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Abstract 

Mindfulness is an ancient Buddhist tradition which has found a place in the West 

especially as a therapeutic intervention. The evidence base continues to expand 

but most of the previous work has been undertaken with adults, with relatively 

limited research involving children and young people. 

The study was conceived, devised and designed within a CAMHS setting and 

therefore much attention has been paid to this aspect. However circumstances 

necessitated change and the main mindfulness sessions were finally delivered in a 

special educational establishment. The young participants were vulnerable young 

people who were essentially similar to the clinical population for which it was 

initially envisaged. As such the study has some similarity to the mindfulness in 

schools programme but with a different population.  

The aim was to deliver a mindfulness-based intervention to no more than ten 

vulnerable young people in a group format giving consideration to how this might 

impact on them. 

The research was approached from a relativist social constructionist stance but 

was essentially one of mixed methods. The study was to be evaluated in a number 

of different ways. These were a focus group held with the young people, individual 

interviews with their parents and outcome measures delivered in the form of self-

report questionnaires (mainly those in regular use in Child Mental Health). These 

questionnaires were completed before and after the sessions in a single case 

evaluation method. The pilot group was held within CAMHS and contributed to the 

format of the main group where eight sessions of mindfulness meditation practices 

and psycho-educational information were delivered to the young people. 

The study found that the process was well received by the young people with 

some favourable results and reports of less overall stress in some of the young 

people. The position of parents proved to be important in terms of their support 

and interaction with mindfulness. Those young people whose parents engaged 

with them in mindfulness did better. Future projects would do well to focus on 
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more inclusion of parents. The findings also showed that not everybody would 

benefit and it would seem to be important for participants to opt in to the project. 

The eight sessions of intervention were comparatively short considering some 

other therapeutic interventions. Thus it can be cost effective and not too difficult to 

deliver providing that clinicians have the implementation skills. There would seem 

to be potential to develop the method in terms of treatment for future service 

delivery with vulnerable young people in a number of settings. The study will be of 

interest to clinicians and others working with vulnerable young people and also 

may draw the attention of service providers as a potential way to capitalise on a 

treatment initiative. Additionally it will be of interest to those within education 

settings, particularly those in special education seeking to promote the emotional 

health of their students. 
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1. Putting mindfulness on the map  
 

1.1 Overview  

The aim of the research was to investigate whether mindfulness could be a useful 

intervention to help vulnerable young people manage the challenges in their lives. 

Thus a view of mindfulness and something of its essence seemed to be a 

necessary first step. This chapter firstly considers the Buddhist roots of 

mindfulness and something of its ‘psychology’. Mindfulness is a difficult concept, 

especially for those who have not experienced it, and thus the somewhat 

overlapping of concepts and language are then explored referring to the varied 

literature and the different aspects. The chapter moves on to consider the impact 

of mindfulness in the West. Mindfulness has both a religious perspective and a 

scientific one and it is the scientific view that is considered next. Focus is given to 

a medical viewpoint and something of the workings of the brain before beginning 

to consider the therapeutic uses and the evidence base.  Specific applications of 

mindfulness are discussed together with their stated benefits to particular 

populations. Both physical and psychological aspects are discussed. Finally the 

chapter looks at mindfulness with young people considering work that has been 

done, ways of making it ‘child friendly’ and the inclusion of parents.  The chapter 

sums up considering the potential for work with vulnerable young people and 

concludes by outlining the specific aims of this research project. 

1.2 Exploring Buddhist roots in order to appreciate ‘mindfulness’ 

This section gives some of a flavour of the Buddhist roots of mindfulness. What is 

presented here can thus only be an overview. However, although mindfulness as it 

exists in the West is fundamentally not part of any religious belief, we cannot deny 

its Buddhist roots and its sound ethical values. Indeed these fit well with the 

medical ethic of ‘do no harm’. Barash (2014) suggests that Buddhism itself fits with 

scientific principles and compares Darwin’s evolutionary theories to the Buddhist 

view of nature. One might describe this as a sort of ‘mother nature’ approach – the 

natural order of things that come and go. Germer (2005:13) claims to have 
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recognised from reading early Buddhist texts that Buddha was ’essentially a 

psychologist’. 

1.3 Core concepts: the ‘Noble Truths’ 

Teasdale and Chaskalson (2013) provide two interesting chapters on the four 

Noble Truths of the Buddhist concept. It is interesting that they explain that these 

‘truths’ are presented as guides to be explored, tested and checked out within 

individual experience. This is in contrast to many religions. When one considers 

what these ‘truths’ are, there is a certain resonance with what we might have 

postulated that ‘Noble Truths’ might be – at least with the first two. Firstly, there is 

suffering or dukkha (which is the original Pali word) in the world. Gunaratana 

(2002:145) translates dukkha as ‘unsatisfactoriness’. He is himself a Buddhist 

Monk and has written about mindfulness. His 2002 publication is titled 

‘Mindfulness: in plain English’. This is indeed the style in which the book is written 

making it more accessible to non-Buddhists who might otherwise struggle with 

some of the terminology. Tanaka (1994:161) refers to dukkha as ‘a bumpy road’. 

Maex (2013) speaks of dukkha as the first ‘Noble Truth’ and uses the word 

suffering but clarifies that it does not mean that all is suffering. It is more of an 

observation of a ‘generic’ reality which is not specifically linked to any particular 

condition or disease. Teasdale and Chaskalson (2013:90) say that dukkha covers 

a wide range of experience – from ‘intense anguish’ to the ‘subtlest sense of the 

word’ – such as weariness or unease.  Thus the challenges and difficulties faced 

by people in their daily lives could be thought of as experiencing dukkha and thus 

potentially may benefit from a mindfulness intervention.  In this context it is 

important to acknowledge that in the field of mental health not everything will go in 

the desired way. This is a step forward in overcoming obstacles. Life is not all 

pleasant experiences.  The English word ‘suffering’ apparently is insufficient to 

fully explain the term (Gilbert & Choden 2013).  

The second noble truth is that there is a reason for dukkha. Teasdale and 

Chaskalson (2013) name this reason ‘tanha’ another Pali word which is often used 

as there is no suitable English equivalent. It has the notion of unquenchable thirst, 

a craving or attachment. This point emphasises the more negative aspects of 

humans in their strivings for possessions – the greed aspects and the failure to 
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develop compassion. However it is not so much the experience that is the problem 

than it is our relationship to it. Teasdale gives an example of this (Teasdale and 

Chaskalson 2013:95). He was working on a lecture about the second ‘Noble Truth’ 

and had been thinking about this a lot. He found himself awake in the early hours 

of the morning and became annoyed that he was awake and tried to get rid of this 

unwanted wakefulness. He realized that the problem was his need not to be 

awake rather than the wakefulness itself. On reaching this conclusion he soon 

dropped off to sleep again. The third ‘Truth’ is that this ‘suffering’ can end – when 

one is able to be less materialistic the ability to develop higher qualities comes 

forth. This involves developing a different mind-set. Steve Taylor (2010) gives 

some good examples of how different cultures develop different mindsets over 

different time periods. Imagine a nomadic American Indian way of life. There 

would be no need for striving to obtain possessions – no territorial ownership. 

Their needs would be to have the ability to move from place to place carrying their 

few possessions with them. Co-operation with others would be the norm rather 

than competition. Seeing things from the Indian’s perspective might make us 

realize just how much time and effort most Westerners put into acquisition. 

Mindfulness helps us develop the ability to see things as they are without building 

on them – dwelling on the past or living for the future. If we can accept the moment 

as it is this helps with our acceptance of whatever difficulties we face and gives us 

more clarity to think things through. Learning to be comfortable in our own skin. 

Thus cultivating mindfulness helps us realise the third ‘Truth’. The fourth ‘Truth’ 

describes a path from which to escape dukkha and is about further developing 

qualities of mindfulness. As Teasdale and Chaskalson (2013:119) explain, seeing 

experiences as independently existing objects rather than unfolding processes, 

and identifying with experiences as though they are personal (‘why me?’) rather 

than impersonal phenomena that arise as a function of certain conditions, only 

adds to the suffering.  Possibly the latter two ‘Truths’ require more of what might 

be termed ‘faith’ than is perhaps common in the average person in Western 

culture as the concepts are somewhat different. Although a certain amount of 

‘faith’ might be needed to engage with mindfulness this would translate better as 

‘confidence’. If one does not accept that there can be an end to the ‘suffering’ one 

is not likely to embark on a path to achieve this. One has to have some 
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‘confidence’ that things will work. In Western society we are more used to having 

concepts backed by evidence. While we can easily accept that there is ‘suffering’ 

(for want of a better word) in the world and there are some reasons for this it is 

perhaps a step too far to be sure that such suffering can be overcome. Accepting 

that there is a way to do this would seem to be a further step. Gunaratana (2009) 

makes the point that all religion depends on some kind of faith – which in effect is 

nothing more than provisionally accepting something without its yet having been 

verified for oneself.  

1.4 A different view 

Olendzki (2013:55, in his work entitled ‘The construction of mindfulness’, presents 

a different approach from those already mentioned. He discusses ‘wholesome’ 

and ‘unwholesome’ states of mind and the different processing levels. Emotions 

such as compassion and patience would be considered ‘wholesome’ whilst 

emotions such as anger and hate would presumably be considered 

‘unwholesome’. Thus more positive emotions are considered with more negative 

ones. He identifies six types of consciousness corresponding to the five sense 

organs (ear, eye, nose, tongue and body) with the sixth being the mind. 

Experiences are episodes of cognition within one of the six, occurring again and 

again in a temporal series which is referred to as the ‘streams of consciousness’ 

(p.57). He emphasises the constant movement and the impermanence of things. 

The idea is that in meditation experience will be brief glimpses towards the desired 

outcome of developing wisdom. Gilbert and Choden (2013) explain that wisdom is 

neither mysterious nor mystical. It is simply knowledge plus experience which thus 

gives rise to insight. Over time mindfulness practice develops wisdom. 

Gunaratana (2002:33) explains that the Pali word for mindfulness is Vipassana 

bhavana often referred to just as Vipassana. Vipassana is composed of the word 

for ‘perceiving’ together with a prefix roughly meaning ‘in a special way’. Bhavana 

means ‘cultivation’. Thus Vipassana means looking into something with clarity ‘to 

perceive the most fundamental reality of that thing’. The emphasis is on different 

feelings – different states of mind - although some may be close to others. It is the 

nature of the emotion that leads to the different states of mind. Olendzki (2013:60) 

further suggests that ‘any practice’ that encourages relaxation is ‘inherently 
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healthy’. Thus mindfulness (or ‘Vipassana’) in so far as it assists to reduce the 

restlessness of the mind is in itself beneficial.  Further benefits of mindfulness 

practice notwithstanding, this point alone would appear to be worth cultivating. 

Olendzki (2013:65) also states that it is possible to experience ‘purification of the 

mind stream’ without a detailed understanding of the process. This is about 

emotions and feelings rather than parts of the brain. An interesting analogy was 

presented by Cutler (1999).  As an American psychiatrist he was tasked to write a 

book about the views of the Dalai Lama on everyday human problems based on a 

series of interviews with him. This comparison of Buddhist Eastern culture with 

Western psychology is illustrated by the following example. The Dalai Lama’s 

approach is akin to ‘pulling the arrow out’ whereas modern psychology is more 

about discovering ‘who shot the arrow’. In this instance the ‘arrow’ may possibly be 

low self-esteem as a result of adverse criticism ‘shot’ by parents in early years. It 

seems to be a valid point that in the West our primary concern tends to be directed 

towards the how and why rather than a more holistic look at what is actually 

happening now. 

1.5 Mindfulness intertwines with Buddhist thought  

It is difficult to talk about mindfulness without referring to Buddhist terms and 

concepts although it is not necessary to be Buddhist to gain the benefits. Kabat-

Zinn (1994:3) identifies mindfulness as ‘an ancient Buddhist practice’.  Mindfulness 

as it is known in the West, however, is largely devoid of the Buddhist cultural 

backdrop where one is a member of a meditating community. Kabat-Zinn (1994) 

makes the point that it is all the more important to have some ‘vision’ about our 

own personal reasons for meditating as cultural support is mainly lacking. 

However, starting from the Buddhist tradition there is immediately a problem. 

Translation of the ideas is not just a matter of language; the concepts do not easily 

follow. Dunne (2013) writes about two challenges emerging from Buddhist 

traditions, one being the right terms to interpret mindfulness and also recognising 

there are different strands of Buddhism which may throw up some contradictions. 

The culture is basically different and thus to understand one has not only to 

encounter a strange word but a different concept. However this is what we might 

expect after two and a half millennia. The origins of this movement were written in 
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the ancient languages of Sanskrit or Pali. Mace (2008:7) highlights the Pali word 

‘appamada’ explaining that it is translated by Thera (1974:180) as 'ever present 

watchfulness or heedfulness in avoiding ill or doing good’ but as 'non-negligence 

or absence of madness’ by Gunaratana (2002:145), while in modern texts the 

word may be translated as mindfulness. 

Kabat-Zinn and Williams (2013) consider different perceptions on mindfulness, 

both from the point of view of Buddhist religion and from a psychological and 

therapeutic focus (which will be returned to later in the chapter). Fennell and Segal 

(2013) consider whether in the evolving of mindfulness-based cognitive behaviour 

therapy (MBCT) anything has been lost from the tradition of cognitive behaviour or 

the Buddhist tradition. They refer to this as a marriage which has ‘so far’ 

prospered. There is increasing evidence of a meeting of the two traditions. As 

early as 2003 the Dalai Lama met with scientists at the Massachusetts Institute of 

Technology to engage in discussion about Buddhism and the Bio-behavioural 

Sciences as reported in Scientific American Mind (Fields 2006). 

1.6 Explanations of mindfulness  

Watt (2012:1) describes mindfulness as one of the oldest skills known. She 

compares it to ‘re-discovering the taste of fresh water’. The quality which 

mindfulness evokes is something that is always there but often we just do not 

notice. Being so busy with our hectic lives we fail to notice what is actually there – 

almost as if we are ‘sleep walking’ (Watt 2012:9). To explain mindfulness 

adequately one needs to have some experience of it. Although explaining 

mindfulness is not the same as practising mindfulness, by practising one begins to 

better appreciate what it is. Being mindful increases engagement with the present 

moment and allows for a clearer understanding of how thoughts and emotions can 

impact on our health and quality of life. Siegel (2007) presents a useful acronym 

COAL - curiosity, openness, acceptance with love - to identify what mindfulness is. 

This is the mindset that mindfulness develops. One is merely curious about things 

that are happening, not getting overly involved and open to what comes; being 

open to what is there without trying to avoid unpleasant thoughts – if that is what 

arises - not seeking out positive experiences. An accepting and loving attitude is 
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required in an attempt to avoid making judgements about things. This is the 

mindset that is cultivated and develops through meditation practice. 

It is maintained that being mindful can help people feel calmer and more fully alive 

(Mace 2008). One is neither ‘trapped’ in the past or the future but more aware of 

the present and in a position to make better decisions uncluttered by emotional 

baggage. Hasson (2013) states that mindfulness keeps you grounded and centred 

– you feel less pressured by what is going on around you. Hanh (2012) comments 

that there is little point sitting in a peaceful forest when one’s mind is in the city. 

The concept is that one merely is – living in the moment and fully experiencing 

whatever is happening without bias.  As Williams and Penman (2014:78) phrase it 

‘awakening to the ordinary moments of living’. 

From the point of view of someone who has never tried mindfulness before the 

challenge may seem difficult. It is something that we usually don’t do unless we 

deliberately stop and try to cultivate this frame of mind. As Williams and Penman 

(2011:1) put it, we are usually ‘chasing our tail’: so busy with what we have to do 

and things that we ought to do and even things that we did or should not have 

done that there appears to be little room for this ‘breathing space’. Wenk (2013) 

blames evolution for our difficulty in being able to ‘switch off’ this ‘thought chatter’ 

(as Taylor 2010 calls it). Wenk (2013) explains that our brains like stimulation and 

when there is not enough stimulation our minds go into ‘default mode’ or as Wenk 

calls it ‘daydreaming’. The tendency to do this is what makes it difficult to meditate. 

Shapiro & Shapiro (2011) list a number of points which people have said makes it 

difficult for them to meditate. These include not having enough time, minds 

wandering or finding it uncomfortable to sit for long. However there are things that 

do make it easier. One important thing is to be committed to try and also to accept 

whatever is: your mind will wander – just gently bring it back. If it is always ‘too 

noisy’ then accept the noise but don’t ‘go with it’. 

Davis and Thompson (2015:46) define mindfulness as ‘the ability of the mind to 

hold its object and not float away from it’. It increases the capacity to live in the 

present moment allowing for a better understanding of the impact of our emotions. 

Kabat-Zinn (1994:4) defines mindfulness as ‘paying attention in a particular way, 



8 

 

on purpose, in the present moment, and non-judgementally’. This is perhaps the 

most quoted definition of mindfulness.  The main difficulty is that mindfulness is 

something which needs to be experienced – it is not something that you can give 

to someone. Gunaratana (2002) also states that mindfulness requires regular 

effort and practice. Hasson (2013:6) points out that mindfulness ‘isn’t about getting 

anywhere’ but a matter of ‘knowing you’re already there’. People have to 

experience it for themselves. In this way it may be easier to describe what 

‘mindlessness’ is. Being mindless is the opposite of being mindful where one is 

aware minute by minute. We have all been mindless – being too occupied with 

what has happened in the past or may happen in the future. We are so 

preoccupied with these thoughts, ‘thought chatter’ as Taylor (2010) terms it, that 

we may drive to our destination without realising how we got there. Hasson (2013) 

gives examples of how we can get so caught up in our thoughts and feelings that 

we go on ‘auto pilot’ not even realising what is happening right now. Mindfulness is 

about the present – the now. Being aware of what is happening within and around 

us without judging it or criticising ourselves or anyone else for what is actually 

there. Teasdale and Chaskalson (2013) describe mindfulness as maintaining a 

focus of attention on the body and the breath, recognising when the mind has 

drifted off and gently guiding it back to refocus on the task. 

Again this may sound easy but can be incredibly difficult. It is really a different 

mode of being which takes willingness (or faith for want of a better word) to try it 

out and stick with it long enough to see some benefit. Siegel (2010:125) makes a 

useful analogy. He describes ‘day vision’ when our eyes ‘will be adjusted to large 

amounts of photons bombarding them’ and contrast this with ‘night vision’ where 

you permit, 

 ‘a shift in perception as you relax your intense focus and let the 

patterns of subtle light falling upon your retina at the back of your eye 

take hold.’ 

In this way what seemed like a black sky becomes filled with sparkling stars. It is 

claimed that mindfulness practice is accumulative (Mace 2008, Gunaratana 2009) 

and thus with practice we can build on this ability. 
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1.7 Freeing ourselves from old habits 

Mindfulness creates a space where we can see things as they really are without 

getting tied up into pre-conceived notions of what should be. We are all influenced 

by our individual life experiences. Krashen (1981:22) writes of learning a second 

language through a ‘socio–affective filter’ i.e. the perceptions formed about how 

language ‘should’ be spoken. We form value judgements. Some ways of talking 

are ‘right’ and some are ‘wrong’. This is perhaps why adults learning a second 

language often continue to pronounce it in their ‘normal’ (‘right’?) way of speaking. 

The same sort of thing occurs as we mature – we learn to make judgements.  It is 

this value base which sometimes blinds our efforts to see what is really there. 

Thus our ‘conditioning’ – our previous patterns of thinking - colours how we view 

the world. Mace (2008) describes not being able to see the stars clearly because 

of light pollution. As Siegel says (2010 mentioned above), it is a question of 

allowing our eyes to re-focus. In other words we need to just be aware of what is 

there rather than striving to direct our minds. We just notice if we lose focus and 

bring our minds gently back.  Mindfulness attempts to provide us with this 

‘breathing space’ so that we can see the world as it is without judgement. Siegel 

(2007) describes the physical reality of the link between mind and body via the 

anterior cingulate cortex. This organ plays a crucial role in the process of attention 

and is influenced by mindfulness meditation (Nataraja 2008). Intuition is also a part 

of this, with a need to attune to others, developing empathy and insight. Other 

components of mindfulness are to calm fears and pause before any action, all 

within a moral framework. Stanley (2015:98) states that morality is a prerequisite 

for meditation. Mindfulness would seek to assist the individual to be in more of an 

observer role – freeing them from previous conditioning (Hasson 2013,Gilbert and 

Choden 2013, Saltzman and Goldin 2008). 

The value of mindfulness appears to lie in its essence of being - you have to be 

there. It is an experiential entity somewhat divorced from our left-brain logical 

language. Sometimes poetry and stories make it clearer than simple explanations 

ever could. Indeed Shapiro and Carlson (2010) point out that writing about 

mindfulness in an academic way is ‘antithetical’ to the nature of mindfulness as it 

is essentially experiential. However, accepting mindfulness into Western culture 
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demands at least some transliteration. As previously explained, the concepts of 

mindfulness are most often associated with Buddhism; however its 

phenomenological nature is embedded in most religious and spiritual traditions as 

well as Western psychological schools of thought. Barash (2014) finds parallels in 

Buddhism, Western psychology and the natural order of things. This principle of a 

‘common sense’ approach holds appeal and may be part of the reason for the 

current interest in mindfulness. Buddhist culture encourages questioning of 

principles, accepting them only when one knows from one’s own experiences that 

the concept is valid. This contrasts with the view of many religions which require 

that their subjects follow their doctrines without question. Thus mindfulness in 

some way appears empowering.  Perhaps this aspect contributes towards its 

current popularity.  

1.8 Mindfulness meditation practice: ‘waking up’ to what is there 

Gunaratana (2002) states that we normally tune out 99% of the sensory input we 

receive - almost as if we are ‘sleepwalking’ - focusing on mental objects in a 

habitual, pre-programmed way. In his subsequent book ‘Beyond Mindfulness’ 

Gunaratana (2009:33) extends his descriptions and clarifications on the Buddhist 

way of mindful practice. He makes an important point, stating that the experience 

of meditation is not a competition and there is no ’time table’ pointing out that 

people make the mistake of trying too hard and that something of a sense of 

humour is necessary. Stahi and Goldstein (2010) regard their work as a ‘playbook’ 

with a message that we should not take ourselves too seriously. Gunaratana 

(2002:33) also emphasises another Buddhist tradition that you have to learn things 

for yourself by your own experience, not by what others say you ought to believe. 

He states that the benefits of mindfulness are more like ‘side effects’ and that the 

calm that one may seek from it is illusive: ‘The irony is that real peace only comes 

when you stop chasing it’. Siegel (2010:109) describes mindfulness meditation – 

what he calls ‘Mindsight skills’: 

‘Sitting with a straight back, let the sounds around you fill your 

awareness as you let your body find its natural state. Let your 

awareness ride the waves of the breath, in and out, as it finds its natural 

rhythm … Let the breath go into the background ... noticing whatever 
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arises in your field of consciousness just sit back and take it all in. 

Whatever sensations, images, feelings or thoughts, whatever outside 

perceptions, memories, dreams or worries, just let them arise and fall 

like ripples on a pond’. 

One might imagine that there are those to whom these actions would be extremely 

difficult. Those, for example, who were unduly concerned (perhaps for good 

reason) about events surrounding them, would be likely to find this difficult. 

Mindfulness–based cognitive therapy (MBCT) is recommended for those who 

have recovered from previous episodes of depression (Segal et al 2002). However 

this research was aimed at those who, although having some level of difficulty, 

were not evidently overwhelmed by them. 

To practise mindfulness you have to meditate but usually mindfulness is of a 

shorter duration and does not usually involve long hours in formal meditation. 

‘Vipassana’ trains the meditator to notice things - ‘attentive listening’, ‘mindful 

seeing’ and ‘careful testing’ - and this is the type of meditation that is encouraged 

in mindfulness. It would seem that translation of the concept is difficult thus using 

the original word is sometimes preferred.  Senses are finely tuned and we learn to 

listen to our own thoughts without being caught up in them. The object is to realise 

the impermanence of everything, the ‘unsatisfactoriness’ and ‘selflessness’ of it all. 

Realising these points will help us to develop, in Buddhist terms, the third ’Noble 

Truth’ – that there is a way to overcome difficulties. Gunaratana (2002) states that 

while we may think we are fully aware, in reality often we are not paying enough 

attention to our lives to even notice that we are not paying attention. Mindfulness 

slowly helps us to recognise things as they really are. The approach should be to 

disregard what we may have been taught or told to believe. To disregard theories 

or prejudices but to experience things for oneself and not to just accept what 

others have said. Cultivating meditation in this way is called mindfulness.  

1.9 Developing ‘compassion’ as a necessary aspect of mindfulness 

Magill (2003:78) states that ‘In order to see the truth we need to view ourselves 

with compassion’. Thus, an important aspect of compassion would seem to be 

compassionate to oneself. Gilbert (2013), one of the pioneers of the Compassion 
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Focused Therapy (CFT) movement, was himself influenced by his interest in 

Buddhism as well as an interest in attachment theory. His continuing interest in 

mindfulness is witnessed in his work with Choden (Gilbert and Choden 2013) 

referenced below.  Welford (2012) author of ‘The Compassionate Mind’ has a 

whole section on mindfulness. Clearly there is an overlap of the same basic idea. 

Ciarrochi et al (2013) identify self-compassion as a combination of experiential 

acceptance, mindfulness, perspective taking and values. By this they mean 

recognizing that sometimes you ‘beat yourself up’, recognizing that you are doing 

this, putting it into some kind of perspective based on the situations of others and 

‘putting kindness into play’ in your own life. Too often people are very harsh with 

themselves – too self-critical - and when they learn not to blame themselves too 

much this helps with their equanimity and becomes part of the healing process.  

Gilbert and Choden (2013) emphasize the role of compassion as being 

fundamental to the development of mindfulness. Without a compassionate attitude 

to oneself one could not easily tolerate any negative thoughts that arose during 

mindfulness and thus the essential non-judgmental aspect would not develop.  

However they also point out that modern society makes this a difficult task with its 

emphasis on the ‘drive system’ and the pursuit of material goods. They state that 

even organisations which seek to be compassionate find difficulty in doing this due 

to the focus on efficiency. They also cite the number of popular video games which 

do not engender a compassionate frame of mind but nevertheless engage our 

youngsters in playing them. 

Feldman and Kuyken (2013) cite the role of compassion in MBCT. Although not 

directly a part of the teaching, nevertheless it becomes something that is learned. 

Many authors have meditations on loving kindness (Eastoak 1994, Bays 2011, 

Willard 2010). Kaiser Greenland (2010:66) has an inspirational story called ‘the 

Kind and Gentle Princess’. Salzberg (2013:177-182) devotes her article to 

‘mindfulness and loving kindness’. Thus in mindfulness it is important to first of all 

be compassionate towards oneself and then extend that capacity towards others. 

One cannot maintain a ‘non-judgmental attitude’ if one is being too hard on 

oneself. Maex (2013) gives an interesting account of how he discovered that 

participants who had attended an eight-week mindfulness course had become 
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kinder to animals. They related such tales of saving spiders which they would have 

previously just stomped on. 

1.10 ‘Transplanting’ mindfulness 

Bodhi (2013) makes the point that practitioners of mindfulness in the West are 

more likely to be dressed in ‘street clothing’ rather than ‘ochre robes’. He speaks 

of mindfulness as having been transplanted into a secularised culture. Likewise 

mindfulness is taught, not necessarily to help people release from the cycle of birth 

and death (as is the aim in Buddhist culture when people seek enlightenment), but 

towards alleviating other strains and stresses in life be they psychological, 

connected with relationships or just everyday stresses. This is somewhat at odds 

with the spirit of mindfulness which is about acceptance of what is but 

nevertheless the side effects of mindfulness do assist in alleviating stresses and 

no doubt this is a large part of its appeal to many. Bodhi (2013) mentions the 

possibility of ‘diluting’ the religious effect but concludes that people should be 

welcome to make use of mindfulness in a spirit of generosity and sharing. 

Gunaratana (2002) explains that meditation is a word and words can be used in 

different ways by different speakers. He also points out that there are overlapping 

traditions in the Judeo-Christian and Islamic faiths by way of the traditions of 

prayer and contemplation. These result in a sense of peace and wellbeing – a 

deep calm and a physiological slowing down. However Buddhist meditation 

introduces the further element of awareness. Gunaratana (2002), states that this is 

an aim that all the various Buddhist traditions strive to develop. He describes 

various ways in which this may be achieved depending on the particular Buddhist 

tradition being followed. 

1.11 Mindfulness: impact on the West 

A few years ago not many people had heard of mindfulness and yet today it is 

gaining increasing attention from many perspectives with the literature on 

mindfulness growing alongside the interest which it has created. Black (2014) 

charts the number of publications from 1982. In 1982 and in 1983 he notes one 

publication for each year but thereafter a steady growth until by 2011 there were 

397 and in 2012 477 publications. Looking at the volume of publications that has 
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emerged reflects the growing interest which has developed. There would seem to 

be two often overlapping underpinnings to mindfulness. One is from the 

perspective of Buddhist culture (Hahn 1988, 1991, 2012, Gunaratana 2002, 2009) 

which has been discussed above and the other from Western scientific enquiry, 

specifically looking at psychology and particularly at alleviating stress (Kabat-Zinn 

1990, 1994. 2009, 2013, Williams et al 2007, Williams and Penman 2014, Shapiro 

and Carlson 2010). However, before considering the scientific aspects a brief 

reflection is given to the similarities in the general aims of both viewpoints. Science 

would seek to alleviate distress while the Buddhist philosophy seeks 

enlightenment. The main interest in mindfulness that has arisen in the West would 

seem to be due to its potential ability to help with stress as well as other emotional 

or physical difficulties. 

Considering the similar concepts found in mindfulness and also in many therapies 

may be part of the reason for the current interest in mindfulness. In some way it 

echoes what has previously found to be therapeutic. For example one aspect of 

mindfulness is that it emphasises the point of ‘distancing oneself’ – giving things 

space. This is also a common theme in many therapeutic disciplines, for example 

allowing the client to go at their own pace (Biestek 1957). Saltzman and Goldin 

(2008) illustrate this concept as not ‘marching’ with the parade. It is as if one is an 

observer, watching the parade as it were. rather than getting caught up with 

thoughts and marching with them. Killingsworth and Gilbert (2010:932) state that a 

‘wandering mind is an unhappy mind’. Bateson (1979) introduced the concept of 

‘externalisation’, that is thinking of a problem as being outside of oneself e.g. 

‘anger is the problem’ not ‘I have a problem with anger’. Levels of communication 

were all important including communication which could be regarded as 

‘unhealthy’ or gave a ‘double message’; such things as non-verbal body language 

giving a different message to what was being said. All contribute to influence 

individuals. Karl Tomm (1989) developed this idea further in narrative therapy 

allowing for different perspectives. For example talking to a young person while 

the father ‘eavesdropped’ on the conversation provided a space for the father to 

be allowed a different perspective, one in which he was not required to respond to 

what his son was saying. All this resonates with the non-judgemental stance of 
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mindfulness, just noticing but not being carried away with ideas and developing 

compassion. Narrative therapies seek to reconstruct a different (often more 

positive) narrative.  For example Zimmerman and Beaudoin (2002) relate a 

retelling of the ‘life story’ of a boy who was previously less well regarded promoting 

a better outcome for him.  Narrative therapies add emphasis on meaning and 

language as ‘a vehicle’ to create perspectives within family scripts (Dallos 2007). 

For example in a family where it seemed that discussions were devoid of feelings 

merely commenting on this could open up a new channel for the family to 

acknowledge these possibly painful feelings. Mindfulness allows another 

perspective – away from the normal chatter of our thought processes. People fall 

into ways of being which may lead to the creation of problems. It is this 

‘conditioning’ which steers the individual in particular directions. Some cultures 

may judge certain behaviours as acceptable while others are not. Gilbert and 

Choden (2013) explain that how others relate to us can have a major impact on 

how we relate to ourselves; people from ‘difficult’ backgrounds would usually find it 

much harder to like themselves (Gilbert 2013).  Andersen (1987) used a reflecting 

team approach in which a team of professionals observed a family interview and 

reflected on it. White (1995) describes the ‘outsider witness’ position. All of these 

present a different focus allowing for a different depth of perception which creates 

scope for the 'breathing space' required to grasp what is happening in a different 

way and therefore create a space to move forward.  Aspects of this are what 

others have advocated for some time. Omar (2004:37) advises not to respond in 

the moment but to ‘strike when the iron is cold’; thereby giving some space for 

reflection. 

1.12 Scientific perspectives 

A scientific evidence base for mindfulness continues to develop. Brain scans have 

been undertaken on experienced meditators as well as scans on those who are 

relatively new to the method. It has been established that mindfulness practice 

brings about changes in the brain (Davidson 2004).  Siegel (1999) gives a very 

clear example of how the brain tends to follow routes that have already been 

established. Repeated activation of a particular neural network engrains patterns 

of neural firing. He gives an analogy of a grassy field with a pond at the bottom. A 
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person wanting to get to the pond would make a path through the vegetation. They 

would be likely to take the same route back up. The next person seeing this ‘path’ 

would tend to follow it. Others would observe an area that was more trodden down 

and thus the path would become established. Hebb’s axiom (1949) states ‘what 

fires together wires together‘ meaning that neurons which are repeatedly activated 

together tend to become embedded in a sequential pattern. Repeated exposure to 

similar stimuli re-enforces the patterns. This goes someway to account for the 

‘conditioning’ process which we are all subject to. 

Gilbert and Choden (2013) describe how, by the process of evolution over 

thousands of years, we are ‘left with’ what our brains have become. Rather than 

being designed for purpose the species has evolved from what was there before. 

Nature makes use of what is there. Patterns are copied again and again. We 

share 98-99% of our genes with chimpanzees (Gilbert and Choden 2013). The 

next time you see a frog look closely at its hands. There would appear to be a 

pattern that has been copied in the formation of the hands. Thus as Gilbert and 

Choden (2013) describe it, we have an old brain and a more modern ‘smart’ brain 

which has been added to it. It is our ‘smart’ brain which gives rise to such things as 

imagination, reflection, rumination planning and self-identity which sometimes lead 

to problems.  They identify three emotional systems: the drive system which 

motivates us to pursue our aims, the threat system - the fight or flight system 

which becomes so necessary to keep us safe - and the soothing system which 

comforts us. This is also the model employed in compassion therapy (Gilbert 

2013). The soothing system is something we all need to maintain our equilibrium 

throughout our lives and is especially important when raising a child to be a 

healthy, well-functioning individual. It is the balance between the three systems 

that keeps us healthy. However these emotional systems can take over when we 

don’t want them to. Mindfulness and compassion contribute to the soothing 

system. 

Sara Lazar (2013) has used MRI scanners on the brains of people who meditate 

and those who do not. Her results show an increase in the hippocampus of 

meditators and a decrease in the size of the amygdala (sometimes called the fear 

centre). These changes were not observed in non-meditators. Nataraja (2008:32) 
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explains that a person who is under stress ‘is in a state of permanent arousal’, 

ready for ‘fight or flight’. In such a case the body maintains high levels of the stress 

hormone cortisol, such is the inter-relationship between the mind and the 

endocrine system. Stress also affects the amount of another hormone, serotonin, 

in the brain and ‘a happy state is associated with increased serotonin levels’ 

(Nataraja 2008:34). This is sometimes called the feel-good hormone. Nataraja also 

explains that meditation (or mindfulness practice) begins with the intention to clear 

the mind. This intention leads to an increase in activity in the area of the brain in 

the frontal cortex associated with paying attention. While in this area activity 

increases, at the same time areas within the frontal cortex surrounding this area 

decrease in activity. Thus the focused attention filters out any unimportant 

information and, as attention is drawn to the experience of the ‘here and now’, a 

shift to the right side of the brain is triggered – the region associated with 

comprehension and emotional inflection. Thus this links in with statements about 

the difficulty in describing mindfulness. Namely that mindfulness mainly takes 

place in the non-language processing area of the brain - a sense of feeling it, 

experiencing it but difficult to explain in words. There is a sort of dissolving of the 

self/non-self-boundary which is reflected by a decrease in activity in the right 

parietal lobe. This chain of events leads to activation of structures in the limbic 

system - the parietal lobes orientation association area and the hippocampus. A 

decrease in the former results in the activation of the latter which in turn stimulates 

the amygdala. The hippocampus and the amygdala are responsible for assigning 

emotional significance to our experiences. The process is complex requiring co-

operation between the various parts of the brain.  Clearly scientists have studied 

the process to be able to explain the functioning in this way. 

However, Nataraja does qualify her above description by stating that experiences 

of meditation differ considerably as it is a highly individual and subjective 

experience. Thus perhaps the most appropriate understandings of the process of 

mindfulness (or meditation) are the psychological ones which refer to the 

activation of the soothing system. 
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1.13 The medical model  

The scientific approach to treating illness including emotional difficulties has 

tended to follow the medical model. Nataraja (2008:35) has described this as 

‘founded on the tradition of dissecting the human body into its constituent parts 

and targeting malfunctioning components for treatment’. Although this can be 

effective in disease management it fails to address the root cause of the disease. 

Also, whilst this may be very appropriate for physical conditions, it does not exactly 

fit for psychiatry (Timimi 2002). Timimi (2009:2) suggests that it is not helpful to 

‘jump straight to the assessment, diagnosis, treatment approach’ which is 

advocated by the medical model, and advocates a wider approach to health care.  

Nataraja (2008:18) further states that the ‘Western approach to health care is 

inherently flawed and incapable of meeting current demand’. She goes on to 

discuss the relationship between the body and the mind and the inter-

connectedness of this. This is in fact a Buddhist concept.  Kabat-Zinn (1994) has 

termed the worst aspects of this practice (i.e. the ‘medical model’) as ‘disease 

care’. Eastern approaches to illness are much more holistic taking into account 

both mind and body. Wade and Halligan (2004), in the British Medical Journal, 

suggest that the current medical models cannot explain all illness and this would 

seem to be particularly true of psychiatry. Mindfulness, while not a ‘treatment’ in 

the sense of a medication, presents a different stance.  It does help people 

become calmer and can assist in helping with any number of conditions (Kabat-

Zinn et al 1986, Davidson et al 2003, Baer et al 2006, Shapiro et al 2008, Siegel 

2010, please see later in this chapter). However, people have to engage with 

mindfulness and experience it for themselves. Germer et al (2005) in fact say that 

mindfulness cannot adequately be described as it is mostly experienced. Later we 

consider the value of mindfulness in this field. 

1.14 Who knows how the brain works? 

Siegel (2007:23) begins his description of the workings of the brain with an 

anecdote. He asked a group of eminent psychiatrists ‘Who knows how the brain 

works?’ The answer from one famous doctor was ‘None of us do’. This illustrates 

just how difficult it is to fully understand the workings of the brain and thus the 

realisation that what we do know is only partially understood.  Thus, he states, we 
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‘need to be very humble’ in explaining the brain’s role in mindfulness. Neural 

connection is influenced from our very first years of life. Our experiences make an 

impact. When neurons become active their connections to each other grow. He 

explains that roughly 100,000,000 neurons on average are linked by 10,000 

synaptic connections in the human brain. Nature and nurture play a part in how the 

brain develops but changes can take place in the brain as a result of experience. 

Siegel (2007) states that mindfulness is a form of experience that seems to 

promote ‘neural plasticity’. Davidson (2004) found that with mindfulness meditation 

the degree of left-brain shift indicated a correlation with the degree of positive 

immune function. Siegel (2007) also points out that the brain is linked to our 

evolution. The brain stem, the earliest part of the brain, sometimes called the 

‘reptilian brain’, carries out basic processes such as regulating the heart and 

respiration systems. With the evolution of mammals the limbic brain developed. 

This is concerned with attachment, memory, finding meaning in things and 

emotions. An important part of this system is the hypothalamus, the ‘master 

hormone regulator’ and thus the endocrine connection with the brain’s influence on 

the immune system and the interconnection between the brain and the body. This 

region, together with the brain stem and the sub-cortical areas, influence the 

drives in our lives. The cortex (the outer part of the brain) allows for more complex 

processing of stimuli. In this region there are many lobes carrying out different 

functions – for example seeing and hearing. Essentially it is a region composed of 

grey and white matter arranged in layers with many folds. The areas are 

connected to each other and it is this linkage that has developed our cortical 

capacity. The frontal lobes, which are more developed in primates, become more 

complex with social living. 

1.15 Mirror neurons 

The cortex is also the region where there are ‘mirror neurons’ that enable us to 

take in the emotions of others. An article by Daniel Lametti (2009) describes how 

certain neurons ‘observe’ the actions of others and ‘mirror’ them firing in a similar 

way to the actions being observed. For example if you see someone stub their toe 

you might wince. Thus it is hypothesised that they constitute a brain system 

responsible for our ability to understand the actions of others. Siegel (2007) 
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suggests that these may play an important role in mindfulness awareness. The 

side and middle regions generally work together as a team. Good neural 

integration seems to be promoted by secure attachment. Siegel (2007) 

hypothesises that some preliminary data on mindful awareness suggests that 

mindfulness may also promote neural integration by way of intrapersonal 

attunement. Hence the awareness of one’s direct experiences creates an 

opportunity to accept oneself as things are. Suggesting large-scale 

interconnectivity is at the heart of relational well-being. Co-ordination means that 

we can monitor and then influence what reactions take place and develop a well-

functioning whole. There are somewhat different functions within the left and right 

hemispheres of the brain.  The right is better at seeing context – the whole picture 

- while the left pays more attention to detail - more of an in-depth analysis. The left 

side is linguistic, logical and literal while the right is non-verbal, holistic and along 

with a number of other qualities. Siegel (2007) suggests that the co-ordination 

between the left and right brain in shaping our overall emotional tone may be an 

important dimension of how mindfulness awareness alters our effective style. He 

believes that creativity arises from the integration of both sides of the brain. 

Integration of both hemispheres helps us make sense of the world. In mindfulness 

we focus on bodily movement and function. Shifting to this bodily aspect may 

involve a shift from linguistic processing to the right hemisphere. Lazar et al (2005) 

identified an increase in thickness in the middle prefrontal and right insular area. 

Attention to the present moment, as in mindfulness, may be influenced by on-

going communication with other activities within our own brain. 

