. It may also
be worth considering whether the treatment programld work better in smaller groups or
individually for children with these high levels externalizing difficulties. Overall, it seemed
the benefits of the group setting (e.g. sharingsdend engaging in activities as a community)
outweighed the drawbacks, but smaller groups anggancluding more participants with
subclinical levels of difficulties might mitigateeé amount of redirection required by therapists.

Outcomes for the individual groups were examinesket® if any patterns could be
detected related to level of disruption (basednenengagement variable) and overall impact of
the intervention on major measures of mindfulné¢xy-Y, CAMM, and PAAQ) and behaviors
(CPRS-R, CBCL, and BRIEF). In general, it appedhed groups with lower levels of disruption
tended to show more mean level increases in mineésl and improvements in behavior. In
particular, the group with the highest level ofrdgion exhibited the lowest number of
improved measures (two out of six key measuredifted), and the group with the lowest level
of disruption exhibited the highest number of imprd measures (six out of six).

Given the challenges of keeping participants fodusehe group, the six child sessions
did not seem to be enough time to consolidate atml¢hildren internalize the mindfulness
skills taught and introduced. Especially sincel#st session was largely a celebration (and time
to complete post-questionnaires), there were anéydontent sessions covering various aspects

of mindfulness. Leaders of the program agreedghstcipants could benefit from two to three
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additional sessions for continued practice andiegipbn of the skills. For example, children
only chose one behavioral commitment to engage tinegfifth session. It would be beneficial to
have more sessions focused on making commitmeatedeo externalizing difficulties
andworking with sticky thoughts that arise whenrgyto follow through with these actions

In general, the flow of the sessions worked weithva mix of hands-on activities and
didactic portions of the group. However, childrended to be better at comprehending the
experiential portions of the group as compared watime of the cognitive components.
Participants would likely benefit from more revieithe cognitive components and breaking
the concepts down further to assist with compreibenst was also clear that the review of home
exercises was a critical way to engage participantsreinforce the concepts. The current
manual did not allot sufficient time for this, agenerally one of the activities would not be able
to be completed as a result of the extra time téediscussion of home exercises. Future
iterations of the manual should provide ample tiatdhomework review and move some
activities to a later session or make certain #is/optional if time is available.

A focus of ACT is on pursuing valued action, anid toncept was introduced to children
toward the end of the program. However, particyléot younger children, the idea of values
seemed a bit abstract and disjointed from the ptsvsvork on sticky thoughts. Although it
seems beneficial to interweave a discussion ofegtbiroughout the program, spending most of
a session on this concept may have detracted frolaiiy upon the other skills learned. Values-
driven action would be a useful component of cargthwork with parents, particularly in the
context of connecting with how they would like te &s parents. For child participants, they
would likely benefit from more concrete work reldt® using mindfulness to resist reacting in

ways that lead to negative consequences for them.
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Participants in the older range tended to haved#Bsulty with some of the cognitive
components, and in general the content of theviatgion seemed better suited for children in
the 11-13 range. However, mindfulness and behadwartaomes did not appear to differ by age
of participants. The group content could be modif@ younger children, but it was difficult for
therapists to address the variety of developmestégles of participants. Future groups would
benefit from a more narrow age range (e.g. idealtymore than two years apart). As an initial
study, the focus was on recruiting sufficient papiants, but a next step would be to refine the
target group and adjust the curriculum accordingly.

Another consideration is the type of behavior peatd targeted in the group. This initial
study aimed to impact externalizing behavior proiden particular, but results (especially at
post-test) tended to be more robust for internmagiaymptoms. Most past research on ACT has
focused on internalizing symptoms, and it may [z the techniques of defusing from difficult
thoughts and feelings are a more natural fit fspomding to internalizing difficulties versus
externalizing difficulties. For externalizing syropts, children need to use the skills they have
learned to try and inhibit reactive behavior, alle@mging task that is often made more difficult
by symptoms of impulsivity. In contrast, when apptythe strategies to symptoms of depression
or anxiety, the focus is on allowing difficult thghts and feelings to exist without interfering
with valued action. In the current form of the mntion, children were asked to identify areas
of their life they cared about (e.g. values) and lloeir actions created negative consequences
that interfered with those values (e.g. being itedion rather than outside playing with friends).
For children with primarily internalizing problems discussion of values would be similar but
participants would be encouraged to examine how theughts and feelings dictate their

actions (e.g. worried about asking a friend to pkyd prevent them from engaging in activities
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they would like to do. The negative consequencélaare situations typically relate to a lack of
action, rather than resulting in actions taken lmjdecen with primarily externalizing behavior
problems.

