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Introduction

African American youth and their families are at
increased risk of experiencing high levels of multi-
ple types of stressors that may increase maladaptive
coping strategies to manage negative affective expe-
riences. Compared to White youth, ethnic minority
youth are disproportionately exposed to a range of
stressors (American Psychological Association,
2008) from daily hassles to chronic conditions such
as poverty and racism (Miller, Webster, &
Maclntosh, 2002), stress-related health problems
(Woods-Giscombé & Gaylord, 2014), and traumatic
events such as exposure to violence (Kliewer et al.,
2004). Although emotion regulation and coping pro-
tect youth by reducing the impact of negative stress-
ors (Barbarin, 1993), continued exposure to stressors
may overload the coping resources of youth (Kliewer
et al., 2004). Given the potential for increased expo-
sure to both chronic and acute stressors and the gen-
eral importance of coping/regulatory efforts in
moderating the effect of those stressors, the emotion
regulation and coping processes of African American
youth are critically important targets of future
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research and intervention efforts. Mindfulness
interventions are theorized to target regulation of
emotion and coping processes associated with
chronic stress, and thus may represent a helpful
branch of psychotherapies to address the suffering
experienced by many African American youth.
Mindfulness has been described as “paying
attention in a particular way: on purpose, in the
present moment, and nonjudgmentally” (Kabat-
Zinn, 1994, p. 4). In essence, mindfulness is the
complete awareness of what is happening right
now, or “being in the zone.” Therefore, mindful-
ness instruction is intended to enhance an individu-
al’s innate ability to be aware. Formal mindfulness
instruction entails a range of techniques that help
foster an intentional focusing of attention on one’s
present-moment experience while letting go of
negative, self-critical judgments. As detailed
explicitly in many mindfulness programs, this type
of training aims to help individuals accept unpleas-
ant and painful experiences without reactively
attempting to change the experience (O’Brien,
Larson, & Murrell, 2008). However, as most of us
would prefer to reduce or eliminate pain and dis-
comfort as much as possible, some mindfulness-
based programs additionally adopt a dialectical
position of balancing desire for change alongside
intentional acceptance of the inevitability of suffer-
ing (O’Brien et al., 2008). As moment-to-moment
awareness through the day is the ultimate goal of
mindfulness programs, there is also instruction of
informal techniques that can be used at any time.
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The application of mindfulness meditation to
reduce suffering has been a feature of behavioral
medicine in the West for well over 30 years
(Kabat-Zinn, Lipworth, & Burney, 1985).
Meditation practices complement a group of
established psychological approaches to reduce
stress and discomfort (Baer, 2003), including cog-
nitive-behavioral therapies and relaxation tech-
niques (see Chap. 4). Mindfulness-based stress
reduction (MBSR) is one of the more well-known
programs, which initially was developed for use
with adults presenting with chronic pain and other
chronic and stressful conditions (Kabat-Zinn
et al., 1985). Since the establishment of MBSR,
several mindfulness-based interventions have
been developed and applied to treat a range of
psychological problems among adults (Baer,
2003), including Dialectical Behavior Therapy
(DBT; Linehan, 1993), Acceptance and
Commitment Therapy (ACT; Hayes & Strosahl,
2004), Mindfulness-based Cognitive Therapy
(MBCT; Segal, Williams, & Teasdale, 2002), and
Mindfulness-based Relapse Prevention (MBRP;
Witkiewitz, Marlatt, & Walker, 2005). The com-
mon thread among these other approaches is a
dual emphasis on mindfulness and behavioral
change as core processes to alleviate suffering. In
this chapter, we will review the literature pertain-
ing to coping with stressors among African
American youth, the role of stress exposure/expe-
rience in regulation and coping, and highlight the
role of mindfulness-based therapies to improve
self-regulation among African American youth.

Role of Stress Exposure in African
American Youth

Stressors experienced in childhood and adoles-
cence have been linked to a number of negative
mental health outcomes, including internalizing
problems, externalizing behaviors, academic dif-
ficulties, and health risk behaviors (e.g., Grant
et al., 2006; Lambert, Copeland-Linder, &
Ialongo, 2008). African American youth, particu-
larly those residing in low-income neighbor-
hoods, encounter a disproportionate share of acute
and chronic stressors due to their social position
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in American society (Garcia Coll et al., 2008).
Historical and present-day inequality faced by
African Americans has resulted in disparities in
exposure to stressors that impact children across a
variety of domains including the home, school,
and community (Garcia Coll et al., 2008).

A number of cross-ethnic comparison studies
suggest that ethnic minority youth experience
more stressors than their White peers (e.g., Choi,
Meininger, & Roberts, 2006). African American
youth are more likely than White youth to experi-
ence the death of a loved one, to have a family
member who has been arrested or jailed, to have
to take care of a loved one, and to be placed in a
foster home (Kilmer, Cowen, Wyman, Work, &
Magnus, 1998). In addition, African American
youth are twice as likely as White youth to expe-
rience maltreatment according to data from
Fourth National Incidence Study of Child Abuse
and Neglect (Sedlack et al., 2010).