1.16 Mindfulness in therapy 

Although mindfulness is an inherent human capacity that has been examined 

introspectively for millennia (at least within the Buddhist culture), scientific interest 

in mindfulness is now burgeoning in the fields of medicine, psychology, social work 

and business, as well as other areas (Boone 2014, Hamer 2006, Gelles 2015, 

Chaskalson 2011, Nghiem 2015 Shapiro and Carlson 2010, Kashdan and 

Ciarrochi 2013, McCraken 2011 and Dobkin 2015). Thus being more commonly 

used in the helping professions led to consideration of whether it would be 

something that would be useful to vulnerable young people.  Essentially the 
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mindfulness-based therapies involve educating people about how to meditate as 

the practice of doing this leads to the benefits. To recap, mindfulness is a quality of 

human consciousness characterised by an accepting awareness of and enhanced 

attention to the constant stream of lived experience. Garland and Fredrickson 

(2013:30) title their work ‘Mindfulness broadens awareness and builds meaning at 

the attention-emotion interface’.  It is claimed that being mindful increases 

engagement with the present moment and allows for a clearer understanding of 

how thoughts and emotions can impact on our health and quality of life. Shapiro 

and Carlson (2010:36) say that mindfulness teaches us to stop struggling against 

our experience, and accept what is there. Thus this creates an opportunity to 

realistically view the present circumstances and respond with ‘greater clarity and 

freedom’ and also ‘wisdom’. Kabat-Zinn (1994) explains ‘mindlessness’ as what 

the Buddhists call ‘ignorance’ – not being aware. Mindfulness therefore equates to 

‘wisdom’, that is being aware.  Mindfulness is said to require experience over time 

to cultivate it through meditation practice.  Gunaratana (2002:154) emphasises the 

necessity of patience stating that the ‘process cannot be forced and it cannot be 

rushed. It proceeds at its own pace’. Hasson (2013:6) states that ‘Mindfulness 

enables you to experience and appreciate your life’ contrasting with the more 

usual frame of mind in which we rush around ’trying to be somewhere else’. The 

concept is that one merely is – living in the moment and fully experiencing it 

without bias. 

Shapiro and Carlson (2010) emphasise knowing the state of your own mind just as 

it is right now without judging or evaluating it or trying to change it. This is the 

attitude that is the essence of mindfulness and being able to cultivate this state of 

mind, over a period of time, brings the benefits. Mace (2008) in his publication 

‘Mindfulness and Mental Health’ provides a comprehensive view of different 

aspects of mindfulness and examines other effects which may come from 

mindfulness. He presents a significant new model of how mindful awareness may 

positively influence different forms of mental suffering. 

Mace (2008) surveys the relationships between mindfulness practice and 

established forms of psychotherapy. He introduces evaluations of recent clinical 

work where mindfulness has been used with a wide range of psychological 
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disorders. These therapies reflect the main mindfulness-based interventions: 

MBSR, MBCT, acceptance and commitment therapy (ACT) and dialectical 

behaviour therapy (DBT).  He considers the future contribution to positive mental 

health that mindfulness may make with reference to vulnerability to illness, 

adaptation and the flourishing of hidden capabilities. 

As mentioned above mindfulness-based therapies contain some element of 

mindfulness practice, however some vary in content. Mindfulness-based therapies 

involve compassion or ‘loving kindness’ – such concepts as not reprimanding 

yourself if your mind drifts away from the focus you are trying to give it – just notice 

if it does - accept what is there. Bays (2010:9) describes using mindfulness to heal 

people’s relationship with food. She states ‘the mindfulness diet assumes self-love 

and kindness towards yourself’’ and also she devotes space to describing how the 

food marketing industry promotes ‘unhealthy’ foods. Again the theme is to avoid 

self-critical concepts recognizing that these are unhelpful. 

Mindfulness has an established evidence base. MBCT (Segal et al 2002) and 

MBSR (Kabat-Zinn 1994) are perhaps the most well known methods. These are 

standardised interventions which have been shown to be effective in helping 

individuals with various issues (Baer 2006, Hayes et al 2005, Shapiro et al 2008). 

NICE (2009) recommends the consideration of MBCT for depression. Jon Kabat-

Zinn could be regarded as one of the first pioneers to develop the mindfulness 

tradition in the West with his MBSR programme delivered at the University of 

Massachusetts Medical School in 1979. This was designed to help people with a 

wide range of problems, both physical and mental health issues, and it continues 

to date. This is now one of the four most established mindfulness-based 

interventions. MBSR is delivered in a group format and involves mindfulness 

meditation, body scanning and simple yoga postures. The ‘body scan’ involves 

directing one’s attention to various parts of the body sequentially and just noticing 

what feelings and/or thoughts are there. The focus is on becoming aware of just 

how things actually are without either adding to or detracting from them. MBCT 

(Segal et al 2002) is an intervention with a proven effectiveness for people who 

have previously suffered from two periods of depression. Much of the content of 

MBCT has developed from cognitive behavioural techniques such as the 
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questioning of automatic thoughts. It is delivered in a manualised programme 

which lasts over a period of eight weeks but also requires regular ‘homework’ and 

the method includes patients learning to recognise their thoughts without reacting 

to them, learning about depression and about the impact these can have. It has an 

element of education recognising that if people understand the process they are 

more able to deal with low mood. ‘Education about depression is essential if people 

are to deal with it’ (Segal et al 2002:203). 

Mindfulness is one aspect of DBT which is an established therapeutic intervention 

currently in use and also approved by NICE (2009). DBT is particularly useful for 

those suffering from Borderline Personality Disorder (BPD) (Linehan 1993) but 

some of the content is also useful for those struggling with difficult emotions. For 

example McKay, Wood and Brantley’s (2007) publication is more of a ‘self-help’ 

manual. DBT includes learning skills of ‘distress tolerance’, interpersonal 

effectiveness and emotional regulation.  Thus not only is the focus on developing 

skills in mindfulness, which in itself holds benefits, but also learning some other 

important skills. Essentially, social skills may have been previously overlooked by 

those who develop personality disorder and knowing how, for example, to make a 

simple request in a way that is more likely to achieve its objective, is a useful skill 

to acquire for those who would otherwise be ineffective in this aspect of social 

interaction. 

ACT (Hayes et al 2005) is particularly helpful for those suffering from chronic pain 

conditions. ACT encourages accepting feelings as they are and seeing the self in 

the context of what is happening rather than part of the thoughts or feelings. 

Frequently people are tied up with what we might call ‘emotional baggage’. This is 

likely to be something that they have acquired at some point in life and they have 

come to believe is reality. Mindfulness, it is claimed, allows one to see beyond this 

emotional charge to ‘dispel the fog’ (Kabat-Zinn 2009). There are often two ’darts 

of pain’ (Feldman and Kuyken 2013): the first ‘dart’ of pain – which is the pain or 

injury itself and then the second ‘dart’ which is the thought overlay which people 

may place upon it such as ‘why do I have this pain?’, ‘I was a fool to not look 

where I was going’, ‘why did this happen to me?’ and any number of negative 

statements which do nothing except to make the misery worse. ACT also 
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promotes people to realise their goals and values and identify the behaviours 

which are most likely to achieve these aims. ACT contains aspects of behaviour 

analysis but focuses on getting people to just notice their thoughts. Noticing 

thoughts without the emotional involvement is cultivated in mindfulness practice 

thus one comes to accept that thoughts are not necessarily true and therefore 

avoid some of the more negative thoughts taking hold. ACT also aims to make the 

distinction between people’s thoughts and their identities and promotes recognition 

of their values. Steger et al (2013) state the desirable outcomes of ACT are to 

bring behaviour in line with people’s values. They regard mindfulness as a tool to 

this end. 

These are the main mindfulness-based interventions which have an established 

evidence base. However mindfulness has been found useful in a number of 

different situations. Baer et al (2006) describe a number of different mindfulness-

based treatments with different populations, including older adults, children, 

work-based interventions, interventions for enhancement of relationships with 

couples and mindfulness-based approaches to eating disorders. 

1.17 Psychological evidence base  

Lee et al (2009) integrate their ideas about ‘body-mind-and-spirit’ work into what 

appears to be basically mindfulness practice. They have evaluated their treatment 

strategies in cases of female breast cancer and with colo-rectoral cancer patients. 

In both studies improvements were noted in the general well-being of the patients. 

Koemer and Linehan (2000) reviewed the research to date on Dialectical 

Behaviour Therapy compared with treatment as usual. The results were mainly 

positive in that the less desirable behaviour – including para-suicide - diminished. 

Mind (2014) claim that DBT can help reduce various aspects of negative 

behaviour. They include intense negative emotions, impulsive behaviour, unstable 

relationships, feelings of emptiness, mood swings, suicide attempts and self-

harming. DBT remains the treatment of choice for BPD (NICE 2009). DBT 

addresses specific treatment targets in hierarchical order. The first priority is to 

decrease life-threatening behaviour, then behaviours that interfere with accessing 

treatment. Next the focus is on behaviours that have a detrimental effect on the 
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patient’s quality of life and lastly the focus comes to be on increasing skills in more 

positive forms of behaviour. DBT has been perceived as a way to improve 

services specifically for this patient group. One major advantage is that it can be 

undertaken on an outpatient basis thus preventing the involuntary hospitalisation 

of chronically suicidal patients. 

ACT has a ‘small but growing database of support’ (Forman et al 2007:1). A 

number of outpatients (101) suffering from moderate to severe levels of anxiety or 

depression were randomised to CBT or ACT interventions. Although participants in 

the study in both groups displayed improvement, the mechanisms of action 

appeared different. Overall the results suggest that ACT is a viable treatment. 

Hayes et al (2006) consider the models, processes and outcomes in ACT and 

conclude that, although there have not been enough well-controlled trials to firmly 

conclude that ACT is generally more effective than more traditional therapy, the 

data so far seems promising. 

Segal et al (2002) have evaluated their mindfulness interventions in situations, 

focusing their efforts on preventing relapse in recovered patients who were 

formerly depressed. They claim the results of these appear promising with the 

studies appropriately conducted and researched. The conducted randomised 

controlled trails took place over three different centres where the authors were 

based. They recruited a total of 145 patients who had recovered from two or more 

previous episodes of depression. Comparing patients who had MBCT with those 

who had treatment as usual they discovered that those who had three or more 

previous depressive episodes and had completed MBCT had a relapse rate of 

37% compared with the treatment as usual group’s 66% relapse rate. However 

MBCT was not as effective for patients with only two previous episodes. These 

were indeed heartening results. The practices mentioned above remain the 

practices which are most prominent and are the most researched. Baer (2006) 

discusses these most established practices and considers their mainly positive 

effectiveness. 

Segal et al (2002), Lee et al (2009), Semple (2010), Dahl and Lundgren (2006), 

Roemer et al (2006) all identify positive outcomes. Segal et al (2002) uses MBCT 
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with people who have had more than one previous episode of depression. Lee et 

al (2009) have a broader, more eclectic approach. However their programme 

contains essentially the same focus as mindfulness interventions integrating the 

mind and the body in the present. They describe a number of treatment 

populations, for example breast cancer patients, depressive disorders and trauma 

survivors.  Semple (2010:218-229) also uses MBCT but with adaptations for 

children. Her article is entitled ‘promoting mindful attention to enhance social-

emotional resiliency in children’ which is effectively the aim of her study.  Dahl and 

Lundgren (2006), employ ACT with a population of people who suffer chronic 

pain. Roemer et al (2006) use a combination of elements of MBCT, ACT and DBT 

with an adult population suffering from generalised anxiety disorder. In the 

author’s personal clinical experience mindfulness techniques have helped young 

people coming to a child and adolescent mental health facility. However the 

evidence base for young people is less than exists for the adult population. Some 

aspects of the work that has been done with children are covered later in this 

chapter. Davis and Hayes (2011) have considered the benefits of mindfulness and 

identify that mindfulness protects against the stressful effect of emotional 

relationship conflicts. Additionally therapists who themselves practice mindfulness 

increase their skills in empathy, compassion as well as their actual counselling 

skills.  

Garland and Fredrickson (2013) assert that mindfulness may facilitate access to 

positive emotions disrupting any negative downward spirals therefore nudging the 

emotional balance in a more upward direction. Others have considered measures 

of evaluation in the form of self-report questionnaires. The Freiberg Mindfulness 

Inventory (FMI) is a 30-point self-report questionnaire which questions the 

participant’s level and experience of mindfulness (Buchheld et al 2001). There is 

also a shortened version (Walach et al 2006) consisting of 14 questions which 

may be more suitable for young people. Such questions as ‘I am open to the 

experience of the present moment’ and asking participants to score how true this 

statement is for them. This is considered to be one of the better options although 

Mace (2008) considers others - such as the Mindful Attention and Awareness 

Scale (MAAS Brown & Ryan 2003) and the Kentucky Inventory of Mindfulness 
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Skills (KIMS Baer et al 2004) which have also been fully validated. However 

Nataraja (2008) summarises that there are difficulties in studying meditation. It is 

difficult to assess how strictly participants adhere to the programmes and how 

committed they are to individual meditation. Nevertheless with the increased focus 

on mindfulness in recent years research into the benefits of meditation has 

increased. Resultantly a number of clear health benefits have emerged. Meditation 

appears to reduce stress, improve the immune system and generally improve the 

quality of life for people – even those who may be suffering from such conditions 

as cancer. 

Other studies have been undertaken to quantify the effectiveness of mindfulness 

methods. Lau and Yu (2009) outline a number of recent studies focused on 

mindfulness–based treatments. These include a description and validation of a 

trial of the Toronto Mindfulness Scale (TMS) and an investigation of whether 

mindfulness practice between sessions assists the improvement of symptoms. 

The Toronto Mindfulness Scale (Lau et al 2006) was designed for use with people 

suffering specifically from emotional disorders. This is a 10-item scale designed to 

be completed after each mindfulness session. The questions relate to such things 

as awareness of internal sensations or thoughts – thus measuring how mindful 

people were. The scores have been shown to fluctuate from session to session 

but overall there was a tendency for scores to rise as the mindfulness sessions 

continued.  Shapiro and Carlson (2010) state that there is a growing number of 

controlled studies which demonstrate that mindfulness meditation increases the 

ability to direct as well as sustain attention. Miller, Fletcher and Kabat-Zinn (1995) 

undertook a three-year follow-up of patients who had been suffering from anxiety 

disorders and who had undergone a mindfulness-based stress reduction course. 

Of the 22 patients in the study, 20 of them showed a clinically and statistically 

significant improvement in both subjective and objective symptoms of anxiety. 

The following studies have all witnessed some positive results: 

 Psychological studies showing that regular meditators are happier and 

more content (Ivanowski and Malhi 2007, Shapiro et al 2008, Shapiro et al 

1998, Siegel 2010) 
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 Positive emotions link to a longer and healthier life (Fredrickson and Joiner 

2002, Fredrickson and Levenson 1998, Tugade and Fredrickson 2004) 

 Anxiety, depression and irritability decrease with regular meditation (Baer et 

al 2006) 

 Memory improves, reaction times become faster, mental and physical 

stamina increase (Jha et al 2007, Tang et al 2007, McCracken and Yang 

2008, Ortner 2007, Brefczynski-Lewis et al 2007) 

 Better and more fulfilling relationships (Hick and Bien 2008) 

 Reduces the key indicators of chronic stress including hypertension (Low et 

al 2008) 

 Reduces the impact of serious conditions such as chronic pain (Kabat-Zinn 

et al 1986, Morone et al 2008, Grant and Rainville 2009) 

 Reduces the impact of serious conditions such as cancer (Speca et al 

2000, Lee et al 2009) 

 Helps relieve drug and alcohol dependence (Bowen et al 2006) 

 Bolsters the immune system and helps fight off colds, flu and other 

diseases (Davidson et al 2003)  

1.18 Neurological evidence base 

There exists a body of evidence to suggest that mindfulness can be effective 

(Mace 2008, Segal et al 2002, and Shapiro and Carlson 2010). There are a 

number of empirical studies which support a physical evidence base for 

mindfulness-based interventions. Dunn et al (1999), Davidson et al (2003) and 

Lazar et al (2005) have all evidenced physical changes in the brain. The brains of 

regular meditators were compared with those who did not meditate and 

differences were noted. Interestingly some people with a relatively recent practice 

in meditation were also found to show some pattern similarity in the same areas of 

the brain as those of the regular meditators, indicating that it does not necessarily 

require long years of meditation and some benefits can sometimes materialise 
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quite quickly.  Dunn et al (1999) set out to define differences in three mindsets with 

electroencephalographic (EEG) technology – relaxation, concentration and 

mindfulness. The analysis was carried out over alpha, beta, delta and theta wave 

bands. It showed strong mean amplitude frequency differences over numerous 

cortical sites in respect of concentration and mindfulness when compared with 

relaxation. Further significant differences were found between concentration and 

mindfulness at all bandwidths. This establishes that mindfulness is a different 

mindset from the other two and they conclude that therefore it is not merely a 

higher degree of relaxation. Davidson et al (2003) undertook a controlled study of 

brain activation on people who had undergone an eight-week mindfulness training 

programme (MBSR). They assessed the brain’s electrical activity by computer 

analysis and identified more activity in the left frontal lobe – an area associated 

with positive emotions. Thus they concluded MBSR increases left-sided cortical 

activation and stress reduction correlates with changes in the amygdala. Lazar’s 

(2005) controlled study was anatomical rather than a physiological one in which 

possible links between the thickness of the brain cortex and meditation was 

examined. The subjects were mindfulness practitioners. Measurements of cortical 

thickness were compared with controls who had no previous experience of 

mindfulness. The brain cortices of meditators were found to be consistently thicker 

in several areas, namely in the prefrontal cortex, but it was less clear whether 

these differences were more pronounced in the right or left prefrontal cortex. 

1.19 Mindfulness with young people 

Although most of the literature relates to adults some literature does specifically 

relate to young people and some of this seemed particularly relevant to the idea of 

a mindfulness group intervention.  Burke, (2010) considers that mindfulness based 

work with children is ‘in its infancy’. She suggests that further robust research be 

undertaken to enhance the empirical evidence. Kaiser-Greenland (2010:206), 

states that ‘Mindful awareness with kids is still uncharted territory’. Considering the 

literature regarding children and young people, Coholic (2010:28) states that 

mindfulness practices are ‘just beginning to emerge’. 
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1.20 Work that has been done  

Semple et al (2006) designed their mindfulness-based cognitive therapy for 

children (MBCT-C) based on the adult programme although modified to be 

suitable for children. There are clearly important differences between adults and 

children. As they state ’We found that adults rarely (if ever) use their meditation 

mats to construct forts’ (Semple et al 2006:143). They emphasise three points that 

contribute to the sessions being more accessible to children. Repetition enhances 

learning experience and therefore they began each session with a review and 

group discussion of the previous week and also a discussion of their home 

practice. They add that variety increases children’s interest and for this reason 

they introduced several different exercises within each session. Finally they state 

that most of their exercises require active participation. The sessions are a 

formalised, highly structured programme which involves a 12-week group practice. 

A brief outline of the content of the sessions is shown below. 

Session 1 – Developing community and orientation to mindfulness  

Session 2 – Introduction to mindfulness of the breath exercise 

Session 3 – Differentiating thoughts, feelings and body sensations 

Session 4 - Mindful hearing 

Session 5  - Mindful hearing (continued) 

Session 6 - Mindful seeing 

Session 7 - Mindful seeing (continued) 

Session 8 – Mindful touch 

Session 9 – Mindful smell 

Session 10 – Mindful taste 

Session 11 – Mindfulness in everyday life 

Session 12 – Generalising mindfulness 
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Thus there was a focus on experiencing things and learning to accept without 

judgement. 

Others have also described ‘child-friendly’ ways of approaching mindfulness. 

Saltzman and Goldin’s (2008) method is adapted from the adult MBSR but with 

certain modifications. For example they had a higher ratio of instructors to 

participants and the environment and exercises were made more child friendly – 

such as sitting on cushions on the floor, receiving stickers for their weekly 

attendance and shorter meditations. Their programme runs over eight sessions 

and contains the themes of that of Semple et al (above) but some different 

emphasises. It consists of the following themes: 

Session 1 - mindfulness practice introduction 

Session 2 - formal and informal ways of practising mindfulness meditations 

Session 3 – continues to deepen meditations with attention on the body 

Session 4  - examines thoughts, feelings and perceptions 

Session 5 – examines resistance and how self and others are viewed 

Session 6 – enhances skills of observing thoughts and feelings 

Session 7 - covers mindfulness during difficult times and begins loving 

kindness practice 

Session 8 – focuses on developing the capacity to send and receive love 

and looks at the issue of mindfulness in daily life. 

Kabat-Zinn’s (1994) usual 45-minute practice seemed too long for children to 

remain quietly seated. For example, Saltzman and Goldin’s (2008) ‘seaweed 

practice’, which allows for children’s natural tendency to need to move about, and 

their ‘Thought Parade Exercise’, where the children develop their ability to ‘watch’ 

their thoughts go by without joining the parade. Kaiser Greenland (2010) includes 

‘star fish stretch’ and rocking a teddy to sleep with breathing in her programmes. 
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Willard (2010:56) refers to his early experience of mindfulness practice as 

watching clouds with his father and trying to direct their movement. He also gives 

an interesting and useful section of practices ‘for mental clarity and creativity’. 

Examples of these are awareness of sound and awareness of contact. He 

describes a group activity called ’know your orange’. In this young people are 

asked if they could tell one orange from another. They then ‘get to know’ their 

orange by examining it very closely before putting it back in the fruit basket. The 

young people then pick out ‘their’ orange from the pile.  He also presents stories 

which illustrate various points – such as ‘Sai and the horse’. This is a story about 

supposedly ‘good luck’ which turns out to be ‘bad luck’ and vice versa.  The point 

is not to be quick to prejudge a situation which could well turn out to be other than 

expected. He also recites a story of a boy under a ‘magic tree’ who comes to 

believe his own fantasies and finally gets ‘gobbled up’ by his own monstrous 

creation. 

Young people may be more likely to respond more to practical meditations where 

they are focused on something in particular. Bays (2011) suggests using the non-

dominant hand to do tasks – such as cleaning teeth or brushing hair. The 

unfamiliarity in using the hand requires that more attention is paid to the task and 

therefore it is easier to keep the mind specifically on the task. Hooker and Fodor 

(2008) also emphasise the need to have shorter periods of meditation (suggesting 

perhaps a five minute period) as well as recognising that although children need 

clear concrete instruction, they also have greater powers of imagination and 

creativity whilst still requiring clearer guidance. Goodman and Kaiser-Greenland 

(2009:425) use the term ‘Scram’ which they practice when fear arrives: ‘stop and 

slow down, calmly breathe through the fear and remember fear is just visiting’. 

Kaiser-Greenland (2010) gives an example of how she used a snow globe to 

illustrate how, when allowed to, the mind settles, helping her children focus and 

calm down. Hanh (1988) describes a similar analogy in the telling of an encounter 

with a young child. The Monk (Hanh) was charged with looking after the youngster 

and had prepared some fresh apple juice (made from real apples). The young 

girl’s glass was poured from the bottom of the jug and appeared cloudy. She did 

not wish to drink it and the apple juice was left for a while on a windowsill while 
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she went out to play. A while latter she returned to find that it had settled and was 

beautifully clear and now ‘delicious’. Hanh explained to her that this was similar to 

how the mind settles in meditation. 

1.21 Inclusion of parents 

Saltzman and Goldin (2008) advocate including parents because of the young 

people’s emotional dependency and need for support and guidance.  Mace (2008) 

notes that it is helpful if parents are also involved as they can then act as co-

facilitators in the process. Carmody (2009) discusses the issue of explaining 

mindfulness to participants. Where parents are also strategic players, explanations 

to children require some reflection. If parents are fully informed and understand 

the process they can better assist their children as they too learn the skills. 

Conversely it may be that the ‘child’ has a better grasp of the concepts and can 

explain these to the adult. Also if parents developed their own practice ‘their 

children would benefit’ (Salzman and Goldin 2008:158). Singh et al (2010) 

maintain that mindfulness training for the parents increases compliance in their 

children. Semple et al (2006:158) record an interesting case example of a boy 

called ‘Nathan’ and his mother who was deeply involved with her son’s 

mindfulness practice. 

‘She made sure that Nathan attended every session and accompanied 

him to and from them. At home she reviewed the contents of his travel 

folder and allocated time each day to practice the mindfulness 

exercises with him.’ 

Dumas, (2005), MacDonald, (2010) Bögels (2008) and Phelps (2010) all include 

parents in their programmes. Thus the position of parents remains a significant 

factor. 

1.22 Practical tasks 

Mindfulness is about being aware. Several authors have advocated undertaking 

specific tasks such as doing the washing up mindfully (Hanh 1991, Gunaratana 

2002, Hasson 2013). Although this does not seem something that would be of 

obvious appeal to young people there are plenty of other ‘routine’ tasks that can 
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be done mindfully. Saltzman and Goldin (2008:157) discussed class format with 

their participants. ‘The children suggested more movement and less talk’. Kaiser-

Greenland (2010:55) comments that ‘some are better with music, some with art, 

and some with movement’.  Mindful walking is an activity which involves 

movement as well as mindful focusing. Combined with observing nature this can 

also prove to be an interesting ’mindful task’ for young people. Mace (2008) 

considers ways in which mindfulness might be cultivated and harnessed. He lists 

some practices under the categories of formal and informal. The formal ones 

include formal sitting practices and moving practices – such as walking meditation 

or yoga stretches and there are also formal group practices. These would normally 

be led and include a guided discussion of the experiences of the group. The 

informal ones would include mindful activities such as mindful eating, cleaning or 

drawing for example. These very much reflect the formal moving practices but in 

this case centre on a daily activity. There are structured exercises where one can 

direct one’s thoughts and disperse them or create a breathing space for oneself. 

Also included in the informal category are the contemplative practices. Klinger-

Lesser (1994:67) illustrates how ‘The Bell of Mindfulness’ is a tool that one family 

use. They ring it to create a moment for mindfulness and then move on in their 

day. 

1.23 Stories and their appeal to many 

Much of mindfulness concerns feelings and emotions. This has been linked to 

poetry and stories. Buddhist tradition uses stories to illustrate various points and 

this seemed very relevant to young people. Many of the stories relate to learning 

better ways of coping with the stresses of life. There are also koans – paradoxical 

sentences which require reflection – for example the ‘sound of one hand clapping’. 

Stories have a wide appeal and this does not just apply to young people. 

Civilizations have handed down their history in the form of stories. The tales of 

Mullah Nasruddin (the so-called ‘wise old fool’) have perpetuated in Iran and 

Turkey and have extended well beyond. Aesop’s fables have been around since 

somewhere around 600 BC conveying moral tales. Muth (2005) retells an old story 

about two monks who observed a fine lady stranded by a muddy puddle. One of 

the monks carried her across the puddle. She was rude, gave no thanks at all for 
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the help that the older monk had given her and yet he set her down safely on dry 

land. However, his companion, who had been brooding on this for some hours, 

finally raised it with his master. How rude she was. The monk replied I set her 

down hours ago. Why are you still carrying her? 

Poetry and aesthetic experiences are two aspects which resonate with 

mindfulness. Mace (2008:116) includes Rumi’s poem ‘The Guest House’ in his 

chapter. Basically this is a poem about accepting the ’guests’ (thoughts and 

feelings) who may arrive treating them with dignity for even the ‘difficult’ ones may 

have some positive future purpose. ‘He may be clearing you out for some future 

delight’. Also in his chapter Mary Oliver’s poem ‘Wild Geese’ is quoted ‘You do not 

have to be good’, ‘You do not have to walk on your knees’ (Mace 2008:117). This 

illustrates Gunaratana’s (2009) ideas about not forcing things and this point is also 

reflected by Kabat-Zinn (1994). Eastoak (1994) includes many inspirational 

poems, stories and practical actions in her edited book. 

Nataraja’s (2008) ideas about left and right brain function with the right being more 

involved in mindfulness and Siegel’s (2007) concepts about the integration of 

things seem to reflect well with this more ‘poetic’ view. In effect we should not seek 

to overanalyse or divide mindfulness up into too many parts. Doing this we might 

just miss the whole point of mindfulness. This appeared to reflect the sentiments of 

Gunaratana (2009) when he advocates that mindfulness is not something that 

should be forced. One should let it develop naturally at its own pace. 

1.24 Summing up  

From its Buddhist roots mindfulness has encompassed many of the concepts 

employing them in therapeutic contexts to the benefit of people in the West. 

Although Buddhists may be seeking ‘enlightenment’ we are happy to reap the 

benefits of calmness, better clarity and positive health benefits. Mindfulness is 

interwoven with Buddhist ideas but without the need for the religious aspects. It 

may be difficult to explain mindfulness as it seems to primarily be a right-brain 

function (Nataraja 2008) but nevertheless benefits are real.  We are often 

restricted by our conditioning and worrying thoughts often swamp our ability to 

make good choices. As Gunaratana (2002) states most of the sensory input we 
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should receive is ‘tuned out’ by what is going on in our heads. Mindfulness creates 

a space for us to do this. Compassion, especially self-compassion is an important 

part of this and has become a therapeutic intervention in its own right 

(Compassion focussed therapy, Gilbert 2013). Often we are too self-critical which 

does not assist the healing process. There are similarities between the concepts of 

mindfulness and various therapeutic interventions and a number of therapies have 

developed combining mindfulness with other established practices for example 

MBCT (Segal et al 2002). The main mindfulness-based interventions remain, 

MBSR (Kabat-Zinn 1994}, MBCT, ACT (Hayes et al 2005) and DBT (Linehan 

1993). However new aspects and combinations continue to develop. The scientific 

evidence base for mindfulness has been established both in neurology and 

psychology. 

There are common threads running through the different interventions as well as 

differences. There is a Buddhist and a scientific perspective but both reflect 

similarities. MBSR and MBCT both emphasise lengthy meditation whereas the 

emphasis in DBT and ACT is on shorter and less formal meditation. Some 

interventions are in a group format whereas others originally developed as 

individual therapy. DBT has both group and individual aspects. ACT and DBT both 

include many behaviour change strategies.  MBCT and DBT were initially 

developed to treat a particular disorder whereas ACT and MBSR developed to 

treat a wide range of problems.  As is reflected by the ever growing literature more 

interventions are developing or being modified from existing ones. 

Considering the number of mindfulness-based interventions that have been 

discussed above, as well as the very positive benefits that appear to result from 

the practice, it seemed logical to think about a project which would be of benefit to 

‘vulnerable’ young people. Thus some clarification of ‘vulnerable’ is necessary. 

Dogra et al (2009:118) explains that ‘vulnerable’ young people are considered 

vulnerable ‘because they have certain attributes or have had past or present 

experiences or are growing up in the face of adversity’. She states that they ‘are at 

increased risk of developing mental health problems’. However it is not always 

entirely clear what ‘vulnerable’ involves.   
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A government research report (Walker & Donaldson 2011) entitled ‘Intervening to 

improve outcomes for vulnerable young people‘, mentions the word vulnerable 87 

times but gives no definition. However, it does state that ‘all young people are 

likely to be vulnerable at some time or other’ (p.8). Arora et al’s (2015;194) 

concept of vulnerability is ‘the ones who are more exposed to risks than their 

peers’. 

Brown (2015) writes about the use of vulnerability issues as used in welfare and 

other services. She discusses the understanding of vulnerability based on a 

survey of the views of 49 interviewees. Of these 15 related vulnerability to ‘risk’ 

(the highest number). The next largest groups (all containing five interviewees) 

reported a range of different understandings: ‘lack of support’, ‘behaviour and 

activities’, ‘easily exploited’ and ‘poor outcomes’. Other views varied. Clearly it 

becomes difficult to be exact as people may be vulnerable for a range of issues 

and circumstances both past and present. 

‘Vulnerable’ in this research refers to young people who struggled with the 

challenges that life presented because they were at some disadvantage. Some 

may have had mental health issues including such things as being prone to 

anxiety or perhaps having low self-esteem, as well as other health problems. 

Some may have suffered from conditions such as ADHD or Autistic Spectrum 

Disorders (ASD) or have some form of learning difficulty or adverse life 

circumstances. The main point being that they were not starting from an even 

playing field. This project sought to develop better resilience in those young people 

who were already at some disadvantage and were in some way vulnerable. 

The development of a ‘child friendly’ programme included consideration of the 

points identified above as well as some of the work that has been done with young 

people. 

1.25 Research aims 

Thus considering mindfulness and the extensive literature focusing on the 

therapeutic benefits led to the development of the idea for the research. The main 

aim was to investigate how mindfulness might be used with vulnerable young 

people, exploring their engagement, forms of support and the impact.  It seemed a 
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group format would provide an alternative to individual therapy and would 

potentially be more cost effective as well as more time limited. Additionally it could 

offer group support to the young people.  If in fact the intervention could promote 

healthier outcomes for young people then there would be a potential to offer this 

as a future treatment for other young people.  Mindfulness seemed to offer much 

that could be useful.  

Objectives 

1. To design and deliver a mindfulness programme suitable for work with 

vulnerable young people 

2. To evaluate the experiences of young people engaged with the 

mindfulness programme 

3. To gain a better understanding of how parents might support and 

interact with mindfulness interventions for vulnerable young people 

4. To enable a better understanding of how a mindfulness intervention 

might be used as a therapeutic strategy with vulnerable young people 

including those in special educational settings 

5. To consider the impact that mindfulness may have in terms of potential 

future interventions. 
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2. Child mental health 
 

2.1 Overview 

Having discussed mindfulness, its roots and some applications, before continuing 

with the process of the project, various aspects which impact on young people’s 

lives are considered here. The subject of child mental health has an interesting 

history. The approach has modified over the years as has the general view of 

health. Situating the research within the context that has evolved provides a 

backdrop against which mindfulness provides another perspective. 

Firstly this chapter considers aspects which may impinge on people’s lives and 

affect mental health. A discussion about what is currently felt to constitute healthy 

childrearing gives emphasis on parenting and attachment issues although risk and 

resilience factors, either negative or positive, are important components. The 

section on safeguarding considers the main legislation which protects children and 

young people within the current political framework including education matters 

and those that affect young offenders. The chapter goes on to consider the theme 

of ‘Every Child Matters’ and how this translates in today’s society. Next child 

mental health services are considered, firstly looking at the historical aspects and 

progressing to the current structure within CAMHS and how this serves vulnerable 

young people in identifying and treating mental health issues. The difficulties of 

service provision in the current economic climate with the issues of supply and 

demand highlight the need for cost effective interventions – of which mindfulness 

may prove to be valuable. The support needs of children and young people who 

are vulnerable and need support to reach their potential are considered, including 

something of an historical overview of their treatment. 

The inter-relationship between mental health, behaviour and culture is addressed 

in the next section. Finally the chapter concludes with a discussion considering the 

potential for mindfulness to be an effective intervention for vulnerable young 

people. 

 

 



40 

 

2.2 Environmental influences impacting on children’s health and well-

being 

This section looks at physical and societal aspects of life with an attempt to begin 

to understand the differing components which may create the experiences of 

young people affecting how they manage their mental health issues. Children 

develop as they grow and adverse environmental influences can make an impact 

on their development. In human life there are always factors that will overlap (for 

example relationships and material conditions) and to some extent it is difficult to 

establish which are most influential in people’s lives. It is frequently a combination 

of circumstances which create the environment. Good child mental health is 

dependent on many factors. These points are relevant in putting into context the 

many variables which may impact. However, the benefits of mindfulness extend 

through multiple dimensions and have been shown to help in many different 

situations as outlined in Chapter 1. 

2.3 The stress of modern life 

In today’s modern society stress is a common problem affecting many people. 

Modern life with all its conveniences is somehow more stressful. Twenge (2000) 

states that the average stress levels in young people today resemble what would 

have been clinical levels in the 1950’s. Cohen and Janicki-Deverts (2012) 

undertook a study over three time periods (1983, 2006 and 2009) using the 

Perceived Stress Scale (PSS, Cohen 1983) levels showed a general increase over 

the period for all groups but with some reduction in the stress levels of those who 

had higher educational achievement and better economic status. Bor et al (2014) 

also identified increasing levels. Perhaps this is an indication of how more 

complicated and stressful life has become. In turn this is often claimed to be 

mitigated by resilience factors (such as better education and financial 

circumstances as evidenced by Cohen and Janicki-Deverts above). Where there is 

an absence of ‘risk’ factors this alone becomes a mitigating factor (see later in this 

chapter).  There are a known number of risk factors contributing to poor mental 

health. The World Health Organisation (2012) groups these into three main areas 

affecting mental health and well-being. These are: 
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 Individual attributes and behaviours 

 Social and economic circumstances 

 Environmental factors. 

The individual difficulties may include such things as low self-esteem or poor 

cognitive or emotional maturity. The social factors may include neglect or 

exposure to violence and the environmental factors may be injustice and 

discrimination or events such as war or disasters.  One may be negatively 

influenced by such things as learning difficulties or by poverty and cultural 

inequalities or by a poor environment. Hackett et al (2011) state that problems with 

children have a multidimensional presentation. ‘Problems’ do not always lead to 

categorisation within a psychiatric diagnosis. Hackett et al (2011) identify that 

needs are usually complex and may include social, familial and educational 

aspects. There are also vulnerability factors – such as physical illness or parental 

mental health issues – but also protective factors. More positive influences in the 

child’s life provide a balance. For example an adverse life history may be greatly 

compensated for by a close and loving relationship with a family member. Thus 

some situations which may otherwise result in poor mental health do not 

necessarily have this outcome. However there is no doubt that modern life is 

stressful and gaining respite can be a challenge. Mindfulness may have a place in 

this as it can help to create the opportunity for such a respite. 

It is hard to define which influences may contribute to mental health problems and 

which do not as every individual is a unique combination of genes and individual 

make up which then interact with care-giving and family influences in a wider 

environment which may present with any number of challenges. All this and the 

experiences which one encounters shape the whole person and some cope better 

than others. Here of note is the parenting experience (see Section 2.6 below) 

which is of great significance but a number of other threads draw together in this 

tapestry of experience. These are mentioned briefly below. 
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2.4 The inter-woven influences 

Culture (either with a small or capital C) does affect how we view things and can 

be relevant to a family, a city or a country. Pavord, Williams and Burton (2014) 

refer to culture as a combination of shared cultural traits and a shared group 

history. It provides a sense of belonging. Dogra et al (2002) comment that humans 

are essentially social; thus a definition of self is necessary in the context of 

relationships with others. To a large extent our behaviour is culturally defined. 

Gilbert and Choden (2013) propose that self–identity is the way we co-ordinate the 

multicultural influences that have shaped us and the values we have acquired. 

They suggest a hypothetical situation: if we were to be kidnapped as babies and 

brought up in violent drug gangs – that would be our reference point – ‘our culture’ 

which we would be likely to defend as our identity. Unless we were able to step 

outside that ‘culture’ we would have no way of choosing to be different. This point 

was also relevant to delivering a mindfulness intervention. There may be some 

who were not able to ‘escape’ their culture although it also seemed that such 

individuals would not be likely to opt for a mindfulness group. 

Brentnall and Sanders (2009:v) in the introduction to Timimi’s (2009) work, state 

that ‘Much of which is written and spoken about emotional distress or mental 

health problems implies that they are illnesses.’ Sometimes this is not the case 

and much will depend on how we view emotion. What does our culture tell us 

about expressing emotions?  Mindfulness, however, allows us the ability to 

‘escape’ the confines of this giving room for a clearer view of things. Culture can 

also create differences and divisions. Divisions amongst people can tend to 

promote conflict - us and them - and there are even members of the same religion 

who can feel hostility towards members of their own religion - Catholics and 

Protestants, Sunni and Shia. Children and young people are influenced by their 

culture and that needs to be taken into account as we live in a multicultural 

society. Therefore the ethnic experience of any group needs to be considered 

when any intervention is planned to ensure that all could fairly benefit. Mindfulness 

develops qualities of compassion and a non-judgemental attitude and thus 

mitigates against any potential cultural conflicts which may arise. 
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Additionally there are other factors beyond culture influencing development. Life 

circumstances also affect people and influence development. Gilbert and Choden 

(2013) state that people born into poverty have a lesser life expectancy than those 

who are better off. Rutter (2005) makes a distinction between what he terms 

‘distal’ risks and ‘proximal’ risks. Thus a child in poverty may be at a ‘distal’ risk of 

a mental health disorder because poverty made parenting more difficult. To be at a 

‘proximal’ risk of mental health problems would involve family malfunction rather 

than poverty alone. Thus there is more involved than economic circumstances with 

an interrelationship between the two. 

People with inadequate housing and living facilities are clearly facing more stress 

than those not in this position. There is a clear hierarchy of human needs (Maslow 

1943) and where needs remain unmet difficulties may arise. Hatch et al (2011) 

identified that the prevalence of common mental health problems were twice as 

high in an inner-city area of London compared with the national average for 

England. Offord et al (1987) identified, in an Ontario study, that the prevalence of 

psychiatric disorder was significantly higher in urban rather than rural areas. A 

survey carried out in 1999 on behalf of the Department of Health identified that 

there were no significant differences in the prevalence rates for any mental health 

disorder between metropolitan and non-metropolitan areas. The Department of 

Health (1999) concluded that this was an unexpected finding and suggested that 

socio-demographic and socio-economic classification were a better indicator of 

regional trends. In fact using the ACORN  geo-demographic targeting classification 

they found that group ‘F’ – who lived in low income areas and were termed 

‘striving’ - had the highest proportion (13%) of children with any sort of mental 

health difficulty.  A 42nd Street report (a Manchester charity) in 2001 stated that 

inner-city children are at a 25:10% risk of developing significant mental health 

problems compared with rural children. On 25/02/14 The Guardian published an 

article by Benedictus quoting German research which established that inner-city 

dwellers coped less well with stress than more rural inhabitants.  However it would 

seem that Rutter’s (2005) distinction between ‘distal’ risks and ‘proximal’ risks (as 

outlined above) may make more sense if factored into the equation. Howe 
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(2011:52) comments on countries where particularly disadvantaged ethnic groups 

experience greater poverty. 

‘However we need to understand that even in harsh circumstances 

some parents continue to show resilience, their children do well and are 

secure’. 