Based on the initial CBCL findings in this studgaating the program for targeting
internalizing symptoms may be a promising directaorthy of future investigation. Indeed, the
research base for acceptance and mindfulness-basgahents targeting youth seem to favor
internalizing symptoms. In addition to case studieswing clinical improvement in school
refusal and social anxiety using ACT-based treatm@oyne, McHugh, & Martinez, 2011),
Hayes and colleagues (2011) found evidence thAlGAntreatment targeting depressive
symptoms (in an adolescent psychiatric outpatietiing) resulted in stronger outcomes
compared with a treatment as usual condition. $sudsing a waitlist-control or comparison
treatment have also identified reductions in depvessymptoms for at-risk minority and urban
youth following mindfulness-based interventions (Melson, Greenberg, Dariotis, Gould, &
Rhoades, 2010; Liehr & Diaz. 2010).

Strengths of the current intervention include ataege of the model by co-therapists and
participant families. In general, child participamtere engaged with the material and able to
grasp most of the major concepts. An addition&ngth of the program was its diverse and
high-risk sample, including 25% LGBT families aneeo50% non-Caucasian child participants
(commonly seen demographics in families adoptinigicdn from foster care). Despite not
having particular behavioral cut-offs for studylusion, our recruitment from this at-risk,
adopted sample resulted in participants with a hegkl of behavior problems. At baseline,
mean levels of inattention and externalizing bebtiaproblems were reported to be in the clinical

range. Acceptance of the program by these famalnesthe preliminary behavior outcomes
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suggest that this type of intervention can be ssgfadly implemented with children with
complex backgrounds and clinical presentationgh@tsame time, the degree of clinical severity
exhibited in some of the groups created challefgetsme and behavior management that would
require some modification in future groups withstpppulation. Providing additional sessions
for consolidating learning and incorporating pasembore fully into the treatment could
strengthen the effects for this high-risk grougloidren often exhibiting comorbid conditions.
There are several key ways future work in this amad build upon the current study.
First, although the study utilized observationgbhdand participant/parent report, measuring
attention and regulation symptoms with a compugeriask may yield additional information.
For example, in a study by Zylowska et al. (20@d)lt and adolescent participants with ADHD
showed significant improvements in attentional tonbn a computerized Attention Network
Task following an 8-week mindfulness interventiblowever, it is unclear whether these effects
could be achieved with a youth population with aetst of behavior problems. Second,
collecting reports of child behavior from multiplfdormants (e.g. teachers) could help to create
a more comprehensive picture of child behavior @tav for comparisons across settings.
Third, findings related to engagement as a predmttoutcome might be strengthened by using a
more standardized approach to evaluating and catdhitg (and parent) engagement behaviors.
A considerable limitation of the current study witgssmall waitlist group. Although the
original design was a randomized waitlist-conttady, recruitment challenges prevented us
from maintaining the integrity of this model. Wilich a limited waitlist, our comparisons
between groups lacked power and yielded few finglikgiture studies should aim to recruit
children from a larger network in order to recruitough participants at one time to randomize

them into immediate and waitlist groups. This mayniore easily achieved when recruiting
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from a less high-risk, multi-problem population,evé barriers to joining a group can be
significant (e.g. children often committed to areattype of therapy). As a preliminary step, this
study indicates that this type of intervention is@thy area of continued exploration. However,
it remains to be seen whether this type of intetiearcan create the same types of impact as
other evidence-based approaches, and whetherlmhavioral targets might yield stronger
findings.