In recent years, a number of studies have exam-
ined specific domains of stressors that dispropor-
tionately affect African American youth including
poverty, neighborhood disorder, community vio-
lence, and racial discrimination. Census Bureau
findings indicate that, in 2012, 27.2 % of African
Americans were living in poverty compared to
9.7 % of Whites (DeNavas-Walt, Proctor, &
Smith, 2013). In addition, African American youth
disproportionately reside in neighborhoods char-
acterized by high levels of neighborhood disorder
(Peterson & Krivo, 2005), and they rate their com-
munities as more threatening than adolescents of
other racial groups (Aneshensel & Sucoff, 1996).
Neighborhood stressors may have more harmful
effects than general negative life events (Scheier,
Botvin, & Miller, 1999).

Violence exposure is a frequently occurring
stressor for African American youth who reside
in low-income communities (Sanchez, Lambert,
& Cooley-Strickland, 2013). African American
youth are disproportionately affected by violence
as victims and witnesses. In addition, some
research indicates that between 50 and 96 % of
urban youth have witnessed community violence
(Gorman-Smith, Henry, & Tolan, 2004). The fact
that homicide is the leading cause of death for
African American youth (Centers for Disease
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Control and Prevention, 2012) is evidence of the
pervasiveness of community violence in their
lives. In addition, exposure to community vio-
lence as a victim or witness is associated with a
number of adverse outcomes including post-
traumatic stress symptoms, internalizing symp-
toms, suicidal behavior, antisocial behavior,
social withdrawal, substance use, and academic
problems (e.g., Gorman-Smith & Tolan, 1998).
In addition, these negative mental health effects
may persist over time (e.g., Lambert et al., 2008).

Experiencing racial discrimination is stressful
for youth and has been associated with negative
mental health outcomes (e.g., Greene, Way, &
Pahl, 2006; Simons et al.,, 2002). African
American youth are at risk for being targets of
discrimination (Greene et al., 2006; Romero &
Roberts, 1998) and they often report experienc-
ing discrimination in their daily lives (e.g.,
Greene et al., 2006; Seaton, Caldwell, Sellers, &
Jackson, 2008; Sellers, Copeland-Linder, Martin,
& Lewis, 2006; Simons, Chen, Stewart, & Brody,
2003). According to data from a nationally repre-
sentative sample of African American adoles-
cents, 87 % reported experiencing at least one
discriminatory incident in the past year (Seaton
et al., 2008). Recent research conducted by
Seaton and Douglas (2014) indicated that African
American adolescents reported an average of 2.5
discriminatory events occurring daily. Simons
et al. (2003) reported that 46 % of their sample of
preadolescents had experienced racial slurs, 33 %
had experienced some form of exclusion due to
race, and 18 % reported that they had been threat-
ened with physical harm due to race.

Thus, African American youth are at high risk
for experiencing exposure to many stressors that
may increase likelihood for developing emo-
tional and behavioral problems. High rates of
stressful experiences may result in the reliance
on maladaptive coping and emotion regulation
strategies that contribute to psychopathology and
maladjustment. As reviewed, many sources of
stress are difficult to change, and unlike some tar-
gets of evidence-based psychotherapy (e.g., cog-
nitive distortions), negative thoughts associated
with these stressors may be quite valid and accu-
rately reflect genuinely negative experiences.
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Mindfulness-based interventions target emotional
and attentional processes associated with chronic
and acute stress and may therefore support the
development of African American children’s self-
regulation in a unique way. Likewise, mindful-
ness-enhanced approaches to well-established,
evidence-based treatments (e.g., mindfulness-
based cognitive therapy, mindfulness-enhanced
parent training) may provide complementary ben-
efit. In the next section, we will review theoretical
models that further detail how mindfulness-based
treatments may reduce the negative effects of
stress and influences on emotion regulation and
coping. We will then review empirically evalu-
ated mindfulness treatments for youth and their
families, with a focus on studies that have included
African American youth.