There is clearly a complicated inter-relationship between mental health issues, life 

experiences, poverty and hardship. As Teasdale and Chaskalson (2013) state it is 

not so much the circumstances but our reaction that leads to the problem. 

Mindfulness allows the opportunity to just accept what is there – avoiding the 

second ‘dart of pain’ when we begin to feel shame or guilt for our situation. The 

amount of material hardship people suffer and the environmental stresses they 

encounter does make a difference but there would also seem to be familial factors 

involved, as discussed in the next section. 

2.5 Promoting healthy child rearing  

In addition to the points raised above, individual and family differences can 

influence child development. Clearly genetic makeup and constitutional factors are 

a part of this but family influences (which also include cultural and environmental 

factors) also have an impact. Such is the interwoven nature of child development. 

2.6 Parenting 

As parents’ views were to be included in this research it was important to reflect on 

this aspect. Current Western parenting trends are largely a matter of individual 

family choice although individuals’ own experience of how they were parented is 

likely to have an impact. As a television advertisement for baby food says, ‘you 

have no experience … but the job’s yours anyway’. People largely follow what they 

believe to be correct. Baumrind as early as 1967 described three basic parenting 

styles: Authoritarian, Authoritative, and Permissive. MacCoby and Martin (1983) 

later identified a fourth style termed ‘uninvolved’ or sometimes ‘neglectful’.  

Authoritative parenting is characterised by high levels of nurturance, involvement, 

sensitivity, reasoning and encouragement of autonomy. Authoritarian parents 

exhibit highly directive behaviours, high levels of restriction and rejection and 
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power-asserting behaviour; parents who direct the activities and decisions for their 

children. Baumrind (1991:62) identifies that these parents ‘are obedience- and 

status-oriented, and expect their orders to be obeyed without explanation’. The 

two other types of parenting may be regarded as indulgent or indifferent. 

Permissive (indulgent) parenting is characterised by making few demands, 

exhibiting non-controlling behaviours and using minimal punishment - for example, 

parents who do not establish rules and guidelines. Neglectful or ‘uninvolved’ 

parents leave little to advocate their style of parenting and often their children will 

be the subjects of state intervention. However there are obviously different 

degrees of ‘neglect’. The NSPCC website (March 2016) defines ‘neglect’ as an 

’on-going failure to meet a child’s basic needs’ and thus if the situation cannot be 

remedied the state is likely to take action. In general, an authoritative parenting 

style emphasising both responsiveness and demandingness is thought to be the 

most healthy. Not all may have access to the more positive styles but other 

influences could help offset disadvantage and mindfulness practice may potentially 

be one of these influences. Different aspects of parenting are discussed below to 

illustrate the breadth of the issue. 

Miller (1991) cites previous parenting beliefs influencing childrearing such as a 

belief that wilfulness in the child was essentially harmful and should be driven out. 

She terms this ‘poisonous pedagogy’ and further explains that parents’ 

experiences of rejection from their own childhood if not successfully worked 

throug, are likely to be passed on to their own children. She quotes from a book 

published in 1858 by Dr Schreber, widely popular at the time. The philosophy was 

that if the parent became ‘master’ over the child the child would be protected and 

by this ‘instilled obedience’ be spared from long periods of ‘agitation.’ Spock 

(1969), comments on the Victorian era and its insistence on manners and modesty 

and the subsequent need to be strict in matters of childrearing. He talks of the 

‘revolution’ in thinking philosophy and of the ‘doubts’ of some parents and the 

‘mixed- up-ness’ of others. Should they not follow the parenting patterns of their 

childhood? Fontana (1996) comments that parents commonly have little or no 

parent training. He advocates developing basic understanding and common sense 

with love and goodwill plus a genuine interest in the child. Aspects of parenting 
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with regard to this research are further discussed in Chapter 8.  Sunderland 

(2006:159) emphasises that getting discipline ‘right’ develops a child’s ‘social, 

moral and emotional intelligence’. She counsels against disciplining through 

criticism and points out that smacking only teaches children that it is okay to hit. 

Lask et al (2003) outline the need to be positive and supportive but not to take 

over. 

Robinson et al’s (2004) study found a correlation between inconsistent punishment 

and delinquency, thus underlining the overlap between parenting and child 

behaviour. Maughan (2005) suggests that biological, psychological and social 

factors contribute to the development and maintenance of conduct disorder. Hill 

(2005) Scarr and McCartney (1983) illustrate how the child’s own part in selecting 

adverse environments may be important in understanding the development of 

problematic situations. ‘Difficult Children’ may thus evoke negative responses from 

parents - which become the ‘norm’ for them. Troublesome adolescents may seek 

out delinquent peers – which become the ‘norm’ for them. Moffitt (1993) suggests 

that neuro-psychological defects such as a lower I.Q. or poor speech and 

language skills or other impairments of executive functioning may increase 

vulnerability to conduct problems. Social disadvantage may also play a part. 

Maughan (2005) suggests that these troublesome child behaviours are more likely 

to develop in adverse family and social circumstances although some inheritable 

component is evident. Whether this is genetic or as a result of learned behaviour is 

not clear. 

Carter and McGoldrick (1998) discuss the family life cycle. Particular parenting 

styles, whether or not influenced by genetic links, personal experiences or 

personal traits (and to what extent), have been associated with conduct problems. 

Patterson (1982) cites some parents as being less likely to pre-empt problems, 

less likely to follow through and likely to get caught in escalating spirals of 

confrontation. Sometimes these patterns shade into harsh treatment or abuse and 

the effective quality of parent/child relationship is compromised. It would seem 

important to consider parenting as an aspect of child mental health but it would be 

difficult to legislate that particular patterns should be followed. Omer (2004) 

advocates ‘non-violent resistance’ and ‘parental presence’ as being key factors 



47 

 

which help overcome difficulties. Where a parent has the motivation and 

consistency to carry this through his views would seem sensible. This presents a 

parallel in terms of parental support in a mindfulness intervention. 

‘Failing parents’ may be putting in more effort per unit reward than ‘successful’ 

parents to reduce the traits and troublesome consequences (Hamer 2006:11). 

What is considered to be ‘failing’ and what is ‘successful’ parenting will depend 

very much on society’s view and cultural norms. A family’s explanatory model of 

the difficulties will depend on cultural and professional backgrounds (e.g. some 

religious people may believe the child has been possessed by a djin1) – 

colleagues from other disciplines may have other explanatory models as will other 

families. It is a good idea to ask if others have expressed views about the child’s 

behaviour (he’s just like his father) – are there any accusations or scapegoating?  

One parent complained that her boy ‘could not keep still’ and yet the evidence 

presented by the boy was that he could in fact ‘keep still’ and was well behaved. 

The parent who was distracted by other things going on in her life had failed to 

notice. It is important to dispel myths – should a seven year old be accused of 

being ‘immature’? Siegel and Hartzell (2003) advise parents to be fully present 

and mindful with their children as when we are preoccupied or worried by the past 

or the future we are not present for our children. This also has significance with the 

comments of Hill (2005:189) who identifies that adult mental health disorders are 

generally associated with an increased risk of discord for the young person. 

Psychological disorders in a parent can compromise development of healthy 

mental health. On the one hand there is the additional burden placed on the child 

who is placed in the position of having to give care to the adult but ‘emotional 

dependency is especially pernicious’. 

Bowlby (1997) places much significance on the mother in the child’s development. 

However Rutter (1972) shows that children have multiple attachment figures. He 

suggests that separation is not always the crucial factor in emotional disturbance, 

family dysfunction may be more influential on the child’s development. 

                                                

A djin is a class of spirit particularly in Islamic mythology which is thought may influence human 

beings either for good or ill.  
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2.7 Attachment and parenting style 

Rees (2005) states that disordered parental attachment frequently underlies 

mental health problems. The Department for Education (2015) produced a 

document providing advice to schools. Secure parental attachment was listed as a 

protective factor for child mental health whereas attachment disorders were listed 

as mental health problems. Clearly between the two extremes there are different 

levels affecting young people. Most parents would want the best for their children 

but there are different styles of parenting and culture. Time period and family 

experiences affect which styles families adopt. There is also an interrelationship 

between parents and young people. Some youngsters are more difficult to parent 

than others. Howe (2011:203) states that ‘temperamentally easy children are 

easier to parent’ and the converse is also true. Iwaniec (2004) also comments on 

’easy’ and more difficult children to parent. For example some children may have 

particular sensitivities – children who will only eat certain foods are hard to 

manage in a family environment with siblings who have no such issues, thus 

making the parenting task more difficult. 

However it is not to suggest that parenting is the only significant factor in child 

development either in a positive or more negative direction, although it does 

provide an important basis. Burton (2014:60) comments on Baumrind’s (1991) 

parenting styles: 

‘An authoritative style of parenting acts as a protective factor and is 

the most predicative of positive child outcomes’. 

There are a number of aspects to the issue of parenting and how relationships can 

facilitate more positive outcomes. Such relationships include basic attachment 

patterns (Ainsworth et al, 1978, Main, 1991, Bowlby, 1997, Howe, 1995 and 2011, 

Dallos, 2007).  

‘Attachment is an adaptive biological process serving the needs of the 

child for protection and nurture’ (Dogra et al 2002:97). 

It is an interactive process although it may be influenced by genetic and other 

factors – for example a depressed parent may find it very difficult to respond to 
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his/her infant and thus the relationship might not develop as it otherwise might. 

The security of the attachment to the caregiver is of primary importance. Ainsworth 

et al (1978) describe three main patterns of attachment:  secure attachment, 

anxious/resistant attachment and anxious/avoidant attachment. A secure 

attachment gives a child a better chance of a healthy mental life. A fourth 

attachment pattern was later identified termed ‘disorganised attachment’ which 

predicts less than positive outcomes (Main and Soloman 1986). Attachment 

research consistently shows that early experiences impact on later capacity 

(Grossman, Grossman and Walters 2005). Thus the quality of early relationships 

are of great importance. As stated by Siegel and Hartzell (2003) it is the 

transaction between the individual and the environment including the relationship 

with parents. Iwaniec (2004) writes about poverty of environment adversely 

affecting infant development. This sometimes occurred in institutions before 

maternal deprivation theories became commonly known (Bowlby et al 1965). 

Failure to thrive as well as emotional disturbance resulted. 

Attachment ‘figures’ are vital to a child’s healthy development but it is differences 

in the caregiving environments that can give rise to the various patterns of 

attachment (Howe 2011:201).  It is an interaction between the individuals, their 

genes and the environment. Differences and distribution of attachment patterns do 

occur, in general, however (Belsky and Fearon 2008), the greater the poverty and 

the harsher the life the more insecure the patterns. 

‘Parents whose lives are blighted by poverty and environmental 

deprivation will experience more stress. All of us under stress tend to be 

less sensitive. Less sensitive parenting increases the likelihood of an 

insecure attachment’. Howe (2011:52) 

Additionally how parents themselves have been parented and their environmental 

experiences will affect how they parent their own children (Siegel and Hartzell 

2003, Dallos 2007, Prior and Glaser 2006, Howe 2011).  

A number of parenting courses exist to assist parents. For example the Webster-

Stratton programme (1992) is a popular parent management programme for 3-6 

year olds which is still widely used. The ‘Incredible Years’ website (Caroline 
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Webster-Stratton’s own website 2015) lists a number of states in the US where the 

programme is available (and is also available in Canada). A number of areas in 

the UK also run this course for parents including Salford City Council. The Oregon 

Social Learning Centre (OSLC) programme is for children aged 3-12 and is based 

on the work of Patterson (1975). A more recent programme, similar to the 

Webster-Stratton programme in some respects but only focusing on positive 

parenting (i.e. no examples of bad parenting are included), is the Parenting Plus 

Programme (Sharry 1999). Omer (2004:1) advocates a philosophy of ‘non-violent 

resistance’ based on the principals that Mahatma Ghandi applied which seems 

very useful for ‘violent and self-destructive children and young people’. Prior and 

Glasser (2006) describe a successful intervention delivered to ‘irritable infants’.  A 

follow up after 18-24 months showed a significantly higher level of acceptance in 

the mothers and fewer behaviour difficulties with the infants compared to those of 

the control group (Van den Boom 1994). Thus interventions such as parenting 

courses can be helpful. 

2.8 Risk and resilience 

Graham (2000) states that mental health problems have risen over the last 50 

years. He states family circumstances – such as inadequate parenting, emotional, 

physical and sexual abuse in the family, family violence and discordant marital 

relationships as being risk factors. However there are many children who have 

such negative experiences and yet do not go on to develop mental health 

problems. Hill (2005:180) also states that only some children exposed to such 

risks will develop a psychiatric disorder. He suggests that those that succumb will 

have vulnerability factors but conversely ‘those that escape’ will have protective 

factors such as high self-esteem. He further suggests that the more that is known 

about vulnerability and protective factors the better informed a preventative 

approach will be. 

Pearce (1993) defined the risk/resilience model which supplements other theories 

of child development.  He defined three areas within which risk or resilience could 

present. These were environmental situations, family and factors within the 

individual young person.  Environmental factors would include such factors as 

poor socio-economic conditions and other adverse factors that impact on the 
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young person – disasters for example. Family risk factors include parental conflict 

and hostile or rejecting relationships. Child factors would include genetic 

influences - the child’s genetic endowment, his/her temperament and physical 

health, brain dysfunction and learning difficulties. Such adverse factors increase 

the likelihood of developing a mental health problem. The relationships between 

parent and child, the wider family, the culture and immediate environment are as 

important as the individual makeup of the people involved. Risk factors are not the 

only factors to consider. Young people are exposed to any number of influences 

as they grow up and some may be more prone to face difficulties than others. 

Individual differences may be accounted for by nature – that is their constitution 

and genetic makeup but their basic attachment pattern is of primary importance. 

Also resilience factors are very important. Burton (2014) gives the example of Mo 

Farah, the famous British athlete, who from a disadvantaged background 

overcame the odds – one very important resilience factor was the attention his PE 

teacher gave to his athletic talent which facilitated his sporting prowess. Resilience 

may also present in an ability to manage stressful situations more easily and 

mindfulness has an established evidence base in helping to overcome stress – for 

example MBSR Kabat-Zinn (1994). 

Velez, Johnson and Cohen (1989) suggest that low socio-economic status – 

especially where the mother had a low educational achievement – was a risk 

factor for all externalising disorders and for separation anxiety. Unmarried families 

and parental sociopathy were risk factors for both conduct and oppositional 

disorders. Problems during pregnancy were a risk factor for all types of 

psychopathology. Costello et al (1996) evidenced that the impact of family and 

social adversity factors may differ in different cultural groups. For example 

Cherokee children had a slightly lower prevalence of disorders than white children. 

They were less likely to be exposed to family risk factors but more likely to 

experience social adversity. 

Verhulst and Van der Ende (2004) identify that refugee children are more likely to 

live in families under stress than children with the same level of difficulty but in 

well-functioning families. Richardson and Joughin (2000) confirm that refugee and 

asylum-seeker children have many problems to face. There is most often 



52 

 

separation from their family and a new culture and language to contend with. 

Coupled with this are uncertainties about their future, dealing with strange officials 

and policies and likely racism. New languages, new social norms and new 

expectations are a lot for most adults. For unaccompanied children this must be a 

very daunting experience. 

Russo and Beidel (1994) reviewed the association between familial 

psychopathology and childhood psychiatric diagnosis. They stress that the 

relationship does not necessarily imply biological causality and may be the result 

of shared genetic makeup, social learning or environmental influences. A number 

of studies have established that positive self-concept and school achievement are 

factors that promote resilience. Thus there are many things that influence positive 

mental health and mindfulness may be one of these. Mindfulness offers a respite 

from our usual ways of thinking, which may be self-defeating and provides a space 

where we can learn to be kinder to ourselves (Gilbert and Choden 2013). 

2.9 Safeguarding children’s rights 

The Local Authority may intervene in circumstances where the child’s living 

situation is the cause of his/her mental health problem, and where the authority 

can be reasonably certain that what they offer is better. Many children in care have 

mental health problems and all aspects need to be considered.  Lindsey (2000) 

states that young people in the care system have a much higher rate of mental 

health problems. McCann et al (1996) showed that two thirds of children looked 

after by an Oxfordshire authority had significant psychiatric disorders. While it is 

unlikely at present that a young person would be accommodated because of 

mental health problems, a young person may be ‘beyond parental control’ and the 

family may abandon the child to Social Services. Neglected children frequently 

exhibit behavioural difficulties and thus the overlap with mental health issues. 

As a part of the wider society, children are raised in cultures which are affected by 

the political features of that particular place within that time period. Laws may 

include the rights of the individual and other safeguards. In our current society in 

the UK there are safeguards to protect children but this was not always the case 

as we shall see later in the section on the history of child mental health. 
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Two major pieces of legislation affect children and adolescents in respect of 

mental health – the Mental Health Act (1983) (as amended in 2007) and the 

Children and Young Persons Act (2008). However, in practice, the latter is rarely 

used (Royal College of Psychiatrists website March 2016). The Mental Health Act 

does not stipulate a minimum age and there were no specific provisions for 

children detained in hospital under the 1983 Act. There is now a duty on hospital 

managers to ensure that children are detained in an age-appropriate environment. 

Further safeguards were put in place and from April 2013, the detaining authority 

had to notify the Care Quality Commission of any instances where a child had 

been admitted onto an adult ward for more than 48 hours (Bradley 2013). However 

adolescent beds are scarce and often children are detained in some other 

‘inappropriate’ way - for example, on a paediatric ward while awaiting a bed in an 

adolescent facility or being placed far away. There is a continuing need to develop 

new ways of working with young people and hopefully prevent deterioration into a 

mental state requiring hospitalisation. 

For someone to be detained in a psychiatric hospital or even ‘accommodated’ (i.e. 

in a voluntary capacity) the condition must be serious. The Mental Health Act 

stipulates that the person is suffering from a mental health problem and is a 

‘danger to’ him/her ‘self or others’. Under section 2 (admission for assessment), a 

number of people need to agree to the admission. Two doctors, one of whom 

should be familiar with the patient (often the GP) and a doctor who is familiar with 

mental health issues (usually a psychiatrist). Originally it was necessary for the 

nearest relative, or an Approved Social Worker, to certify this (Olsen 1984). The 

Approved Social Worker role changed with the 2007 Act to become the Approved 

Mental Health Practitioner (AMHP) although essentially it remained the same task 

(Community Care, Barcham 2008). In practice the professional tends to take this 

responsibility rather than the nearest relative, as a relative signing has wider 

implications. The amendments made in the 2007 Act extend the role of 

professionals (Mental Health Act, Chapter 2 page 5). Particular procedures apply 

under different sections, for example Section 4 is an emergency procedure, and 

Section 3 involves a formal procedure for a treatment order.  The difference in 
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respect of children comes in the area of ‘Gillick Competence’.2. Section 131 (2) of 

the Act (1983:100) states that any 16 or 17 year old ‘capable of expressing his 

own wishes’ can be admitted to a psychiatric hospital ‘irrespective of their parent‘s 

wishes’ (i.e. on a voluntary basis). Assistance of the court may be sought where a 

‘non-Gillick Competent’ child’s parents are ‘unavailable’. Interestingly where a 

‘Gillick Competent’ child refuses to enter a psychiatric hospital or refuses 

treatment, their choice can be overridden by their parents or the court (Revised 

Code 1999). This remains unchanged under the 2007 Act. 

A young person detained on a secure accommodation order incurs serious 

restriction of liberty and strict criteria apply. The young person has to have a 

history of absconding and if ‘he absconds he is likely to suffer significant harm’ 

(Government website 21.07.14) It is significant that in such situations while the 

welfare of the child is important it is not paramount. The making of such an order 

requires a court application under section 25 of the Children Act 1989.  

Other legislation is also relevant to children exhibiting mental health problems. The 

Education Acts relate to provision for children with difficulties. Until 2000 the 1933 

Children and Young Persons Act still applied in high profile cases involving serious 

crime (such infamous names as the killers of James Bulger, Venables and 

Thompson). The 1933 Act was consolidated into the powers of Criminal Courts 

(Sentencing) Act 2000 but did not change the effect of the previous legislation; 

children may be restricted by Section 92 of the 2000 Act – detained ‘at Her 

Majesty’s pleasure’. An article in Community Care quotes 

 ‘Our failure to take sufficiently seriously the increase in mental health 

problems in children and young people sufficiently perpetuates our ability to 

                                                

2 Gillick competency refers to a legal ruling set by the House of Lords (Gillick v West Norfolk and 

Wisbech Health Authority and Another [1986] 1 AC 112a). The case looked specifically at whether 

doctors should be able to give contraceptive advice or treatment to under 16-year-olds without 

parental consent. Since then it has been used more widely to assess whether a child has the 

maturity to make their own decisions and to understand the implications.  
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deal with both the causes and the consequences of crimes by and against 

children’ (Harker 2002:22). 

2.10 Does every child matter? 

Cunningham and Tomlinson (2006:177) write about the ‘crisis’ that affects our 

children. They state that this is due to their being brought up in ‘the most 

desperate circumstances’. Child poverty in Britain had increased more than almost 

any other developed society. An article in The Observer (Doward and Helm 

20.06.15) claims that child poverty in Britain has risen since the 1990’s. The Child 

Poverty Action Group (March 2016) claim that although there was a reduction in 

child poverty in previous years, since 2010 the number of children in poverty has 

‘flat lined’ increasing by 0.5 since 2010, signifying that a problem still exists. There 

was increasing concern about the younger generation and a concern that society 

had stopped setting boundaries (Phillips 2002). From this emerged a ‘dichotomy of 

care and control’ (Cunningham and Tomlinson 2006:177). To some extent this is 

still a factor in today’s society affecting how we view young people with problems. 

Cunningham and Tomlinson (2006) make the point that although the government 

promoted the ‘Every Child Matters’ agenda (launched in 2003) some children 

apparently do not matter. They cite children affected by the criminal justice system 

where young people are detained in less than ideal circumstances. Refugee 

children, whose parents have been refused asylum, are effectively denied basic 

rights or threatened with being taken into care away from their parents if the 

situation persists. Jamie Doward in an article in the Observer (26th April 2014) 

cites incidences of children being separated from their parents whilst being held at 

a detention centre awaiting deportation. Although there may be valid reasons for 

this overall it would seem to be a somewhat draconian policy. Others awaiting 

decisions from the Home Office about the legality of their status in the UK may be 

adversely affected by the lengthy time this takes. Richardson and Joughin 

(2000:64) comment that those who have the status of refugee no longer fear 

deportation but: ‘Those awaiting decisions are in limbo’. 

Laura Penketh (2010) writes about the emergence of the Welfare State ‘born’ at 

the end of World War Two. One aspect of this was in providing school meals, 
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designed to help the poor and disadvantaged move to a better life experience. 

More recently the policy regarding school meals has been linked to ‘efficiencies’, 

with schools encouraged to select cheaper food options (or otherwise face cuts in 

other aspects) which are thus not likely to be of the best quality. Despite the 

known facts that those in poverty enjoy a shorter life expectancy and of the 

knowledge of health problems associated with the cheaper ‘junk foods’, 37p per 

day per pupil was the allocated amount set. Jamie Oliver (the famous chef) started 

his ‘half a quid a kid’ campaign. The Government responded by providing 

guidelines on the use of processed food but no extra money (Penketh 2010). 

Elsewhere Joughin and Morley (2007:27) cite the necessity for sufficient quantities 

of fatty acids such as omega 3 to counteract commercially produced foods such as 

cakes and crisps which affect the brain’s ability to use these vital nutrients. Gesch 

et al (2002) noted that improvements in the diet of 231 young offenders showed a 

decrease in antisocial behaviour and a 37% decrease in violent offences. 

2.11 Educating children to their potential 

One important point regarding children who have emotional and behavioural 

difficulties lies in the way that they are managed. This can make the difference 

between a successful outcome or a more difficult one. Thus the role of education 

must be considered in this respect. Health and Education Authorities have a duty 

to identify special educational needs but ‘it was not until the 1970 Education Act 

that all children were considered educatable’ (Cameron & Sturge-Moore 1990:5). 

However the Education Act 1944 did make some provision for what was then 

termed ‘ineducable’ children. This led to a protest, both from the aspect of 

mistaken reality and the terminology, subsequently resulting in provision under the 

1959 Mental Health Act requiring children suffering from ‘a disability of mind’ to be 

assessed, a report provided and with provision for review. The Education Act 1981 

directed authorities to provide a Statement of Needs. Subsequent Education Acts 

have reinforced this. The Code of Practice on the identification and Assessment of 

Special Educational Needs (1997), although it did not categorise children with 

mental health problems, highlighted that children with emotional and behavioural 

difficulties may have experienced abuse, neglect or have mental health problems. 

This appeared to underlie some rethinking away from measures to control such 
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children to a more welfare approach. In 2001 the policies for assessing children 

changed with resources being concentrated in the schools. Effectively this meant 

that the funding mainly came from the school – in a climate where funds were all 

too scarce it perhaps became more difficult to identify young people who were 

struggling – especially those who quietly sat at the back of the class. Rutter et al 

(1979) underline the significance of school time by entitling their work ‘Fifteen 

Thousand Hours’ –the average amount of time pupils spend in school. Aspects of 

mental and emotional health are, therefore, very relevant in schools thus a need 

for support services.  A number of projects such as the SEAL project (Social and 

Emotional Learning) (see Durlak et al 2011) are already operating in schools. 

Donaldson (1987) argues that in compelling our children to attend school we 

effectively make them ‘conscripts’. It is a fact that the law requires children to 

attend school and where their needs are not met it can be an arduous process. 

Griffin and Tyrrell (2004) advocate the Law of 150 – which they claim to be the 

optimum number for a community. If this is the case are we perhaps putting stress 

on both pupils and teachers by the size of our present schools?  However 

Robinson (1990) concluded that class size or pupil/teacher ratio had no consistent 

association with pupil success. This has been an on-going debate. Some results 

indicating ‘insufficient' evidence to warrant any large-scale changes (Hanushek 

1998). A BBC news item (2005) maintained ‘small classes do no better' but it 

would seem that it is a point to be considered. These points highlight increasing 

stresses impacting on young people pointing to the necessity of finding ways to 

alleviate these stresses. Mindfulness may prove to be one method which may be 

helpful. 

Cole, Daniels and Visser (2005:117) argue that teaching staff have an opportunity 

to ‘create school systems and cultures that foster children’s emotional well-being’. 

However this opportunity is sometimes not grasped nor supported by colleagues in 

the health service. Goodman and Scott (2002:10) explain how psychometric 

testing can identify problems which are risk factors for various psychiatric 

problems which may ’sadly have gone undetected in school’. One young woman 

had got to year nine in her school career when another service identified that she 

had an intelligence quotient on the first centile. Her Special Education Needs Co-
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ordinator (SENCO) had not known of her difficulties and it had never been picked 

up that she had any problem. 

2.12 Mindfulness in Schools 

In 2007 UNICEF reported that British pupils were amongst the unhappiest in the 

Western world. In their 2007 study on child well-being six areas including material 

well-being, health and safety, educational well-being and subjective well-being 

were considered. The UK ranked 18.2 at the bottom of the list.  The US only just 

managed to do better with a score of 18.0. In 2015 the Organisation for Economic 

Co-operation and Development (OECD) undertook a world-wide study of basic 

educational skills within different populations. Singapore, Hong Kong, South 

Korea, Japan and Taiwan took the first 5 places. The UK took the 20th position but 

in this case beat the US who came 29th. Interestingly the 6th place went to Finland 

and our near neighbour Ireland scored 15. One wonders what it is about the British 

educational system that places us behind many of our neighbours.  Also could it 

be just coincidence that Buddhist countries are ahead when it comes to basic 

education? Perhaps it is the culture that influences how pupils perform. Still, this 

does not explain why Finland, who had a score of only 7.5 on the UNICEF chart, 

has done so well. Clearly more investigation is needed to understand the 

processes which contribute to these results. 

There has been an increasing concern that schools should consider the well-being 

of pupils as well as their academic education. Perhaps since Daniel Goleman 

(1996) popularised the theme of emotional intelligence the government has been 

concerned with the social and emotional aspects of learning. In 2010 the 

Department for Children Schools and Families introduced SEAL into secondary 

schools (Humprey, Lendrum and Wigelsworth 2010). 

Interest began to grow into ways of supporting young people develop qualities to 

help them cope with the challenge of secondary education. Kempson (2012) 

suggests that pupils ‘in British schools’ are overwhelmed by all the challenges. 

Huppert & Johnson (2010) also identify this concern. In 2009 a Mindfulness in 

Schools Project (MiSP) was established as a not-for-profit company by Richard 

Burnett and Chris Cullen, both schoolteachers and mindfulness practitioners. Their 
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belief was that the young people in their classrooms could benefit from learning 

mindfulness skills. Since that time mindfulness in schools has developed leading 

to a number of research projects being undertaken. Kempson (2012) evaluated 

the experiences of a number of pupils who had undergone a mindfulness 

programme. The pupils included both boys and girls and were from two different 

schools: a fee-paying boys’ school and a state co-education school. Kempson’s 

was a mixed method study and included focus groups, interviews and 

questionnaires. The results were interesting in that the majority of pupils found 

mindfulness at least moderately helpful and this finding was consistent across both 

schools and for both boys and girls. However, he identified that girls seemed to 

perceive mindfulness to be more helpful in managing their emotions than boys did. 

He also considered some of the barriers to mindfulness practice. These included 

aspects which he grouped under two main headings – the course content in 

general and the actual techniques. Length of the course was a factor which some 

participants identified as a barrier in that they felt it was too short. Other barriers 

listed were forgetfulness and lack of time. Difficulties with techniques included lack 

of ability and difficulty in sustaining concentration. Huppert and Johnson (2010) 

also undertook to evaluate the results of a short mindfulness programme which 

was delivered to 155 schoolboys. The boys were selected from11 religious 

education classes; 6 of these were delivered mindfulness sessions by mindfulness 

practitioners, 5 other classes taught by other teachers continued their usual 

religious education and acted as controls. Most pupils reported that they had 

enjoyed the programme and felt that they had benefited. Huppert and Johnson 

found that psychological outcome measures positively related to the amount of 

individual mindfulness practice that the boys had engaged in.  

Burnett (2009) considered various aspects involved in teaching mindfulness to 

pupils in his class. He firstly reviewed the literature and then compiled a 

questionnaire about mindfulness issues putting various questions to leading 

figures in this field, including such people as Mark Williams, Christina Feldman, 

Michael Chaskalson, John Teasdale and Jon Kabat-Zinn. He compared and 

contrasted Buddhist and secular approaches and differentiated between clinical 

and non-clinical contexts. Burnett (2009:24) states that school pupils being taught 
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mindfulness are ‘in the as yet undefined middle-ground between mindfulness as 

clinical application and mindfulness as spiritual practice’. In this respect this 

research differs in that it was intended as a clinical application hoping to assist the 

young people develop better emotional functioning. 

Weare (2013) looked at a number of ‘good quality’ studies of mindfulness with 

young people (including that of Huppert and Johnson (2010) mentioned above). 

She concluded that mindfulness is capable of improving the mental health and 

well-being of young people and it appears to be acceptable to staff and students 

alike. However, she identified that many of the groups she considered were pilots 

with a small number of participants. There was little use of control groups or 

random allocation with no standardised measures. There was reliance on self-

report and a bias towards having participants who volunteered rather than being 

chosen. In this research the author considered that it was necessary to select 

those who showed an interest and volunteered, indeed the nature of the research 

dictated that principle be maintained.  

Based on current literature (Huppert and Johnson 2010, Wisner et al 2010, 

Kempson 2012, Zelago and Lyons 2012) from the point of view of educationalists, 

mindfulness appears to be a good answer to many of the problems that arise 

within the field of secondary education. Kempson (2012) emphasises the value of 

mindfulness in developing attentional skills which is of obvious importance to 

young people in an educational setting, although more research is still required. 

However the question is raised as to why it is that our secondary schools have 

such a large number of young people with mental health problems? 

Mindfulness, however, is not something that can be forced nor is it something that 

you can give to someone. Possibly there is something about the culture that 

should change. Neale (2011:1) refers to ‘something being lost in the translation’. 

He argues that the background culture within which mindfulness exists in the East 

is mainly missing in the West. People do not necessarily identify with the values 

and understandings that are a fundamental part of the Buddhist way of life. It 

would seem that mindfulness is sometimes seen as a ‘band aid’ something to 

cover up a more serious problem. Young people in Kempson’s study seemed to 
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practise mindfulness when they felt under stress rather than a routine habitual 

action. However if secondary school is so stressful perhaps we should begin to 

think about the system. Mindfulness can be very effective but should we not also 

endeavour to promote a culture which values positive qualities? Hence schools 

could be well placed to promote such values as compassion and inclusion, which 

are fundamental to mindfulness practice. 

One further point needs to be considered. The language used in the studies just 

outlined appears to suggest a different perspective from that of mindfulness. Use 

of terms such as ‘teach’ and ‘lesson’ do not fit with the concept of mindfulness. As 

discussed in Chapter 1 mindfulness has an experiential quality. Teaching 

mindfulness as a lesson goes against the Buddhist view of ‘not forcing it’ 

(Gunaratana 2002). There is an essentially individual nature to mindfulness 

practice and the individual’s own volition is fundamental. 

Kempson (2012: 138) mentions the issue of delivering mindfulness to those who 

have not volunteered and refers to those from a ‘normal’ population who do not 

see themselves as having any difficulties to resolve’. Weare (2013:7) uses the 

word ‘conscripts’. Huppert and Johnson (2010) comment that programmes on 

social and emotional learning are mandatory in the UK. This tends to suggest that 

mindfulness may go the same way. These concepts do not seem to fit within the 

ethics of mindfulness but also would seem to be highly problematic in research 

ethics. Burnett (2009:18) acknowledges that ‘In a classroom we must remember 

that none of the children have chosen to be there and most of them would 

probably rather be somewhere else’. This needs to be considered as it contrasts 

with the adult model for delivering mindfulness where no one is made to attend. 

Also it is highly unlikely that people who were not really interested would benefit as 

has been discussed earlier. 

The MiSP website states that it does not purport to deliver mindfulness as therapy 

– merely to deliver a taste to the pupils, as Burnett (2009:41) says ‘dipping their 

toes in the pool’. However, this particular research was not with mainstream pupils 

although the main intervention was carried out in an educational setting. It was 

with a vulnerable ‘clinical’ population and aimed to be therapeutic. 
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Possibly for mindfulness to be most effective it needs to become more 

mainstream. If the whole school were able to step back and focus on the now 

rather than the forthcoming exam or the past performance of their students they 

might have time to begin to take in the benefits that mindfulness can bring. How 

possible is this in our current climate? Nevertheless mindfulness can bring benefits 

and if the school also takes on board some of the concepts and values it can only 

encourage a more nurturing environment. 

2.13 Mental health services for vulnerable children and young people 

This section considers aspects of child mental health services for the more 

vulnerable children and young people firstly through a historical perspective.  

Understanding of health issues has evolved but there remains a difference 

between physical and mental health conditions and thus mental health is bounded 

by social and cultural conditions. Nowadays we have a health and social service 

where all are entitled to benefit although some will not require as high a level of 

support. These are discussed later in this chapter. 

2.14 Brief history of child mental health 

Firstly it should be stated that child mental health was not recognised as such until 

Rutter et al (1975) undertook their epidemiological study and interest in the subject 

began to grow. Wilson (2011) states that before that date the idea of child mental 

health ‘sat uncomfortably’ with people and where difficulties were identified it was 

social and economic welfare issues, education and issues of protection that were 

the focus. Thus the history of mental health is primarily about adults although it 

must be borne in mind that ‘children’ grew up much earlier in the past as confirmed 

by a notice in a reconstructed ‘pub’ in a museum ‘Persons must be 13 years or 

older’ in order to be served. The history of mental health treatments seems hardly 

credible in our present society. Mental health problems were poorly understood. In 

the Middle Ages often people suffering from mental ill health would be burned as 

witches. According to Hall (1965:319) in the 19th century ‘lunatics’ were sent to 

asylums. In 1890 the Lunacy Act was passed making provision for the proper 

certification, care and control for persons of ‘unsound mind’. Up until that date it 

was not only people with a serious mental health condition that came into this 
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category but also people who had learning difficulties or were classed as ‘moral 

defectives’. Having an illegitimate child would be reason enough to warrant 

detention in an asylum. This law remained in force until the Mental Health Act of 

1959. The ‘new’ Mental Health Act ‘released’ large numbers of people from 

‘asylums’. Many had lived in institutions for years and knew no other way of life. 

Over the next two decades the process of reintegration into the community 

continued, with a parallel move to prevent long in-patients stays. 

The evolution of children’s services reflected the movement away from large 

institutions. This trend followed in the establishment of child guidance clinics. The 

first child guidance clinic opened in Chicago in 1909. This was associated with the 

Chicago juvenile court and their attempt to deal with juvenile delinquency 

(Hall1965). Shortly after it was realised that the methods would help other difficult 

or disturbed children and the concept spread. The first such child guidance clinic 

was set up in the UK in 1927 (Hall1965). Traditionally there were strong links with 

the School Psychological Service and professional staff combined in a team 

approach, usually including Educational Psychologists, Psychiatric Social Workers 

and Psychiatrists. Pioneering work in the establishment of ‘child guidance’ clinics 

was frequently undertaken by voluntary organisations. As the value of their work 

became recognised some local education authorities established their own clinics. 

By 1945 LEA’s were responsible for more than 73% of clinics. The 1946 Health 

Service Act made provision for hospitals or local authorities to set up child 

guidance clinics as part of the National Health Service. Child guidance clinics 

existed throughout Britain up into the 1990’s, although unequally distributed. 

Thomas and Hardwick (1989:14) indicate [clinics] ‘seeming to develop 

idiosyncratic referral patterns’. 

The service became overloaded with referrals, and the waiting periods involved 

became disproportionate. The medical profession became more conscious of the 

need to safeguard mental health. 

Service development was piecemeal. Where there was an established Children’s 

Service, a Young People’s Unit attached to a Psychiatric Hospital, or a particular 

service, resources were good. ‘The provision of such specialist facilities varied 
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considerably in different authorities’ (Brown 1976:88). ‘The demand for psychiatric 

social workers … for child guidance clinic work, far exceeds the supply’ (Hall 

1965:140).  This statement highlights the shortage of trained personnel 

transcending the decades.  

The concept of health and illness, as understood in the West, has a whole 

empirical history. Year by year progress is made in understanding the causes of 

disease and cures advanced to treat these. The method has been a scientific one. 

The aetiology of the disease is established and evidence-based treatments are 

applied. Mental health also follows this medical model. This was a term first used 

by Laing (1971) to describe the procedures which doctors are trained to follow. 

They include an examination often involving tests of one sort or another, a history 

of the complaint followed by a diagnosis and treatment. The latter is not always 

successful as there are limitations to what is currently possible in medical science. 

However over the years treatments have developed for many medical conditions 

with many successful outcomes. Psychiatry has also progressed but there is a 

difference between a physical and an emotional condition and respectively in the 

treatment programmes. In most cases physical illnesses have an aetiology which 

can be confirmed by tests or other examinations for example blood tests. As 

Dogra et al (2002:18) explain, mental health is to some extent a culturally-bound 

concept and there is a continuum between well-being and mental illness with the 

'cut off between normal and abnormal being hard to define’. 

At this stage of psychiatric understanding it is just not possible to confirm mental 

health problems by physiological methods. The medical model depends heavily on 

identification of an illness – as can be categorised in diagnostic manuals such as 

ICD-10 and DSM-IV. These describe particular sets of symptoms describing what 

doctors refer to as conditions.  Thus diagnosing a mental health problem is a 

matter of taking a careful history and observing behaviour. It is very much 

subjective although clinicians trained for the task are very aware of this and will 

have developed a certain objective stance. Some questionnaires can also be said 

to be subjective – e.g. the children’s global assessment scales (CGAS Shaffer et 

al 1983) and the health of the nation outcome scales for children and adolescents 

(HoNOSCA Gowers et al1998), therefore training is given to attempt some 



65 

 

standardisation. However working closely with a group of youngsters who have 

problems can, over a period of time, perhaps skew one’s view about what is 

‘normal’ in the average population. 

Mental health services in the past have mainly concerned adults and child mental 

health stems from the adult medical model. Williams and Kerfoot (2005:13) state 

that ‘the psychiatric disorders of children do not feature in the early history of 

psychiatry’. One difficulty when it comes to child mental health is the 

developmental stage and an essential aspect of childhood is change and 

adaptation. Whatever problems are experienced, there is always the possibility of 

overcoming the challenges without psychological input. Emotional distress does 

not always equate to mental illness. There is much confusion about what is an 

‘illness’ and what may be termed ‘distress’. In the end it would seem it is how 

things evolve for the young person over a time period. Another point is that some 

‘conditions’ or ‘illnesses’ are merely descriptions of what is observed – such as 

‘pervasive developmental disorder not otherwise specified’ (PDDNOS). Goodman 

and Scott (2002) in describing school refusal make an interesting point. School 

refusal is regarded as a mental health issue but there is no such condition called 

‘shopping refusal’ and yet many young people resist this task. Mental health 

issues are tied in with what is required socially in our culture. 

2.15 Current structure of CAMHS 

The Health Advisory Service (HAS 1995) set out to look at issues of children’s 

mental health services and resources available. Their model remains very much 

the same structure we have today. Their definition of mental health was extremely 

wide and covered a range of interventions. A survey of community-based 

resources (amounting to 94%) yielded an 81% response, revealing that the 

greatest change in the previous 3 years had been the loss of social workers in 

30% of the units. Educational Psychologists had been largely withdrawn by 1990. 

A number of relevant points were made by the Health Advisory Service: 

 Child protection issues dominate the agenda of social workers 

(Working Together 1991 has two paragraphs on CAMHS - advice to 



66 

 

be aware of Child Protection procedures with a focus on the child’s 

needs)  

 Need to develop a multidisciplinary approach towards training, with 

better funding and inter-sectorial understanding of the mental health 

needs of children in special schools and residential care. 

 ‘Matters such as the placement and treatment of children on adult 

psychiatric wards, and the uncontrolled behaviour of young people in 

residential care’ (p2) need to be addressed. 