Based on information gathered in this study, tla@eeseveral follow-up studies that
would be most useful to move forward in the exgioraand validation of this intervention.
Following modifications to the manual (e.g. adding additional child sessions and reducing
the emphasis on values in Session 5), a largaitpraized-controlled study with an adequate
waitlist group should be designed. This designldi@also include an enhanced parental
component, and the feasibility of running a conentparent group would be investigated.
Recruitment should target a broader populatiorhdficen 11-13 years old with sub-clinical and
clinical levels of externalizing difficulties. Ihts study resulted in positive findings for incresis
in mindfulness and behavioral functioning, a follow study should compare CHAMP with an
evidence-based cognitive-behavioral approach terealizing problems that includes a parent
training component (Pelham, Wheeler, & Chronis,8)9¢ the dynamics of a group setting
continued to create barriers for effectively imptarting CHAMP, a follow-up study could
examine the effects of the treatment deliveredromdividual basis. A final important direction
would be modifying CHAMP to target internalizingmgtoms more directly, and conducting a
pilot study with youth diagnosed with various artyiand/or depressive disorders. With this
group of studies, the effects of CHAMP for differ@opulations would be further clarified, and

the benefits of a more intensive parental compooeuld be examined.
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Table 1: Demographics for CHAMP sample

N=28
Child Gender Male 67.9%
Female 32.1%
Child Race African-American 35.7%
Caucasian 35.7%
Hispanic/Latino 25%
Biracial 3.6%
Child Age (range 7-13 Mean years (SD) 10.9 (1.6)
years)
Child receiving psychiatric | Yes 42.9%
medication No 57.1%
Child has a mental health | Yes 60.7%
diagnosis No 39.3%
Child has ADHD ADHD only 21.4%
ADHD with comorbid d/o 21.4%
Child comorbid diagnosis | Externalizing d/o (ODD) 16.7%
with ADHD (n=6) Internalizing d/o (PTSD, Dep) 33.3%
Ext and Int d/o 16.7%
Asperger’s/PDD-NOS 33.3%
Child CBCL baseline Mean T-score (SD) 64.4 (11.2)
externalizing score
Child CBCL baseline Mean T-score (SD) 59.4 (9.6)
internalizing score
Child’s Adoption Status Adopted 84.7%
Not adopted 14.3%
Primary Reporter’s Gender| Female 74.1%
Male 25.9%
Primary Reporter Sexual | Heterosexual 74.1%
Orientation Homosexual 25.9%
Primary Reporter’'s Race African-American 14.8%
Caucasian 74.1%
Hispanic/Latino 7.4%
Other 3.7%
Primary Reporter’s Employed outside home 63%
Employment Status
Primary Reporter’s High school/GED 14.8%
Education Level AAl/vocational 7.4%
BA/BS 44.4%
Graduate degree 33.3%
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Table 2: Adoption characteristics for CHAMP sample

N=23

Age child first removed Age in years (SD) 1.5(1.6)

from home (range O to 6

years)

Reason for child removal Neglect 28.6%
Bio parent substance use 33.3%
Neglect + bio parent substance yse 19.0%
Physical abuse 4.8%
Other 14.3%

Biological parent substance Yes 57.1%

use reported No 42.9%

Time in out-of-home care | Mean number of months (SD) 14.1 (14.3

prior to adoptive placement

(range 0 to 48 months)

Type of foster placement | Foster care home 31.8%

child received Relative or kinship foster care 13.6%
Group home 4.5%
Multiple types of placements 50.0%

Number of placements child1 placement 39.1%

experienced (range 1 to 6) | 2-3 placements 26.1%
4-6 placements 34.8%

Estimated age when child | Mean age in years (SD) 3.0(2.1)

was placed in current home
(range O to 7 years)
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Table 3: Attendance broken down by session

N=25

Snil

Sn2 Sn3 Sn4 Sn5 Sn6
Present 22 (88%) 23 (92%) 22 (88%) 24 (96%) 24 (96% 23492
Absent 3 (12%) 2 (8%) 3 (12%) 1 (4%) 1 (4%) 2 (8%)
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Table 4: Relationship between demographic variadaespre-test measurest for study
completers (n=25)

Demographic
Variable
Child taking | Higher CPRS- | Higher PSI | Higher CBCL | Lower Higher BRIEF
psychiatric R (oppositional| (parent-child| (internalizing, | CERQ-k scores
medication inattention, and| dysfunction, | externalizing, | (cognitive | (behavioral
ADHD) difficult total) subscale) | regulation,
t=2.32*%, 2.22*, | child, t=2.45** t=-2.46* metacognition
2.56* defensive 3.61**, executive
responding, | 3.85** composite)
total) t= 2.44*,
t=3.70**, 2.24*, 2.60*
3.86**,
2.31%,
3.79**
Family Lower PAAQ | Lower PSI
experience (unwillingness, | (parent-child
with total) t=2.15*, | dysfunction,
mindfulness | -2.13%, difficult
(e.q. child, total)
meditation, t=-2.61%,
yoga, or tai -2.44*
chi) -2.23*
Parent Sexual Higher PAAQ
Orientation (unwillingness)
(Homosexual)| t=2.65*
Child Age CERQ-k
(negative,
cognitive)
r=-.44* -
A41*