Effects of Mindfulness
on Self-Regulation

Empirical interest in the potential theoretical
mechanisms of mindfulness-based treatments
has grown significantly since the initial introduc-
tion of mindfulness into psychotherapy over the
past 2 decades. Mindfulness has been broadly
theorized to improve affect regulation, a term
which encompasses the processes of emotion
regulation, mood regulation, and self-regulation,
as well as specific strategies such as nonreactivity
and acceptance (Jimenez, Niles, & Park, 2010).
Similar models pose mindfulness as a catalyst for
changes in various forms of self-regulation, with
distal improvements hypothesized for psycho-
logical symptoms. Emotion regulation has been
proposed as a fundamental component of many
kinds of youth psychopathology generally (e.g.,
Frick & Morris, 2004) and a potential mediator
of the relationship between exposure to risk and
healthy developmental outcomes for African
American youth specifically (Barbarin, 1993).
Multiple models have been proposed for
explaining mindfulness mechanisms generally,
and we will focus a selection of those theoretical
models. An information-processing model has
been proposed (Breslin, Zack, & McMain, 2002)
that identifies several ways in which mindfulness
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could work by modifying attentional and emo-
tional self-regulation processes: (1) Interrupting
automatic, “mindless” habits and cognitive
scripts associated with maladaptive behavior; (2)
Changing an individual’s relationship to his or
her own memory activation (e.g., neutrally
observing a memory, rather than attempting to
inhibit it, or reacting emotionally in a negative
way); (3) Becoming desensitized to previous
emotional triggers for behavior; and (4)
Developing increased attention to and awareness
of one’s own general cognitive and emotional
processes. It has been theorized that mindfulness
“may change automatic response tendencies
when the patient observes, describes, and partici-
pates in emotional experiences without acting on
them” (Lynch, Chapman, Rosenthal, Kuo, &
Linehan, 2006, p. 465). Indeed, the proposed
mechanism of therapeutic change in DBT is the
reduction of ineffective action tendencies that are
linked with emotion dysregulation (Lynch et al.,
2006). Similarly, the reduction of psychological
inflexibility and experiential avoidance within
ACT theory are proposed to allow individuals to
observe their psychological experiences instead
of attempting to control them (Hayes, Strosahl, &
Wilson, 1999). This psychological shift may pro-
mote a number of associated cognitive, emo-
tional, and behavioral changes, including reduced
belief in automatic thoughts, increased flexibility
of attention, improved intentional shifts in atten-
tion, reduced emotional intensity/duration and
secondary emotional responses, enhanced ability
for learning, and enhanced treatment motivation.

Mindfulness training is also theorized to result
in improved self-regulation that emerges from
increased acceptance and self-awareness, such as
noticing unpleasant emotions and distress as
experiences that can be accepted, rather than
impulsively reacted to, ruminated over, or chroni-
cally avoided in an ineffective manner (Baer,
2003; Kavanagh, Andrade, & May, 2004;
Williams, Teasdale, Segal, & Kabat-Zinn, 2007).
This enhanced acceptance of one’s internal expe-
riences is thought to lead to reduced suffering
and distress in response to stress. Thus, mindful-
ness training may result in symptom reduction
through exposure to emotional and psychological
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sensations, changes in attitude/cognitive stance,
greater use of self-regulation and coping skills,
and acceptance of psychological experiences
(Baer, 2003).

In addition, behavioral and learning theory
may also explain the potential utility of
mindfulness-based interventions for working
with African American youth. First, mindfulness-
based interventions may reduce emotion regula-
tion problems that precipitate and follow social/
interpersonal conflicts and stressors that often
function as triggers for exacerbations in manag-
ing chronic stress. Second, mindfulness may also
reduce high arousal and emotional reactivity from
which individuals may seek immediate relief,
thus counteracting the negative reinforcement
value that maladaptive coping efforts may have
previously provided (e.g., aggression, avoidance).
Thus, in many ways, mindfulness may address
maladaptive homeostasis, self-soothing, and
avoidant responses that may accompany many
forms of psychological disorders, including anxi-
ety, depression, inattention/hyperactivity disor-
der, and oppositional behavior.

In summary, various theoretical models have
offered philosophically complementary explana-
tions for the potential benefits afforded by mindful-
ness training. These models may be relevant for
working with African American youth in dealing
with the effects of exposure to stress as well as for
reducing multiple forms of psychopathology (e.g.,
anxiety, depression, aggression). As noted in a
review (Baer, 2003), mindfulness-based interven-
tions emphasize exposure to internal experiences,
cognitive changes in one’s relationship to internal
events, self-regulation, acceptance of experiences,
and relaxation rather than autonomic arousal. In
short, mindfulness approaches emphasize approach-
ing and accepting one’s experiences, rather than
chronic efforts in avoiding uncomfortable or unde-
sired experiences (Hayes & Strosahl, 2004). While
this stance of approach is similar to many cognitive-
behavioral treatments, it is important to note that
mindfulness-based therapies focus on a change in
the contextual relationship between a person and
his/her experiences, whereas CBT approaches
actively change the content of those experiences
(e.g., thoughts, behaviors). Our theoretical model
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Fig.6.1 Mindfulness and improved self-regulation

(Fig. 6.1) reflects the range of potential changes
associated with mindfulness, including improved
coping, positive cognitive changes, and improved
psychological self-regulatory abilities.

Practical Application: A Sample
Mindfulness Meditation Practice

Many clinicians who teach mindfulness tech-
niques across a variety of empirically supported
approaches, such as MBSR, ACT, DBT, and
MBCT, emphasize the need for the practitioner to
gain personal experience with mindfulness medi-
tation. Experience in mindfulness then enables the
practitioner to help children and adolescents learn
through their own experiences what mindfulness
is and is not (e.g., auto-pilot), and how mindful-
ness techniques can be used to cope with a range
of stressors. Providing a definition of what mind-
fulness is can be a helpful first step. In our work,
we often use Jon Kabat-Zinn’s classic conceptual-
ization, in which mindfulness is simply directing
attention in a particular way: on purpose, in the
present moment, and nonjudgmentally. By con-
trast, mindfulness is the opposite of mindlessness
or being on “auto-pilot” (Kabat-Zinn, 1994).
Mindfulness training on one’s breathing is a tra-
ditional starting point in meditation. The following
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text is a sample script for a brief meditation on
one’s breath:

1. Sit in a comfortable position in your chair. Sit
upright, with your back straight (but not
uncomfortably so) and your feet flat on the
floor.