 A filtering model was developed through discussion and a four-tier 

model was proposed. 

 1. Primary or direct contact services 

 2. Interventions offered by individual specialist CAMHS professionals 

 3. Interventions offered by teams of staff from specialist CAMHS 

services 

 4. Very specialised interventions and care 

This represents the four-tier system which is still the model practised to date. 

There are a number of both local and national initiatives aimed at young people 

with mental health issues. In 2001, 42nd Street (a Manchester charity) undertook a 

review of local services with various recommendations. Unfortunately the present 

picture is not as good as many of these services are no longer in existence having 

been pushed out by the economic dictates of the current climate. For example 

O’Hara (2014:22) explains how austerity led to cuts in local authorities and ‘the 

resulting cuts in funding to local charities’. Mallin (2013:65) quotes an article by 

Sullivan describing how the government tax cap adversely affected charities. 

2.16 Child and Adolescent Mental Health Services (CAMHS)  

The structure envisaged by the 1995 HAS document is largely the structure which 

is in place today. Mental health services for young people are primarily a part of 

the National Health Service although a number of other providers (mainly 
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charities) exist which supplement the work. Practitioners will consider the issues 

affecting the young person in an initial interview (the process is explained more 

fully in Chapter 4). A number of mental health conditions can affect young people 

and the way in which these are assessed is considered below. Goodman and 

Scott (2002), before describing the main disorders found in child and adolescent 

mental health, present three sections on important aspects for consideration. 

These are  

 assessment, 

 classification and  

 epidemiology.  

They identify five key questions as being important for the assessment. These 

include the symptoms, the impact these are making, the risk factors, the strengths 

that the individual may have and the expectations of the family. Thus there are 

immediately more factors involved in diagnosing child and adolescent mental 

health problems than merely identifying the symptoms. They explain that it is the 

impact that the diagnosis makes on the individual rather than the diagnosis per se. 

In their view to have a diagnosis of a psychiatric disorder there should be a 

substantial impairment over four domains in the child’s life. Thus: family life, 

classroom learning, friendships and leisure activities should all be affected. A 

second important point would be to consider levels of distress, both for the child as 

well as any disruption for others. They warn against labelling all ’deviants’ as 

psychiatrically ill. 

Dogra et al (2002:41) state that a successful assessment interview ‘depends on 

the professional thinking very carefully about appropriate engagement with the 

young person and the family’. Both may hold views which help to clarify the 

essence of the difficulties. Older adolescents may prefer to be seen on their own, 

nevertheless their parents views are often helpful. Sometimes parents 

underestimate the child’s emotional distress – in any event even conflicting stories 

will add to the knowledge of the condition. Also somatic problems may have an 

emotional cause. For example a child who gets stomachaches on a Monday 
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morning may be having difficulties with school; in which case it would seem more 

appropriate to focus on school aspects.  

Evaluating developmental delays is quite complicated. Development itself 

complicates assessments for young people. Goodman and Scott (2002:5) give an 

analogy: an adult height of one metre is small whereas a childhood height of one 

metre may be ‘small average or large’. Clearly this depends on the age and 

particular developmental trajectory of the individual child.  They advise that 

parents and teachers are rarely concerned without good reason. Dogra et al 

(2002) make reference to the mental state examination; such things as general 

observation, speech (pitch and volume) mood (both how the professional views 

this and the young person’s thoughts and those of the parent. Motor skills and 

scholastic attainments (reading, writing, arithmetic and spelling) are also 

important. Attention should be paid to milestones and the general development 

trajectory. When assessing children’s difficulties in social relationships there is a 

need to take into account whether it is a concern for the child or for others. A child 

may have some mild difficulty – such as with developmental delay - and be facing 

social prejudice. For example a child’s speech may be delayed but the child is 

made fun of. 

Identification of a single cause for a child psychiatric disorder is rarely scientifically 

justifiable. The causes may be a dietary allergy, lack of discipline, bad genes, poor 

teaching, hypothalamic damage, unresolved infantile conflicts and a number of 

other variables which may come into the mix. Dogra et al (2009:33) identify that 

‘poverty and socio-economic disadvantage is strongly co-related with development 

of mental health problems’. There are risk factors which increase the likelihood of 

a psychiatric condition and resilience factors which protect. There are predisposing 

factors – for example a family history of such a condition and, perpetuating factors 

which mitigate against overcoming difficulties. Our current understanding of the 

aetiology of mental health takes into account that children inhabit three different 

social worlds – family, school and peers. Events which happen in any of these 

‘social worlds’ may influence a young person: a teacher scapegoating a child who 

has difficulty, peers bullying, adverse life events, chaotic family life style, social 

adversity, physical and psychological under lying unrecognised problems (such as 
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low IQ or specific learning difficulties) all can contribute to the child’s mental 

health. 

Also there are ‘conditions’ within child mental health which, one may argue, are 

merely descriptions of the way things are – for example ‘oppositional defiant 

disorder’. Another condition which is also highly subject to speculation is attention 

deficit hyperactivity disorder (ADHD). Timimi (2005) is highly sceptical of this as a 

condition and blames it on our modern way of life and current expectations of 

young people. Today’s culture appears to promote multi-tasking – can we wonder 

that more youngsters are developing this way. Is evolution progressing in this 

direction? Gilbert and Chodden (2013:165) refer to needing ‘Affiliation and slowing 

down in the culture of speeding up’ 

Barker (1971) lists causes of childhood psychiatric disorders, constitutional factors, 

effects of physical disease and environmental factors as being important. It would 

seem that his main focus on environmental factors centres on the immediate 

family with little emphasis on other relationships although he does mention the 

school environment and neighbourhood groups. Further, not only do physical 

problems influence a young person’s propensity to develop mental health 

problems, but so do other less well defined issues – such as specific learning 

difficulties. Dyslexia and dyscalculia are two such examples which may make 

great impact on the learning experiences of individuals who may otherwise be of 

generally high intelligence.  

2.17 The gaps in service provision 

Whatever the resilience factors of the young people there still remains a big gap in 

service provision where neither the legislation nor the policies make impact. For 

example, the Department of Health’s Framework for Assessment (2000) did not 

provide the placements nor the workers to ensure that identified needs were met 

(Calder 2003).  The NHS Health Advisory Service in 1995 published ‘Together We 

Stand’. This was a report and a manual which summarised a philosophy and a 

strategic approach to policy for CAMHS services in England and Wales. To 

achieve good mental health children need decent homes and decent schools. 

Children with behavioural problems should not be excluded from school for bad 
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behaviour, nor should a disturbed child be placed somewhere that is likely to make 

matters worse. Limited funding or time limited funding also does not help. If these 

children are our future we all need to work together and invest properly. Local 

experience often runs contrary to this with budget constraints taking precedence. 

Despite government intentions, children’s services were never uniform and 

different areas developed different service provisions - some of which are 

excellent, some less so. This is as true of local authority provision as it is of health 

provision. The House of Commons report (published in 2011:43) stated ‘some 

local authorities will inevitably perform better than others’. Dinsdale (2001) 

identified a primary shortage of trained staff and too few resources. The Young 

Minds website (2014) reported the lack of skilled staff as a problem. Thus this is 

not a new problem. Agencies now seem to have a focus on economising and 

cutting back. This is hardly a climate to develop services.  Timimi (2009:17) states 

‘Rates of diagnosis of psychiatric disorders and prescriptions of psychotropic 

medication to children have increased dramatically over recent years’. Wong et al 

(2004) analysed prescribing trends in nine countries between 2000 and 2002. 

Increases were common with Germany at the lowest being 13% while the UK 

recorded the highest at a 68% increase. Does this reflect the fact that it is easier to 

‘pop a pill’ rather than spend time to address the problems or could it be that the 

drug companies are doing a better job at marketing? Heckman and Krueger 

(2003) explain the cost effectiveness of early intervention. John Bowis (2005:v) 

(previous Minister of Health in the UK) writes in the forward to Williams and 

Kerfoot’s 2005 Child and Adolescent Services, ‘Child and adolescent mental 

health is one of the scandals of inadequate provision by health services across the 

world.’ Belfer (2014) states that resources to ensure child mental health have been 

eroded rather than being developed over the past 59 years. 

2.18 Is the problem mental health, behaviour or culture? 

In considering what a mental health problem is, there is immediately a problem. 

Not all young people who have difficulties with their mental health receive any help 

although some are seen by CAMHS. ICD-10 and DSM-IV list ‘conduct disorder’ as 

a mental health condition, however many would dispute that it is a mental health 

issue. Many young people having this ‘disorder’ go down the criminal justice route 
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(Teplin et al 2002, Richardson & Liabø 2007, National Collaborating Centre for 

Mental Health 2013) thus changing the emphasis from mental health to being fully 

responsible for their actions. Hackett et al (2011) identified that of young people 

attending pupil referral units (PRU’s) in Manchester, a larger proportion appeared 

to require professional help from mental health services than were receiving such 

services. Thus not every mental health difficulty is seen as such. Children and 

young people with pervasive developmental disorders are likely to go down routes 

supported by the disability services. Again it can be argued that these are not 

‘mental health problems’; they are developmental issues. Children with 

neurological disorders have high rates of psychiatric disorder (Cadman et al 1986, 

Rutter et al 1970a). Often children and young people who experience adverse 

living situations will ’act out’ some of their frustrations in their behaviour. Some of 

these young people will be taken into the care system. Many have mental health 

problems but it could well be argued that it is their living situation which has 

contributed to this. The behaviour can in fact sometimes be understood as a 

coping mechanism to adverse conditions. Thus people may become vulnerable 

due to coping with adverse conditions. 

‘Difficult’ behaviour is not always recognised as a mental health issue. Apart from 

actual child mental health services there are two other main systems which come 

into contact with those youngsters displaying this ‘difficult behaviour’. These are 

the criminal justice and the social service systems. There is also the nurture nature 

argument about how young people are influenced by either nurture or nature but 

most probably both.  Gilbert and Choden (2013) clearly state that if they had been 

brought up by drug dealing gangs they would probably not have written a book 

about mindfulness and compassion. Humans depend on a balance of the drive 

system, the fight or flight system and the nurturing system - it is the balance which 

keeps us healthy. 

2.19 Can mindfulness help? 

In conclusion it is clear that a whole host of factors contribute to child mental 

health - both good and bad mental health. In the current economic climate 

resources are limited and it tends to be only the most severely affected who get a 

service. There is a continuing need to develop and extend services which will be 
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helpful to young people thus the development of a mindfulness-based programme 

of intervention seemed worthwhile. 

Although mindfulness is potentially helpful to all, for those who live in 

disadvantaged situations this could be quite a challenge. Just being in the present 

moment without being preoccupied by past or future can provide some respite if 

people can let go of their concerns for long enough to realise it. However this may 

be easier said than done. Gilbert and Chodden (2013:106) point out that to benefit 

from mindfulness one needs self-compassion. Being angry or anxious can block 

compassion. Thus for some, who may have had very difficult life experiences this 

may make it almost impossible to develop mindfulness. 

To be mindful one needs to tune in to emotional states. Some people may not be 

in a good mind-set to proceed with mindfulness. Experiencing intense rage and 

accepting that it is there is difficult. Both the fear of the emotion and the shame in 

admitting it is likely to block it. For those who can manage it, mindfulness provides 

a different way to better cope with some of life’s challenges. It does not change 

circumstances but creates the space for us to calmly view where we are and make 

better decisions. Mindful compassion helps us wake up to what we are caught up 

in (Gilbert and Choden 2013:23). 

This chapter has considered various aspects of child mental health and influences 

which might impact on this with insufficient resources to deliver services to 

vulnerable young people. In Chapters 4 and 5 consideration is given to methods of 

how best to take forward the idea of a mindfulness intervention which would 

benefit the young people. 
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3. Towards developing a methodology 
 

3.1 Overview  

This chapter considers the research framework taking into account the Buddhist 

roots of mindfulness before considering the question of ‘reality’. Moving on, more 

philosophical research concepts are considered. Qualitative and quantitative 

aspects of research are then addressed linking to the research aims. The chapter 

moves on to the justification of research methods and a consideration of methods 

that provide some measure of triangulation. Focus groups and the parental 

interviews are explained in some detail. Single case evaluation methods are 

discussed as an appropriate way in which to identify any changes in the emotional 

functioning of the participants. Consideration is then given to analysing the data 

and selecting a method of analysis. The approach to analysis will be considered in 

relation to the qualitative approach. Reflection is given to selecting codes and 

themes with an open mind. Reviews and reappraisals are an integral part of the 

process which concludes when a logical ‘story line’ can be identified and the 

analytical process is clear. The chapter concludes with a detailed description of 

the outcome measures used in the research forming the basis for the single case 

evaluation. These were the questionnaires completed before and after the 

mindfulness sessions. The continuation of the research project, how this evolved 

and the resultant modifications are outlined in Chapters 4 and 5. 

3.2 Research framework 

Guba (1990:18) states that all paradigms can be characterised by the ‘way their 

proponents respond to three basic questions’. These he lists as ontology, 

epistemology and methodology. Ontology concerns the nature of reality – how we 

see things - the theory one has about how the world is.  For example - is it real 

and set in stone or malleable and changing? Our view or ‘ontic’ clearly links in with 

our experiences, our culture and our environment. Epistemology ‘refers to the 

philosophical theory of knowledge - how we can know what we know’ (Seale 

2007:507). Methodology refers to a system of methods used in a study for 

investigation. 
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Guba and Lincoln (1994) state that a number of basic belief systems are involved 

in deciding any approach to research which contribute to the paradigm. Mackenzie 

and Knipe (2006) identify that paradigms and methodology work together to form a 

research study. Detailed consideration was given to this aspect and indeed 

Mertens (2007) suggests that the definition of research is influenced by the 

researcher. 

Thus from the viewpoint that things are not fixed and considering that the young 

people were facing challenges, it seemed logical to introduce a strategy which 

may change their view of the challenges allowing some space for better decisions. 

This was a study involving young people and their views and thus it presented a 

qualitative approach. However, to establish whether any progress had been made 

would involve measurement and thus a more quantitative aspect to the research. 

Taking into account the Buddhist roots of mindfulness it seemed appropriate to 

consider the paradigm within that tradition - hence the traditional Buddhist 

paradigm. As already outlined, Buddhism speaks of the four noble truths: that 

there is suffering in the world, that there is a reason for it, it can be overcome and 

there is a way to do this (Gunaratana 2009, Gilbert and Choden 2013, Bays 2011). 

Mindfulness is about accepting things as they are without getting too caught up in 

our worries. Mindfulness practice develops awareness seeing things as they are 

without adding or subtracting from them. Perhaps this is what Silverman (2007) 

meant in his account of becoming a good ethnographer. Therefore collection and 

analysis of the data should bear in mind this viewpoint.  

3.3 Understanding ‘reality’? 

To some extent everyone creates their own reality, including researchers, and it is 

the interrelationship that forms the experience. Bryman (2008) states that social 

research does not exist in a ‘bubble’. Fishbein and Ajzen (1975) point out that the 

views of other people may influence individuals – probably more so in group 

situations - thus the social constructionist ideas are relevant here. Carter and 

McGoldrick (1998) describe the family life cycle and how individuals view things 

differently from different stages in their life. For example the views of a young 

single person are likely to be very different from that of a parent. Timimi (2002:7) 
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highlights how different disciplines tend to view problems through the perspectives 

of their own establishments. This resonated with the experience of this research. 

The researcher role sometimes became somewhat blurred with the role of a 

therapist rather than a researcher. There are many ways of viewing the world and 

not least is through the role of language. The Sapir-Whorf Hypothesis (Wardhaugh 

1986, Trugill 1974) has the view that people are shaped by the language they 

speak. Chomsky (2006) identifies ‘elaborated codes’ of language which some do 

not have access to thus suggesting a hierarchy.  Walker (2003) illustrates how 

different terminology can result in different perspectives.  However even using the 

same word in the same language can have different meanings – for example the 

word ‘Asian’ in the UK denotes people or objects of mainly Indian or Pakistani 

origin but in Australia ‘Asian’ denotes Chinese or Indonesian. 

3.4 The philosophies  

Paradigms or world views have different contexts and can have a very wide or a 

much narrower view. The word paradigm has a more specific scientific meaning:  

a term first referred to by Thomas Kuhn in his work The Structure of Scientific 

Revolution (Guba & Lincoln 1994). From this viewpoint a paradigm contains all of 

the commonly accepted views about how research should relate to a subject. 

Paradigms change over time periods as new understanding of materials evolves. 

A good example of this is within the world of physics where new understandings of 

the way things work have opened new perspectives. Niglas (2001:3), states that 

there are several different ways to consider the relationship between methodology 

and philosophical paradigms. She identified the ‘two big paradigms’ as positivism 

and ‘something which denies positivism’ which she states is named differently by 

different authors. Powers and Knapp (2011:140) state that the postpositive 

environment is of greater variation and cite ‘constructivist, post-empiricist and 

feminist’ as examples of this. The number of different paradigms seems to have 

developed from that of ‘two’ commonly extending to four. Niglas (2001) however 

extends her list of paradigms to six: positivism, post positivism, pragmatism, 

phenomenology, hermeneutic and critical realism. She also suggests that other 

things come into the mix – including linguistics and anthropology. King and 

Horrocks (2010) make a distinction between approaches focused on language and 



76 

 

those more concerned with content. Sobh and Perry (2006) list four paradigms:  

positivism, constructivism, critical theory and realism. Creswell (2014) lists four 

world views:  post-positivism, social construction, advocacy/participatory and 

pragmatism. These will be outlined before going on to consider the most 

appropriate of these views for this research. 

Firstly positivism (as clearly this seems to have come before post-positivism and 

therefore requires some explanation) involves the ontological view that there is a 

‘real’ world out there that is objective and is therefore knowable. The 

epistemological view is objective and the results ‘true’. Considering how ‘real’ 

things can be is perhaps highlighted by Siegel (2010:104) who defines the scent of 

a rose as ‘in fact a neural firing pattern or mental sensation of a rose’s scent – not 

the scent itself’. From such a perspective the question of ‘reality’ has many 

dimensions. Taylor and Medina (2013) make a fishing analogy describing the 

positivist fisherman as standing on the river bank observing the fish. This 

approach tends towards quantifiable methods. The post-positivist fisherman 

however wears a wet suit and jumps in to study the fish. Thus, the post-positive 

approach is rather more critical in the ontology with results regarded more as 

‘probably true’ rather than ‘true’ per se. The methods of such research may include 

both qualitative and quantitative methods. Social Construction takes a more 

relative view – ‘truth’ is constructed by humans within a social context. The 

researcher and the participants are linked in this ‘construction of knowledge’. The 

methods generally are qualitative and involve dialogue. Advocacy/participatory 

paradigms can have a varied ontology. In this approach there is a breakdown in 

the researcher/participant positions and a high value placed on participant’s 

knowledge. Methods tend to focus on empowerment and move towards positive 

social or cultural change. The pragmatic paradigm may have a varied ontology 

with more of a focus on what works rather than ‘truth’. The epistemological 

approach comprises many different viewpoints and the methods focus on the ones 

that seem the most appropriate for the task at hand. A further paradigm view is 

one named critical theory. This view owes much to the post-positivist approach but 

includes a historical perspective. Reality is seen as constructed through historical 

issues and power. Also knowledge is relatively mediated through the researcher’s 
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perspective. Methods tend to be focused on uncovering knowledge and linking this 

to social critique. There would seem to be an expanding field of views with 

variations in approaches continuing to develop. 

Considering the different views there seemed to be multiple realities rather than 

one ‘truth’ influenced by a number of variables. Our life experiences and inter 

relationships count for a good part of these influences (Buddhists would argue that 

past lives also come into this): our physical makeup, including emotions, which 

vary from time to time, the society in which we live and the evolutionary stage 

individuals are at. This has a strong societal basis (Fishbein and Ajzen 1975) but 

individuals can vary. Not all members of more primitive societies share exactly the 

same beliefs and if Columbus had gone along with his compatriots, maybe we 

would still have feared falling off the edge of the world. Why should one person 

see a jewelled lattice work when another sees only a menacing spider web? 

3.5 Quantitative and qualitative 

Sobh and Perry (2006) make the point that many researchers are concerned with 

the choice between qualitative and quantitative methodology. Harding (2013) 

points out that quantitative research usually tends to involve larger numbers of 

respondents while qualitative research involves more details from smaller numbers 

of participants. This research was designed to be undertaken with a small number 

of participants and their parents and thus fell mainly within the qualitative field. 

However this was a mixed methods study as a number of quantitative measures 

were used. These took the form of questionnaires completed before and after the 

sessions (see later in this chapter for a full description). Sale et al (2002) comment 

that combining qualitative and quantitative methods is useful in health care 

settings and thus using mixed methods seemed appropriate. 

3.6 Linking to research aims 

The research aims were to deliver a mindfulness intervention to vulnerable young 

people and evaluate their experiences. Mindfulness encourages just accepting 

things as they are, acknowledging thoughts but not running with them. The views 

of the participants were considered to be their own although each of us is 
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subjected to our own ‘conditioning’ with the effects of our upbringing and our local 

community having a considerable influence. 

Thus the research was approached from a relativist social constructionism stance 

(Harper 2012), considering the research aim was to understand ‘the complex 

world of lived experience’ (Schwandt 1994:118) – what the participants’ views 

were. This led to an interpretive and constructivist viewpoint as the focus was on 

what ‘we have contact with’ (Harper 2012:91). Consideration was also given to the 

Advocacy/Participatory view as there was a certain aspect of empowerment as the 

mindfulness sessions hoped to place the participants in a better position to 

manage their challenges. However the aims of the research included evaluating 

the mindfulness programme as well as a quantitative analysis of the 

questionnaires. Additionally the research aimed to gather a better understanding in 

order to develop a therapeutic strategy with a view to future service delivery. Thus 

advocacy was not the primary aim. 

A further aspect of the study included in the aims was the position of the parents - 

the views of the young people would also be supplemented by those of their 

parents. Additionally consideration was given to whether there would be any 

further ways of evaluating the research. Certain questionnaires used before and 

after sessions (and in regular use in CAMHS) seemed appropriate for this 

purpose. Such research questionnaires completed ‘before ‘and ‘after’ interventions 

lie within the quantitative positivist paradigm and are regarded as ‘true’ (or at least 

‘maybe true’ if one comes from another perspective). Simons and Lathlean (2010) 

note an interest in mixed method designs in health research and it also seemed 

logical to include outcome questionnaires which would be familiar to clinicians in 

the field of child mental health. 

3.7 The research design 

Research - to be worthy of the name - has to have some logical basis to it: some 

methods that can be followed through to some conclusions. Seale (2007:8) refers 

to methodology as the ‘conception of its subject matter and how that subject 

matter might be investigated’. Having considered the paradigms attention was 

focused on ways forward.  The first objective was to design a suitable programme 
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in which the mindfulness sessions could be delivered. Of equal importance was 

the consideration of how this should be investigated and how to evaluate the 

impact of the sessions. Seale (2007) outlines ‘validity’, which he explains derives 

from the ‘truth-value’ of a research project and reliability, which is a concept more 

concerned with dependability. In other words the research project needs to have 

validity and be something that could be repeated to maintain similar results if 

undertaken in a similar way. Thus how the research is undertaken and then 

analysed needs to be clear.  Harding (2013) suggests that the methodology 

section should include discussion of all the stages of the research process.  

3.8 Justification for the methods 

Linking to the idea that there are multiple realities it seemed logical to combine as 

many aspects as possible in this research and thus it became one of mixed 

methods. A number of mindfulness programmes have been delivered (Segal 2002, 

Semple et al 2006, Williams and Penman 2014) and have proved effective in 

contributing to positive change. These typically were delivered over a period of 

about eight sessions. Thus this was the timescale envisaged which also fitted in 

well with other time constraints (outlined in Chapter 4). As the work was to be with 

vulnerable young people emphasis was put on making the sessions ‘child friendly’.  

(Examples of this have been discussed in Chapter 1 and Chapter 7 gives details of 

the content of the sessions which included some of these ‘child-friendly’ methods.)  

Much of the work that has been done is with adults although Semple et al’s (2006) 

work was with clinical populations of children. However their evaluation methods 

seemed to be based more on evaluation questionnaires rather than specific 

measures linked to emotional functioning. This particular research was planned for 

a clinical population and as such it seemed pertinent to use the regular measures 

employed within CAMHS to assess any progress. The mindfulness in schools 

programme (MiSP) has also advocated the use of SDQs to assess functioning, 

however the MiSP is not directed at clinical populations. Approaching the research 

required a pragmatic approach of mixed methods both qualitative and quantitative. 

There were three aspects to the study which offer a certain measure of 

triangulation, a technique advocated by Denzin (1978) for validating data. 

Triangulation was originally a geographical term allowing geographers to pinpoint 
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a location based on three different measurements (Topping 2010). In this research 

three sets of data were gathered, the focus group, the parent interviews and the 

questionnaires completed before and after the sessions using a single case 

evaluation method – the latter providing more of a quantitative aspect. Indeed 

Parahoo (2006) states that triangulation is sometimes referred to as a mixed 

method. This ‘triangulation’ would be derived not only from the separate analysis 

of the questionnaires but also from the different accounts of parents, young people 

and teachers, providing ‘methodological rigor’ (King and Horrocks 2010). 

3.9 Focus groups with young people 

One of the advantages of a focus group is that it allows people to interact with 

others exploring and clarifying experiences (Goodman and Evans 2010).  Parahoo 

(2006) also makes a similar point. The choice of this method fitted with the day-to-

day experience of the students who participated in this research. They were used 

to meeting as a class and potentially would be more comfortable voicing their 

experiences with other classmates. The sessions themselves were delivered in a 

group format and this method seemed a logical progression of this. The use of an 

auto tape recorder simplified gathering the data from the conversation. (The 

interview schedule for the focus group can be found in Appendix 3). 

3.10 Interviews with parents 

As this research was to be with young people the views of their parents would also 

be important. Parents’ views give a wider perspective of the young person’s 

functioning (Dogra 2002) and it was considered important to obtain as wide a view 

as possible. If mindfulness were to be an effective intervention then parents may 

have noticed some positive differences in their young people. Interviews with 

parents were planned to be undertaken individually. This was for a number of 

reasons. The logistics of getting the parents together would be difficult but this 

aside there was the matter of parents feeling free to discuss their child with others 

present as well as issues of confidentiality. Time constraints were also issues if the 

interviews were to be constructed in a group format. Some may want to talk less 

some more. Goodman and Evans (2010:406) cite the ‘risk of individual participants 

dominating the group discussion’ to the exclusion of the contribution of others. 
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Individual inputs may have been diluted by the group – on the other hand this may 

have encouraged discussion. While this can work quite well in some situations it 

was an unknown - especially as the group would only come together for this 

purpose and the parents were not previously known to the researcher. It seemed 

better to provide the opportunity for parents to hold their interviews individually. As 

an experienced mental health practitioner the researcher was used to talking to 

parents about how their young people were progressing and therefore this seemed 

to be the right atmosphere in which to conduct these interviews. These were to be 

semi-structured interviews. This is discussed further in Chapter 8 and the format 

for the interview schedule can be found in Appendix 3. 

The NHS Ethics Committee had asked for a list of potential questions to be drawn 

up and thus this was the structure followed (see Appendix 3) although there was 

plenty of scope for parents to make their own contributions and also scope for the 

researcher to ask other questions if clarification was needed. 

Therefore the evaluation of the experiences of the young people (as presented in 

the focus group), the interviews with parents and the outcomes measures were the 

data collection methods for this research. These, it was hoped, could be used to 

discern whether there had been any beneficial impact. 

3.11 Single case evaluation 

The process of completing questionnaires before and after the mindfulness 

sessions is similar to the single case evaluation method (Kazi and Wilson 1996). 

The size of the group was not large and the design needed to ‘evaluate client 

progress’ (Kazi and Wilson 1996:700). Rizvi and Nock (2008:499) state that 

‘sometimes only one participant is needed’. Kazi and Wilson (1996) discuss two 

questions that single case evaluation may address. Firstly whether change has 

occurred in the target group and secondly whether it was the intervention that led 

to any changes. Kazi and Wilson (1996) describe a number of designs, design 

‘AB’ being the most basic, records the changes during a course of ‘treatment’ (or 

other intervention). In this model the baseline ‘A’ (i.e. assessment before 

treatment) was made at a point where the intervention had not started. In such a 
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case it was possible to state if improvement had occurred within the ‘treatment 

‘period. Thyer (1993) has termed the evaluative ‘AB’ as experimental. 

Other models of the single case evaluation are available. For example the ‘ABAB’ 

involved two periods of ‘treatment’ with a period of ‘no treatment’ in between. This 

would highlight any differences that the ’treatment’ period produced. However with 

mindfulness it would seem that the results are cumulative (Mace 2008, 

Gunaratana 2009) and thus any periods in between may not make any difference. 

Another model is the ‘ABABC’ design where the ‘treatment’ is given, to be followed 

by a ‘no treatment’ period and then a different ‘treatment’.  As this was to be a 

single series of sessions with only one intervention period, neither of these models 

fitted the requirements of this research. 

Rubin and Babbie (2008) outline the elements of a simple case design - one of 

these is to specify the target problem. In this research there was no single 

individual problem as such. The young people all had some level of difficulty which 

contributed to their levels of emotional stress. Thus it was anticipated that 

mindfulness may be a factor contributing to better mental functioning. What was to 

be measured was somewhat different. Rather than focusing on individual 

problems it considered the impact of the mindfulness intervention on the general 

emotional functioning of the participants. It was not a matter of counting the 

number of times of a young person attending or not attending school, (as 

described by Kazi & Wilson1996). 

Behaviours and emotions are complex and the questionnaires used were ones 

commonly in use for clinical populations. The points measured covered a number 

of different aspects of behaviour and emotions each with a scale range of its own. 

Thus it was not thought likely that it would be possible to put the information into a 

simple line graph such as is frequently employed in the single-case evaluation 

design. Gunaratana (2009) states that the benefits of mindfulness are more like 

‘side effects’ and that the calm that one may seek from it is illusive. However using 

rating scales before and after the sessions offered the single case design an 

acceptable way to consider the intervention. 
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Wong (2010) identifies that the original purpose of single case designs had a 

prime objective of producing definite proof of a causal relationship. This could not 

clearly be established as other variables could not be ruled out. Kazi and Wilson’s 

(1996) model measures the targeted behaviour at different intervals over a time 

period. In this case the measures were only employed at the beginning and end of 

the sessions.  Ratings could only be compared on the conclusion of the sessions. 

However although no hard and fast ‘evidence’ would be certain it was felt that any 

trends that might indicate improvement might be encouraging. Thus it was not 

entirely possible to say whether in this research any changes would be solely – or 

even partly - the result of the mindfulness sessions. 

Table 1 below attempts to track the timescales of the research before moving on 

to discuss analysing the qualitative data. 
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Table 1 Timescale of the research 

Timescale Activity Tools Details Aims 

2011 Program development Years of professional 
experience working 
with CAMHS 
Personal Knowledge 
of mindfulness & 
mindfulness 
literature 

 Meets first 
aim 

2012 Seek support from 
university  
 
Begin ethical process 

Single Case 
Evaluation  
 
Outcome Measures 
HoNOSCA CGAS 
SDQs PSS FMI 
 
Parent interviews  
Focus Group  
Thematic Analysis 
evaluation 

 Meets first 
aim 

2013  
May 
 
August 
 
September 
 
October 
 
December 

 
Ethical amendments 
Final NHS approval 
 
Organisational change 
 
Pilot Group starts 
 
Pilot Group concludes 

 
 
 
 
 
 
 
The above tools 
were used with this 
group 

 
 
 
 
 
 
Pilot Group 
were young 
people open 
to CAMHS 

 
 
 
 
 
 
Contributes 
to meeting 
the first 3 
aims 

2014  

January 

 

 

 

April  

July 

 

No longer viable to 
conduct this research 
 
Decision to relocate 
research  
 
New approvals sought 
 
Main mindfulness 
group starts  
 
Main mindfulness 
group concludes 

 
 
 
 
 
 
 
 
The above tools 
were used with this 
group including 
analysis 

 
 
 
 
 
 
 
 
Main 
Mindfulness 
group were 
vulnerable 
young people 
attending a 
special 
education 
unit 

Contributes 
to meeting 
the first 3 
aims 
 
The final 
project 
contributed 
to meeting 
all aims 
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3.12 Analysing the qualitative data 

Bernard (2011) states that analysis is the search for patterns in the data. 

Therefore it follows that the way in which the material is analysed needs to be 

clear. Auerbach and Silverstein (2003) state that there is no single right way to 

analyse a data set. Matthews and Ross (2010) advise that decisions should be 

made with reference to the research question. To establish this, methods to 

evaluate the project needed to be considered to decide which methods would fit 

with the particular research. The quantitative sections of the study required an 

analytical format that fitted with this. Consideration of how best to do this so as to 

yield a more robust evaluation of the outcomes is addressed below.  

Silverman (2007:145) concludes that research studies should be ‘methodologically 

inventive, empirically rigorous, theoretically alive but with an eye to practical 

relevance’.  Thus the aim in this research was to attempt to explain the process of 

analysis in such a way that it would be both accurate as well as of interest to the 

reader in the justification of the analytical process.  Attride-Stirling (2001) states 

that qualitative researchers need to be clear about what they are doing and why. 

Also the ‘how’ section needs to be explained.  The aim of this analysis was to 

present the findings in as clear and comprehensive a manner as possible. There 

has been much debate over the validity of qualitative analysis (Kelle 2000) and 

thus it was important to select a method which would be both valid and clear in 

evaluation.  In any project, whether of a qualitative or quantitative nature, analysis 

of data is important as it gives further interpretation of the findings. Sanders and 

Liptrot (1993) define analysis as taking things apart to see how they fit together. 

Harper (2012) emphasises choosing the most appropriate method of analysis to fit 

the research question. Saldaña (2013:2) observes that in the pragmatic process 

he is ‘yet to find a single satisfactory book that focuses exclusively on the topic’. 

Harper (2012) points out that this is a central concern for academics. There are 

many publications that cover various aspects of the qualitative analytical process. 

King and Horrocks (2010:211) recommend a wide reading before determining how 

analysis will be carried out – not merely a ‘cook book approach’. Seale (2007) 

emphasises that practising researchers should find what is of value in each 

approach.  
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Elliot (2012) comments that research in mental health, psychology and related 

fields originally fell into two divisions - outcome and process.  Outcome relates to 

how much people change over the course of treatment whereas process looks at 

what occurs within the treatment sessions.  Notwithstanding the importance of the 

process itself, this research aimed to look at outcomes. The research question 

was whether the sessions delivered in this way would be practical and of benefit to 

the participants. Therefore the evaluation of their experiences and the outcomes, 

by which it could be discerned (whether there had been any beneficial results), 

were the focus for the evaluation. 

3.13 Thematic approach  

Three particular studies influenced how the text should be analysed. These were a 

study by Allen et al (2009) which was undertaken with adults who had completed a 

similar course in mindfulness-based cognitive therapy, a short mindfulness 

experimental course given to psychology trainees (Moore 2008) and a study of 

questionnaires used to evaluate mindfulness with a view to quantifying their 

relative effectiveness (Baer et al 2006). Because two of these studies delivered a 

course in mindfulness and the third evaluated a questionnaire to evaluate 

mindfulness, their conclusions were useful in thinking about this research. Baer et 

al’s (2006) study was conducted with a series of self-report questionnaires and 

identified four facets that develop with mindfulness practice. These are acting with 

awareness, non-judgmentally, non-reactively and ability to describe feelings. Allen 

et al’s (2009) study comprised a series of participant interviews with people who 

had previously undertaken a course in mindfulness-based cognitive therapy. 

Bryman and Burgess (1994) point out that discussions of qualitative research 

methods sometimes fail to explain how decisions have been made. Reflecting on 

how the analysis should be undertaken, there were a number of things that were 

relevant. Dawson (2009) provides a list of options that researchers engaged in this 

type of study may consider: 

 Comparative analysis 

 Content analysis 
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 Discourse Analysis  

 Thematic Analysis 

Harper (2012:85) offers a guide to map the kind of qualitative analysis that best fits 

with the particular research. Thematic analysis seemed to fit the question: ‘Do you 

want to summarise unstructured data in thematic categories?’  Had the focus been 

on representing these data numerically or using percentages then content analysis 

may have been more appropriate. Also interpretative phenomenological analysis 

would not have been appropriate as the participants were not selected because 

they could ‘offer a valuable perspective on the topic’ (Larkin and Thompson 

2012:103). 

Although different accounts were given by different people, it was considered to be 

more a question of combining these rather than contrasting them.  Thus 

comparative analysis did not seem appropriate. Content analysis, looking at how 

often certain factors occur, also did not seem the most useful. There were likely to 

be other things that might emerge and maybe some important points that only 

appeared once. However it would be important not to dismiss this approach 

altogether as, if there were to be a number of similar views, it would be important 

to consider these. As this was not discourse analysis the actual patterns of speech 

were less important than the overall views. Thus thematic analysis seemed the 

most appropriate. However this method is primarily associated with inductive 

approaches and while it was an aim to see what the transcriptions revealed, there 

was an intention to look for indications of the benefits of mindfulness, thus 

presenting a deductive element. 

Guest et al (2012:11) claim that thematic analysis is most useful in capturing the 

complexities of meaning within a textual data set. Aronson (1994) suggests that 

thematic analysis is one way of analysis of participants’ ‘talk’. Boyatzis (1998) 

characterises thematic analysis as a tool. Saldaña (2013) identifies coding as one 

way of analysing data – but not necessarily THE way. He points out that it is 

important to find the right tool for the job. Joffe (2012) makes an important 

distinction in terms of domination of a theme. This relates to whether it is drawn 

from the researcher’s theoretical idea (termed deductive - based on the ideas the 



88 

 

researcher holds) or from the raw data (termed inductive – or ideas which come to 

mind from reading the material). One goes to the data with certain preconceived 

categories derived from theories yet one also remains open to new concepts that 

emerge. It is important to approach each data set with knowledge of previous 

findings in the area under study ‘to avoid re-inventing the wheel’ (Joffe 2012:210).  

Boyatzis (1998) contrasts theory driven codes with inductive codes albeit with 

some overlap. Thus there is often an element of theory influencing the researcher. 

However, in addition one wants to take seriously the findings that do not match 

with previous frames and have the potential to revolutionise knowledge of the 

topic. Harding (2013) cautions against overlooking important themes emerging 

from the data. Thus a dual deductive–inductive and latent-manifest set of themes 

are used together in high quality qualitative work. That is, some views are 

expressed directly (manifest) while other themes emerge more latently from the 

data. Thematic analysis is among the most systematic and transparent forms of 

such work however, as Salaña (2013) emphasises, one tends to view the research 

through coding filters – that is the interpretations and perceptions of the 

researcher. It was therefore important to be aware of this. 

3.14 Thematic analysis  

Thus, in analysing the contents of the focus group transcriptions a thematic 

approach was taken. The first step was in searching the text for codes that 

seemed to come together. As Gibbs (2009:41) phrases it –‘what it (the data) is 

about’, considering the text and trying to link similar themes. Gibbs’ (2009) 

suggestions about photocopying, cutting up and placing different themes in 

different ‘wallets’ lent itself to this analysis. 

These interviews were then transcribed verbatim and analysed using thematic 

analysis. Four ‘overarching’ themes emerged in Allen et al’s data. These were 

control, acceptance, relationships and struggle.  Moore (2008: 334) used self-

report questionnaire and thematic analysis methods. The main themes that he 

identified he named as ‘Accessible and manageable’, ‘A good introduction’, ‘A 

scheduled space’, ‘new insights’ and ‘Recognition of being unmindful’. It seemed 

useful to consider whether any of these themes had any relevance to the 

experience of the group. Many of the acknowledged benefits of mindfulness can 
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be linked to various interventions which have an established research basis. Segal 

et al (2002), Kabat-Zinn (1990, 1994) and Shapiro and Carlson (2010) are some of 

those who have established this evidence base. It would be interesting to see if 

any of the same themes appeared. 

Thus there was a certain aspect of Harding’s (2013) ‘a priori codes’ which are 

created to reflect categories that are already of interest before the research has 

begun. The primary focus was about the experiences of mindfulness and how 

these experiences had impacted on the young people. A number of questions 

(required by the Ethics Committee) and designed to help the discussion were to be 

put to the group. Some questions were directly related to experiences of 

mindfulness. These were intended to try and ascertain whether the sessions had 

been helpful to them, what the young people’s views of the sessions had been and 

whether or not they were likely to continue with their individual mindfulness 

practice. Thus these points were directly relevant to the research question. Also 

relevant were the three studies mentioned earlier:  Allen et al (2009), Moore 

(2008) and Baer et al (2006) as they centred on development of qualities which 

increased with mindfulness practice. Some of the themes might be relevant to the 

young people in the group and these were all points to consider. 

3.15 Codes and themes 

Aronson (1994) makes the point that thematic analysis focuses on identifiable 

themes and patterns. King and Horrocks (2010) comment that there is surprisingly 

little in the literature defining a theme. Also there are a number of similar words 

which at times seem to almost overlap in the literature:  codes - themes – 

concepts. Braun and Clarke (2006) state that themes themselves are composed of 

codes. Saldaña (2013:3) defines codes as a word or short phrase that symbolically 

captures the essence of a portion of language. King and Horrocks (2010:266) 

suggest the following definition of a theme: 

‘Themes are recurrent and distinctive features of participants’ accounts, 

characterising particular perceptions and/or experiences which the 

researcher sees as relevant to the research question’. 
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Joffe (2012:209) notes that ‘because thematic analysis refers to themes the notion 

of themes must be examined more closely’. She refers to specific patterns found in 

the data. This can contain a ‘manifest content’ – that is something directly 

observable. As examples of this she takes themes from her research. ‘Stigma’ is 

one theme which appears as ‘manifest content’ while ‘maintaining a social 

distance’ places this in a more latent context. Gibbs (2009) states that coding is 

how you define what the data is about – simply a way of organising your thinking 

about the text, forming a focus for thinking about the text and its interpretation. 

Blaxter et al (2010) say that themes are the key issues or concepts identified as 

being of relevance. 

3.16 Identifying themes 

As far as possible the aim should be to be as open as possible to matters arising 

from the data. Harding (2013) advises to make notes of whatever is interesting. 