*p<.05, **p<.01, **p<.001

T Non-significant variables: child number of yearshe home, time in out-of-home care, age
when first removed from home, estimated age atouplacement, number of placements prior
to adoption, grade completed by parents, parentahatatus, child race, child adoption status,
child gender
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Table 5: Bivariate correlations between CHAMP measat pre-test

P PQl PQU A | CAM PSIPD PSIPC PSIDC PSD PSIT CPO CPI CPH CPA C| CaN cac CBI CBE CBT BRB BRM BRG
Q F Q
T Q P
PQT B2Xxx 85%** .50%* A6* .38* .50%* A9**
PQl .39* .B3*** .58%* 57%* B5%** .66%** .39* -.42% A3* A2* Al* A3*
PQU
AFQ -.40%* .62** 49*
CAM -.56%*
PSIPD 55%* B9FE* Q7*** B1*** A2* A1* A5* -42% A4* 4A0* A4* 45% A8*
PSIPC T9HE* B3*E* B9*** B4*** A9* 51** -.55%** A9* 80*** JT5XE* B6*** S57** 66> **
PSIDC 78*** 95*** .60** .39* AT7* -.49*% .66*** BL¥*E | 67F** | 5O** 62**
PSID B7*** 46* 49* 42* .50** -.45% 44* .39* 48* 51%* .50** .55%*
PSIT B4*** A8** 54** -.55%* A8* B8*** B7*E* B7*X* S57** B7*E*
CPO 59** A4* B1** -.43% .55% B9 ¥* TOXE* TO*** T3HEX T8XE*
*
CPI 62%** 92%** .69* .53** J3FEE | 65F*E | gRHHH B7***
*%
CPH B2** A2* 53** TJ1HxE 54%* 66> **
CPA .66* .59** TTEEE | 69F** | gOH*H .8o¥**
*k
cQp B3F**
CQON
cQc -.43*
CBI S57** 7% | 46* .B5*** 63***
CBE Lg2xE* T4xxE .58** TO*E*
CBT TE*** T8XE* B5***
BRB B4*E* B5***
BRM 95***
BRG

*p<.05, ¥**p<.01,***p<.001

PQ: Parental Acceptance and Action Questionnaire (inaction, unwillingness, and total), AFQ: Avoidance and Fusion Questionnaire, CAMM: Child Acceptance and

Mindfulness Measure, PSI: Parental Stress Index (parental distress, parent-child interaction, difficult child, defensive responding, total), CP: Conners’ ADHD Scale

(Oppositional, Inattention, Hyperactivity, ADHD total), CQ: Cognitive Emotion Regulation Questionnaire-Kids (negative, positive, and cognitive), CB=CBCL

(internalizing, externalizing, total), BR: Behavior Rating Inventory of Executive Function (behavior regulation, metacognition, global executive composite)
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Table 6: Immediate-Waitlist Comparisons