2. Gently bring your attention to your breath.
There’ s no need to change how you are breath-
ing in any way, but just notice each breath as
you inhale and exhale.

3. Be aware of the sensations in your body as
you breathe; notice the sensation of the in-
breath as it enters your nose, throat, lungs;
notice your out-breath as you exhale.

4. Observe what parts of your body move as you
breathe. Your shoulders, chest, stomach may
move. Perhaps other parts of your body move
too—such as your arms and feet.

5. If other thoughts come in to your mind as you
practice, acknowledge them and then gently
shift your awareness back to your breathing
again. It is okay to notice these other thoughts;
let them go and return your attention to your
in-breath and out-breath.

6. Continue for two to three minutes or more, as
you like.

7. AFTER: What did you notice? What was it
like?
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Although this is a simple mindfulness exercise,
it may not be easy to maintain focus on the breath;
this is common and reassurance that lots of prac-
tice is needed can be given. Also, it allows what
may be a very different experience than a typical
moment spent worrying about whether an uncom-
fortable feeling will not end, or ruminating about
how one is frequently bothered by an unwanted
experience (e.g., itching in atopic dermatitis;
abdominal upset/pain). This simple exercise can
be modified and expanded in a number of ways.
For example, as one breathes in, a simple phrase to
describe that action could be added (“I am breath-
ing in my breath, I am breathing out my breath”).
Likewise, a general coping statement could be
added (e.g., “I breathe in peace, I breathe out
stress”), or an observation of undesired sensations
could be noticed and described nonjudgmentally
(e.g., “Inotice an itch on my arm”). As Thich Nhat
Hanh writes in The Miracle of Mindfulness,
“Mindfulness frees us from forgetfulness...and
enables us to live” (Hanh, 1975, p. 15). Since
enhancing awareness of what is happening in the
present moment is the intention of mindfulness
instruction, discussion of what actually happens
during such an exercise provides an opportunity
for the patient to gain understanding of how his or
her mind “works.” Practice of such techniques
allows for more facility in that awareness and
greater ability to manage one’s attention.

Repeated over days and weeks, the goal of
mindfulness training is to help individuals stay in
their present experience, whether enjoyable or
uncomfortable, and see things nonjudgmentally
and clearly as they are. Seeing one’s experience
clearly means not catastrophizing (i.e., seeing
things worse than they are) and not denying (i.e.,
not ignoring when things are truly undesirable).
Rather, purposefully staying in the moment, with
full, clear attention and without judgment, can
lead to many positive outcomes for psychological
and physical health. Mindfulness instruction pro-
vides simple techniques to “check in” with one-
self to assess what is actually happening in the
present moment. This “checking in” often leads to
enhanced perspective-taking (Kerrigan et al.,
2011; Shapiro, Carlson, Astin, & Freedman, 2006;
Sibinga et al., 2008) and enhanced self-regulation
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(Sibinga, Perry-Parrish, Thorpe, Mika, & Ellen,
2014). While mindfulness techniques can enhance
individuals’ abilities to see their present-moment
lives more clearly, it is typically believed that
benefits will be sustained through regular
practice.

Clinical Examples

To help illustrate how mindfulness approaches
may be used in clinical practice, we present two
examples of clinical cases that represent how
mindfulness may be used to augment existing
evidence-based treatments for working with
African American youth and their families. The
vignettes will represent the range of potential
applications: working with youth individually to
reduce psychopathology (e.g., anxiety) and
working with parents to improve child behavioral
functioning.

Anxiety Anxiety is a common childhood disor-
der, and many youth experience upsetting somatic
symptoms as part of anxiety. Some children
develop fears of their own somatic sensations,
which then become a focus of experiential avoid-
ance. Consider adolescents who present with anx-
iety and somatic complaints. Adolescents may
report a history of significant stress, declining
functioning (e.g., missed school, social isolation),
and negative changes in routines (e.g., irregular
sleep schedule). After ruling out potential medical
and physical explanations, many youth benefit
from cognitive-behavioral treatments to reduce
avoidance and improve functioning associated
with anxiety. Mindfulness training could be used
to focus on observing thoughts and working to
change one’s relationship to those thoughts.
For example, youth can practice noticing their
thoughts that predicted the worst possible out-
come (i.e., throwing up) and consciously attend-
ing to actual experience in those moments that
demonstrated the opposite (i.e., not throwing up).
Over time, youth are increasingly able to accept
thoughts as just that—thoughts—that do not nec-
essarily reflect reality. With increasing experi-
ence, a mindful stance toward thoughts may allow
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adolescents to see them as thoughts rather than
facts. These mindfulness exercises may help teens
reduce anxiety and pain complaints and resume
more normative functioning.