This is somewhat similar to the ideas of White and Epston (1990) Narrative 

Therapists, who advise to see what ‘resonates’ with the individual (from the 

dialogue) as a basis for taking ideas forward. Gibbs (2009:52) advises to 

‘pay close attention to what the respondent is actually saying and to 

construct codes that reflect their experience of the world, not yours’.  

As mentioned earlier Harding (2013) outlines ‘a priori’ codes and empirical codes 

which are derived from reading the data. Although possible themes relating to the 

known benefits of mindfulness (as outlined in Chapter 1) were a focus, it was also 

important not to disregard any other points that might arise from the text. Joffe  

(2012:216) states that a good thematic analysis includes the bulk of the data and 

not simply the sections that support the argument that one wishes to present. 

Starting with the transcription of the focus group, consideration was given about 

what to code. Charmaz (2015:69) suggests some basic questions: 

1. What is going on? 

2. What are these people doing? 

3. What is this person saying? 
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4. What do these actions and statements take for granted? 

5. How do structure and context serve to support, maintain, impede or 

change? 

Harding (2013) advocates summarising portions of the text as one method which 

may make it easier to identify what is said as longer dialogues can be challenging, 

also it can help the researcher to become more familiar with the text. Joffe (2012) 

discusses whether themes identified in the data are of a manifest content or are 

more latent in nature. Boeije (2010:76-77) notes that qualitative analysis consists 

of 

‘cutting data up in order to put it together again in a manner in that 

seems relevant and useful’. 

Thus one looks first for main themes and then to see whether these are comprised 

of smaller sub-categories or codes and perhaps the codes come together to form 

new main headings. 

3.17 Ways to progress coding to themes 

Braun and Clarke (2006) advise that thematic analysis should be seen as a 

foundation method and provide an account of a way this can be done. Gibbs 

(2009) also provides a useful account of the coding process, as does Harding 

(2013). A number of authors advocate initial coding in quantitative analysis, 

progressing to identifying themes. Throughout the process reviews and re-

appraisals are fundamental to the method (Braun and Clarke 2006, Gibbs 2009, 

Harding 2013, Spicer 2007, Aronson 1994, Saldaña 2013 and Boyatzis 1998). 

Charmaz (2001) describes coding as the ‘critical link’ between data collection and 

explanation of meaning. 

In the coding process King and Horrocks (2010:272) identify ‘stage one: 

descriptive coding’. The aim is to identify parts of the data that are likely to be 

helpful in addressing the research question. Before this the researcher will have 

read and re-read the transcript to have become very familiar with it. This can be 

done in different ways – for example highlighting the text. However too many 

markings on the text may become confusing and thus some other method might 
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serve better. Gibbs (2009) advocates producing many photocopies of coded 

transcriptions so that it is possible to cut up the sheets and store the extracts with 

the same code in separate wallets, also tagging each extract so as to identify 

which document it came from and using line numbers points to where in the 

document the extract came from. A similar technique is possible with a computer 

by cutting and pasting – if one has access to computer software programmes to do 

this. 

A number of authors describe a number of steps or phases in this process. 

Harding (2013) suggests four steps in analysis: 

 Firstly identifying bullet categories based on reading the   

transcriptions 

 The second stage is writing codes against these transcripts 

 Then reviewing and revising the list of codes – deciding which code 

goes into which category and 

 Finally looking for themes and findings in each category.  

 Braun and Clarke (2006) outline six phases of thematic analysis: 

 The initial familiarisation with the data 

 Generating initial codes 

 Searching for themes 

 Reviewing these themes 

 Defining and naming themes  - the final checking through  

  Producing the final report. 

Harding (2013) emphasises that it is important to accurately describe what 

happened. Aronson (1994) focuses initially on identifiable themes and patterns – 

patterns which can be listed. Her next step is to identify all data relating to these 

patterns. This is followed by combining and cataloguing related patterns into sub 
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themes. Then she suggests building a valid argument for choosing the themes 

(with reference to reading the relevant literature) to formulate theme statements 

and develop a story line.  When literature is interwoven into the findings the story 

so constructed then stands with merit. 

King and Horrocks (2010:275) recommend that only when coding seems ‘good 

enough’ can ‘stage two: interpretive coding’ proceed. They recommend leaving 

theoretical concepts aside at this stage of analysis but to be guided by the 

research question. The next stage is ‘stage three: defining overarching themes’. 

These themes should be at a higher level of abstraction than the interpretive 

themes and they suggest that two to five themes are the norm but this is not 

prescriptive. Joffe (2012) observes that specific criteria need to be stipulated 

concerning what can and what cannot be coded within such themes. Without such 

a stipulation the overall analytical process would be highly subjective. She 

identifies explicit and implicit themes often with some overlap between them. 

These were the issues in considering the methodology of the project. How the 

content of the focus group was analysed and also the analysis of the parent 

interviews is discussed more thoroughly in Chapters 7 and 8. A thematic approach 

was used drawing on the view of the participants although there was a certain 

aspect of identifying themes that have been previously known to be associated 

with the benefits of mindfulness. The discussions were partly structured by a 

number of questions although largely open to individual comment. 

3.18 The quantitative outcome measures used 

The four outcome measures used in the more quantitative aspect of this research 

include the Strengths and Difficulties Questionnaire (SDQs Goodman et al 1998), 

CGAS (Gould et al 1983), the health of the nation outcome scales for children and 

adolescents (HoNOSCA) (Gowers et al 1998) and the FMI (Walach et al 2006).  

The first three measures are commonly used in child mental health to establish 

whether any positive changes have occurred in the mental health of the young 

person. The FMI is specifically designed to measure mindfulness. These 

questionnaires are discussed individually below. 
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3.19 Strengths and Difficulties Questionnaire (SDQ) 

The SDQ is a brief validated screening tool commonly used in child mental health 

settings and it is also widely used for research (Goodman and Goodman 2009). It 

aims to identify any strengths or difficulties a young person may be having and 

thus it is useful to assess how a young person is coping emotionally. The 

questionnaire is designed for self-completion – either by adolescents or by a 

parent in the case of a younger child. Usually it would be the parent if the child is 

below the age of 11. 

Usually questionnaires are filled in when a patient first accesses a service and 

subsequently after a period of treatment or more routinely after a six-month period. 

In the case of this research the aim was to assess whether, during the period over 

the eight sessions, there had been any improvement in the young person’s 

emotional well-being. 

The SDQ is also used in educational settings, particularly in settings where pupils 

may be under emotional stress, to record any progress (‘progress’ would be 

apparent by lower scores on retest). It was developed by Robert Goodman in 

1997and covers five main domains which may impact on a young person’s life. 

These are overall stress, emotional distress, behavioural difficulties, hyperactivity, 

peer relationships, helpful behaviour and impact on life. The lower the scores the 

better the young person is coping and thus it can prove a useful measure to 

assess young people and also whether there have been any improvements during 

a ‘before’ and ‘after’ period. 

The SDQ questionnaire can be rated by the young person, the parent and a 

teacher although all three are not always asked to complete these. Goodman et al 

(1998) developed the self-report version for young people aged 11-16. Eleven to 

sixteen year olds would complete their own but often it is better to ask their parent 

to complete one as well as there may be differences in opinion which could be 

highlighted by the separate forms. For example a young person scoring highly in 

an area where the parent had not recognised there was any problem or conversely 

the parents seem more concerned where the young person’s score does not 



95 

 

reflect this. Both cases would need further clarification which may emerge with 

further enquiry. Jones (2003:114) states that 

 ‘securing parental support is likely to be a very important factor in 

terms of supporting them’. 

This was a relevant point. This research aimed to gain the views of the parents not 

only during the interviews but they were also asked to complete SDQs in respect 

of their children before and after the sessions. It would be useful to get their views. 

This would add to the information already collected further clarifying whether there 

had been any improvements in the emotional health of the young people, a point 

which the research aimed to discover. 

Two of the domains on the strengths and difficulties questionnaire were relevant to 

the research question - that is whether the sessions had helped stress levels 

decline. The two domains selected were ‘overall stress’ and ‘emotional distress’ 

(lower scores indicate improvement). These were areas where improvement in 

emotional health may be indicated. 

The SDQ is in the form of 25 main questions.  There are five areas each of which 

contains five items. These areas cover emotional symptoms, conduct problems, 

hyperactivity or inattention matters, peer relationship problems and pro-social 

behaviour.  People are asked to rate by ticking one of three boxes arranged in a 

Likert form: not true, somewhat true or certainly true. For example one of the 

questions asks if the young person is considerate of other people’s feelings. (See 

appendix 3 for the form.) 

After the main 25 questions there is an additional space for writing any other 

comments. In this research very few additional comments were written on the 

questionnaires but where they are this is referred to. Such comments can provide 

a qualitative indication of the difficulties.  Finally there are five further questions on 

the back, firstly asking whether they considered their difficulties, if any: 

 To be ‘minor’, ‘definite’ or ‘severe’ (the young people who had any 

difficulties would presumably know if they thought they were ‘minor’ or 

‘severe’. Any falling in the mid-range were likely to be defined as ‘definite’). 
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 The next question was about the length of time that any difficulties had 

been present. 

 A question about levels of distress – again tick boxes in a Likert scale. The 

remaining two questions follow the same style.  

 The first of these asks about the impact of the difficulties on four areas of 

the young person’s life: home, friendships, learning and leisure.  

 The final question asks if the difficulties place a burden on the family as a 

whole. 

The results are collated using an on-line computer formulation and results are 

indicated in the five areas mentioned above. Thus ‘before’ and ‘after’ scores can 

be useful in determining whether an intervention had been helpful. Overall 

improvement is clearly a sign of progress although improvement in one area may 

be significant - particularly if that is an area where the young person has particular 

difficulties. Hyperactivity and peer relationships could be two such areas where 

improvements are more significant where this area had previously been 

problematic to the young person. It needs to be said that young people differ in the 

way they present. One young person may have no problems with hyperactivity, for 

example. Thus you would not expect to see any changes as their scores are 

already within the average range. 

Mathai et al (2004) studied the use of SDQs compared with the diagnosis of 

clinicians without this measure in a child mental health service. They deemed it a 

useful tool aiding diagnosis but also as some measure of assessing progress in 

terms of mental health or emotional difficulties. 

The SDQs thus cover a range of different domains each with a scale range which 

varies through low, average and high. Also it should be noted that where some 

scores appear to only show a slight improvement it should be considered that this 

slight improvement may have moved a young person from a ‘slightly high’ to a 

‘close to average’ range. If this is the case, it would appear to be a more significant 

improvement. The score ranges are worked out nationally and can be calculated 

by the Youth in Mind service which has an online service to assess results.  
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3.20 The Children’s Global Assessment Scale (CGAS) 

This scale was adapted for children from the adult Global Assessment Scale 

(Endicott et al 1976) and was compiled by Shaffer et al (1983) for use with 

children. It has been found to be a useful measure in identifying the overall 

severity of disturbance that a young person may experience. Thus it was hoped by 

using this measure any positive influences of the sessions would reflect in lower 

scores of disturbance – i.e. in the case of CGAS this would be indicated by higher 

scores. Shaffer et al (1983) recommend it to both clinicians and researchers as a 

complement to syndrome-specific scales. Blake et al (2007) reports that it is one of 

the most commonly used mental health measures of functioning.  It is relatively 

simple to use and generally a reliable measure. Dyrborg et al (2000:206) have 

described the CGAS as a ‘sufficiently reliable tool in clinical practice’. Lundh et al 

(2010) do point out that to be reliable the clinician should have training and be 

familiar with the measure. In this case the previous experience of the researcher in 

the use of the CGAS in clinical setting over a lengthy period of time was thought to 

be adequate to achieve this.  Young people are given a numerical score: 100 is 

the best one could ever be and 1 the worst, although most young people will fall 

somewhere in between. The scores are arranged in groups:  100-91, 90-81, 80-71 

etc.; each group is given a heading:  doing very well, doing well, doing alright etc.; 

and each section has examples of what may be experienced in that category – for 

example ‘secure in family’. (See Appendix 3 for questionnaire). There is some on-

line training available to score the sheets. One difficulty in scoring particularly at 

the initial stage was a limited knowledge of the young people. The clinician is 

asked to give the young person a numerical score based on the descriptions which 

best fit how they are managing. ‘Doing Very Well’ is the top category with a score 

range from 100 (the best) to 91. Others below this score have some difficulties 

increasing as the scores get lower. The lowest possible score would be ‘Extremely 

Impaired’ with a score range from 1-10. Most fall between these ranges. For 

example a score between 71 and 80 falls into the ‘doing all right’ category. The 

description reads: 

Doing All Right –‘minor impairment’  
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No more than slight impairment in functioning at home, at school, and 

with peers. Some disturbances of behaviour or emotional distress may 

be present in response to life stresses (e.g. parental separations, 

deaths, birth of a sibling) but these are brief and interference with 

functioning is transient, such children are only minimally disturbing to 

others and are not considered deviant by those who know them. 

A score between 81 and 90 would place people in the category which has the 

following description: 

Doing Well 

 Good functioning in all areas. Secure in family, school, and with peers. 

There may be transient difficulties and “everyday” worries that 

occasionally get out of hand (e.g. mild anxiety associated with an 

important exam, occasionally “blow-ups” with siblings’ parents or peers.  

The next category down is termed ‘Some Problems’ and included the following 

description: 

Some Problems – ‘in one area only’ 

Some difficulty in a single area, but generally functioning pretty well, 

(e.g. sporadic or isolated antisocial acts such as occasionally playing 

hooky, petty theft, consistent minor difficulties with school work, mood 

changes of brief duration, fears and anxieties which do not lead to gross 

avoidance behaviour, self-doubts). Has some meaningful interpersonal 

relationships. Most people who do not know the child well would not 

consider him/her deviant but those who do know him/her well might 

express concern. 

It can be difficult to rate a young person especially those scoring on the edges of 

the categories. For example it is hard to differentiate between a score of 70 and 71 

and there is no exact way to define it. No doubt it is subjective to some extent but 

it is a widely used scoring tool which helps to assess how well a young person is 

functioning. With additional information – which is usually available through other 
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sources – it becomes easier to score and therefore less subjective. In CAMHS 

there would be a referral which would be likely to contain quite a lot of information. 

Indeed it was policy to reject those referrals that didn’t give adequate information 

and return them to the sender. Also usually the young person would be present 

with their parent to provide extra information. The interview itself would comprise 

the initial assessment and the score done at the end. This research did not 

facilitate this extra information as the young people themselves would be the only 

source of information and thus filling in the forms without this would not guarantee 

accurate results. However it seemed useful to include the CGAS as an extra 

measure. The young people themselves would be invited to say how well they 

thought they were doing although this was not the only view to consider as 

previous clinical experience of using the measure would assist to allocate scores. 

However it must be underlined that the CGAS measure is designed to evaluate 

how well a young person is doing from a population that includes individuals who 

would not represent the mainstay of the population. Those for example in the 

extremely impaired range would be likely to require 24-hour care. Holland (2011) 

estimates that 2% of children have a learning difficulty.  Although he does not 

quantify the different proportions of severity, he identifies different levels of 

learning difficulty from mild, moderate, severe and profound. The population for 

which the research was planned, where they had any level of learning difficulty this 

was likely to be at the high end of this continuum. 

3.21 The Health of the Nation Outcome Scales for Children and 

Adolescents (HoNOSCA) 

The other outcome measure that seemed particularly useful in interpreting 

emotional functioning was the HoNOSCA.  The HoNOSCA was developed by a 

research team from the University of Manchester and the Royal College of 

Psychiatrists as an outcome measure to evaluate how well young people were 

functioning (Gowers et al 1998) and it is a measure widely used in child mental 

health services. These scales were developed from the Health of the Nation 

Outcome Scales designed for adults to evaluate adult functioning in different areas 

of their life. Regard was given to young people and the areas of their lives which 

were likely to lead to stressful situations. Field trials were conducted to assess the 
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feasibility and acceptability of the tool in routine outcome measurement. Clinicians 

using this measure would have had training on its use of as was the case in this 

research. Often the training would be given in a group format in an attempt to 

ensure some consistency of scores within disciplines. Gowers et al (1998) 

concluded that HoNOSCA demonstrated satisfactory reliability and validity 

characteristics. Also it was sensitive to change which correlated to the clinicians’ 

independent rating. It has also been found to be a reasonably acceptable outcome 

measure for clinicians from a wide range of disciplines. Thus it is widely used in 

child mental health services. 

There are 13 categories in section A, and a further 2 in section B. However 

Section B relates mainly to parents’ knowledge and information about mental 

health and about services. It is not always included and was not used in this 

research. The young people would be seen individually and not with parents for 

this research. Clinicians are asked to give a score on the individual points. These 

are outlined below: 

1. Disruptive, anti-social or aggressive behaviour 

2. Over-activity, attention and concentration 

3. Non-accidental self-injury 

4. Alcohol, substance/solvent abuse 

5. Scholastic or language skills 

6. Physical illness or disability problems 

7. Hallucinations and delusions 

8. Non-organic somatic symptoms 

9. Emotional and related symptoms 

10. Peer relationships 

11. Self-care and independence 

12. Family life and relationships 
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13. Poor school attendance. 

Section B 

14. Lack of knowledge – nature of difficulties 

15. Lack of information – services/management. 

During the appointment where an assessment is being made of the young 

person’s functioning, the clinician asks questions about different aspects of the 

young person’s life and scores them from one to four - for example, if there had 

been any instances of disruptive, anti-social or aggressive behaviour over the last 

two weeks:  if there had been no problems, a score of 0 would be given; had there 

been a minor problem which required no action this would be scored as a 1; a 2 

would constitute a problem that made more impact; 3 would be a more severe 

problem; and 4 would be a very severe problem. There may have been difficulties 

in some areas but not others. It may be that the young person had difficulties with 

scholastic skills, peer relationships or school attendance or none of these. Scores 

are added up and a number given. Clearly the lower the number the better the 

young person is managing. (See Appendix 3 for the HoNOSCA Score Sheet). 

With training and familiarity clinician’s skills develop in the completion of the 

questionnaire. It is a useful tool to identify the areas in which problems exist as 

well as to be able to reassess any improvements which have been made. It also 

gives an idea of more overall functioning.  As it is divided into different sections of 

a young person’s life it perhaps gives a more detailed picture than the CGAS 

does. The initial questionnaires were completed following a brief individual 

meeting with the researcher, before the start of the sessions, and a further one 

was completed at the end. 

3.22 Freiburg Mindfulness Inventory (FMI)  

The choice to include the FMI (short version) (Walach et al 2006) was made on  

the basis that it was a good effective measure to evaluate whether the participants 

had developed mindfulness skills and had been specifically designed for that 

purpose. This is a fully validated self-report questionnaire which is longer 

established than other measures (Mace 2008). The short version contains 14 
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questions and was chosen as it seemed less daunting for the young people to 

complete rather than the 30-point full version. 

Participants are asked to choose from four categories whether they rarely, 

occasionally, fairly often or almost always do the following. For example: ‘I accept 

unpleasant experiences’. (Please see Appendix 3 for the questionnaire and the full 

list of questions which were asked.) The hypothesis was that with more knowledge 

and practice of mindfulness the scores would increase. 

3.23 Summary  

This chapter has considered the research framework and the various aspects of 

this taking into account the Buddhist roots.  Both quantitative and qualitative 

aspects are involved. The link to the research aims has been addressed. Some 

consideration has been given to ‘reality’ before moving on to more philosophical 

aspects. 

Consideration was given to the design of a suitable programme with an emphasis 

on ‘child friendly’ sessions taking into account pervious similar work that has been 

undertaken. Of equal importance was the evaluation of the impact of the sessions. 

The research involved young people and their experiences needing an interpretive 

and constructivist viewpoint. As much of the research presented in the theme of 

dialogue (focus group and parent interviews), a thematic analysis was pursued as 

a way of analysing the transcripts, identifying various themes. The other aspect to 

the study was a single case evaluation method in which questionnaires, linked to 

emotional functioning (the SDQs, CGAS, HoNOSCA discussed above) were 

completed ‘before’ and ‘after’ the sessions: thus presenting a quantitative positivist 

paradigm. The three aspects to the study (outlined in this chapter) provide some 

measure of triangulation. The actual analysis of the single case evaluation, the 

focus group and the parent interviews will be more thoroughly covered in Chapters 

6, 7 and 8.  Combining the different aspects helped to provide a fuller picture. 

Additionally there was also the perspective of the future development of a 

therapeutic strategy based on knowledge gained during this research. 
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This chapter has dealt with the more theoretical aspects of the research. The 

following two chapters trace the course of the more practical issues which the 

research followed.  
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4. Setting the research in a methodical and 
contextual framework 

 

4.1 Overview 

As it was within CAMHS where the project was designed and envisaged that it 

would be delivered to a clinical population, this chapter looks at some of the 

background to CAMHS with the various shortfalls in the face of increasing 

demands. The continuing need to develop cost effective services is identified. The 

development of the idea for the research within the CAMHS framework, which 

existed at a time when certain protocols were being followed, is discussed in 

relation to the ‘fit’ with the research design. The workings of the ‘choice’ and 

‘partnership’ approach are explained with emphasis on what might be the best ‘fit’ 

for the research. An outline of the official process involved is discussed along with 

issues relevant to research with children. Certain issues – such as the position of 

‘the control group’ - are discussed and also consideration is given to the 

mindfulness context and the recruitment of the group along with any ethical 

implications which may present. The question of ethics is reviewed linking with 

Buddhism as well as more general views of ethics, before moving on to ethical 

issues more clearly linked to research. Values shared by health professionals are 

identified. Consideration is given to the position of mindfulness in the research in 

the light of ethical issues. The stages in obtaining ethical approval are outlined and 

an outline of the research protocol is provided. The continuing process and the 

eventual outcome continue in Chapter 5. 

4.2 CAMHS issues 

Firstly attention is given to CAMHS and some of the issues which set in context 

how the idea for the research developed. Also the structure of CAMHS is 

important here as this point greatly influenced the original development of the 

ideas. 
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4.3 Background to CAMHS  

The NHS CAMHS Benchmarking Report (December 2013:5) points to ‘service 

access restrictions in some areas’. They identified that there were a variety of 

service models and a range of relative funding arrangements. They report that 

information from the independent sector is ‘relatively sparse’ (p4). The report also 

claimed that: 

‘There is a high level of variation observed in relative activity which 

reflects a number of issues including demand and available funded 

capacity’ (p23). 

The third report of the House of Commons Health Committee (2014-15:23) 

reported hearing from many voluntary sector providers. 

‘They described extremely fragile funding arrangements and   

increasing uncertainty about their future sustainability.’  

Even so they described such services as ‘absolutely integral’. Thus in some areas 

where there happens to be a voluntary service, mental health service users might 

fare better than in other areas.  Williams and Kerfoot (2005) clearly identify the 

importance of relationships within the child mental health service.  Relationships 

can be at a strategic level involving other agencies but also the relationships 

between clinicians and clients are important as through these the benefits to the 

public are delivered. Equally they stress the importance of the context of the whole 

enterprise. They explain that this context frames knowledge, skills and attitudes 

but more significantly can either promote or hold back development and shape the 

expectations and demands of the public; thus the need to develop effective 

services which meet the needs of the population. 

As outlined in Chapter 2, CAMHS have continued to develop from the early child 

guidance clinics in 1927 (Hall 1965).  The 1946 Health Services Act incorporated 

the child guidance clinics which were to continue until the 1990s slowly becoming 

CAMHS services. As outlined above, not all services are alike and while some 

services are excellent, with some very skilled people working within them, others 

face more challenges. Stallard et al in 2007 carried out a national survey about the 
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usage of Cognitive Behaviour Therapy (CBT) within CAMHS. Questionnaires were 

sent out to specialist CAMHS professionals, to which approximately 10% replied. 

These workers were canvassed about the usage of CBT treatment: 40% reported 

that they rarely used this therapy. This illustrates the point that services nationally 

are not uniform and some may achieve better results in some therapies which may 

not be as available in other areas. 

There are differences in the way services are commissioned and less funding 

availability has impacted on service delivery. The role of charities has been 

mentioned above and it is important to recognise their contribution which 

frequently takes some of the pressure off CAMHS. On 13 October 2015 a 

children’s charity, Safe with Sam, highlighted that CAMHS had insufficient funding 

to cope with the demand for the service. They introduced a petition to their website 

inviting people to sign in favour of appointing counsellors in schools to ‘take the 

pressure‘ off CAMHS. Often in inner-city areas extra funding is provided by various 

means to offset the high levels of deprivation. For example Fairbridge is a charity 

operating as part of the Prince’s Trust. It is quite effective in helping young people 

cope better with difficulties in their lives. 

McCabe et al (2013:21) suggest that that providing ‘evidence based early 

intervention’ provides the ‘greatest opportunity for cost savings’ in terms of 

children’s future mental health. Charities are often very localised and 

commissioned to provide a service to a specific area. Such services supplement 

child mental health services in areas where they are provided and are often very 

valuable to the young people. 

The National Assembly for Wales (2001:19) reported that ‘access to good CAMHS 

services depends more on geography than on need’.  The report also suggests 

that the distribution of services owes more to historical patterns and local 

advocacy of service development than it does to assessed need. They claim that 

the: 

‘potential of the voluntary sector is insufficiently understood’ and its 

‘contribution has not been systematically developed’ (p17). 
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Biggins (2014:97) outlines how ‘CAMHS has begun to colonise its sister agencies’ 

giving examples of how social care agencies have taken a role in providing mental 

health services such as behaviour support teams. 

As has been mentioned previously, services to young people have not historically 

followed the basic framework which now exists in the tier system. The 1995 Health 

Advisory Service (HAS) report ‘Together We Stand’ introduced the tier system. 

CAMHS is not alone in providing services for vulnerable young people and a 

number of initiatives have continued to develop. For example the Government’s 

Quality Protects innovation in 1998 which was launched to improve the life 

chances of looked-after children. The Sure Start local programmes which helped 

younger children and their families started in 1999. The Welsh Assembly (2001) 

acknowledged that despite new initiatives neither the education nor social service 

departments could play their full part in the delivery of child mental health services. 

This pattern seems to have been repeated in many areas throughout the UK not 

only in Wales. In 2003 the Every Child Matters document was published giving 

attention to five outcomes:  being healthy, staying safe, enjoying and achieving, 

making a positive contribution and achieving economic well-being. The 2004 

Children Act gave statutory force to these objectives (Youngminds.org 2015). 

One of the difficulties within modern society is that while progress has been made 

in treating mental health conditions, so have the stress levels within the general 

public risen considerably (Twenge 2000, Seaward 2012, Bor et al 2014). The 

Nuffield Foundation published a report in 2012 which claimed that young people in 

the 2000s were twice as likely to have experienced anxiety or depression and that 

the rate had doubled in the last 30 years. Thus there would seem to be a shortfall 

in some respects. There is a net but there is also space to fall though the net. This 

highlights the need to provide effective strategies to counteract this and thus the 

intention of this research to try to develop an effective programme. 

Kurtz (2005:417) states that there is not only one way of providing a 

comprehensive service but examining the local ‘service map in the light of the 

assessed local needs’ identifies the strengths and can highlight unmet needs and 

point towards service development. In 2007 the Government commissioned an 
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independent review of CAMHS (CAMHS review 2008). The report advocated 

closer working arrangements with the roles of various agencies needing to be 

clarified.  In 2012 the Government produced their response to this survey noting 

that the review had highlighted that the quality and accessibility of provision 

needed to be more consistent across the country (CAMHS service model 2012). 

The NHS CAMHS Benchmarking Report (2013) identifies the growing demands 

made on the service, acknowledging that average waiting times have increased 

since their report in 2011. This has also meant that other services – for example 

paediatric services which have absorbed some of the work but are insufficiently 

resourced to provide this addition to their service - have also suffered. Thus more 

demands are made on the services with a knock-on effect to other services. This 

underlines the need to develop more effective services. 

4.4 Supply and demand 

There is frequently a tension between the needs of the local community and the 

resources available to meet these. The 2013 NHS Benchmarking report (CAMHS) 

concluded that most of the service providers surveyed did manage to see patients 

within the accepted 18 weeks. However two organisations had a waiting period of 

40 weeks. Initiatives developed to better the service provision and the concept of 

child mental health as ‘Everyone’s business’ was promoted. 

Increasingly demands were made to justify practice. Parahoo (2006) cites the 

emergence of the evidence-based practice movement since the 1990s as being 

influenced by a number of factors. These include the increasing cost of health 

care, the variation in practice, a relative lack of research, changing management 

structures and sometimes unnecessary interventions. Moule and Goodman 

(2014:10) identify that evidence-based practice promotes quality and cost-effective 

outcomes of health care. 

Byford and Knapp (2005:143) discuss the growing awareness of the need to 

improve ‘not only the effectiveness but also the cost effectiveness’ of health care, 

social care and other services. Clearly this is important as services need 

investment and they need to provide value for money. The more cost effective the 

more people can be helped and likewise the more effective the interventions the 
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more people would benefit. Another dimension to providing an effective service is 

developing the tier one services as if difficulties are identified earlier, strategies 

can be put in place to address the issues before they develop into something more 

serious. Burton et al (2014) discuss some of the programmes which are available 

– for example parenting programmes. Overall there is a need to identify what 

works best and thus research is an important part of the process. To date many 

initiatives continue although some have succumbed to austerity.  There is a 

continuing need to develop services that will work to fill such gaps. 

4.5 The idea for the research  

Bearing in mind the challenges faced, the shortfalls in provision, the demands to 

justify practice and the push to develop evidence-based cost-effective treatments, 

consideration was given to undertaking research with a view to developing a 

mindfulness intervention for young people. McLeod (1994) suggests five potential 

reasons for doing research: 

 gaining a wider perspective, 

 accountability,  

 developing new ideas,  

 application in new areas and  

 personal and professional development. 

These reasons were all relevant in respect of the proposed research. Thus there 

was the need to provide an effective service to young people within a climate that 

struggled to meet demands and also to justify that the method was viable. Were 

the research to prove a reliable and useful intervention the implications for future 

service development appeared very positive. 

The NHS organisation where this research idea was formulated was a CAMHS 

facility, part of a larger Mental Health NHS Foundation Trust. It included a number 

of in- and outpatient services and covered a number of urbanisations which were 

geographically fairly close. The service had provision for older adults, learning 

disability, adults, children and young people. Within the child and adolescent 
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facility there appeared to be a number of young people who were either tied up 

with issues which had happened in the past or were suffering anxiety about what 

might happen in the future. The concept of mindfulness with its focus on the here 

and now seemed to be something that might be useful to such young people. Also 

it was anticipated that the prospect of delivering the intervention in a group format 

would fit well with some of the issues mentioned above, thus addressing a more 

efficient service delivery and potentially progressing clinical practice. 

The idea for the research developed within a tier three in a NHS CAMHS team 

where the researcher was employed. The CAMHS team served young people in 

the local geographical area up to the age of 18. The researcher was a qualified 

senior mental health practitioner with many years of experience working with 

children and young people. In child mental health, issues arise which place 

considerable demands on the service. Depression, self-harm and other issues 

disrupt young people’s lives and problems may extend into adulthood. O’Connell 

et al (2009:1) claim that: 

‘Several decades of research have shown that the promise and 

potential lifetime benefits of preventing mental, emotional and 

behavioural disorders are greatest by focusing on young people’. 

Williams (1995:1) in his foreword to ‘Together we Stand’, a publication which 

transformed the local delivery of child mental health services, states that mental 

health in children ‘foreshadows’ future generations, thus underlining the fact that if 

young people can be helped earlier this would save a lot of suffering, not to 

mention the drain on future health services. Boyd (2008:630) states that: 

‘Many adult mental health problems can be prevented, coped with or at 

least reduced in their scope and severity through focused interaction 

with children’. 

Harrington and Clark (1998) discuss the point that there has been increasing 

interest in the possibility that early intervention might prevent mental disorders 

later in life. They conclude that there are some programmes which could protect 

from later depression. Bruce (2015) discusses the National Children’s Bureau 
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(NCB) published framework for schools which promotes social and emotional well-

being, recognising the early onset of mental health problems affecting young 

people.  

Williams and Penman (2014) promote the positive effects of mindfulness on day–

to-day anxiety, stress, depression and irritability. Baer et al (2006) also state that 

anxiety, depression and irritability all decrease with regular sessions of meditation. 

Thus mindfulness seemed an appropriate and useful intervention to introduce.  

Delivery in a group format would provide the advantage of reaching a number of 

individuals at any one time rather than the usual one-to-one sessions. Also there 

would be the potential for clinicians to become familiar with mindfulness and thus 

some others may go on to deliver sessions to young people. There are 

mindfulness courses for potential trainers but the main thing is for people to be 

able to fully engage with mindfulness themselves so as to effectively conduct 

sessions for the young people. If mindfulness delivered in this way proved to be 

viable and helpful it held the potential to also be cost effective. 

4.6 The CAMHS structure when the research was planned 

The Health Advisory Service (HAS 1995) lays out a tiered structure which remains 

the structure to date in child mental health. The idea was that all should be 

concerned with child mental health. 

 Tier one services would be the services available to everyone through their 

GP, schools or other public services. 

 Tier two would be the more specialised services – school counsellors and 

others with a more specialised knowledge of child mental health. 

 Tier three services would be derived from specialist teams for the most 

complex and enduring mental health conditions. 

 Tier four would be mainly inpatient facilities. 

At the time the research was planned the Trust was using the ‘CAPA’ model. The 

‘choice’ and ‘partnership’ approach (CAPA) (York and Kingsbury 2009). This is a 

service transformation model which the Trust utilised. The theories are that the 
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client will be placed at the centre as the practice will be collaborative. Demand and 

capacity are also considered as is ‘skill layering’ which results in the delivery of the 

most efficient and effective intervention. The idea of ‘skill layering’ was so that a 

clinician would be identified at the ‘choice’ appointment who would be ‘well suited 

to working with the service user’ at the ‘partnership’ stage. They would be selected 

by skill rather than job role although the two tend to go together (Mental Health 

Foundation 2009:44). 

It was not the purpose of this research to evaluate the effectiveness of the model 

but to outline the system which was in place at the time the research was 

designed. York and Kingsbury (2009) advocate ‘full booking’ – i.e. when a patient 

is seen for a ‘choice’ interview they are immediately booked in for a ‘partnership’ 

interview. This was not possible in that particular CAMHS at that time for a number 

of reasons. Firstly the service was stretched and there was a long waiting list. 

Secondly the most appropriate clinician may not have the capacity to take on more 

cases. Knowledge of the full range of skill levels within the whole team was not 

optimal to all of the team members and therefore the ‘choice’ clinician may not 

know who would be best suited to take on a case. People had already been 

waiting a while and unless the waiting list could be cleared it seemed unfair to 

allocate some clients before others if there were to be a ‘skills match’; starting from 

a level playing field there would have been the potential to fully implement the 

CAPA model. 

At the time the practice was to screen all referrals (see Figure 1 below). If 

accepted, contact would be made with the family who would then be invited to opt 

in. Any young person referred viewed to be inappropriate to the service would be 

declined and the referrer would be informed. 

Once accepted by the service people would be contacted by letter and asked to 

opt in. In the case of younger children referred it would be the parents who would 

be contacted; 16 and 17 year olds would be sent their own individual letters. This 

being done there would be a period of about 4 weeks while they waited for their 

initial or ‘choice’ appointment. 
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The CAPA model advocates that people accepted into the tier three services have 

a ‘choice’ interview which is effectively an initial assessment. The young person 

and their parents are asked about what they would want from the service and a 

decision is reached about whether CAMHS can help or whether another service 

would be more appropriate. The model advocates building a therapeutic approach 

and developing a joint understanding of the problems until a ‘choice point’ can be 

reached – i.e. whether the service is for them or not. The model itself maintains 

that the appointment can be as long or as short as necessary with even further 

appointments being offered to reach a ‘choice point’ but in reality clinicians would 

normally have 45 minutes to reach this point. 

 

 

Figure 1 The referral process 
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At this appointment people are routinely screened and assessed for risk and 

according to their need are given clinical priority. Any needing urgent treatment 

would be seen as necessary and followed up. Those regarded as routine would be 

likely to wait for a period until a ‘partnership’ (further assessment and follow on 

treatment) appointment could be offered. This could be a period of between 8-12 

weeks due primarily to the staffing situation in the team. ‘Choice’ appointments are 

effectively initial appointments and ‘partnerships’ mark the start of full 

assessments. 

4.7 The planning stage for the research 

Consideration was given to the potential target group for the research: 

 They should be patients known to the child mental health system. 

 However the group should be comprised of individuals who were not in 

urgent need of psychiatric treatment and would otherwise be waiting many 

weeks for their treatment to continue. 

 Mindfulness appeared to be an appropriate intervention to deliver to such a 

group. 

 Additionally it would fit within the normal 8-12 week waiting period. 

 It could be delivered by professionals within the health service in a manner 

not dissimilar to their everyday duties except that this being research it 

required special safeguards and protocols to be followed. 

What is interesting is that the intervention could have been delivered without any 

further restrictions as part of the ‘normal’ work of the clinic. The difference was that 

the clinicians had not used such a programme previously in a group format and by 

doing this as research they hoped to be able to justify the effectiveness of the 

method; the hope being that it would be found to be an effective treatment, verified 

by the design of the research. The move to conduct the project as research made 

it an entirely different prospect. 
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4.8 The first approach 

The first approach was to gain the support of a university who could facilitate this 

research. Mindfulness seemed to be a topic which was outside the area of 

expertise of many universities. Even ones who professed to be centres for 

mindfulness were quite specific in their own research projects and did not feel that 

the proposed research protocol fitted with what they were doing. However the 

application was accepted by Manchester Metropolitan University who were most 

helpful in their approach. 

It was necessary to talk to team managers to discuss the idea and show them a 

research proposal. This was favourably supported and a presentation was 

delivered to colleagues shortly afterwards in order to give them a flavour of what 

mindfulness was and to outline how it could potentially be useful in child mental 

health. Also it was considered that it would help to involve them in the identification 

of potential participants. 

Fuller and Petch (1995) emphasise the distinction between the identity of the 

researcher as opposed to the practitioner working with colleagues in a different 

capacity which can present challenges, such as degrees of suspicion or anxiety. 

Thus one of the first steps was to inform the team in order to facilitate working 

relationships and mutual co-operation. A number of team members were very 

interested and offered their support and assistance. One team member in 

particular asked to be included in running the group. 

As outlined in Chapter 1, mindfulness interventions have an established evidence 

base although this is more prominent in the case of adults than with children 

(Kabat-Zinn, 1994, Segal et al, 2002, Linehan, 1993, Hayes et al 2005). Delivering 

a mindfulness intervention between ‘choice’ and ‘partnership’ would effectively fill 

this gap for the participants as well as testing out whether this could be an 

effective intervention for young people. Also the advantage from the research 

perspective would be that no other intervention would be taking place at that time 

and thus any improvements in mental health could be more directly attributed to 

the mindfulness intervention. Also a ‘control’ group seemed completely ethical as 

people would otherwise be awaiting a service anyway. 
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Williams and Kerfoot (2005) highlight the challenges of planning, commissioning 

and delivering effective CAMHS services. All these points contributed to the wait 

between ‘choice’ and ‘partnership’ and in reality there was frequently a gap of 

some weeks between the ‘choice’ appointment and the first ‘partnership’ 

appointment.  This period, as mentioned previously, would often be between 10 

and 12 weeks although much depended on staff availability and the season. For 

example there was frequently an excess of referrals from schools shortly before 

the long summer holiday. 

York and Kingsbury (2009) maintain that it does not matter how big the clinician’s 

caseload is but common sense appears to suggest that if one is already fully 

committed to a number of young people one cannot take on many more before 

others are closed. Core ‘partnership’ work is described as eclectic work using a 

range of skills. The model describes this core work as on average lasting 7–8 

appointments. The ‘partnership’ appointment involves more assessment and 

proceeds to the core work or to specialist treatment. Considering the CAPA model 

the eight sessions planned for the mindfulness intervention in this research would 

be the equivalent of the average number of appointments suggested by the model. 

Therefore, based on CAPA calculations, one would presume that many of the 

young people, having had such a series of appointments, would not perhaps need 

any other input. 

4.9 Research with children 

Hendrick (2010) identifies the two main agendas in doing any research with 

children. These are the need to protect them from harm and the need to respect 

their independent rights. Working within CAMHS the age range is from 0 to 18 

although realistically extremely few children are seen before around four years of 

age and even then numbers are very small. However there are large 

developmental differences between, for example an eight year old child and a 

seventeen year old young person. Graupner (2006) discusses EU legislation 

designed to combat sexual exploitation but failing to distinguish between five year 

olds and seventeen year olds. This was an important point in planning the 

research as the age of the potential participants needed to be considered. 
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4.10 Consideration of age appropriate research methods 

An important part of the research was in delivering the sessions (see section 6.13 

below) and it was important that these were age appropriate. Consideration was 

given about the age group of the potential participants. Suitable mindfulness 

activities are available for younger children (see Willard 2010, Kaiser Greenland 

2010) but these may not be suitable for older children. Bays (2011) describes a 

number of ways to become more mindful of oneself that can be more appealing to 

children – for example the ‘silly walking’ section gives children a more playful way 

of noticing what their body’s reaction is. Saltzman and Goldin (2008:149) have 

‘seaweed practice’ listed as one of the exercises which ‘honours the children’s 

natural need for movement’ as they pretend to be seaweed swaying in the current, 

and also at the same time notice how their bodies feel. Clearly working with 

children needs to be appropriate to their age and understanding.  There were 

fewer younger children presenting to the service and young people of secondary 

school age presented more frequently to CAMHS. Thus aiming for a secondary 

school age group gave more potential to the recruitment process as well as the 

point that this was the age group that was more likely to benefit. Hofmeister (2012) 

emphasises that today’s adolescents live in a culture characterised by worldwide 

communication and a culture of pop. They are no longer shielded from outside 

influences. Could this be one possible reason why child mental health problems 

are now more prevalent? Gray (2010452) suggests that people have much less 

control over achievement of ‘extrinsic goals’ and yet we are exposed to a ‘culture 

of materialism’ from an early age. If this is the case mindfulness, with its focus on 

‘intrinsic goals’, might prove to be very helpful. He also suggests that a decline in 

play is another factor. Younger children may not be so influenced by the outside 

world as they are more likely to be protected from these influences. This was a 

further point to consider in the decision to recruit the older group who were more 

likely to be under stress.  Thus the decision was made to recruit young people of 

secondary school age. 