Study Measure B SE B B Dependent
Variable

CERQ-k positive 57 .45 .39 CERQ-k

pre score positive post

Study Condition 1.94 18.75 .08 score

Pre score X Condition | .08 .58 A2

Rsg=.28

CERQ-k negative .96 32 1.37* CERQ-k

pre score negative post

Study Condition 9.86 8.16 .59 score

Pre score X Condition | -.56 .34 -1.23

Rsg=.45

CERQ-k cognitive .58 .29 .58 CERQ-k

pre score cognitive post

Study Condition 14.53 12.88 .65 score

Pre score X Condition | -.34 .38 .16

Rsqg=.24

AFQ pre score 1.29 51 1.19* AFQ post

Study Condition 17.50 11.78 .53 score

Pre score X Condition | -.85 .55 -.98

Rsg=.34

CAMM pre score .33 .30 .26 CAMM post

Study Condition -1.80 8.14 -.09 score

Pre score X Condition | -.06 .29 -.08

Rsg=.12

BRIEF total pre scoret | .86 40 .86* BRIEF total

Study Condition 16.39 67.98 .24 post score

Pre score X Condition | -.08 42 -.19

Rsg=.61

CPRS-R total pre score} .63 19 .66** CPRS-R total

Study Condition -8.35 4.80 -.40 post score

Pre score X Condition | .27 21 .37

Rsg=.82

CBCL total pre scoret | 1.05 .20 QQxx* CBCL total

Study Condition 5.68 15.62 .09 post score

Pre score X Condition | -.19 24 -22

Rsqg=.77

PAAQ total pre scork | 1.07 .30 1.05** PAAQ post

Study Condition 18.21 18.05 .78 score

Pre score X Condition | -.35 .34 -.80

Rsq=.63

PSI total pre scofie 74 14 TR PSI total post

Study Condition -29.89 14.83 -47 (p=.06) | score

Pre score X Condition | .32 A7 .53 (p=.07)

Rsg=.88

*p<.05; **p<.01; **p<.001
TtSubscales of BRIEF, CBCL, CPRS-R, PAAQ, and PSkhotvn (findings ns)




Table 7. Repeated measures (GLM) with pre-test-tes$, and follow-up scores in full sample
of completers (n=25; 22 with all three data points)

Measure Pre Mean (SD) Post Mean (SI)) Follow-up F scores (overall] Partial eta
Mean (SD) pre to post, post | squared
to f/u, pre to f/u) | (overall, pre to
pst, pst to f/u,
pre to f/u)

Child Measures

CERQ-k Positive 33.57 (7.92) 36.17 (11.71) 30.96%9 2.80, 1.40, 4.18,| .25, .06, .19, .10
1.92

CERQ-k Negative 28.57 (10.69) 25.74 (6.63) 24.583y 5.47* 2.99, .49. | .39, .12, .03, .39
11.51*

CERQ-k Cognitive 34.13 (9.61) 32.17 (10.64) 30922) 1.53, .73, .04, .08, .03, 0, .14
2.92

AFQ-Y 24.24 (14.12) 23.96 (14.19) 18.64 (9.41) | 3.97% 0, 1.97, .28, 0, .09, .26
7.35*

CAMM 25.44 (6.19) 24.36 (8.67) 27.91 (7.81) 2.18m,4.41*, | .17, .01, .17, .04
.82

BRIEF Bx Reg 64.68 (11.56) 64.08 (14.97) 62.00484. | 4.21* .10,5.82%, | .31, 0, .23, .18
4.31*

BRIEF Metacog 65.84 (11.04) 66.36 (11.37) 65.056Q)1L 1.67,.07,2.86, | .08,0, .13, .07
1.57

BRIEF Total 66.68 (11.33) 66.76 (12.85) 64.15 (3.4 | 2.53,.0025.23*, | .21, 0, .21, .13
3.00

CPRS-R Opp 66.76 (14.58) 63.42 (15.16) 65.32 (36.3% 1.11, 1.50, .02, | .10, .06,0, .10
2.23

CPRS-R Inattention 67.76 (12.84) 66.38 (11.48 641a.14) 4.23*.26 .17, .01, .29, .17
8.65**, 4.39*

CPRS-R Hyp 66.36 (14.49) 63.96 (14.33) 64.09 (15.61 .56, .58, .47,1.16 .05, .02, .02, .05

CPRS-R Total ADHD 68.72 (12.87) 65.04 (12.29) 64 24.50) 4.24*, .30, .23, .14, .29
7.12*3.35,
8.59**

CBCL Int (T) 58.60 (9.66) 54.67 (10.14) 58.18 (®.3 | 1.44,3.72, .30, | .13, .14, .02, .08
.94

CBCL Ext (T) 64.20 (11.04) 61.75 (12.19) 61.41 {19. 2.26, 2.30, .59, | .10, .09, .03, .13
3.10

CBCL Total (T) 63.60 (10.54) 60.63 (10.77) 60.82.45) 2.275.30%,.07, | .19, .19,0, .17
4.04

Parent Measures

PAAQ Unwillingness 25.08 (6.76) 23.29 (6.03) 24(6248) 2.696.47%,48, | .22,.22,.02,.04
.86

PAAQ Inaction 25.50 (6.16) 26.29 (7.35) 26.67 (§.79 | .50, .63, .71, .007 .05, .03, .03, @

PAAQ Total 50.58 (10.80) 49.58 (11.57) 51.24 (1).58| .21, .46, .008, .37 .02, .02, 0, .02