Behavioral Problems For children with behavior
problems, somatic complaints, and even for
healthy children, clinicians working with children
have long recognized the need to encourage par-
ents to nurture positive relationships with their
children through positive parental attention. The
recommendation for regular, recurrent “special
time” or child-directed time has been a popular
approach to this need (e.g., McMahon & Forehand,
2003; McNeil & Hembree-Kigin, 2011). The prac-
tice of mindfulness in its fullest expression means
living and attending to the present moment at all
times, with implications for how we manage our
lives and our relationships (Kabat-Zinn, 2005).
Although not typically conceptualized as a formal
mindfulness technique, one-on-one parent—child
time is intended to increase awareness of the pres-
ent-moment experience of the parent—child dyad,
and can be seen as supporting mindfulness in the
parent—child relationship, particularly for the par-
ent. “Special time” is time when child and parent
spend time together that is free from other tasks or
interruptions such as televisions, cell phones, etc.
(Howard, 2002); ideally, the time is fundamentally
about being together with a present-focused atti-
tude. Often, it is recommended that the child
choose the activity for the time together, that the
parent brings an open and positive attitude, and
that the parent be in tune with their child for that
period of time, however briefly. Thus, the parent is
instructed to be aware, open, positive, and atten-
tive to the experience of being with their child as it
unfolds in the present; the parent is instructed to be
mindful. This mindful attending to one’s child is a
critical part of existing behavioral parent training
programs, and researchers and clinicians are
increasingly encouraging mindfulness-based par-
ent programs to address childhood disruptive
behavior (Dumas, 2005). A mindfulness-based
model of parenting focuses on changing maladap-
tive behavior that is largely automatic and difficult
to change because parents are generally unaware
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of these transactions (or ways of modifying them)
in the moment. Mindfulness in parent training
could target nonjudgmental listening, maintaining
distance from upsetting emotions, and creating
action plans that are consistent with parenting
goals (Dumas, 2005). Consistent with this notion,
emerging empirical work on this topic would sug-
gest that maternal mindfulness is related to parent-
ing practices among African American families
(Parent et al., 2014).

In the examples described here, mindfulness
techniques could be added to an array of
cognitive-behavioral strategies for supporting
improvement in functioning. While the concept
of mindfulness may seem simple, its practice and
the ability to provide quality mindfulness instruc-
tion are far from easy.

Mindfulness-Based Therapies:
Empirical Evidence

Mindfulness-based interventions represent a
third wave of psychotherapies rooted firmly in
the empirically supported therapy movement. We
will be focusing on the treatment models that
emerged from two major traditions: mindfulness
meditation, based on ancient contemplative prac-
tices, to reduce stress in medical populations on
the one hand, and behavioral and cognitive-
behavioral therapies to treat psychiatric disorders
on the other. MBSR was developed in 1979 to
reduce stress among adults with chronic health
conditions (for detailed description, see Kabat-
Zinn, 1990). In particular, adults with chronic
medical conditions were referred to the MBSR
clinic at the University of Massachusetts Medical
Center to reduce stress and improve functioning.
The structure of MBSR programs is an 8-10
week program of 2 h per session of groups of par-
ticipants, with an expectation that participants
will commit to regular daily practice during pro-
gram participation (Kabat-Zinn, 1990). MBSR
instructional content focuses on mindfulness
meditation practice, self-awareness during yoga
practice, and use of mindfulness practices during
stressful moments.
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Early studies examined adults with chronic
pain (Kabat-Zinn et al., 1985), psoriasis (Kabat-
Zinn et al., 1998), and hypertension (Schneider
et al., 1995), with empirical evidence demon-
strating significant reductions in psychological
symptoms (e.g., present-moment pain, mood
symptoms; Kabat-Zinn et al., 1985); increased
rate of resolution of psoriatic lesions (Kabat-Zinn
et al., 1998), and reduced systolic and diastolic
blood pressure among older African American
adults with mild hypertension (Schneider et al.,
1995). Later studies have demonstrated improved
quality of life, reduced physical symptoms, and
improved social functioning among samples of
heterogeneous adult medical patients (10 % of
sample was African American; Reibel, Greeson,
George, Brainard, & Rosenzweig, 2001) and
improved glycemic regulation among a small
group of adults with type II diabetes (approxi-
mately 30 % African American; Rosenzweig
et al., 2007).

Since the introduction of MBSR in 1979, sev-
eral other psychological treatments emphasizing
mindfulness and mindful acceptance have emerged
within the behavioral and cognitive-behavioral
movement. A common theme among these third-
wave behavioral approaches was a new focus and
legitimation of affect and emotional experiences
as a primary target for treatment. For example,
DBT incorporated mindfulness and acceptance
practices to address severe emotional dysregula-
tion among individuals with borderline personal-
ity disorder (Linehan, 1993). ACT focused on the
importance of the function and context of experi-
ential avoidance in understanding and changing
behavior as well as emotions (Hayes & Wilson,
1994). Mindfulness-based cognitive therapy
(MBCT; Teasdale, Segal, & Williams, 1995) mod-
ified cognitive therapy as applied to depression in
an effort to reduce risk for depressive episodes by
targeting processes involved in maladaptive mood
regulation. In addition to focusing on affect, these
mindfulness-based approaches share another
common link that distinguishes them from
other cognitive-behavioral treatments. In CBT
approaches, the clinician helps an individual
change the content of one’s thoughts (e.g., cogni-
tive restructuring) and behavior (e.g., activation).
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In contrast, mindfulness-based approaches focus
on changing the context in which those internal
experiences occur. Thoughts and feelings are cast
as experiences or events rather than facts (Teasdale
et al.,, 2000). Thus, these treatments based on
mindfulness actively balance desire for changed
experiences on one hand and mindful acceptance
of the present moment on the other.