4.11 Understanding the process 

Young people would need to understand what was happening in the research 

which would be a pre-requisite for any ethical research. Consent forms designed 
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for young people are often more pictorial, more colourful and basically more child 

friendly.  Any literature containing information about the research should follow 

these principles. Tools to assist children express themselves may be used during 

the process of research. For example Fuller and Petch (1995) discuss a method 

which involves circling names of people who are important to them on a paper e.g. 

mother, father, sister uncle etc. They also use speech bubbles in which the 

children write their ‘thoughts’.  King and Horrocks (2010) also make the point that 

any literature should be appealing and placed at the child’s level. Mindfulness with 

children also needs to be ‘child friendly’ compatible with the age group it is 

presented to. 

4.12 Consent 

The issue of consent is more complicated: 16 to 18 year olds are expected to be 

competent to give their own consent, however this can be overruled (Bond, 2010). 

If, for example, they were to refuse life-saving treatment their decision may be 

overruled by the court. Young people under the age of 16 are able to give their 

own consent if they are thought to be ‘Gillick competent’ (see footnote 2 in Section 

2.9 above). 

Clearly it is very important for people to understand just what they are signing 

before they give consent to treatment. The British Medical Association (2013) 

gives a number of case examples where people have not been fully informed of 

the risks of particular procedures. For example a woman successfully won her 

case in court when it was established that she had not been told of the 1-2% risk 

of potential nerve damage in the particular surgical procedure. The operation went 

ahead with resulting nerve damage. Thus the duty to inform people about any risk 

is important, especially young people who may need more clarification. However 

the point is also made that people need to know the purpose and the full 

implications of any research in which they are involved - what it means for them. 

 ‘It may simply be that their records are used and their health monitored’ 

(BMA 2013:72).  

McLeod (1994) advocates giving careful consideration to ethical issues at all 

stages. He identifies the main principles as acting to enhance client well-being, 
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avoiding doing harm, respecting clients’ rights to self-determination and treating 

everyone fairly.   Beauchamp and Childress (2009) reflect the same concepts as 

beneficence, non-maleficence, autonomy and fidelity. These are important 

principles which guided the development of the research project by ensuring that 

the young people fully understood the process and wished to take part. 

4.13 The best time to do the research 

Within the ‘choice’ and ‘partnership’ approach (CAPA), consideration was given to 

what would be the best time to undertake the intervention. It appeared that 

following the ‘choice’ appointment but before the ‘partnership’ would fit well with 

the CAPA model as well as ‘filling the gap’ in treatment. However consideration 

was also given to whether it might be more appropriate to deliver the intervention 

after patients had reached the ‘partnership’ stage. This was discussed with team 

members and their views were canvassed. Some felt that the intervention would 

be better placed post ‘partnership’. This was carefully considered. Potentially this 

could cause difficulties in deciding at what point the case should be transferred; a 

mindfulness intervention could be regarded as a specialist treatment which would 

fit with the model.  However if another worker had already been involved with the 

client how would you distinguish which intervention was successful? Thus it would 

seem logical that those potential participants who had already received some 

‘therapy’ from another clinician should not be participants in this particular study. 

This indicated that to plan the intervention between ‘choice’ and ‘partnership’ might 

be a better option. 

Assessment and therapy go hand in hand in mental health (Goodman and Scott 

2002). To understand the client one has to be receptive to them and a therapeutic 

relationship needs to develop. Bond (2010) clearly emphasises the need to 

develop a trusting relationship which promotes the client’s autonomy. Doing the 

intervention post ‘partnership’ would mean that the original clinicians (who would 

have done the full assessment) would have built up some relationship with their 

client. The intervention would be a break in this therapy for eight weeks during the 

life of the group. This had the potential to be disruptive but on the other hand a 

change in the therapeutic intervention may be helpful. There are times when 

clinicians feel their strategies are going nowhere. Clients might well agree. Bond 
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(2010) advocates discussing such issues with clients as and when they arise and 

guiding them towards a change in clinician. Additionally it would be difficult to 

imagine what a control group would look like. Those not accepted for the 

mindfulness intervention would need to continue appointments or have a similar 

service provided. This would need to be monitored and would involve extra costs 

as well as worker time and resources. 

4.14 Considering a ‘control group’ 

Baer (2003) has reviewed a number of mindfulness interventions and among the 

criticisms she states lack of a control group. She also points out that a ‘treatment 

as usual’ (TAU) group - which potentially could mean a number of different things 

in different circumstances - medical or pharmaceutical or other unspecified mental 

health interventions - is a wide term. Such TAU groups would be unlikely to allow 

for comparison. Hence a client who had already been assessed as needing, for 

example, medication could not ethically be denied this while undergoing a 

mindfulness intervention and thus it would be difficult to establish whether the 

medication had been effective or whether it had been the intervention. 

Consideration was given to this point but it seemed that the potential group would 

not be young people likely to require medication as they would be ‘routine’ and 

‘non-urgent’ clients. A client who was in a position to need medication at this stage 

of treatment could not be regarded as routine and therefore not eligible for group 

membership. Those who later developed problems and needed to be assessed for 

medication could be excluded from the study. 

Doing the intervention post ‘choice’ would overcome this difficulty and would also 

avoid the problem of quantifying the effects of the mindfulness intervention. Those 

who were not selected for the group could be a control group i.e. they would be 

waiting for a ‘partnership’ appointment and not currently having any intervention. A 

potential difficulty might be that the ‘choice’ clinician may not have enough 

information to decide whether the client would be suitable for a mindfulness group 

but this could be screened during the introduction process. 

In either case these patients would be either coming into the service or in the 

service anyway. In both cases there would be benefits to the team. Any successes 
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would cut down the additional time they remained in the service and thus have an 

overall impact on the team workload. After much consideration, post ‘choice’ 

seemed to be the best time for the intervention. This would allow for potentially 

reducing the workload of the team, would allow for a control group and would be 

relatively separate from any other therapeutic input taking place at that time. 

4.15 The mindfulness context 

In the first instance the idea was to introduce a mindfulness intervention which was 

likely to be effective in helping young people known to the CAMHS service. 

However in order to fully establish that this could be an effective intervention it was 

necessary to undertake this as a research project. 

There are few contra indications for mindfulness interventions. MBCT does not 

appear to be effective for those with only two previous episodes of depression 

(Segal et al 2002) and Kabat-Zinn (1990) has commented that it probably will not 

work with those who do not think it will work and do not like the method. In the 

latter case it is presumed that those really not willing to try the method would not 

opt in. 

The front cover of Kaiser Greenland’s book ‘The Mindful Child’ (2010) bears the 

legend ‘How to help your kid manage stress and become happier, kinde, and more 

compassionate’. This was the hope; that the young participants would benefit from 

the mindfulness intervention. They would be recruited from young people coming 

into the service suffering mainly from anxiety and/or depression of a non-urgent 

nature. These people would otherwise be on a waiting list until staff had the 

capacity to take on new cases. It seemed feasible that at least some of the young 

people would benefit from the group intervention, although it could not be classed 

as therapy as it was research, therefore no undertakings were given about its 

success.  However others have evidenced health benefits (Segal et al 2002, 

Kabat-Zinn 1994, Linehan 1993, Hayes et al 2005) from similar interventions and 

therefore benefits were not entirely unlikely. The intervention might also promote 

the service as any improvement in mental health would not only help the 

participant but would also lessen the workload of future clinicians. It also seemed 

fair to collect before and after scores of people who would not be taking part in the 
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actual group but would in effect be a ‘control group’. All it would involve for them 

would be an extra questionnaire. Other than this they would receive treatment as 

usual (TAU in this case would mean waiting until a ‘partnership’ appointment was 

available).  Such a questionnaire would specifically attempt to evaluate how 

mindful they were. It would be interesting to look at whether there was any 

correlation between their levels of mindfulness and those of the actual group 

participants.  

4.16 Reviewing Ethics 

Consideration of ethical issues is always a factor, however this is especially so 

within the NHS as actions are likely to impact on other human beings who 

generally have more vulnerability. However it is worth pointing out that there are 

other parallels and wider considerations. 

4.17 Buddhist foundation - ethical overlaps 

As continually stated, mindfulness itself has its origin within Buddhist culture. 

Kabat-Zinn (2011) has recognised connections between medical ethics 

foundations in the West and Buddhist moral thought: such Buddhist concepts as 

non-harming and placing the participants’ good before one’s own. However it 

would seem also that the same virtues also have representation within other major 

religions – Buddhism, Christianity, Islam or Judaism. Such concepts as do not lie, 

do not kill and show compassion. These also reflect the medical ethics of ‘do no 

harm’. 

Within Buddhism part of the ethic is a belief in such things as Karma (the belief 

that one ultimately pays for one’s deeds). Indeed we see representations of this in 

other places. Take for example the story of The Water Babies (written by Charles 

Kingsley in 1863) and the two characters – Mrs Do-as-you-would-be-done-by and 

her sterner sister Mrs Be-done-by-as-you-did.  Buddhist belief also embraces the 

principle of rebirth – that one comes back into another life again and again until 

enlightenment. These views irrespective of their validity do not sit well within the 

majority mainstream Western culture. However it appears to be a useful ethical 

concept to consider acting as Mrs Do-as-you-would-be-done-by. 
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Gunaratana (2002) discusses the differences between Buddhism and the 

theologies in the West. Buddhism shapes cultures. Countries as diverse as China, 

Japan, Tibet and many others in that region follow this religion. McCown (2013:91) 

defines ethics and morals (ethos/mores) as ‘the salutary customs and manners of 

a people’. What was hoped would be gained was a little of the essence of 

mindfulness – some of its culture. Enough to help the young people find their own 

calm within themselves so they could better cope with whatever challenges they 

faced. Mindfulness is something which has to be experienced and not something 

that can be ‘taught’. However by explaining the process over a number of sessions 

(see Section 6.13 below) and having mindfulness practices within these sessions it 

was hoped that the young people would be able to experience mindfulness for 

themselves. Germer et al (2005) in fact say that mindfulness cannot adequately be 

described as it is mostly experienced. It was therefore not known how much these 

young people would take on board the concepts, apply the practice themselves 

and thus benefit from the shared experience. 

4.18 Wider ethical considerations  

Ethics surely relate to what is ethical but there is a complicated interwoven pattern 

behind this involving several layers of processing. Parahoo (2006) states that 

there are ethical questions to be posed at every stage of research. Moule and 

Goodman (2014) identify that morality refers to norms about right and wrong. 

However it is not always so clear-cut and in some new situations this is of little 

use. Another issue is whose rights and wrongs are we judging? 

Gergen (2013:9) makes the point that although many knew that the dropping of 

the atom bomb on Hiroshima was morally wrong, there were others ‘in high places’ 

who argued that it would cost less lives than continuing the combat. The benefits 

should outweigh the risks. Lederer and Grodin (1994) discuss how in the 1700s 

children were deliberately infected with smallpox in the pursuit of a smallpox 

vaccine without much concern for ethical considerations at that time. Thus in 

different time periods and in different cultures we ‘find what is ethical in one culture 

is an abomination in another’ (Gergen, 2013:10). 
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In Western society there are varying ways in which research is regulated such as 

ethical codes, European regulations, various statutes and the law of consent. This 

research took place solely in the UK. By virtue of the fact that it was intended to 

concern National Health Service patients and employees it thus was governed by 

the National Health Service research governance and went through the research 

ethics committees (RECs). 

King and Horrocks (2010) point out that our own moral outlook is shaped by our 

different experiences and the social and cultural influences which surround us. 

What is considered ethical and moral by an individual will vary from culture to 

culture within different time periods and political frameworks. As illustrations of this 

consider the ‘dress code’ in Iran in 1968 and that of the present day and of 

‘women’s rights’ in the UK in 1900 and today. Clearly what is considered ‘moral’ 

can change. Progress has been made in the field of equality in the UK but there 

are now additional challenges. Life has become more complicated and less 

predictable. Vulnerable young people suffering emotional challenges are likely to 

have experienced less than optimal influences and thus are more in need of 

developing a coping strategy. This would seem to endorse the justification for 

developing a mindfulness intervention with the potential to assist in this respect. 

Beauchamp and Childress (2009) speak of ‘thinking ethically’.  While one would 

presume that professionals in the Health Services would always want to adhere to 

high moral standards, there is no doubt that atrocities have been committed by 

doctors at certain points in history. The Nazi regime was one such period. Over 

the years professional codes and guidelines have arisen to guard against any 

malpractice as well as promoting high ethical standards. These include those of 

the British Medical Association, the Department of Health and the Royal College of 

Psychiatrists to name but a few. These codes are very influential and although 

without legal force they do shape the key principles which govern research. 

Hendrick (2010:173) has summarised these below: 

1. The research must be scientifically sound 

There was good reason to do this research based on the evidence base which 

appeared scientifically sound. 
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2. The benefits must outweigh the risks 

There seemed to be relatively little risk. Possibly some would not benefit while 

some may become upset being unaccustomed to the exercise but professional 

CAMHS workers would be present to help them. 

3. No coercion must be brought to lean on participants 

No coercion would be brought to participants. In fact it would be 

counterproductive. Kabat-Zinn (1990) makes the point that for those who do not 

believe it will work - it probably won’t. 

4. Ideally those involved should be competent 

Ideally this would have been the case but given that the target population of 

participants were a vulnerable group there was potential for some 

misunderstanding. They may find mindfulness difficult. However the professionals 

were experienced clinicians. 

5. Participants should be fully informed 

This would be done firstly to ensure that participants wanted to be included (see 

above) and also because it was an ethical stipulation. 

Such codes and ethical approval in general have resulted from previous ‘mistakes’ 

and are designed to protect vulnerable individuals. These considerations were as 

relevant to this research as to any but as this research involved children particular 

consideration was needed as young people are naturally more vulnerable. 

4.19 Do no harm 

This principle is basic to those in the health professions and thus the concept of 

‘do no harm’ was paramount in this research. Further it aimed not only to ‘do no 

harm’ but to attempt to increase the young people’s resilience. McCown (2013) 

cites the Hippocratic Oath – with its date back to around the fourth century BC - as 

being in use in many countries. These principles are very much in use in the field 

of medicine influencing the ethos of the different professionals who work there and 

the essence of care that is given to the patients using the service. This is 
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especially relevant where research is concerned and where additional safeguards 

are important to ensure standards are maintained. These aspects very much 

influenced how this research progressed.  The British Medical Association (BMA 

2013) states that doctors throughout history have had special Hippocratic 

obligations. Other health professionals are also expected to possess such qualities 

as integrity, compassion and altruism. Additionally there is an ethos of continuous 

improvement, excellence and effective multidisciplinary working (BMA 2013). This 

ethos promotes a culture which favours research. Such professionals invariably 

already have their individual codes of conduct. Doctors have their own code of 

conduct overseen by the General Medical Council. Other professionals have 

similar codes. Nurses are expected to adhere to four principles:  respect for 

autonomy, justice, beneficence and non-malfeasance (Hendrick 2010, Moule and 

Goodman 2014). Social Workers, governed by the Health Care Practitioner 

Council in England, have six points on the list. These include promoting and 

respecting rights whilst seeking to ensure their behaviour does not harm 

themselves or others, promoting the independence of clients, establishing trust 

and confidence, promoting the interests of clients, promoting public trust and being 

responsible for the quality and conduct of their work whilst maintaining and 

improving their skills. Research puts another layer on these principles involving 

protocols to be laid out and approved by various bodies such as the NHS Ethics 

Committee and Universities. This is especially so in the case of children and 

vulnerable people in general. However the ideas about clients’ autonomy, safety 

and basic rights are not new ideas. Biestek (1967) established the seven 

principles of case work: 

1. Individualisation 

2. Purposeful expression of feelings 

3. Controlled emotional involvement 

4. Acceptance 

5. Non-judgmental attitude 

6. Client self determination 
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7. Confidentiality 

These values are important for anyone working in the helping professions but are 

of particular relevance when research is being undertaken. Mark Cooper, in his 

foreword to Bond (2010:ix), states that ‘All professions are grounded in ethics’. 

The principles are much the same. There are protocols for employees to follow 

and no distinction is made about their profession or rank within the service (except 

perhaps doctors who have far more autonomy and are more likely to engender co-

operation than those of lesser rank). All these points become even more relevant 

when any research is being undertaken. There are any number of protocols to be 

followed, depending on the particular type of research in question, in the interests 

of promoting ethical standards without infringing the rights of the individuals 

concerned. 

4.20 Justifying the research 

From this researcher’s perspective all life should be sacred and not only the 

principle of ‘do no harm’ should be followed but also one should try and promote 

better standards. The main aim was not only to satisfy research ethical practice 

issues but to aim towards the development of an ethically therapeutic practice. It 

was with these points in mind that the idea of this research was pursued. 

Potentially it offered better outcomes; it was planned to be delivered at a time 

when no other interventions were taking place – thus it would not only ‘fill a gap’ 

for those participants but could be done in a way that would give more scientific 

credibility. If it were to be successful it could be repeated to benefit others. 

‘Political correctness’ has become a mainstay for health as well as many other 

professions working within the field of human society, but mindfulness promotes 

tolerance and also fosters compassion (Gilbert and Choden 2013). Promoting 

such qualities goes beyond saying the right thing in the correct terminology. There 

is also a need to establish values that are shared - such things as fairness, 

confidentiality and respect for autonomy. While again this should be common 

practice within CAMHS – as mentioned above - the concept of mindfulness itself 

promotes compassion. 
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Bond (2010) emphasises the need to recognise and develop the client’s 

autonomy.  It could be argued that these themselves are a set of ethical standards 

and further it would seem that to satisfactorily obtain ethical approval one has to 

show adherence to these ethical views.  

4.21 The influence of research protocols 

Cullen (2011) advises the importance of not imposing just a single set of ethics in 

most mainstream settings because of potential conflicts. This is perhaps more 

relevant to practice as it is to research as to proceed with formal research a 

protocol has to be followed. All of the above points should be part of the 

mindfulness intervention and thus taken into account in research. Within this 

however there is room for a difference of opinion between what is ethical and what 

is not. McLeod (1994:166) claims that: 

‘all research necessitates making value judgements which may be in 

conflict with’ those of others.  

This illustrates the point that will be seen later, where a personal view of what 

would be fair and ethical did not fit with the view of the committee. 

4.22 The paradox of definitions 

Ruedy and Schweitzer (2010:81),state that ‘individuals high in mindfulness report 

that they are more likely to act ethically’ and that many unethical decisions result 

from a lack of awareness. McCown (2013) in his pursuit of an ethic for mindfulness 

postulates that what is most needed is a definition of mindfulness and 

standardisation of teacher development to meet the needs of this expanding field. 

We already have broad definitions of what mindfulness is and perhaps the best 

known of these is Kabat-Zinn’s (1994:4) is the most quoted: 

‘Mindfulness means paying attention in a particular way: on purpose, in 

the present moment, and nonjudgmentally’ 

McCown further considers a definition of mindfulness from the perspectives of four 

different discourses: 

 the scientific 
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 Western social psychological  

 an Eastern definition  

 a definition from neuroscience. 

These four areas have been explored in depth. Notwithstanding the contribution 

this makes to the understanding of mindfulness for both researchers and 

clinicians, there is something of a paradox in this view. Mindfulness is essentially 

an experiential phenomenological approach and thus each of us is unique and 

therefore likely to experience mindfulness in a different way, even though there 

may be parallels. Hamer (2006:5) explains that we are all ordinary and what 

‘makes us ordinary is the fact that each one of us is different’. Searching for an 

accurate definition of mindfulness in this way might be perceived as like pulling a 

rose to pieces to nail down its beauty. 

4.23 Pulling the plan together 

Firstly the go ahead was required from the Trust although it quickly became self-

evident that an application would have to be submitted to the national NHS ethics 

committee for approval before the Trust’s own approval would be granted. The 

Trust’s application was comparatively straightforward involving only four pages 

however the process was clearly interwoven with that of the NHS ethics 

application. Any research done with NHS patients or on NHS property requires 

approval from the National Research Ethics Service (NRES). Additionally the 

University had their own ethical procedures and required forms to be completed. 

Thus three separate application forms needed to be completed although approval 

by the NHS ethics committee heralded final approval by the other two. 

4.24 Outline plan of the research protocol 

The plan was to deliver eight sessions explaining mindfulness including some 

practice in every session. An outline of these sessions in given in Chapter 6 but 

full session plans and materials used can be found in Appendix 1. Homework 

tasks would be given to continue this. Each session should last an hour. There 

were a number of reasons for this. Firstly the MBCT (Segal et al 2002) and MBSR 

(Kabat-Zinn 1994) adult programmes ran over a similar length of time. The period 
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between the ‘choice’ and ‘partnership’ appointments (‘the gap’) was estimated to 

be between 8–12 weeks and thus this intervention would fit nicely into this time 

period. York and Kingsbury (2009) also estimate that the average duration of 

CAMHS ‘core’ work lasts on average from 7–8 appointments. Thus eight sessions 

seemed a reasonable length of time for the group to run. A gap of two weeks 

following the sessions was allowed to give the young people time to digest what 

they had learned before following up with a focus group. The focus group would 

form an integral part of the research in evaluating the experiences of the 

participants and also considering any future service delivery. Lastly interviews 

would be held with the parents of the young people.  Their views would assist with 

the research aims in gaining a better understanding of how they might support 

their young people. In this way it was hoped to canvas the views of both the young 

people and their parents about the effectiveness of the intervention. 

 eight group sessions would form the main focus of the mindfulness   

intervention 

 followed by the focus group in which the young people would participate  

 finally individual parent interviews.  

This could provide some evidence (or not) of the effectiveness of the sessions in 

helping the young people to cope better with their difficulties. Additionally a 

number of questionnaires were planned to be used at time 1 and time 2 (that is 

before and after the mindfulness sessions) to see if there had been any changes 

during this period. These outcome measures (described in Chapter 3) should give 

a quantitative measure of the effectiveness of the intervention if this in fact proved 

to be the case. They are as follows: 

 The Health of the Nation Outcome Scales for Children and Adolescents 

(HoNOSCA Gowers et al 1998) 

 The Children’s Global Assessment Scale (CGAS Gould & Brasic 1983) 

 The SDQs (Goodman 1997 

 The FMI questionnaire – short version (Walach et al 2006).  
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4.25 Participant selection 

The proposal was to 

 Select young people at the point of the ‘choice’ interview 

 Inform clinicians undertaking these about what the mindfulness course 

would involve  

 Provide clinicians with information sheets to give out (see Appendix 2) 

 Ask clinicians to enquire as to the young person’s possible interest in such 

a group. 

Decisions had been made that the age range should be for young people of 

secondary school age as it was felt they would be in a better position to 

understand the concepts and additionally it would put some limit on the age range 

within the group. Also the number of potential participants in the group should be a 

maximum of 10 young people. This would work well with two clinicians delivering 

the intervention and also with the room size. The first 10 young people to express 

an interest would form the group with the next 10 being in the control group. 

McCrorie (2006:5) states that, ‘A typical view of a ‘small group’ is around eight to 

12 learners facilitated by a teacher’, this number would allow individuals to 

participate in discussions. If the group were to be too small participants might feel 

inhibited and have difficulty in sharing their views. Likewise a very large group 

might have a similar effect and additionally would not offer the opportunity for 

everyone to have their say should they so wish. Other factors such as ability to 

manage the group effectively and staff availability were additional important 

considerations. Consideration was also given to the fact that this was not 

individual therapy and clearly participants would benefit from sharing their 

experiences of mindfulness (Mace 2008). The size of the rooms available was 

another factor in the group size. Although clearly there would have been other 

venues but the protocol for securing the use of these premises plus the additional 

expense was prohibitive. As the research project was independently funded by the 

researcher on a very small budget this deterred against further exploration. A room 

was available within the clinic which could accommodate this number. 
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The time period between ‘choice’ and ‘partnership’ seemed not to conflict with 

what the patients would normally experience. In the event of anyone becoming so 

unwell that they required treatment sooner, there was a procedure in place. In any 

event those potential participants who had expressed an interest in the group were 

themselves in the ‘routine’ range of patients – i.e. not predicted to need urgent 

treatment. There was of course the slight possibility that a ‘partnership’ 

appointment might be arranged before the mindfulness course had been 

completed. In this case there were options depending on the stage at which the 

appointments fell. If it were towards the end of the mindfulness course a decision 

might be made for the participant to continue. If it were at the beginning, any 

effects of mindfulness were likely to be inconclusive at this early stage. Of course 

participants were free to withdraw at any time they wished from the course and 

likewise we should allow any participants having earlier ‘partnership’ appointments 

to continue if they so wished. The difference would only be in whether their results 

were included or not. Confidentiality would be basically the same as for other 

patients in the NHS. Records would be kept secure with only clinicians having 

access to any confidential information. Further it was not envisaged that any very 

personal information would be discussed in the group as the focus would always 

be on the here and now. We would advise members to have regard for the respect 

of others as we would respect their rights. Both the young person and their 

parent(s) would be required to sign an informed consent form (see Appendix 2). 

We also planned to hold an introductory session where the purpose of the group 

and mindfulness in general could be explained. 
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5. The research continues 
 

5.1 Overview 

Previously Chapter 4 set the research in the context in which it was originally 

designed. This chapter continues to provide more detail of the process and of the 

development of the research project from its original concept. Modifications 

resulted from the views of the NHS Ethics Committee and thus ethical issues are 

revisited. Further, as the structure of the CAMHS service in which the research 

was to take place changed substantially during the period with a departmental re-

organisation, further considerations were necessary. It is important here to 

emphasise that the time period was all important. What would have been possible 

in the ‘old world’ organisation quickly became problematic in the ‘new world’. 

The plan as originally envisaged needed some modification but it did become 

possible to go ahead with what later became a pilot group. Further decisions had 

to be made on the conclusion of the pilot group and the reasoning behind it is 

clarified. Finally a new direction was taken and the research was planned in a new 

organisation with a different group of vulnerable young people. 

5.2 How hard can it be? 

This section considers some of the difficulties faced by those who embark on the 

process of research before moving on to set in context the organisational changes 

which led to a rethink of the previously formulated research proposal. (For a full 

account of the research proposal please see Chapter 3.) 

5.3 The NHS process and the novice researcher 

The NRES form (see Chapter 4 which describes the beginning of this process) 

itself proved to be most complicated and lengthy. At first in the early stages 

although access to University supervision was in place the task appeared 

daunting.  The form itself requests that proposals are written in plain English that a 

layman can understand. However the first question asks researchers to outline 

their proposal. The guidance on this suggests using an acronym “IPOC”. The 

letters in this stand for 1) Intervention, 2) Population, 3) Outcome and 4) 
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Comparator.  The intervention was clear and it was also clear who the target 

population would be. The hoped for outcomes and the measures to be used also 

posed no difficulties but the word Comparator was unfamiliar to the researcher. 

Chambers dictionary (2005) did not yield an answer. A Google search gave an 

engineering explanation ‘In electronics, a comparator is a device that compares 

two voltages’ (Wikipedia)3 which made little sense in terms of social research and 

psychological interventions. The word has some similarity with comparison and 

subsequently this became clearer, but at the time this seemed to be a different 

mode of speech – a different way of explaining things – even a different language 

and with 32 pages to go a very daunting prospect. 

The National Health Service’s National Research Ethics Service (NHS NRES) 

form is an online application for a research project which requires some 

familiarisation before one can be confident in navigating it without the fear of 

wiping out already input information. In the beginning there seemed to be too 

many unknowns. Bulmer & Ocloo (2009) regard the ethical view of research in 

health and medical fields as ‘particularly rigorous’. 

Some of the terms used were confusing: who was the chief investigator’s 

representative? Should it be someone in the Trust? Would this be someone in the 

University or even oneself? Colleagues who had been through this process before 

had more idea of what was expected and were helpful in sharing their knowledge 

to complete certain aspects. Other sections were met with mental question marks. 

Tarling (2006:169) states that ‘medical research is viewed as potentially intrusive 

and harmful’ and the purpose of the NHS Research Committee is to ensure that 

participants are protected.  Indeed there were questions on the form about the use 

of radioactive materials. The application form covers many aspects of research. 

Bulmer & Ocloo (2009:130) however, raise an interesting question: 

 ‘Do bio-scientists, for example, properly understand the way in which 

sociologists conduct research?’  

                                                

3 Although Wikipedia is not a usual source of information for PhD students this was discussed with 

supervisors and in its context it was decided to leave the reference in.  
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A help line was available but in the early stage there seemed to be too many 

questions to ask of anyone answering the help line (later with help and supervision 

from my University Supervisor it became clearer). Many questions required a 

particular way of answering. For example there is a fair amount of repetition. One 

may hesitate to know what to put when it is recognised that this has already been 

stated. Do they want something else? What has been missed? For researchers 

familiar with the document or for those who had had sight of similar forms 

completed by others the task is made easier but it remains difficult for the research 

novice. Applications may be declined simply because the researcher had not 

understood what was required. For example the question about how long the data 

would be stored. Those with no previous research experience may as well be 

guessing the answer to this question. Some may assume that it is not a good idea 

to hang on to data and would be tempted to tick the shortest time period. 

Markopoulous et al (2008) identify a potential conflict between the desire to keep 

data for possible future use and the desire to destroy sensitive and personal data. 

Consideration needs to be given not only to how long the process will take but 

other issues such as leaving time to triangulate and revisit results. This could not 

be done if data has been destroyed. Also many agencies have a policy about how 

long data is to be stored and familiarity with such policies is therefore an 

advantage. Wood (2005:244) advises that data should be destroyed once it has 

served its purpose that is ‘once you are confident that you will no longer be asked 

to produce these’ (for example for verification purposes). 

The form asks the researcher to give a start date for the project. This seems a fair 

enough question but how does one know how long the ethical process will take? 

The University ethics form also asked the same question. Elsewhere on the form it 

had clearly been stated that the whole process was subject to favourable NHS 

ethical approval.  

Although lengthy, the form did cover the necessary points and in completing the 

form the issues of the research being scientifically sound and ethical are 

addressed. That the project had more benefits than risks was clear from 

completing the form and also that it was without coercion and delivered to those 

who were fully informed and gave their consent appropriately. In this particular 
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case the research was aimed at secondary school age young people i.e. from 11 

years upwards but as the service goes up to 18 there were likely to be some in the 

group who could give their own consent. 

Without the support of the University the process would have been even more 

daunting and later the employees of the Trust research department were also very 

helpful. Therefore by working through the forms eventually all the information was 

input. 

5.4 The climate within the Trust 

In order to explain this research, it is necessary to explain the context in which the 

idea developed and the changes that occurred throughout the process. The outline 

plan for the research has already been discussed in Chapter 4 but in view of the 

changes it is necessary to explain the framework on which the new ethical 

considerations evolved. 

The difficulty here was not so much the ethical journey but the time period in which 

the research was undertaken. At the time the research was designed there was no 

indication (at least as far as the general workforce were concerned) that the whole 

structure of CAMHS within the Trust was about to change. Further into the process 

it became clear that change was inevitable. It became something of a race against 

time to see if the research could go ahead as planned. The main reasoning for this 

impetus was the fact that the research design itself would have to be 

fundamentally rethought if not completed within the parameters already outlined. 

Notwithstanding the thought of redoing another 31-page NHS ethics form plus the 

SSI (site specific information which asks details of the research to be undertaken 

in the ‘site’ that it is proposed to take place), there were other considerations. The 

research as planned stood to be a beneficial intervention for a number of young 

people and there was already a provisional list of those who had expressed an 

interest and who were therefore potential participants. To abandon such a 

worthwhile project seemed unthinkable. Another factor was that to redesign the 

research would require a hands-on knowledge of the workings of CAMHS. As this 

was to be a new structure and, although known in theory, how it would actually 

work out remained in question. 
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Between the time that the design was proposed to the NHS Ethics Committee and 

the final agreement to go ahead there was a reorganisation. The previous waiting 

period for patients was not at all optimal and the Trust made moves to improve on 

this. The new design included a change of venue located in a different town. The 

team itself would be amalgamated with that of a different area in the region. All 

new referrals would be dealt with at a single point of access, situated in another 

location and dealt with fairly quickly. The aim was to substantially reduce the wait 

and establish new and more efficient timelines. Longer-term cases would 

ultimately be passed on to three longer-term teams. The usual ‘choice’ interview 

was to be followed by one or two follow-up sessions focusing on specific short-

term interventions. There would ultimately be ‘partnership’ appointments but it was 

envisaged that this would be reserved for the more complex and intractable cases 

– not in fact the group that had been the primary focus when the idea was first 

conceived. 

Just before the move to new premises caseloads were building up with the 

anticipated departure of staff to the new team. Assurances were given that with 

the move and amalgamation within the new team caseloads would be 

redistributed. With the move however, as is often the case, what is planned to 

happen does not all work out that way and rather than being helped to share the 

load each clinician was given an extra 12–15 cases. It was in this climate that the 

final ethical approval arrived from the NHS, quickly followed by approval from the 

Trust. The University had already given conditional approval.  Managerial approval 

and support had already been promised but the management in the new climate 

imposed a new set of directives. Firstly there was not the scope to undertake the 

work given the need to assimilate the new caseloads. When the matter to take the 

project forward was pressed, further conditions were laid down. Bell (1993) gives a 

clear checklist of how to negotiate a research project but advises that research 

inevitably takes longer than anticipated.  However it had not been anticipated that 

although approval had already been given to the research going ahead (and 

signatures obtained to this effect) that this would now be denied. It appeared this 

was a new set up and new rules applied. Cameron and Green (2015:97) quote the 

following statement in respect of change: 
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‘new people are in power with new views and new ways of allocating 

scarce resources’.  

The new conditions included 10 extra points. Those which appeared most salient 

and likely to cause delays are outlined below: 

 The researcher would have to arrange extra supervision (additional to 

regular on-going managerial, clinical and University supervision). 

 The participants would need to have a new risk assessment. It should 

be written in their care plan that they were to take part in the group 

(clients in the system would already have care plans but there would 

need to be an additional meeting with each of them to re-do the care 

plan to include this stipulation). 

 Stipulations were made about staff and contingency plans for any 

emergency cover – (management had already refused to let a colleague 

take part but psychology students and junior doctors were willing to 

help). 

 Points were raised about the safety of the building (despite the fact that 

no such issues were raised about the on-going regular appointments 

which continued to be held there). 

 The issue of the ‘control group’ was particularly problematic. 

These stipulations arose after managers had been given copies of all relevant 

documents including research proposals and copies of all the necessary 

permissions obtained. These concerns were fully addressed but agreement for the 

go ahead was protracted.  Fuller and Petch (1995:48) state that ‘the presence of 

departmental routines for research access should not always be seen as an 

additional hurdle’ but more of a sounding board and moral support. However it 

would seem that no matter how ethical one’s personal standards are, and no 

matter how closely national and departmental standards are followed, conditions 

can change dramatically if a new power structure is applied. 



139 

 

5.5 The structure of the initial project  

This chapter forms a continuation of the progress of the research. Methods and 

measures used are briefly referred to here but these have been fully outlined in the 

previous chapters (Chapter 3 which focuses on methodology and Chapter 4 which 

clarifies the beginning of the process). Eight sessions of the mindfulness-based 

intervention would be delivered to the young people. The participants would be 

asked to complete questionnaires before and after the eight sessions to identify 

how well they were functioning. These would provide some feedback on the way 

the young people appeared to be functioning. The FMI questionnaire (Walach 

2006) would be used to attempt to quantify how mindful they were. Additionally a 

focus group with the young people would be held two weeks after the end of the 

sessions aimed to gather their views. Later the views of their parents would also 

be sought. This was to obtain a degree of validity which would not be available 

through one method alone. The questionnaires were also an attempt to introduce 

some quantitative data to a project that was essentially more qualitative.  Parahoo 

(2006:48) describes ‘hard’’ scientific knowledge as being ‘the highest form of 

evidence’ and this was perhaps an attempt to be more scientific. 

What was also considered was that a further 10 people could be in the ‘control 

group’. At the time the research was planned, they would in any case be waiting 

for treatment. Giving consideration to how it should be decided which patients 

should be in the actual group and who should be the ‘controls’, it was felt that the 

first 10 to opt into the mindfulness group should be the group participants. The 

next 10 who would otherwise have been suitable would be in the ‘control group’. 

This seemed fair. The first 10 would have been waiting longer and the ‘controls’ 

would only be asked to fill in an additional questionnaire. 

Should any untoward problems of a psychiatric nature arise during the course of 

the group, the issue could be referred back to the team and dealt with accordingly. 

The work of the CAMHS team was supported by three psychiatrists, a 

psychologist and a number of other experienced clinicians. The researchers would 

also be experienced clinicians working in the field of child mental health and would 

be competent to deal with any day-to-day matters arising within the process of the 

group. 
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5.6 Questionnaires used as outcome measures 

The outcome measures planned to be used with the group (and therefore provide 

a quantitative measure of its effectiveness) were standard forms used in child 

mental health. These were the HoNOSCA (Gowers et al 1998) and CGAS (Gould 

and Brasic 1983). These are both routinely used in CAMHS and any 

improvements in mental (or emotional) health can be identified by an improvement 

in scores. The same is true for the SDQs (Goodman 1997).  These questionnaires 

are discussed more fully in Chapter 3. Parents and patients would be asked to 

complete these before and after the sessions. The outcomes of the three 

questionnaires would indicate any changes thus providing a single case method of 

evaluation. The only additional measure would be the FMI questionnaire – short 

version (Walach et al 2006). This was chosen because it is a validated measure of 

mindfulness and as such would indicate how ‘mindful’ the participants were at the 

beginning and end of the intervention. It was felt that the ‘control’ group members 

need only fill in one questionnaire as having no experience of the group it was 

unlikely that their ‘mindfulness’ would have changed any. 

5.7 Modifications 

McLeod (1994) cautions that those undertaking research should expect to 

negotiate entry and access and the whole thing is likely to be subject to change 

and modification. The NHS ethics committee had received the application and sent 

out a date for the researcher to give a presentation to the committee. There were a 

number of points which they questioned and clarified minor changes to be made.  

The main difficulty seemed to be about the ‘control group’. The ‘chairman’ of the 

committee expressed the view that it was not fair to conduct the research in this 

way. Participants should be ‘randomised’ into either the control or mindfulness 

groups and told that this was to happen. Hoge et al (2013) identify that prior 

studies of mindfulness have been limited by an active comparison group. It was 

hoped that by randomising the participants this would provide more scientific rigor 

to the research and thus promote the knowledge base. Nevertheless it still felt 

unethical to tell people there was a group and then tell half of them that they had 

not been selected. However in medical science there are hard decisions to make. 

Not everyone who needs one can get a kidney transplant. There simply are not 
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enough kidneys to go around and also some may not be suitable. Schneiderman 

(2008) suggests that another aspect of the rationalisation is to control costs. It 

seemed somehow not dishonest to invite participants to fill in a questionnaire for 

research purposes as a ‘control group’, but inviting them to take part and then 

making them aware that they had not been selected for the group seemed not 

quite right. However the view of the Ethics Committee dictates whether approval is 

granted. 

This was the main objection of the Ethics Committee. Other clarifications were 

sought such as an explanation of a ‘non-urgent’ case and other minor matters that 

had not been completely clear. The consent form was required to be amended and 

the information form was felt to be lacking in sufficient information about the study. 

These points were addressed. The initial reasoning behind the ‘lack of information’ 

was that it had seemed somewhat overwhelming for people to read so much detail 

especially when there would be opportunities to ask anything that participants 

were unsure about.  

However the Ethics Committee is always right in that they have been authorised to 

make the decisions and dissent from their view involves reapplication. Remenyi et 

al (2010:99) state that there is ‘no theoretical maximum number of times an 

application may be submitted’. However if one cannot satisfy criteria which were 

previously stipulated there would seem to be little hope of moving beyond this 

point. Also as Remenyi et al (2010:99) state NHS Ethics Committees may declare 

a re-application as ‘vexatious and thus refuse to consider it again’. It should be 

made very explicit what would happen so that potential participants can give their 

informed consent. Separate consent forms were required for the young person 

and the parent. In the event three separate consent forms were produced: one for 

the parent, one for the older group of young people (16 and 17 year olds) and an 

assent form for younger people. Particular attention was paid to the information 

and consent forms for the children and young people including graphics and 

colours. As is advocated by King and Horrocks (2010) the literature should be 

aesthetically appealing to children (see Appendix 2 for consent forms). A further 

result of these necessary modifications was that the project was delayed and 

could not go ahead until these points had been addressed. 
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5.8 Ethics revisited 

Ethical issues have already been discussed but due to the changes within the 

organisation it became necessary to consider these issues again. King and 

Horrocks (2010) advocate that respect for the person is of great importance in 

research, paying particular attention to the voluntary nature of their co-operation 

and thus their right to withdraw should they so wish. Also they stress the necessity 

of informed consent which reflects respect for the person. 

Sanders and Liptrot (1993) advocate the ‘fours Cs’ of ethical research as 

competence, consent, confidentiality and conduct. They explain competence as 

working within your own limits.  Consent is interpreted as informed consent. 

Confidentiality includes preserving identity, treating all data as confidential and 

keeping this safely. Conduct ensures honesty, putting the welfare and safety of the 

participants as a priority and respecting ethical values. 

Thus the main ethical issues in social research are considered to be morality, 

ethical principles according to research governance, professional codes, informed 

consent, confidentiality and physical safety. These points are addressed more fully 

below. 

5.9 Informed consent 

The principle of informed consent means that participants should understand 

exactly what is involved in the research (Thompson and Chambers 2012).  This 

may be explained in a variety of ways but consent forms offer tangible proof that 

consent has been obtained. Ali and Kelly (2004) discuss written informed consent 

verified by a signed consent form. With young people different rules apply 

depending on their age.  Ultimately the consent of the parent would be needed 

although most 16 and 17 year olds would be capable of giving their own consent. 