PSI Parental Distress 25.37 (7.43) 27.25(8.21) 6728.34) 3.085.21*,11, | .25,.19, .01, .17
3.95

PSI Parent-Child 27.63 (9.50) 29.17 (10.08) 29.38 (9.28) .92, 11240, .09, .05, .05, .01

Dysfunction .20

PSI Difficult Child 36.04 (11.30) 35.54 (12.25) 98.(10.68) .55, .19,.13,1.09 .06, .01, .01, |05

PSI Defensive 16.13 (5.15) 16.58 (5.06) 17.48 (4.88) .85, .67, 1374| .08, .03, .02, .08

Responding

PSI Total 89.04 (25.15) 91.96 (27.96) 93.95 (25.04) .72, 1.55, .67, .61 .07, .06, .01, .01

*p<.05; *p<.01

72



Table 8: Significant bivariate correlations betwesigagement composite and outcome
measures at post-test and follow-up

Engagement | Post-test Follow-up
Variable Measures Measures
Total PSI (parental | PSI (difficult
engagement | distress and child)
composite defensive -.43*
responding)
- 43*, -.44*
CPRS-R CPRS-R
(Inattention) - | (Inattention and
.50* Hyperactivity)
- 43*, - AT7*
BRIEF
(Metacognition)
-.46*
*p<.05
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Figure 1. Significant interaction effect from pesst to follow-up on BRIEF Metacognition
subscale for medicated (n=9) and non-medicatedl(netiildren (F=7.57; p=.01, partial eta
squared=.29)
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Figure 2. Significant interaction effect from pest to post-test on PSI parental distress subscale
scores for parents of children taking (n=10) andtaking (n=15) psychiatric medication
(F=7.89; p=.01, partial eta squared=.26)
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Figure 3. Significant interaction effect from pesst to follow-up on CBCL externalizing scores
for participants classified as clinical (n=13) amah-clinical (n=9) F=3.91, p=.06, partial eta
squared=.17 (similar results found for CBCL totallgems: F= 3.71, p=.07, partial eta
squared=.16)
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Early Environment
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Appendix A

Theoretical model for study

Neurodevelopment

Emaotional
Dysregulation

HPA Axis/Biological
Rhythms
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Appendix B: ACT Model & Definitions

The ACT Therapeutic Model

Contact with the
Present Moment

A Y
Acceptance \ // \\ Values

=

N/

Defusion Committed
Action

Self as Context

Acceptance Active awareness of private thoughts and feelimgsout attempts to change them
Defusion Stategies to alter function of thoughts and fegdirather than their content (e.qg.
recognizing thoughts as simply thoughts rather tharal truths)

Contact with the Present Moment Non-judgmental contact with thoughts/feelingsteey

occur

Self as contextViewing the self as a stable perspective or cdntather than overidentifying
with the content of one’s experience

Values Meaningful domains of life identified by the inglual to be pursued in an ongoing way
Committed Action: Purposeful action consistent with values

(O’Brien et al., 2008; Hayes et al., 2006)
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Appendix C: Selected Measures

|. Demographics Measure

Family Demographics Form:Please complete the following based on your pa#tang child.
All responses will be kept confidential as outlinedhe consent form.

Child Information:
1. Child’s full name:
(Last, First, Middle)

1b. Birthdate of child: / /
1c. How many years has child lived in home?

(# of years)
1d. Date of Adoption Finalization: / /

le. Child Race: (Please circle one)
1 = African American
2 = Asian
3 = Caucasian (White)
4 = Hispanic
5 = Native American
6 = Other (Please specify:

1f. Child’s grade

1g. Is your child currently in a gifted and talehfgogram?
1= Yes
2=No
1h. Is your child currently receiving learning sopftutoring services?

1= Yes How many hours per week?
2= No

1i. Is your child receiving any other service ilgol?

Child Mental Health Diagnoses:
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Is your child receiving other additional therapeutic services? YES NO If yes, please
describe treatment, frequency and duration:

Type of Therapy Date Started Frequency and What is therapy for?
Duration

Have you or your child had any experience with mintuiness? YES NO If yes, please
describe:

Is your child currently taking any medications? YES NO If yes, please list below

Type of Medication Date Started Dosage What is mecktion
used for?