Despite decades of research in adults, studies
of mindfulness-based interventions for use with
children and youth are still emerging, but few
studies focus on African American youth and
their families. However, this small literature pro-
vides preliminary evidence that mindfulness-
based treatments are feasible and beneficial for
use in pediatric populations (for reviews, see
Meiklejohn et al., 2012; Sibinga & Kemper,
2010) and well accepted by African American
youth (e.g., Sibinga et al., 2013, 2014). A number
of mindfulness programs have been adapted for
use with children and youth. Adaptations typi-
cally involve shortening the formal mindfulness
techniques when they are introduced, with a
gradual increase in duration as the course pro-
gresses; clarifying and concretizing language
used for instruction; and providing age-
appropriate mindfulness activities (e.g., Sibinga
et al., 2011). Adaptations specifically for African
American populations have noted the need for
cultural sensitivity to ensure relevance (e.g.,
Woods-Giscombé & Gaylord, 2014). For exam-
ple, in our own studies and clinical work, we
have found that many African American youth
do not identify themselves as “stressed” despite
describing experiences with ongoing stressors
(e.g., financial disadvantage, racial tension, com-
munity violence); indeed, terms associated with
stress may be interpreted as reflecting personal
shortcomings or lack of ability to manage one’s
experiences.

A small feasibility trial of mindfulness-based
cognitive therapy for children (MBCT-C) found
support for acceptability and reduction of inter-
nalizing (e.g., anxiety, depression) and external-
izing symptoms (e.g., disruptive behavior) among
a non-referred sample of preadolescents (Lee,
Semple, Rosa, & Miller, 2008). Another random-
ized trial of MBCT-C recruited a predominantly
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ethnic minority sample (25 % African American)
and found reductions in attention problems
(Semple, Lee, Rosa, & Miller, 2010). The authors
also found a strong association between attention
problems and behavior problems and speculated
that MBCT-C could help promote improved
behavioral functioning by reducing inattention
(Semple et al., 2010). Studies of MBSR for youth
recruited from an urban outpatient primary care
clinic (100 % African American) have shown pro-
gram acceptability, feasibility, and benefit related
to improved relationships and coping, and reduc-
tions in conflict engagement, anxiety, and stress
(Kerrigan et al., 2011; Sibinga et al., 2008, 2011).
In African American high school students, mind-
fulness instruction led to reductions in elevated
blood pressure (Barnes, Treiber, & Johnson,
2004). Additionally, mindfulness instruction
(with age-appropriate adaptations, such as belly
breathing, focusing on breath, and the use of
“mind jars”) has been studied in younger students,
showing benefits in attention and executive func-
tion (Flook et al., 2010; Lee et al., 2008; Semple,
Reid, & Miller, 2005).

Several studies have examined MBSR with
African American youth. A small, randomized
control trial of MBSR for urban youth ages 13-21
(all African American) recruited from an outpa-
tient pediatric primary care clinic demonstrated
that MBSR could be feasibly and acceptably
adapted for African American youth (Sibinga
et al.,, 2014). Qualitative data suggested that
African American youth from the MBSR pro-
gram perceived improved self-regulation follow-
ing instruction in mindfulness, including
increased feelings of calm, self-awareness, and
conflict avoidance, compared with youth in the
active control program. Another small random-
ized control trial of MBSR compared with an
active control program focused on boys in an
urban school setting (95 % African American)
and documented decreased anxiety and rumina-
tion, with a trend for reduced negative coping and
possible attenuation of cortisol response over the
academic year (Sibinga et al., 2013).

A small randomized controlled trial of HIV-
positive, predominantly African American youth
found improvements in both self-regulation and
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physiological outcomes (Webb, Ghazarian,
Perry-Parrish, Ellen, & Sibinga, in preparation).
Compared with participants in a health education
program, youth aged 14-22 years old, who par-
ticipated in the clinic-based MBSR program had
improved mindfulness, life satisfaction, and
problem-solving coping skills, as well as a
decrease in aggression. Youth in this group also
took more time to dwell in positive emotions
when they were given an emotion Stroop task.
Moreover, MBSR participants were more likely
to have a decrease in their HIV viral load com-
pared to the control group (an age-appropriate
general health course; Webb et al., in prepara-
tion). These preliminary studies are small but
importantly demonstrate that these emerging
mindfulness-based psychotherapies can be suc-
cessfully adapted for use with African American
youth.