Thus having separate consent forms highlighted this. Routinely within CAMHS 

these young people would be sent their own copies of correspondence as well as 

their parent while younger ones would not receive individual letters. Nevertheless 

it would be important for any young person, even below the age of 16, to give their 

full consent (even if not legally necessary) and their right to withdraw from the 

study if they so wish should also be maintained. As the participants were recruited 
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from a vulnerable population it was important not to let them be ‘taken for granted’ 

(Thompson and Chambers 2012:27).   Another point is that if they were not really 

interested in attending the group – even if their parents would want them to – it 

would be unlikely that they would gain anything from the group. As previously 

stated mindfulness is experiential and requires engagement with the process. 

Those who do not really want to engage are not likely to benefit. 

5.10 Confidentiality 

In the CAMHS service confidentiality is an established principle which is 

maintained throughout treatment except in cases where it becomes known that 

someone is being hurt (in which case safeguarding procedures are followed). 

Routinely this is explained to clients. There is no reason why research protocols 

should be any different. However the focus of the group was on developing 

mindfulness practice rather than sharing personal information. Only basic 

information such as name, age and contact details were required. Hard copies of 

patient-identifiable information such as consent forms and contact details were 

kept in a locked filing cabinet. Any information on computers was password-

protected and in line with Trust policy. Any information on home computers was 

coded and therefore not personally identifiable. All identifiable information was 

removed from the results and findings disseminated from the project. Quotations 

were only cited using pseudonyms and never with identifiable information. Only 

the research team had access to the information which could link participants to 

codes. After the conclusion of the group process all person-identifiable information 

would be destroyed and any information used anonymised. There would be no 

impact on further service delivery. 

5.11 Anonymity  

In counselling research participants may say things which are later quoted in 

publications. Such quotes should be anonymised to protect the identity of clients. 

Pseudonyms are often a useful way of doing this. However in this particular 

research it was not anticipated that very personal details would emerge. The Data 

Protection Act 1998 (implemented in the UK in March 2000) stipulates that misuse 

of personal details has legal implications. Personal information needs to be kept 
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secure as well as any cros- referencing information – for instance with 

pseudonyms that could identify people. For the purposes of contact and later 

feedback to participants this information would need to be available. 

5.12 Codes of conduct, patients’ rights and protocols 

Professionals working in the health service have their own codes of conduct which 

may vary but essentially follow the basic principle of ‘Do no harm’. Within the Trust 

there are also protocols to be followed. Some of them seemingly having very little 

to do with morality, such as using a particular red zipped bag to carry files away 

from the office or other such seemingly illogical rules (although no doubt there is a 

logical reason if not generally known). Other protocols are easier to understand – 

using black ink when writing in files and using the 24 hour clock can be seen to 

make the notes as legible as possible and avoid any confusion with time therefore 

maximising patient care. There were individual and professional standards, health 

ethics and a Trust ethos all of which fall within the law. This is the standard that is 

set for routine work but as will be seen research, particularly when it is with young 

people, requires extra safeguards. The BMA (2013) comments that medical law 

has developed significantly since the 1980s and it continues to be fast moving 

making it challenging to keep abreast of developments. The Human Rights Act 

(fully into force in the UK by 2000) has contributed significantly to the rights of 

individuals. One point about modern Western society is the amount of legislation 

that has developed. Some can be attributed to litigation or fear of litigation but 

overall the aim seems to be to protect individuals and standardise services and as 

has been noted this is especially so with vulnerable young people. 

As an example of how an ‘incident’ can become part of law which then introduces 

protocols into the work place, the following example is given. Rule ‘43’ (Ministry of 

Justice 2011) was introduced following a serious case review. A GP had marked a 

referral ‘urgent’ but the screening clinician considered it not to be urgent and thus 

it was not handled as ‘urgent’. It appears that, shortly after, the individual patient 

had died in previously unforeseen circumstances. The presiding coroner had 

reprimanded the clinician for disregarding the doctor’s ‘urgent’ referral saying that 

the GP had a better knowledge than any clinician. From this rule the Trust 

developed a protocol of responding to every referral marked ‘urgent’ within 24 
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hours unless the screening clinician had had a conversation with the referring 

doctor and an agreement was reached that the patient did not need to be seen 

within the 24 hour period. In actual fact subsequent practice showed that often 

GPs mark a referral as urgent when they merely mean ‘as soon as possible’. This 

illustrates that new circumstances can bring a new level of bureaucracy into being 

illustrating the BMA’s (2013) comment about the development of medical law. 

Often CAMHS waiting lists have been lengthy. There is pressure for people to be 

seen although some cases may not be psychiatric emergencies. Not all GPs are 

familiar with CAMHS criteria. However most mental health clinicians have had 

direct experience of the needs of the client versus the needs and capacity of the 

agency. Williams and Kerfoot (2005) stress the importance of developing a ‘better 

harmony’ between the needs of the young people and their families and the 

‘realities of practice’. Herein lies a power balance. The same point was reached 

when the Ethics Committee required the research to be modified and the same 

was the case with the new managers who wanted their own interpretation. There 

is an element of fearing litigation in the development of protocols, but also some 

learning from previous mistakes leading to the development of an ethos within 

organisations.  Serious events that occur tend to produce a response within 

organisations.  The essence of caring for people does involve a certain aspect of 

measures to ‘cover your back’ and therefore protect yourself and your organisation 

but all within the concept of ethical care. After all, it is better to be proactive than to 

later regret it. Thus the point is made that within a large organisation such as the 

NHS certain protocols and ways of doing things have to be followed.  Research 

however leads to another dimension where all the t’s have to be crossed and the 

i’s dotted. 

5.13 Preparing to redesign  

It was a considerable time later when the new management were satisfied that the 

go ahead could be given. Thus potential participants who had previously been 

identified in the ‘old world regime’ would not necessarily be interested in the ‘new 

world’. Some found other resources, some no longer needed mental health 

services and some were just no longer interested. Also it would be hard to decide 

how to organise a ‘control group’. It would not now be ethical to keep people 
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waiting. Previously people had waited for appointments as the capacity to see 

them sooner had not been an option but with the new structure the aim was to 

eliminate the wait. 

5.14 Making the best of the situation 

In the midst of the new organisation things were very uncertain. Within a very short 

time the waiting time for young people would change. As already outlined there 

would no longer be a gap between ‘choice’ and ‘partnership’. The idea of a control 

group seemed an impossibility as did the point about randomisation, and yet there 

were a number of young people who had been seen for ‘choice’ and who had 

expressed an interest in mindfulness. These young people were at present waiting 

for further appointments. During this period NHS ethical approval was granted but 

the problem was how to do this research in the way that had been outlined in the 

application. Without a control group a new application would be required and the 

Committee had been quite specific about its inclusion to make the research both 

ethical and scientific. Therefore it was unlikely that the research would be 

approved without this and a complete redesign would be needed. However, the 

people who had been waiting and were on the point of being allocated to workers 

might be amenable to being included in a ‘control group’. These patients would 

have been waiting up until this point but would have already have had a ‘choice’ 

appointment where initial forms would have been competed as a part of the 

normal process. These would include HoNOSCA and CGAS and the SDQs. Those 

people who had shown an interest in mindfulness but preferred not to join a group 

could be invited to join the ‘control group’. For example, very socially anxious 

young people may prefer an individual format rather than a group. Consents could 

be obtained and they could then be seen by a clinician for on-going treatment 

without further delay. However it would be important to identify these participants 

and ask them to complete the necessary questionnaires before the start of their 

on-going treatment. As it had been some weeks since the ‘choice’ appointment 

new forms would routinely be done by the new clinician to assess whether there 

had been any changes. If they were willing to join the ‘control group’ all that would 

be necessary would be to fill in one extra form – the FMI. Although it could not be 

a completely randomised selection, those who had been interested in mindfulness 
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but were apprehensive about taking part in a group would be good candidates for 

such a programme and this seemed to be a fair way of approaching the problem.  

Logistical problems remained. There had been a change of location for clinicians 

but not for patients. The previous building was being de-commissioned and the 

new location was not yet available for patients. In order to see how many potential 

participants might be available, phone calls were made. An introductory meeting 

was planned and, with the assistance of a psychology student, letters were sent 

out inviting people to this meeting. It was decided to use the ‘old’ building on the 

basis that it was convenient for clients (and was the location of the ‘old’ clinic ) and 

also it contained a room that had enough space for about 20 people. The meeting 

was intended to be a briefing session for those who might be interested; however 

a disappointingly small number of people attended (four young people and two 

parents). One mother had telephoned to say they would be late and this was 

unavoidable. It became clear that this was a bad time for her. We considered 

making the meeting a little later but management were concerned as only the 

researcher and the psychology assistant would be present with the group if it were 

to be held later. This raised issues of security which management were not able to 

address. Therefore they stipulated a time for the group to finish by. Changing the 

day would not suit other people who attended. 

This session introduced mindfulness and explained the process of the research 

and a brief session of mindfulness was delivered so that people would have a 

better understanding of what it actually was. Information leaflets (see Appendix 2) 

were given out and people were invited to ask questions. It had been decided that 

four participants was the minimum number that would be viable to run a group. 

The Changing Minds website states that three can be regarded as a group 

although four is a further ‘improvement’. This was bearing in mind that during the 

course of the group there may well be people who dropped out and some 

participants may not be able to attend some sessions. Thus it seemed clear that it 

was going to be difficult. One young person was unlikely to come because of the 

time the group would be held and changing the day to the viable day for her would 

exclude another young person. We did advise people that we would not be able to 

start the group straight away but would let them know. At the end of the session 
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one young person said she was not interested - it was clear that ‘it was not for 

her’. In discussion afterwards it seemed from the four young people who had 

attended, one clearly had dropped out, and one was unable to come on the day 

planned. Thus it seemed we were ‘back to the drawing board’.  The following week 

at the same time another young woman arrived having mixed up the date of the 

meeting. It was explained to them what would be involved but they were advised 

that the group would not be starting until we had sufficient numbers. This was the 

point where we asked colleagues for support in identifying people who may be 

interested. 

At the time the Psychology Department had been planning to run a Cognitive 

Behaviour Therapy (CBT) group for young people suffering from anxiety but they 

too were having difficulties getting sufficient numbers. We collaborated and pooled 

resources. The decision had been made to postpone the CBT group but those 

who had been interested in joining would be invited to take part in the mindfulness 

group if they so wished. Further information about mindfulness was given at the 

first meeting where consents were obtained from those who wished to take part. In 

this way sufficient numbers were put together to get a small group off the ground. 

Colleagues were extremely helpful in putting young people forward as potential 

participants for the group. 

5.15 Pulling together a group 

In line with ethical approval ten letters were sent out to potential participants to 

invite them to an introductory session. This session was held in our original 

building as we were confident about the facilities in this venue. Four young people 

attended, two with parents. There were none of the people who had come to the 

original briefing.  We established that they did understand that the CBT group 

would not be going ahead until January, but for those who might be interested 

there was an opportunity to take part in a mindfulness group. A practical 

demonstration of mindfulness was given along with a full explanation of the 

research project and what would be involved. It was clear that one young person 

was extremely nervous and possibly she would not return. Handouts were given 

out and a FMI questionnaire was completed. One young woman in particular had 

difficulty in understanding the questions. Thus the questions were explained one 
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by one as this seemed likely to benefit them all. Ground rules were set. The 

suggestion we should be courteous and respectful to each other was agreed as 

was confidentiality. We discussed the outline and content of the course. A practical 

mindfulness practice was undertaken and the young people were asked to carry 

this on at home. The two young people with parents signed the consent forms and 

returned them. The very nervous 17 year old did not sign – she said she was not 

sure and she was assured that this was fine. The following session was to be held 

in our new premises and thus maps were given out so that people could find their 

way. (Please note that the first names used are all pseudonyms with the exception 

of my own name.) 

5.16 The pilot group 

Between sessions, on talking to a colleague it became clear that she knew 

‘Marcia’ (the very nervous 17 year old).  My colleague expressed that ‘Marcia’ had 

in fact done tremendously well to attend at all considering that she had been 

unable to attend school for two years due to social anxiety. I decided to give her a 

call to tell her how well she had done to attend as I had not realised just how 

difficult this must have been for her. I felt that it should be acknowledged that she 

had made a big effort to attend. She said she would be attending the next session. 

I rang the young woman who had arrived on the wrong day to discover that she 

had declined mindfulness in favour of Spanish lessons held at the same time and 

day. Perhaps her Spanish grades were causing her stress and she decided to try 

and resolve this by doing extra lessons. 

For the next two or three sessions it was not clear whether this was the full 

complement we could expect. The two young people who attended seemed to be 

benefiting. They both had serious problems with social anxiety and yet they had 

managed to cope in a small group situation. This in itself was a positive outcome. 

Given that it had already been difficult to recruit sufficient numbers of young 

people it was by no means certain that postponing the group with the objective of 

getting larger numbers would be any more successful. Plus there were other 

young people who had agreed to act as a ‘control group’. These young people had 

been approached and while they did show an interest in mindfulness they did not 

wish to take part in a group. This appeared to be the only way a ‘control group’ 
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could be envisaged in the new structure and to by-pass this opportunity meant that 

a complete redesign would have been necessary for the research to continue. 

Thus there were a number of valid reasons to continue with the sessions at that 

time – small as the group was. Baldwin (2005:1) points out that ‘As part of a 

mostly psychologically based service, it is also much harder to research’. 

Sometimes it is not clear how things will evolve. 

5.17 The ‘control group’ 

There had been a further six young people potentially interested although they had 

not attended the information session. Four people were still interested. Consents 

were obtained but in the event only two of these were used as ‘control group’ 

members. These were the participants who had all the relevant questionnaires 

(HoNOSCA, CGAS and SDQs) completed on file. At that time they were starting 

their ‘partnership’ appointments where routinely the above three forms would 

again be completed (as they were some months previously). Additionally they 

were asked to complete a FMI questionnaire. 

5.18 Conclusions and new pathways 

It was an interesting first step although disappointing with the small number of 

participants. It did however seem that the young people appeared to be benefiting 

which helped to make the decision to let the group run its course. The mindfulness 

group continued throughout the eight sessions with Marcia and Bethan attending 

most sessions. It proved to be a valuable experience in formulating session plans 

and acting as a pilot study. This pointed the way to undertaking the project again 

with more participants. The process of the group and the outcomes are discussed 

in Chapter 6. 

5.19 New decisions 

After this pilot group had run its course there were some decisions to be made. 

There had been some encouraging results but the group had been very small and 

there was a need to undertake the sessions again with a larger group. One 

important decision was whether to try and recruit participants within NHS CAMHS. 

There were very legitimate considerations: 
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 The new referrals were now going to the new ‘single point of access’ team 

located in a different building.  

 By this time any ‘new’ patients known to the current team would all have 

started receiving some kind of therapy which would cloud any results of a 

mindfulness group. 

 Also the idea of a ‘control group’, insisted upon by the NHS ethics committee, 

would be out of the question. (The Trust had been very clear that there would 

be no further waiting period and any other group of patients would thus be 

having some other sort of treatment.) 

 Clearly new ethical approvals would have to be sought, not only from the NHS 

ethics committee but also from the University and the Trust. 

 Agreement would need to be reached about the research protocol with the new 

set of local managers. At this time they were struggling to cope with the new 

organisational structure with each team having their own agendas. 

The new structure limited the possibilities not only in terms of recruitment but of 

procedures which could be followed. There was no longer ‘the gap’ and people 

were being seen quickly for one or two sessions. This would not fit with an eight-

week course of mindfulness. Although it might become clearer to map a way 

forward when the new system settled it did not seem that a way would be found 

without radical rethinking. Maitland and Thomson (2014) claim that people are 

more productive if they have more autonomy over their work. How the project 

could evolve seemed very uncertain during this time period. Bond (2010) writes 

about agency policy, professional codes and bureaucracy.  Not only does one 

have individual moral standing to achieve, but also this has to fit with agency 

policy and the requirements of bureaucratic organisations. Within an organisation 

as complex as the NHS, there is a high level of bureaucracy. As Gilbert and 

Choden (2013:19) express, ‘the drive for increased efficiencies is now recognised 

to be turning the British National Health Service’....’ into an uncompassionate 

service’.  
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As part of CAMHS work we often had contact with the local Inclusion Centre as 

many of our clients attended there. A favourable conversation with the head 

teacher of this Centre opened a new possibility as interest was shown in taking the 

project forward for the pupils attending the Centre. The Centre was small and had 

a lot of autonomy. The fact that they welcomed the idea of a mindfulness 

intervention was encouraging. Much of what has been said in previous chapters 

about mental health being ‘Every One’s Business’ highlighting the pressures on all 

services gave validity to conducting the research with these vulnerable young 

people in their educational setting. It is not always necessary that young people 

should attend CAMHS as Kurtz (2005) has said there is not only one way of 

providing a service. Also it had always been envisaged that the potential group 

would be ‘routine’ and ‘non-urgent’ in respect of their mental health. Young people 

attending the Centre would be in a similar category. 

A decision was made to take the research out of the NHS completely and enlist 

the co-operation of the Head and staff of this Centre. This also opened up new 

possibilities as teaching staff were also interested in the research. 

5.20 A sideways step 

The Centre provided a tuition service for the local authority. The building was 

shared with a pupil referral unit although the services were separate. Pupils were 

of secondary school age and were referred from their mainstream school. The 

criterion for referral was that they were not achieving nor succeeding in their 

mainstream school. Part of the admission criteria was that they were receiving 

help from CAMHS. The Centre sought to provide a positive and inclusive 

community where young people were enabled to achieve high standards of 

progress and succeed in a supported safe environment where this would be 

possible. The unit was small (about 20 pupils on roll) and the staff ratio was good. 

The pupils remained on the roll of their mainstream school but attended the Centre 

for their education. A few of the pupils received home tuition from the service as 

they were not able to attend the Centre – for example those young people who 

were suffering from agoraphobia. Often progress would be made with home tuition 

and the young people would be encouraged to attend the Centre. Often this would 

start on a part time basis. Thus the environment was a very nurturing one where 
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staff sought to look to the emotional needs of the young people. In addition to 

formal lessons they often undertook various projects. For example the art room 

was full of various creations and the corridor displayed photos of trips they had 

been on and various actives they were involved in. Additionally from time to time 

there would be displays celebrating various festivals such as Easter, Diwali, Eid 

and Hanukkah. 

Having said this, it should be mentioned that this was an area where 95.25% of 

children were white British (Local Authority Statistics 2015). Demographically the 

area was neither especially disadvantaged nor affluent compared with the rest of 

the country. For example child poverty figures were 26.3 for the area compared 

with 25.1 for England. Clearly there were parts of the Borough which were more 

affluent than others. The Centre itself was situated in an urban area close to the 

town centre consisting mainly of residential terraced houses. However, the young 

people themselves came from different parts of the town, many of them being 

transported to the location, thus representing more than one geographical area. 

There did not appear to be any clear class difference between the young people 

and they all had in common the fact that they struggled in their mainstream school.  

Thus the students were vulnerable and likely to be of a similar vulnerability to 

young people known to CAMHS. In fact, of the eight pupils who joined the group 5 

had been or were open to CAMHS and two had ASD. The Centre had previously 

shown an interest in mindfulness and it seemed likely that we could collaborate. 

Clearly this new partner organisation would involve new sets of ethical approval to 

be obtained but it seemed more viable than the NHS process. There were a 

number of reasons for this: 

 firstly because the parameters seemed fairly clear,  

 the Head wanted  involvement with the mindfulness project and 

 a number of teachers were also interested  

 the young people were students at the Centre and would be attending daily 

for their education. A weekly session on mindfulness seemed to fit in  
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 it would no longer be in the auspices of the NHS and although new ethical 

approvals would be necessary it seemed it would involve only the co-

operation of the Centre and University approval. 

A presentation facilitated by the Head was given to the teachers and this was 

favourably received. Research at the Centre would need new approvals but it 

seemed a more favourable environment in which to take the research forward. 

5.21 Approvals and modifications 

The Head was already on board with the idea and there was little difficulty in 

gaining consent from the educational establishment which involved only an outline 

of the protocol and a request to carry out the research. New ethical approval 

applications were forwarded to the University and, facilitated by the fact that NHS 

ethical approval for a very similar project had already been obtained, did not take 

too long to gain new University ethical approval.  Two staff members expressed an 

interest to join the group and it was agreed that they would take part. 

In the original NHS ethical approval forms there had been questions about 

safeguarding the participants – for example if they were to become distressed.  In 

the original plan there had been a team of people who could have been called 

upon – although the likelihood of this being needed was remote. In this case the 

teachers would already know the young people well and would be present to 

facilitate any necessary assistance. The project itself was not wildly different from 

the original except that the control group was no longer a component as this was 

not available. This gave weight to the use of the single case evaluation method 

(Kazi and Wilson 1996) which has been more thoroughly discussed in Chapter 3. 

The group would run for a number of sessions with the same questionnaires being 

utilised. The results would then be evaluated. The teacher’s presence presented a 

further modification. The original questionnaires used routinely in CAMHS for 

young people were fine for the young people but were not suitable for adults. Thus 

consideration was given to appropriate questionnaires for the adults. The FMI 

(Walach et al 2006) was still appropriate but another measure that quantified 

stress levels was necessary. The PSS (Cohen et al 1983) seemed appropriate. 

This is a measure which is widely used and appears on the website for the online 
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mindfulness course introduced by Dr Mark Williams. Not only did this seem 

suitable for the adults but it also seemed useful for the young people. Thus this 

questionnaire was introduced to be completed by both adults and young people. 

5.22 The new recruitment process 

As outlined above in the first instance a meeting was arranged with members of 

the teaching staff to explain to them what mindfulness was about and to outline the 

process. This also put them in a position to be able to talk to the young people to 

and monitor their interest. It was explained that the group would consist of eight 

sessions followed by a focus group and a subsequent interview with parents. This 

had also been the original outline plan. Also there would be questionnaires to 

complete at the beginning and end of the sessions. New consent forms were 

produced – largely based on the originals but suited to pupils attending an 

inclusion centre. Staff followed up this meeting by giving out information sheets 

(see Appendix 2). A number of pupils were interested and a meeting was arranged 

to discuss mindfulness and what was involved in attending the group. In all, 11 

young people and teachers attended this meeting. Eight of the eleven young 

people who had attended the introductory session put their names forward to join 

the group. The project would go ahead. The pilot group had helped to map out the 

progress of the sessions and would be valuable now to adapt to this group of 

young people. 

Chapter 4 considered the beginning of the research process and how this 

developed and this chapter has continued, considering some of the difficulties 

encountered with the ethical process within a climate of organisational change. 

Modifications became necessary and a revisiting of ethics. Finally a pilot group, 

proving very useful in helping to focus ideas for future groups, went ahead. 

Subsequently new decisions were made when an opportunity presented itself. 

New ethical approvals were obtained and a new group was established. Chapter 6 

describes the participants and follows the process. 
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6. The research pilot, the new group and the 
outcomes 

 

6.1 Overview 

The aim of the research was to establish whether mindfulness delivered in a group 

format to a group of vulnerable young people would assist them to manage better 

the challenges they faced. As discussed in Chapter 5 difficulties of an 

organisational nature delayed the main project, however a small group of 

participants did take part in what became a pilot study. This chapter considers 

firstly this pilot group, the progress and the results and the learning that was then 

taken forward. The chapter goes on to give some background to the recruitment 

process of the new group before proceeding to describe the individual profiles of 

the young people who went on to attend the mindfulness sessions. The chapter 

then moves on to consider outcome measures for the new group of participants. 

As has been noted, after completion of the sessions, the mindfulness-based 

intervention was to be evaluated in a number of different ways (see Chapter 3). 

This chapter considers the quantitative outcome measures: the SDQs (Goodman 

et al 1998), the CGAS (Gould et al 1983), the HoNOSCA (Gowers et al 1998) and 

the FMI (Walach et al 2006) thus providing a single case review method (Kazi and 

Wilson 1996). Both the pilot and the main group results are discussed. Before 

looking at the results of the outcome measures for the ‘new group’, consideration 

is given to the content of the actual sessions. The results of the SDQs are 

discussed with a reflection on links to mindfulness benefits and other factors. 

CGAS and HoNOSCA, the PSS (Cohen et al 1983) and the FMI (Walach et al 

2006) are all discussed in relation to the impact of the mindfulness intervention.  

Some reflection is given to the questionnaires and what they are intended to 

measure. 

6.2 The pilot group 

As the research progressed organisational changes necessitated a different focus. 

A number of young people had been interested in taking part and it became 

possible to put together what became the ‘pilot group’. 
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The pilot group was composed of two young people. Segal et al (2002:92) 

promote the idea of discussion and feedback as ‘the main vehicle for teaching’. It 

was always anticipated that it would be difficult due to the high level of social 

anxiety that the participants suffered and getting them to discuss their individual 

experiences of mindfulness would be challenging. The Merriam Webster dictionary 

(2016) defines a ‘group’ as two or more people but higher numbers would have 

been preferable. Nevertheless as discussed in Chapter 5 it was not clear whether 

more participants would join in and additionally the mother of one of the young 

people (Bethan) joined in. Although she was not regarded as a participant, Bethan 

had not wished her mother to leave and her presence facilitated conversation with 

Bethan. (The Changing Minds website states that three can be regarded as a 

group.) ‘Marcia’ was the other participant (only pseudonyms are used) and was 

aged 17. ‘Bethan’ was aged 14. All of the sessions were attended by Marcia and 

Bethan (and Bethan’s mother) apart from one session which Bethan missed due to 

illness. Neither Marcia nor Bethan attended on the date set for the ‘focus group’ 

session. The date had been specified before Christmas with a date early in the 

New Year but people were busy with their own activities. In the event the relevant 

questionnaires were sent out to the participants together with a request for them to 

write down their views about the group on a separate piece of paper. Given the 

difficulties they both had with social anxiety this seemed a more productive 

method of getting their views. Goncy et al (2010) discuss various strategies for 

retaining participants in a study. One such idea was to send out handwritten 

greetings cards. Retrospectively a Christmas card together with the questionnaires 

and the request for their views would have been better. 

6.3 Participant and adult views about the effect of the sessions 

A meeting was arranged with Bethan’s parents to complete the parent interview. 

Marcia’s situation was a little different: her mother was in full time employment and 

I had never met her. Marcia had usually arrived for the sessions with her 

boyfriend. Marcia was 17 and her mother seemed less involved in her life. Thus it 

seemed appropriate to ask him about any changes he had noticed in Marcia. He 

was actually an adult (having just turned 18) and had done much to support her. 
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Bethan’s parents felt unable to say whether or not they thought mindfulness had 

helped her. They remained concerned about her and it was clear that she needed 

further review from CAMHS. Thus it seemed that the role of researcher was 

somewhat overshadowed - one of the issues with practitioner research. Fox et al 

(2007) identify some of the potential role conflicts that this may incur, however in 

this case Bethan was not my direct client and I was able to relay the parents’ 

concerns to her mental health practitioner. Fuller and Petch (1995) list the 

closeness of the practitioner to the ‘regular‘ work as one of the disadvantages of 

practitioner research. 

As mentioned above, the focus group had not taken place but questionnaires had 

been sent out to the young people together with a request for them to write down 

their comments about their experience of the group. Bethan’s paper was blank.  

Her parents said that she told them ‘I don’t know what to write’. I later discovered 

that while she had attempted the FMI questionnaire she had only completed the 

first two questions. She had had a fairly high score to begin with (36) but 

answering only two of the fourteen questions made it impossible to establish 

whether she had made any progress in mindfulness (results for the FMI are given 

in Table 2 below). 

A meeting was arranged with Marcia’s boyfriend as he was probably in a better 

position to comment on any difference in Marcia as he was frequently in her 

presence. I had received her written comments which read ‘I am sorry Anna but 

my mind is just too busy to be able to be mindful’.  

Although her boyfriend said he hadn’t seen any change there were some 

positives.  He had been surprised to see her following the sessions through all the 

way as often she had given up on things. He explained that it was difficult for 

Marcia to go places and how he tried to keep her settled. He described how 

recently they had been at a friend’s house - she had appeared ‘frozen’ but had 

stuck it out and not just left. These were improvements in her ability to manage her 

social anxiety and it was hard to be sure of causality although it remained a 

possibility that some of the mindfulness practice had helped her to be more 

tolerant. Marcia’s mindfulness questionnaire score had been a low of 19 at the 
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start of the sessions but at the end she had an even lower score of 13. Part of this 

could be due to her being unsure of the concepts in the beginning and thus filling 

in the form without adequately understanding it was likely to produce an unreliable 

result. Additionally she missed out 2 of the 14 questions. 

6.4 The control group 

As discussed in Chapter 5 the ‘control group’ consisted of young people who had 

been waiting for individual appointments but had not wanted to join in group 

sessions. The two young people selected for the control group were ‘Leila’ who 

was 14 and ‘Jane’ who was 16.(pseudonyms are used). They had previously 

completed paperwork on file from the time of their ‘choice’ appointment (CGAS, 

HoNOSCA and SDQs). They were asked to complete the FMI and as a matter of 

on-going treatment they also repeated the CGAS, HoNOSCA and SDQs which 

they had agreed would be utilised for this research. 

Table 2 FMI scores 

 

 

 

             

 

In the above table the ‘control group’ only completed the FMI on one occasion and 

the pilot group’s second scores were incomplete.  Marcia left out two questions 

and Bethan only completed two of the questions. Leila’s scores are interesting as 

discussed below with her other results. 

6.5 Outcome measures for the pilot and ‘control’ groups 

Firstly because of the size of the group and especially as some of the outcome 

measures were not completed, any analysis became very difficult, thus any results 

can only be very tentative. A single case review method (Kazi and Wilson 1996) 

was used and the collective results are given below in Table 3 before considering 

the individual questionnaire scores. 
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Table 3 Collective outcome scores 

 

 

The total SDQ scores before and after the sessions (T1 and T2) appear first in 

Table 3 above. There was little change in the scores of the pilot group although 

the control group score did reduce. This was thought to be mainly due to the 

improvement of one of the participants (Leila - see below). The HoNOSCA scores 

showed improvement for both pilot and control groups which was again reflected 

in the CGAS scores (please note that in the case of CGAS higher scores indicate 

improvement. 

The SDQ scores are given below: firstly the pilot group (Table 4) and then the 

control group (Table 5). As discussed in Chapter 3 the SDQs cover a range of 

domains divided between the 25 questions. Total scores are given on the ‘overall 

stress’ measure and the scores are then given in the various sections. This can be 

useful in considering whether there has been any improvement in a particular 

domain – for example peer relationships. The questionnaires are largely scored on 

line and an individual print-out gives a score line by line with an indication of 

whether the score is low, high or average and where that score lies within the 

general population. Each domain has a different scale range and for the purpose 

of this research average ranges have been indicated by the side of each domain. 

Two boxes are positioned after the young person’s name, the first of which is the 

score before the mindfulness sessions (T1) and the second box is the score after 
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the sessions took place (T2). Lower scores indicate less stress except in the case 

of ‘helpful behaviour’, representing the pro-social domain. Higher scores here are 

seen as improvements. 

6.6 SDQ Outcomes of the ‘pilot group’ 

These are given below in Table 4. Results for Marcia and Bethan as well as their 

parents are represented. 

Marcia seemed not to have benefited during the sessions based on her SDQ 

results. Her reported overall stress had increased as had three other domains. Her 

‘helpful behaviour’ decreased but peer relationships remained the same and there 

was a slight reduction in her emotional stress levels. Her mother’s scores cannot 

be compared as only one set was present. However her mother’s scores were 

overall lower than Marcia’s suggesting perhaps a more optimistic view. 

Table 4 SDQ outcomes for the pilot group 
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Bethan’s self-report score on overall stress had dropped (from 19 to 15). Her 

parents however scored an increase although their scores were lower than 

Bethan’s. Her emotional distress levels remained the same while her parents 

registered a slight drop. They also noted an increase in behavioural difficulties. 

Bethan rated her hyperactivity levels as slightly decreased while her parents’ 

scores had increased. The fact that her reported ‘helpful behaviour’ had dropped 

was also confirmed by her parents. The impact of her problems on her life had, in 

Bethan’s view, decreased while her parents registered an increase. The 

differences in Bethan’s and her parents’ scores are interesting and, as Burton 

(2014:5) suggests, this could provide ‘a window of opportunity’ for further 

discussion and clarification. It would seem that Bethan had a range of emotional 

difficulties. Her mother described her as ‘difficult to read’ (as written in the 

comments of the initial SDQ) and sometimes ‘going from crying to laughing’. I 

discovered this for myself when I asked her to draw her ‘favourite place’ and she 

burst into tears. However as Thompson and Chambers (2012:28) state, it is 

important to recognise that we are all vulnerable and they refer to the ‘core 

principles’ of normalisation already employed by mental health practitioners. 

6.7 SDQ Outcomes of the ‘control group’ 

The results of the ‘control group’ SDQs appear below (Table 5). The CGAS and 

HoNOSCA results for both groups appear later in this chapter. While it might be 

anticipated that a period without treatment would tend to make a person worse this 

is not always the case. Bowden (2011:10) writes about the body having ‘an almost 

wondrous ability to heal itself’’ a fact that is ‘absent in conventional Western 

medicine’. Leila had improved during the period she had been waiting for further 

appointments. Leila’s SDQs show a reduction in stress levels in all areas. This 

was except in the category of ‘helpful behaviour’ which increased (as one would 

expect from better functioning). Her mother’s scores in the main also reflect the 

same trajectory. One interesting point is that while Leila felt that the impact of her 

problems had diminished (down from five to zero), her mother had thought the 

impact had increased. 
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Table 5 SDQ outcomes for the control group 

  

Jane however had not shown such progress although her scores had shown a 

little reduction in her overall stress and emotional stress levels, both of which were 

extremely high. Behavioural difficulties had slightly increased. Her hyperactivity 

levels remained the same. Peer relationships had slightly improved as had her 

‘helpful behaviour’ but the impact of her difficulties on her life had remained the 

same - at a high level. Her mother considered that the impact of her difficulties on 

her life had increased and were at an even higher level. 

From these SDQ results there would seem little difference between the control 

group and those young people who had attended the mindfulness sessions. There 

were improvements in both groups but Marcia’s final scores had increased 

although Bethan’s score had somewhat improved. Both young people in the 
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‘control group’ had shown some improvement (Leila more so than Jane). However 

with such small numbers it would be difficult to draw conclusions. 

6.8 HoNOSCA and CGAS 

The HoNOSCA is a score that is graded to measure different areas of potential 

difficulty in a young person’s life. The scores are then added together to give an 

overall result (see Chapter 3 for further details). The different scores for young 

people in the pilot and control groups for the HoNOSCA are shown in Figures 2 

and 3 below.  

        

Figure 2 'Control group'                         Figure 3 ‘Pilot group  

 

Please note that with the HoNOSCA (above) lower scores indicate progress but 

with the CGAS higher scores indicate progress. 
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Table 6 CGAS results 

 

6.9 The outcomes of the control group 

As shown in Figure 2 Jane had increased her HoNOSCA score signifying that at 

the time of second questionnaire she was doing worse than she was when the first 

scores were taken and although her CGAS score is up a little (showing some 

improvement) it is still within the same band of ‘obvious problems’. Overall this 

would be expected for someone in the ‘control group’ not receiving treatment for 

the period under review. Jane’s SDQ scores had shown the same pattern. Dahl 

and Lundgren (2006:293) describe a case study where a person who suffers from 

a physical condition gives up more and more of her normal activities. ’It sounds 

like your pain is squeezing the life out of you?’ This pattern is often followed by 

people who are low in mood or depressed. They avoid going places, doing things 

even hiding away and not attending school but these activities are just the ones 

which bring some respite to the bad feelings which otherwise tend to go round and 

round in people’s heads. Without any distraction this ultimately makes them feel 

worse.  Segal et al (2002) explain clearly how such rumination cumulates which is 

often a factor in depression. It seems that these factors may well have been 

present in Jane’s life. 
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Leila on the other hand had improved on all the score tables. This was an 

unexpected result but the history showed that there had been bereavement in her 

family around the time that she was seen for a ‘choice’ appointment. Time itself 

can be a great healer in helping people to adjust to loss. Dogra et al (2002:138) 

describe a ‘normal’ mourning stage where the young person  

‘may express despair, anger, guilt, sadness, hopelessness, self-blame 

and worthlessness’, with possible changes in behaviour and sleep’. 

It would seem that Leila may have been referred to CAMHS when she was in such 

a distressed state. At her ‘choice’ interview the clinician would have listened and 

reassured her about ‘normal’ grief reactions – told her that it wasn’t her fault and 

that it would take time. This may well have helped her set things in a better context 

and started her on the road to recovery.  Also her mindfulness score had been 

quite high (41) establishing that she was already quite mindful - which may have 

helped her recovery, while Jane’s mindfulness score had been relatively low (21). 

See Table 2 above. 

6.10 The outcomes for the pilot group 

There had been a slight reduction in Marcia’s emotional distress score on her SDQ 

although other scores were not as encouraging. However it seems that while 

Marcia felt she was not doing well clinicians who scored her independently on the 

CGAS and HoNOSCA felt that she had improved. Her HoNOSCA score showed 

an improvement of 6 points and her CGAS score had also progressed pulling her 

out of the ‘obvious problems’ range into the ‘some noticeable problems’ area. 

Marcia’s statement ’my mind is just too busy to do mindfulness’ resonates with 

Gilbert and Choden’s (2013) three problems of practice: attention hopping, 

rumination and brooding, and emotional avoidance. These can be overcome by 

non-judgement but in order to do this you need to be able to be compassionate to 

yourself. This is not easy for people who have had a lot of difficulties in their life. 

‘For all kinds of reasons our present-moment experience can be so 

painful and conflicted that we don’t want to be there’ (Gilbert and 

Choden 2013:144) 
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Bethan’s score on the SDQs showed some slight improvement although this was 

not always reflected by her parents’ scores, however her HoNOSCA score (and 

again this was independently scored), improved from 12 to 9 points and CGAS 

improved slightly from 62 to 65 although still within the same category of ‘some 

problems’. It may be that Bethan also faced similar challenges to Marcia. It was 

hard to tell and, as her mother had observed, she ‘was hard to read’. It is a matter 

for consideration whether people are at a stage where they can be receptive to 

mindfulness. It was assumed that ‘routine’ clients would fall into this category but 

this would need to be reviewed – especially in view of potential future service 

delivery. It may be that some clients with more serious problems would require a 

different approach. 

It had been my belief that the young people in the pilot group did seem to be 

benefiting and that had helped to make the decision to let the group run its course. 

The pilot was a useful exercise and proved to be a valuable experience especially 

in formulating session plans and considering which strategies seemed most 

effective. Although the results were unclear my own observations were that the 

young people appeared to be doing quite well. The fact that this was echoed by 

other CAMHS clinicians who gave the final scores, despite the young people’s 

individual more negative view, was very encouraging. Also it had been very useful 

to conduct the sessions with young people as this provided a focus on the 

activities and materials used. This pointed the way to undertaking the project again 

with more participants. 

6.11 The new mindfulness group 

Chapter 5 describes the process which led to the establishment of a new group of 

participants. The NHS re-organisation had made it necessary to re-think the 

project and a local Inclusion Centre had been interested in mindfulness. The first 

step in the Inclusion Centre was to hold an introductory session to explain what 

would be involved in the project for those who wished to take part. At this stage it 

was unclear who the participants would be although some of them had shown an 

interest. The session was attended by eleven young people and some teachers. 

Subsequently eight young people and two teachers, (Mary and Christine) put 

themselves forward for the group. Three young people dropped out (one after the 
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first session) and thus there were five young people who completed the sessions. 

Altogether most of the sessions were attended except for an occasional absence 

due to illness. Individual profiles are given below although all names have been 

changed to protect identity. 

6.12 Individual Profiles  

Individual descriptions of the young people who took part in the sessions are given 

here using pseudonyms. The following information about the young people was 

gained from discussions with the teachers as well as personal contact. Katie was a 

delightful young woman with a bubbly personality. She lived with her Mum and 

Dad and younger brother and sister. Katie was 13 years old at the time of the 

intervention and she had attended the Centre for about a year. She had previously 

attended a mainstream school but her parents had been concerned because of 

some ‘odd’ behaviour. Thus she was referred to CAMHS where she was assessed 

and found to have a very patchy intelligence quotient and attention deficit 

hyperactivity disorder. However her verbal skills masked her other difficulties. Her 

mainstream school had failed to recognise that Katie had any difficulties and 

reported that she was working in the middle range and had no behaviour 

problems. Katie was most unhappy at school but things only came to a head when 

she completely refused to attend school. Agreement was reached for her to attend 

the Centre, initially for a temporary period to give time for reviewing her school 

placement. However her progress and happiness improved so much that it was 

agreed that she could remain at the Centre. 

Jack was 14 at the time of the project.  He had been diagnosed with autism, 

although at the higher achieving end of the spectrum. Jack was an intelligent and 

thoughtful boy although he didn’t always get social cues. He had an older brother 

(who had no apparent difficulties and attended a mainstream school). They lived 

with their Mum and Dad. Jack had experienced difficulties on joining high school. 

He had coped with it somehow for a while but problems became more 

complicated. Meetings were held and Jack was placed in a special unit within the 

school designed to meet the needs of autistic pupils. However this did not work for 

Jack. After some quite lengthy negotiations he started attending the Centre which 
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proved to be a much better placement for him. He continued to make good 

progress. 

Jessica was 14. She was the youngest of three siblings in a family with a single 

parent Mum. She had an adult brother and sister and her sister had a child of her 

own. Her sister had recently had operative treatment (at the time of the sessions) 

which although not at all life threatening had required her Mum to undertake extra 

responsibilities while she recovered. Jessica had emotional problems and needed 

support – for example she was unable to travel by public transport. Nevertheless 

her Mum had taken on board Jessica’s difficulties and had gone to some length to 

help her. Jessica had obsessive compulsive disorder and had had periods of 

trichotillomania (compulsive hair pulling). When it came to starting high school 

Jessica just could not manage this and she started to attend the Centre. She had 

been a pupil at the Centre for the last two and a half years. Her Mum felt that 

Jessica did not talk to her much about any concerns she might have. Jessica kept 

herself busy with her two horses which seemed to have made a positive 

improvement in her life. 