Parent #1 Information

1. Parent’s full name: Sex:
(Last, First, Middle)

1b. Birthdate of parent: / /

1c. Parent Race: (Please circle one)
1 = African American

2 = Asian

3 = Caucasian (White)

4 = Hispanic

5 = Native American

6 = Other (Please specify: )

1d. Sexual Orientation:
1= Heterosexual
2=Bisexual
3=Homosexual
4=Prefer not to respond
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Parent #2 Information

1. Caregiver’s full name: Sex:
(Last, First, Middle)
1b. Birthdate of parent: / /

le. Parent Race: (Please circle one)
1 = African American

2 = Asian

3 = Caucasian (White)

4 = Hispanic

5 = Native American

6 = Other (Please specify: )

1d. Sexual Orientation:
1= Heterosexual
2=Bisexual
3=Homosexual
4=Prefer not to respond

Parent #1 Employment and Education Information
2. Current marital status:

1 = Married
2 = Separated/Divorced
3 = Widowed

4 = Never Married

3. Current employment status:
3a. Currently working outside of home:

1= Yes
2= No

3b. Period of time worked at same job m st 12 months:

(# of months)
3c. Please describe the kind of work that you dcuiding job title/position, name of
company/employer, job responsibilities, and whapleiyer makes or sells:

3d. Number of hours worked per week, on average:
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3e. What are the work hours: (circle one)

1=DAY (8amto5p.m.) 3=NIGHT (after 11 p.m.)
2 = EVENING (after 5 p.m. ¥4 = VARIABLE (hours change)

4. Educational status:
4a. Highest educational degree attained: (circé on

1=None 4= Vocational Degree
2 = High School Diploma 5 = Bachelor's Degree
or GED 6 = Master's Degree

3 = Associate's Degree etc.7 = Ph.D., M.D., J.D.,

4b. Highest grade completed in school: (Pleaséedmghest on scale)

5 6 7 8 9 10 11 12 13 14 51 16 17 18 19 20
Or fewer High School College Or more

Parent #2 Employment and Education Information
5. Current marital status:

1 = Married
2 = Separated/Divorced
3 = Widowed

4 = Never Married

6. Current employment status:
6a. Currently working outside of home:
1= Yes
2= No

6b. Period of time worked at same job mltst 12 months:

(# of months)
6c. Please describe the kind of work that you dcuiding job title/position, name of
company/employer, job responsibilities, and whapleiyer makes or sells:

6d. Number of hours worked per week, on average:
6e. What are the work hours: (circle one)

1=DAY (8amto5p.m.) 3=NIGHT (after 11 p.m.)
2 = EVENING (after 5 p.m.¥4 = VARIABLE (hours change)
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7. Educational status:

Or fewer

14a. Highest educational degree attained: (cino& o

1= None 4= Vocational Degree
2 = High School Diploma 5 = Bachelor's Degree
or GED 6 = Master's Degree

3 = Associate's Degree etc.7 = Ph.D., M.D., J.D.,

14b. Highest grade completed in school: (Pleastedrighest on scale)

7 8 9 10 11 12 13 14 51 16 17 18 19 20
High School College Or more

Family Information :

8. Total gross annual income for your household:

01/A=
02/B=
03/C=
04/D=
05/E=
06/F

07/G=

Yearly Monthly Estimates Weekly
Estimates
$0 to 15,000 0 to 1250 Oto 288
$15,001 to 25,000 1251 to 2083 289480
$25,001 to 35,000 2084 to 2916 4816063
$35,001 to 50,000 2917 to 4166 481961
$50,001 to 70,000 4167 to 5834 962346
$70,001 to 95,000 5835 to 7917 134 1827
> $ 95,000 > 7918 > 1828

9. Child’s living arrangements:

9a. Child lives with: (circle one)

1 = both adoptive parents
2 = one adoptive parent (specify: )
3 = non-parent (specify relationship: )

9b. Any otheadults living in the home: (circle atat apply)

1 = grandmother

2 = grandfather

3 = sibling (adult)

4 = other relative (specify: )
5 = friend of parent

6 = other (specify relationship: )
7 =more than one of the above (for coding purposeg) onl

9 = No other adults in home

83



9c. Names of the additional adults in the home:  Dckctly involved in child rearing
activities for this child?:

Number of biological children currently living ihé home:
Number of adopted children currently living in theme:

Please list children living in your home startinghathe oldest. Include gender, date of birth,
his/her relationship to you and date he or she havi® the family home.