Alarger randomized controlled trial compared
a school-based MBSR program with an active
control program in two public schools (n=299)
consisting of 99 % African American youth. This
trial showed that MBSR participants had statisti-
cally significant reductions in symptoms of
depression, negative coping, negative affect,
somatization, self-hostility, post-traumatic stress
symptoms (depressive and re-experiencing
domains), and increased scores on standardized
reading tests (Sibinga, Webb, Ghazarian, &
Ellen, in preparation).

Other trials of MBSR with primarily White
samples are promising as well. A randomized
trial of MBSR compared with usual care for ado-
lescents (2 % African American) in outpatient
psychiatric treatment showed significant reduc-
tions in anxiety and depression and improve-
ments in global psychiatric functioning (Biegel,
Brown, Shapiro, & Schubert, 2009). In a study of
substance-abusing adolescents (4 % African
American; Bootzin & Stevens, 2005), MBSR
was well tolerated and accepted and seemed to
effectively complement other therapeutic compo-
nents (sleep hygiene, stimulus control, and cog-
nitive therapy) in reducing sleep problems. Due
to the unbalanced group sizes, between-group
differences could not be examined, leaving a
gap in our knowledge regarding how African
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American youth may respond differentially to
mindfulness interventions.

Beyond clinic-based evaluations of mindful-
ness, there are also school-based models for
teaching mindfulness to school age youth. One
study examined the effects of a teacher-
implemented 6-week mindfulness intervention in
a private school of predominantly White youth
(Britton et al., 2014). This intervention was pro-
vided by a history teacher during class, and the
materials werebased on Integrative Contemplative
Pedagogy with three mindfulness components:
breath awareness, awareness of thoughts, feel-
ings, and sensations, and body sweeps. Results
indicated significant decreases in clinical symp-
toms from baseline to follow-up for the both
meditating and the non-meditating control group;
in contrast, unique effects in decreased self-harm
tendencies were observed for the mindfulness
condition only (Britton et al., 2014).

Another examination used the Mindful Schools
curriculum in an elementary school with ethnic
minority students in one of the largest evaluations
of mindfulness instruction for youth (n=409;
95 % ethnic minority; 28 % African American) at
two intensity levels; the first group received
15-minute sessions three times per week for 5
weeks, and the second group also received a
15-minute weekly session for an additional 7
weeks, for a total of 12 weeks (Black & Fernando,
2014). The Mindful Schools program includes
training in attention to breath, body awareness,
emotion knowledge, kindness meditations, and
mindful activities (e.g., eating a raisin, walking
meditation). This naturalistic field evaluation
design suggested that students across both groups
improved on teacher ratings of behavior, includ-
ing improved attention, self-control, participa-
tion, and respect for others (Black & Fernando,
2014). These results are promising, yet both stud-
ies denote the need for ongoing studies that
adhere to rigorous study design to enhance the
methodological evaluation of mindfulness
instruction for youth (e.g., randomization, active
control arm, raters blind to assignment).

DBT is a cognitive-behavioral therapy that
incorporates mindfulness to treat individuals
with emotional dysregulation. As detailed in
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Chap. 5, DBT involves four major treatment
modules: mindfulness; distress tolerance (e.g.,
self-soothing, radical acceptance); emotion regu-
lation; and interpersonal effectiveness (e.g., com-
munication, social goals). DBT has been modified
for use with adolescents (DBT-A) to include an
emphasis on improving parent—child interac-
tions. Among adolescents (43 % African
American) with oppositional defiant disorder, 16
weeks of DBT-A skills training was shown to
reduce self- and parent-reported internalizing and
externalizing symptoms (Nelson-Gray et al.,
2006).

A year-long trial of DBT-A involving family
skills training and individual therapy in a small
sample of adolescents (10 % African American)
with bipolar disorder demonstrated feasibility
and acceptability of the treatment, as well as indi-
cated significant improvements in feelings of sui-
cidality, self-harm, emotional dysregulation, and
depressive symptoms (Goldstein, Axelson,
Birmaher, & Brent, 2007). DBT-A was well
received among adolescents with severe emo-
tional dysregulation (e.g., significant self-
harming behavior), with mindfulness and distress
tolerance skills were rated as particularly helpful
components of the intervention by adolescents
(33 % African American; Miller, Wyman,
Huppert, Glassman, & Rathus, 2000).

DBT-A has been shown to reduce behavior
problems among incarcerated adolescent females
with mental health problems, the majority also
presenting with comorbid substance abuse (23 %
African American; Trupin, Stewart, Beach, &
Boesky, 2002). Implementation of DBT-A
resulted in decreased premature terminations
from residential treatment facilities, due to self-
harm and psychiatric hospitalization; it also
reduced the number of days spent in psychiatric
hospitals among a sample of predominantly White
adolescent young women (Sunseri, 2004).

In addition to interventions that provide indi-
vidual or group-based treatment to target indi-
viduals, there is also a growing body of
mindfulness-based approaches that target par-
ents of youth (e.g., Coatsworth et al., 2015).
Similar to potential mechanisms of individually
based approaches, mindfulness-based parenting
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programs theoretically reduce maladaptive
response tendencies. However, rather than work-
ing directly with youth, parent programs would
instead focus on changing parenting practices to
improve child behavior. Many families with dis-
ruptive children display evidence of overlearned,
habitual response that sustain children’s behav-
ioral difficulties (Dumas, 2005), a pattern that
may reflect mindlessness or a lack of attention to
the role that parent—child interactions play.
Mindfulness-based parent training was proposed
as a potential intervention to augment and
enhance traditional behavioral methods for
improving parent—child interactions and reduc-
ing child behavioral difficulties.