Child’s name Gender Date of Relationship Date moved into family
(MorF) Birth home?

Total number of children currently living in therhe:
(This # includes target child)
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Child Placement History:

How old was child when first removed from biolodibame?

If known, what were the reason(s) for removal?

If substance exposure was reason for removal, suiztances were used (if known)?

Approximately how much time did child spend in aithome care prior to adoption?

What type of placements has child had? Circlehall &pply and provide approximate duration if
known:

Foster family home From age to
Relative or kinship foster care From age to
Group home or children’s institution From age to
Other: From age _to

Approximately how many placements did child have?

Date of adoption finalization:
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[I. Engagement Measures
CHAMP
Participant #:

Session #:

Date:

Therapist Completing Form:

ENGAGEMENT RATING:
Attendance: YES NO

Homework completed: YES NO PARTIALLY

Participation Rating:1 2 3 4 5
Low High

Disruption Rating: 1 2 3 4 5
Low High

Therapist Notes:
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CHAMP: Parent Final Evaluation
Name (optional): Date:

Please choose the answer that best describes yperience.

1. My overall feeling about the CHAMP group is:
____Strongly negative ____Negative Positive ___ Strongly Positive

2. 1'would recommend the CHAMP group to other parents
____Strongly disagree ___ Disagree  _Agree ____Strongly Agree

3. | feel the CHAMP group has benefited me.
____Strongly disagree ___ Disagree  _Agree ___Strongly Agree

4. |feel the CHAMP group has benefited my child.
____Strongly disagree ___ Disagree  _Agree ____Strongly Agree

5. My child uses mindfulness skills taught during CHAMP.
____Strongly disagree ___ Disagree  _Agree ____Strongly Agree

6. | assisted my child with his/her home exercises.
____Most/all the time ____Some of thetime A little of the time ____ Never

7. After participating in this program, my child is better able to manage upsetting emotions:
____Strongly disagree ___ Disagree  _Agree ____Strongly Agree

8. As a result of the CHAMP group, my child’s behaviorhas:
___ Worsened ___Stayed the same mprolved ____Improved a lot

9. This program has helped my child at school:
____Strongly disagree ___ Disagree  _Agree ___Strongly Agree

10. This program has helped my child at home:
____Strongly disagree ___ Disagree  _Agree ___Strongly Agree

11. CHAMP group leaders were knowledgeable about the ntarial discussed
____Strongly disagree ___ Disagree  _Agree ____Strongly Agree

12. CHAMP group leaders were effective at communicatingnformation
____Strongly disagree ___ Disagree  _Agree ___Strongly Agree
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How would you describe
mindfulness?

What were the most helpful home exercises (Cilttha apply):
Mindful Awareness Observing vs. Drawing Conclusion Mosquito Metaphor

Mindful Witnessing Sticky Thoughts and Feelings Gmmitment Exercise
What were the least helpful home exercises (Caitlénat apply):
Mindful Awareness Observing vs. Drawing Conclusion Mosquito Metaphor

Mindful Witnessing Sticky Thoughts and Feelings O©mmitment Exercise

Please include any comments that you wish to shiameit your experience with this group:
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Appendix D: CHAMP Manual Outline

Children Adapting Mindfulness Practices Program Overview: 8
week program—1 orientation session, 6 child sessaoml 2 parent
sessions (one individual and one combined withdghil
. WEEK 1: Youth/Parent Session 1a: Orientation,
Consents/Assents and pre-questionnaires
1. WEEK 2: Parent Session 1b: Introduction to
goals/principles of program
1. WEEK 3: Youth Session 1b: Youth introduction to program
and introduction to mindful awareness exercises
V. WEEK 4: Youth Session 2: Learning to distinguish between
description vs. drawing conclusions (judgment)
V. WEEK 5: Youth Session 3: Learning about “sticky”

thoughts and feelings and practicing acceptance
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VI, WEEK 6: Parent Session 2: Reviewing program principles
and identifying goalé Youth Session 4: Increasing
acceptance with defusion

VII. WEEK 7: Youth Session 5: Values—what do | care about?

VIIl.  WEEK 8: Youth/Parent Session 6: Celebration of end of
program/post-questionnaires

8 Week F/U: Packet of questionnaires sent to families to cetephnd

return to TIES.
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