One early study investigated mindfulness
instruction with a small cohort of four African
American mothers and their young children (ages
4-6 years old) with developmental disabilities
(Singh et al., 2007). Mothers received individual
instruction in mindfulness over the course of 12
sessions; course content focused on individual
mindfulness practices as well as meditation
methods to guide them in practicing mindfulness
when interacting with their children. Following
this treatment, children’s aggressive behavior
decreased and social skills increased (Singh
et al., 2007).

A larger study (n=432; 15 % African
American, 16 % other ethnic minorities) focused
on youth in middle school in integrated mindful-
ness practices into a well-established parenting
program (Strengthening Families; Coatsworth
et al., 2015). Parents and youth participated in
seven 2-hour weekly group sessions; parents and
youth met separately for one hour and then
together for the second hour. Results indicated
that this mindfulness-enhanced parent training
program was as effective as standard parent train-
ing in improving parent—youth relationship qual-
ity and improving youth behavior management
(Coatsworth et al., 2015). There were some
trends that suggested that fathers in particular
responded well to the mindfulness-enhanced
treatment; for example, youth reported that
fathers who received mindfulness instruction dis-
played a better approach to emotions and were
more supportive and understanding.
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In summary, evidence suggests that
mindfulness-based interventions are beneficial
for African American children and adolescents to
enhance their self-regulation and coping, which
are aspects central to the management of psycho-
logical symptoms associated with stress.

Recommendations for Future
Research and Clinical Care

Mindfulness meditation instruction has been
shown to improve mental health and quality of
life outcomes. Mindfulness instruction leads to
reduced stress and enhanced self-regulation,
which can be thought of as the intertwined pro-
cesses of psychological functioning, cognitive
functioning, and coping (Fig. 6.1). In particular,
mindfulness has been found to reduce psycho-
logical symptoms, such as anxiety, and improve
emotion regulation; improve attention and the
ability to focus; and reduce maladaptive coping
and rumination. These outcomes have been asso-
ciated with increased calm, improved relation-
ships, and reduced stress and anxiety. There is a
great deal of enthusiasm among many who study
mindfulness instruction for youth and are hopeful
for the benefits that mindfulness practices may
yield. However, as noted above, there is still a
need for rigorous scientific evaluation of mind-
fulness interventions, among youth as well as
among African American youth in particular.
There are several promising directions for the
future of mindfulness-based interventions for
African American youth. Chief among the possi-
bilities is the continued goal of improving the
methods for evaluating mindfulness instructions
to ensure that African American youth have
access to optimal clinical care that is evidence-
based. Mindfulness interventions need to demon-
strate the same level of clinical and psychological
value as other evidence-based treatments, and
dissemination of these interventions needs to
ensure fidelity. As with other efforts to dissemi-
nate treatments that have demonstrated efficacy,
it will be crucial to determine how mindfulness-
based treatment can survive the transfer from
optimal delivery in rigorous studies to more
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typical settings of care, such as community mental
health centers.

A second goal is continue to expand the social
contexts in which mindfulness instruction is
evaluated. In this chapter, we reviewed clinic-
based and school-based instruction, as well as
interventions targeting parents of youth. Other
exciting avenues for future research could target
other important social figures in the lives of
African American youth, including teachers.
There are several programs under investigation
that provide mindfulness instruction to teachers
(Frank, Jennings, & Greenberg, 2013); this
model may provide sustainability (e.g., Jennings,
Frank, Snowberg, Coccia, & Greenberg, 2013).
Finally, future research needs to continue to
probe for the potential mechanisms of change
associated  with  mindfulness instruction.
Assuming that mindfulness instruction does lead
to positive changes for African American youth,
it will be important to identify which emotional
and psychological processes are changed, and
how they are improved.

Mindfulness techniques represent a group of
complementary treatments that are beneficial for
children presenting with a range of behavioral,
emotional, and somatic symptoms, as mindful-
ness instruction supports a positive change in the
relationship to one’s experiences. Enhancing the
mindful awareness of the present-moment expe-
rience of the bodily sensation or symptom itself,
as well as the thoughts and emotions that may be
associated with the symptom, allows the individ-
ual to recognize the sensation itself. In turn, indi-
viduals may become less attached to the
associated thoughts and emotions, which enables
more opportunities for flexible responding to
stress and psychological symptoms. With prac-
tice, the sensation itself becomes more manage-
able and the child becomes less limited by it.
When considering integrating mindfulness tech-
niques into the care of African American youth
and their parents, it is essential to identify mind-
fulness instructors with rigorous training and
excellent experience, and ongoing support for
their practice. In the right hands, mindfulness
meditation instruction has extraordinary poten-
tial for benefit.

C. Perry-Parrish et al.
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