By contrast it would seem that Emily and her Mum did talk about issues with each 

other. Emily was 15 at the time the sessions were held and she appeared quite a 

mature young woman. She lived with her Mum and Dad and older sister. Her older 

sister faced pressures at high school and had undergone a considerable amount 

of stress. Emily was an intelligent young woman who had not wanted to have the 

same experience. Also at the time of starting high school she had other issues to 

cope with. She had epilepsy and also became ill with glandular fever leaving her 

with ME. Her placement at high school had hardly managed to get started when 

she was referred to CAMHS. Shortly after this she was referred to the Centre. She 

was functioning much better and achieving at school when I met her and she had 

been discharged from CAMHS. 

Matthew was 13 years old when the sessions were held. He lived with his Mum 

who also had some difficulties of her own. Matthew had attended the Centre since 

January 2014. He suffered from a form of dyslexia that seriously hampered his 

academic progress. He was an intelligent boy and appeared confident and able to 
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speak up for himself but there was a marked difference between his verbal 

performance and what went down on paper. This previously caused him much 

frustration as his learning difficulties were never diagnosed in high school. He was 

also bullied. He frequently lost his temper and got himself into a lot of trouble. At 

the Centre he made progress and his temper had no longer been an issue. 

William was autistic and at the age of 12 was the youngest pupil attending the 

Centre. I know little about his family but understand that he came from a fairly 

large family. He had a number of siblings and social services were trying to help 

the family. William expressed a concern that he did not get time to himself. He 

attended the first four sessions but then said that he did not wish to continue. His 

reasons are given later in this chapter. 

Megan was 16 at the time of the project. She lived with her grandparents and it 

seems that she had done so for most of her life. It would seem that her mother had 

her own difficulties and had another family living elsewhere. Her grandparents 

were doing well with her care but Megan had had a number of traumas to face in 

her life. She suffered from diabetes which had only been diagnosed comparatively 

recently. Megan attended the first four sessions but she had an exam on the day 

of the fifth session and did not attend. By the time of the next session she had 

finished all her exams and was therefore able to leave school. Although she was 

invited to join us she did not return to school. 

Paula was 15 at the time the sessions were held. She was a girl who had 

problems with an eating disorder and attended CAMHS for that reason. She 

attended the first session but then told staff that she no longer wished to attend. 

Thus all the participants had some level of difficulty although these were different 

from one another but with some overlap. Their average age was 14 and although 

the age range was between 12 and 16 they were likely to have attended many 

lessons together because of the small numbers attending the school (there were 

about 20 pupils on role but not all of them attended the Centre). Therefore in some 

respects they were already a group when the sessions started. 
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6.13 The plan for delivering the sessions  

As discussed in Chapter 1 other work of a similar nature has been done before. 

Semple et al (2006) held a series of mindfulness-based sessions over twelve 

sessions containing many of the same elements that this research contained. 

Salzman and Goldin (2008) undertook a programme of mindfulness-based stress 

reduction for children which ran over an eight week period. Semple and Lee’s 

(2008) programme was designed to treat anxiety in children using mindfulness. 

This also ran over a twelve-week period; much of the content was about 

experiencing things - hearing, touching, and differentiating thoughts and feelings. 

Thus this programme was designed to include many of these elements and giving 

consideration to varying the sessions but always with the element of mindfulness 

practice being an essential part of the sessions. 

This was to be a series of sessions delivered over an eight-week period and then 

evaluated in three separate ways:  a focus group, the parents’ views and the 

questionnaires (outcome measures) which reflected the single case method of 

evaluation (Kazi and Wilson 1996). Gunaratana (2009) states that the benefits of 

mindfulness are more like ‘side effects’ and that the calm that one may seek from 

it is illusive. Although it seemed that no hard and causal ‘evidence’ could be 

certain it was felt that any trends indicating improvement might be encouraging. 

The aim was to see if mindfulness might potentially impact although of course 

there were likely to be many other things in the lives of these young people which 

could also have impact. Indeed some positive changes were noted as will be seen 

later in this chapter. 

6.14 The content of the sessions 

The session plans can be found in Appendix 1, together with the supplementary 

materials which were used in the sessions. Below is an outline of the sessions as 

they were delivered. All the sessions contained actual mindfulness practices and 

some home practice (during which they were encouraged to continue 

mindfulness). Sessions started with a ‘feedback slot’ on the previous home 

practice and the previous week’s session. 
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6.15 Introductory Session  

This is described in detail in Chapter 5. The plan was to outline the research and 

give some explanation of mindfulness. A snow globe was useful in illustrating just 

how busy our minds normally are, hence: let the snow settle to view things more 

‘clearly’. 

6.16 Session 1 

Much of the session was about ‘getting to know you’, ground rules and basically 

what mindfulness was about. We looked at how the brain works – how it has 

developed through evolution and of our tendency to remember the ‘bad’ things 

rather than the good. These points were illustrated by different stories – ‘the 10 

shops’, ‘the mule in the well’. We concluded by looking at pictures of different 

images to help with the idea of letting thoughts go – falling leaves, running water, 

clouds drifting etc. 

6.17 Session 2 

This session discussed the body’s stress reaction with a video clip to support this. 

The young people were then asked to breathe slowly and deeply, then quickly and 

shallowly to illustrate how this made them feel different. They were asked to 

identify three good things that had happened during the day focusing on finding 

the positives. A CD with a guided 15 minute body scan was played and a home 

practice handout with instructions for mindfulness practice was given out. 

6.18 Session 3 

We talked about the ‘good things’ with encouragement to continue this. This led to 

talking about emotions – what they are – why they are useful –and how they can 

be unhelpful. Thoughts are not necessarily true. The story of the magic tree and a 

picture of the Gruffalo’s child helped with this. We then looked at some illusions - 

pictures that could be seen in different ways. 

6.19 Session 4 

The session looked at not pre-judging using the story of Sai and the horse to 

illustrate this. Attention was paid to noticing thoughts and feelings and their effects. 

Also to the senses – smell, touch and taste. Activities used were ‘Know your 

Orange’, ‘Eating a raisin mindfully’’ and ‘What’s in the box?’ 
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6.20 Session 5  

This session continued the theme of noticing thoughts and feelings and their 

effects. A video clip illustrating selective attention was played followed by a 

listening exercise (which in this particular case was very difficult due to noise 

coming from two adjoining classrooms)  The importance of belief was pointed out 

with a hand-out on this topic. 

6.21 Session 6 

This session focussed on individual experiences of mindfulness with 

discussions about activities that could be done mindfully. We discussed the 

point that what you focus on gets bigger - emphasising focusing on what you 

want – not what you don’t. Trying to resist thoughts by blocking them is 

difficult. This was illustrated by trying to fend off paper planes or letting them 

settle to see which was easier. 

6.22 Session 7 

In this session different mindfulness practices were tried – using a recorded CD 

and with music. We considered ‘the two darts of pain’, that is the actual pain and 

the added emotion, ‘I was careless’ etc. The story of the man who was shot by a 

poison arrow assisted in this. We looked at wise mind/logical mind/emotional mind 

and the need for a balance, ending with a discussion about next week’s activity as 

it was to be the last session. 

6.24 Session 8  

This session was a mindfulness practice session outside in the park (as decided 

by the young people) followed by a discussion of the experience. Mindfulness 

practices were tried using different types of music and with a discussion after 

each. A hand out of the ‘Prayer of serenity’ was given out. As will be seen the 

activities are varied and were designed to be appropriate to the young people. 

Some activities required less time than others while some of the discussion was 

longer than at other times.  

The sessions seemed well received although some sessions seemed to have 

more appeal than others. For example, the session where we went out to a local 

park to do the mindfulness session there was very popular with all of the 
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participants. Fortunately we were blessed with a warm sunny day which added to 

the enthusiasm. Another popular session was listening to a CD of the sound of the 

sea with waves crashing on the shore. Less popular was the ‘eating a raisin 

mindfully’ session. The young people found the ‘illusions’ (see Appendix 1) 

pictures interesting but it was apparent that some were more skilful than others in 

identifying the different aspects. The sessions were generally well attended with 

the exception of short periods of illness. The most difficult sessions where those 

where we were next door to two other classrooms and the noise levels were far 

from optimal. 

6.25 Questionnaires  

The questionnaires used were the same for both the pilot group and the 

mindfulness group with the exception of the Perceived Stress Scale (Cohen et al 

1983). As two of the teaching staff would be joining in the sessions with the new 

group it was necessary to consider how their views of the mindfulness sessions 

would be taken into consideration. SDQs, CGAS and HoNOSCA questionnaires 

were designed for young people and thus were not suitable for adults. However 

The FMI had been designed with adults (Baer 2011) and therefore was relevant to 

both teachers and pupils.  Thus a search for a suitable alternative was undertaken. 

The PSS was identified as it seemed to have merit and seemed to be relevant to 

the young people. A further discussion of the questionnaires used can be found in 

Chapter 9. 

6.26 The Perceived Stress Scale (PSS) 

The PSS (Cohen et al 1983) is a global measure of individual perceived stress and 

as such it seemed an excellent tool to assess whether stress levels had changed 

during the course of the sessions. The PSS is a measure of the degree to which 

situations in one’s life are appraised as ‘stressful.’ The questionnaire contains ten 

items (see Appendix 3 for the form).  For each question participants are asked to 

circle which seems most relevant in a Likert style:  never, almost never, 

sometimes, fairly often or very often. Each of these is given a value (from 0-4) and 

scores are added at the end. For example one question is:  ‘In the last month how 

often have you felt nervous and “stressed”?’ This seemed a reasonable measure 
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for the adults but also for the young people (whose ages ranged from 12-16).  

There were ten questions with answers to be circled. Levenstein et al (1993) 

describe how the effect of stress on the population has led to difficulties and thus 

there has been a drive to develop a tool to measure this as previously there had 

been no consensus. Cohen et al (1983) developed this tool to measure this 

‘stress’ which according to the Mind Garden website (Cohen 1994) is now the 

most ‘widely used’ psychological instrument for measuring the perception of 

stress. Lee (2012:121) describes the PSS as an ‘easy to use questionnaire with 

established acceptable psychometric properties’. This is a measure which appears 

at the beginning of an online course in mindfulness (be mindful online) inviting 

people to do the test to measure their stress levels. Dr Mark Williams, co-author of 

‘Mindfulness: a practical guide to finding peace in a frantic world’ and well known 

in the field of mindfulness, introduces the course. A number of studies have been 

undertaken to establish the validity of this measure (Reis et al 2010, Andreou et al 

2011) and Cohen et al (1983) report that the PSS has adequate internal test retest 

reliability. Therefore the decision was made to ask the young people to complete 

this questionnaire as well. The results are charted below in Table 12. The two 

teachers (who were given pseudonyms – Christine and Mary) were also asked to 

complete this questionnaire and their results are included with those of the young 

people. 

6.27 The results of the outcome questionnaires 

Table 7 Collective results 

 

Table 7 above shows a slight reduction in overall SDQ and HoNOSCA scores with 

only a slight increase in CGAS for the whole group. However a further question on 
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the SDQs lent itself to a separate evaluation of the group as a whole. The question 

relevant to the research was whether the sessions had helped stress levels 

decline. Thus the ‘emotional distress’ domain was relevant. As Table 8 below 

illustrates this was also a positive result. 

Table 8 Emotional distress scores 
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Parts of the questionnaire were not suitable to analysis in this way – for example 

young people having no problem with peer relationships would be unlikely to show 

any change in this domain although it would be interesting to look at the results of 

those who had problems in this area. It also seemed fair to focus on those areas 

that would be likely to show some change if the sessions had made impact. The 

other outcome measure that lent itself to this method of interpretation was the 

HoNOSCA. This score provides an overall indication of how a young person is 

functioning (the lower the score the better the functioning). This was a measure 

that lent itself to a group ‘before and after’ measurement which indicated that there 

had been a beneficial effect within the group as a whole as is seen in Table 8 

above. Individual results are considered below. 

6.28 Results from the SDQs  

6.29 Overall stress 

Table 9 below shows the results of the SDQs.  Emily’s overall stress levels had 

halved in the time period between the two reports and Jack’s had also decreased 

which would seem to indicate that the sessions had been of benefit. However both 

Jessica and Kate had increased their scores. It would seem from Katie’s own 

report (see later in this chapter) she found this period in her life quite difficult – 
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hence the reported increase in her overall stress levels. Emily’s parents report 

indicates that they had seen no difference in her ‘overall stress’. Also Jessica’s 

parent felt that her overall stress had remained the same. Jack’s parents’ overall 

stress scores mirrored Jack’s own report, although his parents had scored him one 

point higher than he had done. There was only one parent report available 

(completed at the end of the sessions). Katie did say that she had returned her 

first questionnaire but it could not be located.  Although Katie’s parents’ scores 

were incomplete it was possible to make some observations.  The overall stress 

scales rated her one point higher than Katie’s score. 

Table 9 SDQ results from mindfulness group 

 

6.31 Emotional distress 

Emily’s emotional distress levels had fallen and Katie’s emotional distress scale 

had slightly decreased which was interesting, indicating that perhaps mindfulness 

had been helpful to her. Jack’s emotional distress levels remained the same. 
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Jessica’s scores however reported an increase in ‘emotional stress’. Emily’s 

parents had noticed a fall in her levels of ‘emotional distress’. Again this was a 

move in a positive direction confirming what Emily herself had noted although to a 

lesser extent. This is perhaps not unusual as parents often tend to be more 

worried about their children than the children. Although it was not known what they 

thought at the beginning of the sessions, Katie’s parents gave a much lower score 

on the ‘emotional distress’ scale than Katie had. Perhaps this indicates that they 

were not fully aware of her level of distress. Jack’s parents ranked the emotional 

distress scores slightly higher than Jack himself had done. Jessica’s parent felt 

that her emotional stress had increased. The scores, in Jessica’s own emotional 

distress category, followed the same trajectory. 

6.32 Behavioural difficulties 

The scores for behavioural difficulties remained the same for Emily and for Jack. 

Both were in the ‘average’ band but behaviour was never an issue. Jessica’s score 

for ‘behavioural difficulties’ were also in the average band but had risen. Katie’s 

score had increased, now placing her in the ‘slightly raised’ category. In the 

‘behavioural difficulties’ category again there were no changes with Jack although 

his parents scored him with slightly less behavioural problems than did Jack - 

albeit both well within the average range. Jessica’s parents reported no difference 

in her scores for ’behavioural difficulties’. Emily’s parents placed her ‘behavioual 

difficulties’ score as one point higher than previously but still in the average range.  

One wonders whether this may be due to incresed confidence or some other more 

positive attribute.  Katie’s parents’ score concurred with that of Katie’s. 

6.33 Hyperactivity 

Emily’s ‘hyperactivity’ levels had reduced. This would seem to be consistent with 

one benefit of mindfulness – helping people to become calmer (Mace 2008). This 

improvement would almost certainly have impacted positively on her 

concentration. Jack felt that his ‘hyperactivity’ level had remained the same. 

Jessica noted an increase in ‘hyperactivity’ (including attention and concentration) 

– although still within the average range. Katie’s scores for ‘hyperactivity’ had risen 

slightly but perhaps this could be explained by the fact that although it had been 

suspected previously a diagnosis of attention deficit hyperactivity disorder (ADHD) 



179 

 

had not been made until then. ADHD can be a very serious problem for some 

young people as it affects their ability to learn. Freed and Parsons (1997:158) 

stress that in the classroom environment the emphasis is on ‘quiet and order’ with 

the young people ‘like little sponges’ waiting to soak up the knowledge. For a 

young person with ADHD this is certainly more difficult although in a ‘hands on’ 

situation they may do better. Another aspect of ADHD while ‘undiagnosed’ is often 

viewed as ‘naughty’ rather than having ADHD. Reid and Maag (1997:15) term the 

diagnosis as ‘a label of forgiveness’.  Perhaps Katie’s slightly higher score meant 

that having the diagnosis confirmed she could acknowledge the behaviour. 

Jessica’s parents felt that her ’hyperactivity’ levels had slightly decreased as did 

Jack’s parents - by a point – within the average range but perhaps indicating a 

higher level of calm. Also Emily’s parents felt that her ‘hyperactivity’ levels were a 

point higher – again in the average range. Katie’s parents rated her ‘hyperactivity’ 

score higher than Katie. The ‘ADHD Across the Lifespan’ website reports that 

raising an adolescent with ADHD is challenging to parents and more conflict 

between teenagers and parents is likely. It would seem that this may be true in 

Katie’s case.  

6.34 Peer relationships 

Emily noted an improvement in her score for relationships with her peers. Although 

this may appear to be ‘slight’, effectively this improvement had taken her out of the 

‘high’ bracket and placed her in the ‘slightly raised’ category. Hick and Bien (2008) 

have noted the benefits of mindfulness in establishing better relationships. This is 

a move in a positive direction. Interestingly there had been an improvement in 

Jack’s peer relationships. Jack scored himself two points closer to the average 

and considering that Jack was autistic this is really an achievement for him. Again 

it reflects the concussions of Hick and Bien (2008) that mindfulness can help 

improve relationships. Jessica’s ‘peer relationships’ remained the same as did 

Katie’s - at a ‘slightly raised’ level. Jack’s parent’s scores also reflected an 

improvement with peer relationships. Emily’s parents felt that her peer 

relationships were the same. Jessica’s own peer relationships scores concur with 

her parents and are in the average range. Katie’s parents placed her in a ‘high’ 
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range for peer relationships – higher than Katie’s more positive opinion, indicating 

that they thought she had more difficulties with friendships. 

6.35 Helpful behaviour 

Emily’s ‘helpful behaviour’ score had remained the same in the average range – 

again Emily never had any issues in this respect. There was a slight difference 

(one point) in Jessica’s ‘helpful behaviour’ score. In terms of being ‘helpful’ Jack 

felt that his helpfulness had decreased by three points. His scores were now in the 

‘low’ range. Perhaps this is not so unusual for a teenage boy although it may not 

place him in the ‘average’ range. Katie’s ‘helpful behaviour’ remained the same in 

the low range. Emily’s parents felt that her helpful behaviour’ had increased. 

Jessica’s parents found her to be more helpful although Jessica’s scores reflected 

that she thought she was less helpful. Jack’s parents agreed with Jack about a 

decrease in helpfulness. Katie’s parents felt she was even less helpful placing her 

lower than she herself had done, in the ‘very low’ range. 

6.36 Impact on life 

Emily continued to feel that any impact difficulties had on her life were within 

average range. Katie felt that her difficulties were now making less impact on her 

life although still in the ‘high’ range. However Jack felt that there had been an 

increase in the impact of the problems on his life now placing him in the ‘high’ 

category. Jessica felt that her difficulties now had more impact on her life. This 

may have indicated difficulties at that particular time were more challenging (for 

example the exam period). However it is unclear just how many other influences 

had a bearing on what Jessica was facing at that time period. It is also fair to say 

that without the benefit of the mindfulness intervention she may have fared even 

worse. Both Jessica and her parents’ reports agree that her difficulties now appear 

to have more impact on her life than before. Katie’s parents also placed her on a 

much higher score for the impact that her difficulties were having on her life. 

However Emily’s parents felt  that the impact of her difficuties on her life had fallen 

by four points placing it now in the ’slightly raised’ category. This would appear to 

signify that they were far less worried about her as it would seem that they felt 

more confident about her ability to manage any difficulties. Jack’s parents’ scores 

on the impact of the problems remained the same but were substantially higher 
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than those Jack had attributed to himself. This might just mean Jack had not 

acknowledged the full extent of the impact of the difficulties on his life. After all 

people on the autistic spectrum have their own way of viewing the world which is 

not necessarily the same as those who are not on the spectrum. Tony Attwood 

(2007:61) describes how people on the autistic spectrum ‘have difficulty with 

Theory of Mind tasks that is conceptualising the thoughts feelings knowledge and 

beliefs of others.’ Jack was unlikely to pick up on any anxiety his parents may 

have had about him.  Particularly where parents are concerned it is not uncommon 

for them to be more anxious for their child than the child himself. Burns (2015) in a 

BBC news item stated that children’s mental health is parents’ greatest concern. 

6.38 Incomplete questionnaires 

 

Table 10 SDQ scores for incomplete questionnaires 
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The above reports for the young people are incomplete. The first self report  and 

the parent report for Megan were completed, but she left school before the end of 

the course and did not wish to continue. Matthew and William had joined the 

school comparatively recently and had not been attending when the initial SDQs 

were completed by school. These were done routinely at the beginning of each 

school year. This point had not been realised until a number of sessions had been 

held. Therefore it no longer seemed useful to complete questionnaires as it would 

have been too close to the final questionnaire. A questionnaire was sent to 

William’s parent and returned but, as William decided not to complete, no final 

questionnaires were requested. Matthew’s initial parents’ questionnaire had not 

been returned and therefore a final report was not requested. Thus in Matthew’s 

case he only completed a self report at the end of the sessions. The following 

table combines the results. 

Little can be said about Megan’s report as there was nothing to compare it with. 

However her scores did appear to be mainly within the average range.  

However although William droped out after the third session the report which he 

gave to his teacher  is included as it provides some insight into his perceptions. 

William had approched his teacher as he no longer wished to continue with the 

mindfulness sessions.  His teacher made the following report: 

William has decided to leave mindfulness. He gave the following 

reasons 

 Getting boring now 

 Don’t like it much 

 The way everything’s done you can’t concentrate in sessions and 

when trying to do the practice 

 Don’t feel like I’ve learned anything 

 Not what I thought it would be more meditating wise 
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He spoke very maturely about this and was clear about his reasons. A 

few months ago William may not have dealt with this so well and I’m 

pleased he didn’t get stressed or aggressive about the matter but 

calmly spoke to me about wanting to stop. This is massive progress and 

he was pleased when I praised him. Maybe the mindfulness has 

affected him and his behaviour without him realising it. 

William had stated during the sessions that he was unable to do mindfulness at 

home. It seemed he lived in a busy houshold and he couldn’t get the space to 

practice. 

6.39 Reflections on the outcomes of the ‘new group’ 

The number of participants who completed the sessions was five but only three 

people completed all the questionnaires.  Katie’s results can also be considered as 

her ‘before’ and ‘after’ self-report questionnaires had been completed although 

only one of her parent reports was available. The following positive changes can 

be identified. There was a decrease in overall stress levels in Emily and Jack also 

confirmed by Jack’s parent. There was a decrease in emotional distress levels in 

Emily and Katie also confirmed by Emily’s parent. Burnett (2009) discusses 

promoting a relaxed calm aspect in his classes and Huppert and Johnson (2010) 

identify a calm and centring effect of mindfulness which would seem to be a 

parallel to the decreased levels of emotional distress. 

A number of authors have linked mindfulness to qualities of happiness and 

contentment (Ivanowski & Malhi 2007, Shapiro et al 2008, Shapiro et al 1998, 

Siegel 2010).  A decrease in ‘hyperactivity’ in Emily’s self-report was noted and 

the same decrease was also noted by both Jessica’s and Jack’s parents although 

not by the young people themselves. Baer et al (2006) note a decrease of 

irritability as one of the effects of mindfulness practice and these results suggest 

that there may be a link here. Emily and Jack improved in peer relationships, also 

confirmed by Jack’s parent. Again Hick and Bien (2008) have noted better 

relationships resulting from mindfulness practice. Both Emily and Katie now felt 

that their difficulties impacted less on their lives. From this it would seem that 

Emily has made the most progress followed by Jack but also Katie and Jessica 
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had made some progress. Although not everyone showed changes in the same 

direction, there did seem to be sufficient positive change to attribute the 

contribution of mindfulness to the results. 

Little can be said about the incomplete scores especially where there was nothing 

to compare. However it was clear that William’s scores were very high 

(necessitating an extra two boxes on the original table!) – at least from his parents 

perspective. Such young people are likely to be attending CAMHS but sometimes 

they are not. Even so this illustrates the point that there are similar difficulties 

overlapping both populations suggesting similar interventions in service delivery. 

Hackett et al (2011) stated that there were more young people who needed mental 

health services but were not receiving them. Sometimes those who need the 

service are just not identified as such or alternatively may become known to the 

juvenile justice system. This perhaps reflects the scale of the difficulties faced by 

some of these young people and thus the position of this research to see if it 

would be helpful in managing stress levels and therefore preventing detioration 

into more persistant problems. 

Emily’s scores were interesting. She showed a clear reduction in her ‘overall 

stress’ and ‘emotional stress’ scores and also for ‘hyperactivity ‘and ‘peer 

relationships’. This is in many respects in line with the identified benefits of 

mindfulness, for example Low et al’s (2008) findings that meditation reduces the 

key indicators of stress and Hick and Bien (2008) point that meditators enjoy better 

relationships. Her parents regarded her overall distress as the same but had 

noticed a reduction in her emotional distress. They found her behaviour more 

helpful. It was surprising that she placed such a low score on the impact difficulties 

had had on her life. She had noticed no change. Her parents, although marking 

this with a higher score than Emily had  clearly noticed a reduction. 

Jack’s overall stress had reduced and was also mirrored by his parents report in 

all of the seven categories although parents tended to rate Jack somewhat higher 

than he did himself. Improvement in the peer relationship scale were interesting for 

Jack given that this was an area where he had long since had serious difficulties 

by nature of the fact that he was on the autistic spectrum. Frith (1992:136-155) 
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has a chapter on ‘the loneliness of the Autistic Child’ which highlights their 

difficulties and social impairment in this respect. Viewed in this way Jack had 

indeed made great progress. 

Although Katie’s scores were incomplete it was interesting to note that her parents’ 

scores in the overall stress category were higher than Katie’s and in the impact on 

her life area. They also found her more hyperactive and having more difficulty with 

friendships. It is also perhaps interesting that around this time she received a 

formal diagnosis of ADHD. Could it be that they were more aware of this and 

therefore more observant of the symptoms? As Hamer (2006:31) maintains ‘What 

you focus on gets bigger’.  They also found her to be less helpful than Katie had 

rated herself. These discrepancies may suggest difficulties between parents and 

young people. It would seem possible that they found her a difficult young person 

to raise. This may be further illuminated in the parent interviews. 

Jessica’s scores do show an increase in overall stress and emotional stress and in 

the impact the difficulties are having on her life. Her parents agreed with the first 

and last categories but felt that her emotional stress had remained the same. 

Jessica also reported an increase in ‘behavioural difficulties’ and ‘hyperactivity’. 

Her parents’ report shows a decrease in ‘hyperactivity’ and no change in the 

‘behavioural difficulties’ category.  Her parents now find her more helpful while 

Jessica considered herself to be less helpful. So it would seem that the parents 

have registered small positive changes while Jessica herself had apparently not 

noticed this. A further point for consideration is the fact that their lives now seem 

much busier (see parent interview with Jessica’s mother). Might this be that there 

had been little time for reflection? 

Megan reported higher overall stress levels than her parents. As stated above 

(Burns 2015) it is more usual for parents to be more concerned about mental 

health matters than their offspring but with maturity young people may become 

more aware of the pressures on parents (Megan was the oldest in the group) and 

may be able to conceal the depth of their feelings. Often there is a concern not to 

unduly worry a parent. However scores for ‘emotional distress’ and ‘hyperactivity’ 

correspond exactly. There were only slight differences in the other categories 
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although it seemed that Megan thought that she had more behavioural problems 

than her parents did. Sometimes it is useful to compare the reports of the parent 

with that of the young person. In some cases this may mean that one or other has 

over- or under-estimated the difficulties or it could mean a lack of rapport between 

them. Dogra et al  (2002:53) highlight the ‘diversty’ of individual  family members 

having different ‘agendas’ but  

‘providing prospectives that are unobtainable elsewhere’. 

Further information is needed to be clear about such matters.  There appeared to 

be some positive results as well as some that were more difficult to understand. 

Given that this study was designed to have input from the young people and their 

parents these are perhaps questions that should be viewed in a broader light. 

Indeed the interviews with parents did assist in this process (see Chapter 8). 

6.40 The Children’s Global Assessment Scale (CGAS) 

These scales aim to evaluate how well a young person is doing compared with the 

rest of the population (see Chapter 3 for further detail about this measure). The 

individual scores appear in Table 11 below. As will be seen, the scores of Emily 

and Jessica remained the same. Jessica’s score was just into the ‘Doing Well’ 

category and Emily only one point lower in the ‘Doing all right’ category. Matthew’s 

score went down one point placing him in the ‘Doing all right’ category. The extent 

of his dyslexia had only become clear to the researcher by the end of the sessions 

illustrating the fact that he was not actually doing as well as he appeared and 

therefore influencing his score. Jack felt that he was doing better and thus his 

score had moved him up a category and he did now seem to be ‘Doing Well’. 

Katie’s score dropped  to place her in the ‘Some Problems’ category largely 

because of her view that many things in her life were now worse than they were 

previously and she was having a lot of arguments with her parents. 
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Table 11 CGAS scores 

 

Please note that higher scores indicate improvement. 

As the above table shows, most of the young people showed no substantial 

change in their scores at the end of the sessions. However it would seem that this 

was more to do with them already being in the ‘Doing All Right’ – ‘Doing Well’ 

category’. On the cusps of the area it is difficult to decide which group fits best. 

None of these scores indicated serious concerns or major differences between 

scores. Katie’s was the biggest discrepancy echoed by her own feelings about 

how her life was going at that point – as she termed it ‘worse’. Matthew’s score 

had also fallen – but only by one point and although it placed him in a different 

category it did not necessarily indicate that there was much difference. The 

decision to use this measure was mainly based upon its regular use in CAMHS 

and as an extra measure to evaluate the results of the questionnaires. However 

the results did not indicate any substantial progress during the period of the 

mindfulness sessions with only one young person moving up the scale. Perhaps 

used as a measure to confirm that these young people were functioning fairly well 

it was useful, however as a measure to evaluate how effective mindfulness as an 

intervention might be, this measure did not seem to accomplish the task. 
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6.41 The Health of the Nation Outcome Scales for Children and 

Adolescents (HoNOSCA) 

As noted in Chapter 3, the HoNOSCA being divided into different aspects of a 

young person’s life perhaps gives a more detailed picture of overall functioning 

than CGAS. The results appear below in Figure 4. 

 

Figure 4 HoNOSCA results 

(N.B. the lower the score the more positive the result.) 

These results are encouraging as they clearly show a reduction in difficulties 

overall in all of the young people. Many authors have identified the benefits of 

mindfulness (Davis and Hayes 2011, Gunaratana 2009, Olendzki 2013 Kabat-Zinn 

1990, 1994. 2009, 2013, Williams et al 2007, Williams & Penman 2014, Shapiro 

and Carlson 2010) and it seemed that something of its essence had made an 

impact on these young people. Despite Katie’s protestations that things were 

‘worse’, she appears to have made the most progress by this measure. However 

both Matthew and Emily had reduced their scores as had Jack and Jessica. 

Individual results showed that Emily had reduced her score in the area of 

‘emotional and related symptoms’, as had Jessica. Reductions in this area clearly 

correspond with the ‘side effects’ (Gunaratana 2009) of mindfulness which reduce 

stress. 

Matthew had also improved in this area and also one point in the area of ‘non-

organic somatic symptoms’ (stress is often felt in parts of the body as expressed in 
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our culture with such expressions as ‘I felt sick to my stomach’ Stora 2007, 

Lawrence and Lawrence 2014.  Therefore improvements in this area often 

correspond to a reduction in stress). Jack had improved in the area of peer 

relationships which was also indicated in his SDQ score. As stated previously 

mindfulness has been identified as helpful in improving relationships and Charles 

(2014) and Carson et al (2006) have developed mindfulness interventions for 

improving relationships. Katie had made progress in six of the thirteen areas. 

Mainly these were by one point for each section and included ‘Disruptive or 

aggressive behaviour’, ‘scholastic or language skills’, ‘Emotional and related 

symptoms’, ‘Peer relationships’ and ‘Self-care and independence’. In the area of 

‘Over activity attention and concentration’ she scored two points lower. It would 

seem that as all five of the young people had made improvements on their original 

scores after the mindfulness sessions, something of the content of the sessions 

had made an impression. This is particularly relevant to the area of emotional and 

related symptoms’. Gunaratana (2002:13) speaks of mindfulness allowing ‘peace 

with him or herself’. This would certainly be related to emotional symptoms. Kaisier 

Greenland (2010) cites mindfulness breathing techniques which help to calm 

young people. Where young people are able to manage their emotions better 

there is likely to be a reduction in the score for this area. It was also interesting to 

note that in Biegel’s (2009) ‘The Stress Reduction Handbook for Teens’ among the 

activities described many of the same activities delivered in the sessions are listed 

– such as  mindful eating, thoughts and feelings and physical effects of stress.  

Methods can work although perhaps there are some whom it is difficult to reach. 

6.42 The Perceived Stress Scale scores 
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Table 12 PSS scores 

 

 

Please note the higher the score the higher the stress ratings, thus the top of the 

table represents high stress while the bottom end indicates low stress. The scores 

of the various individuals clearly vary with the amount of ‘stress’ they feel 

themselves under and clearly these may vary from time to time. The initial scores 

are highlighted in orange, the final scores in green. 

The scores of the PSS did not reveal any substantial improvements in stress 

levels and indeed most had increased their stress levels with only Emily and 

Matthew showing any reduction in stress levels over the period. However it would 

seem that the questionnaire merely represents a snapshot of what is going on for 

that person at any one period of time. For example the teacher Mary initially had 

the lowest stress level (with a score of 4). This had gone up a further 8 points at 

the end of the sessions. One might imagine that the stress of exams and end of 

term deadlines had a part to play in this but also there were to be some changes in 

the Centre – both in terms of organisation and of staff.  This latter point may well 

have impacted on some of the students. Both Katie and Jack found it very difficult 

to get used to new people and thus the idea of new teachers was quite ‘scary’ for 

them. The facts about possible re-organisation were not clear although there had 

been talk about the possibilities – which might make the idea more stressful. The 

Head and two very well respected teachers, with whom the young people got on 
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very well, were retiring at the end of term. There were a number of uncertain 

factors which may well have contributed to these higher scores despite any 

benefits that may have been gained from the mindfulness sessions. The other 

teacher, Christine, was also subjected to the same stresses and had had 

additional family problems due to the illness of a parent. Her stress score she now 

realised had increased by 12 points. At the time of completing the questionnaire 

she had recognised that her scores would be high and had said to me that she 

‘hoped I didn’t think that she had not benefited from mindfulness’ – it was just that 

there was so much going on for her at the moment. The young people had 

perhaps also been affected by end of term events as well as the anticipated 

changes.  Jack, Katie and Jessica had all increased their perceived stress scores.  

For Jack, being on the autistic spectrum any changes would be a huge stress. 

Rumours of what might be happening in the Centre could lead to unnecessary 

worry. This is also true for Katie. Having a background where she had come from 

a school where she was just not managing and was now feeling fairly secure in 

her placement she would not want things to change. It would seem that some of 

this had also affected Jessica. Somewhat surprisingly however Matthew had 

managed to decrease his score by 2 points and Emily’s had come down by 7 

points. Overall it would seem that Emily has gained more benefit from the 

mindfulness intervention, but it is less clear in Matthew’s case. Difficulties with his 

dyslexia may have complicated the scores (as he may have had difficulties in 

understanding the self-report questions). Interestingly Moore’s (2008:334) study 

which delivered an experimental course of brief mindfulness exercises to trainee 

clinical psychologists using the PSS (Cohen 1983) also found that 

‘no significant differences were found in pre-course and post- course 

measures of perceived stress on the PSS. 

6.43 Freiburg Mindfulness Inventory (FMI)  

This measure has been described more thoroughly in Chapter 3. Table 13 below 

gives scores taken at the beginning and at the end of the sessions. The first 

results appear in blue and the second in red.  Higher scores suggest a better 

knowledge and experience with mindfulness. 
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Table 13 FMI scores 

 

 

The results were indeed surprising. It seemed that, with the exception of Emily, the 

young people had decreased their mindfulness skills rather than gained anything, 

while the adults increased their mindfulness skills. 

Both of the teachers (Christine and Mary) in addition to Emily had increased their 

scores although no one else had. One possible explanation for this is that the 

questions were strange to the participants who were new to mindfulness. It was 

unlikely that they would have encountered these concepts before and therefore 

might have had difficulty in answering the questions. For example consider the 

following question which appears on the list. 

7. I feel connected to my experiences in the here and now. 

Would this not be a difficult concept for a young person who had no knowledge of 

mindfulness?  A measure of how mindfulness had increased would have been 

useful and this was a validated questionnaire. It had not been anticipated that the 

terminology would have proved difficult and retrospectively it is difficult to know 

how best to ask questions about mindfulness when people are completely new to 

the experience. Perhaps this also has relevance to the expectations of the young 
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people (as discussed in Chapter 7) where they seemed to be expecting something 

which didn’t quite come into fruition. Could they also have missed the point with 

this measure?  In fact de Bruin et al (2011) have questioned whether people who 

are intellectually disadvantaged can understand mindfulness questionnaires. This 

point was relevant as within the group there was some level of learning difficulty. 

The participants in de Bruin et al’s (2011) study were 717 school children with an 

age range of 11-17 years. They chose only the highest two levels of education. 

They also identified a number of points that are of relevance: ‘some participants 

show only partial improvement or no improvement’ (de Bruin et al 2011: 242).  

Another unexpected outcome from their study was the fact that those not familiar 

with meditation scored higher than those who had some familiarity. They suggest 

that awareness of mindfulness may affect the way they fill in the questionnaire. If 

this is the case it may also have been valid in this study. After the sessions the 

participants should have had more awareness which might well make a difference 

to the way the questionnaire was filled. A further point identified in the study was 

the low scores on the issue of acceptance. They concluded that teenage years are 

a period of black and white thinking and things like acceptance do not usually 

feature strongly. They are at an age when ’fast black and white judgements are 

made but this does not necessarily imply an attitude of accepting without 

judgement’ (de Bruin et al 2011:20). This may go some way to explain how only 

one young person’s mindfulness score showed any improvement.4 

Participants are asked to circle a response on a Likert scale (Likert 1932) ranging 

from rarely to almost always. The only logical explanation would seem to be that 

they were unaware of what the question actually meant. Some of the young 

people had asked for clarification about the questions and while explanations were 

given, the thought only occurred later that without any concept of mindfulness it 

would indeed be difficult to answer the questions. Additionally some of the young 

people had some level of learning difficulty – more accurately specific learning 

difficulties in particular areas. Emily however did not have any such difficulties. 

                                                

4 In September 2014 the Government changed the law about the way special educational needs 

were dealt with. This was not known to the author in July 2014. 
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Matthew, on the other hand, despite being a bright boy suffered from some type of 

dyslexia for which he was still being assessed. The scale of his difficulty was not 

known to the researcher at the point when the first questionnaires were completed.  

Had the young people not made any progress in mindfulness one would have 

expected the same scores as before. Had they made progress, higher scores 

would be expected. For scores to decrease for the majority of the group might 

indicate that they had not understood the question in the first place and one could 

argue that numbers might have been circled randomly. When the second 

questionnaire was completed it would have been anticipated that at least 

something about mindfulness would have been learned. Thus they should have 

been more able to answer the questions and therefore their responses would be 

more realistic. Baer et al (2006) have observed that the authors of the FMI 

questionnaire were concerned that its meaning may not be clear to non-practising 

meditators. This seems to have been the case here but particularly because there 

were additional factors – such as specific learning difficulties – it was difficult to 

evaluate the reason for this especially as the same sorts of difficulty did not appear 

to have arisen with other questionnaires. However it is likely that they would have 

been more familiar with other questionnaires particularly those young people who 

had been known to CAMHS where the forms were in regular use. However the 

aim of the research was designed to help such vulnerable groups who might well 

have similar difficulties. It is difficult to know how their knowledge of mindfulness 

could best be evaluated. 

6.44 Summary 

This chapter has considered the outcomes of the questionnaires some of which 

are very encouraging. Emily in particular appears to have benefited but there have 

also been others who appeared to have gained from the sessions. However, this 

was not the only means of evaluation as the following chapters illustrate.  

Consideration of the whole research project also needs to include these important 

aspects. 
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7. The focus group and emerging themes 
 

7.1 Overview  

This chapter considers the focus group and the themes that emerged. Firstly it is 

pointed out that although there appear to have been some positive results this 

does not mean that the mindfulness intervention was directly linked to this – nor 

that it was insignificant. Although as Weare (2013) states it can be effective in 

promoting a wide range of outcomes.  Mindfulness is an individual thing and it is 

not easy to gauge the benefits that any one person will gain. Reflection is given to 

the participants who all faced some difficulties and in this aspect of the research 

two teachers also took part. The section on the focus group considers focus 

groups in general before considering this particular group. Particular questions 

were put to the participants although general conversation and independent 

comments were encouraged. The transcription and how this was undertaken is 

considered. Moving on to look at themes led to the identification of seven main 

areas for discussion. These are discussed next under their respective sub-

headings in the section on the young people’s views. Next the views of the 

teachers are represented. It had not been possible to include them in the focus 

group due to their other commitments on that day and thus a meeting with them 

took place separately. Their views interestingly do cover some of the same points 

as those of the young people; however they offer an additional perspective. 

Aspects of delivering a course in mindfulness are considered. There were 

challenges and also benefits and some potential for the future considered in the 

analysis. In addition to the focus group there are two other aspects of the 

research. The outcome measures (the results of the questionnaires), discussed in 

Chapter 6 and the parent interviews which are discussed in the next chapter 

(Chapters 8). 

7.2 Correlation and causation 

Firstly this was a quantitative study which does not attempt to claim that 

mindfulness is responsible for any of the improvements which may have occurred 

in the participants who took part. However it is not to say that it had no effect. It is 
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not possible to state the cause of any changes as there are a number of variables 

and some would not be known to the researcher. This was a small group of young 

people and it was not controlled for such things as ADHD or other conditions. 

Therefore the research does not claim causality although there may have been 

some positive impact. An important point about mindfulness practice is that you 

are not trying to get anywhere or do anything - ’it is not an effort of striving to 

achieve some special state’ Kabat–Zinn (2009:75). Shapiro and Carlson (2010:11) 

includes the quality of ‘non-striving: non-goal-orientated, remaining unattached to 

outcome or achievement’ as necessary qualities of mindfulness. The essence is 

one of merely being. The effects accumulate over time (Mace 2008:41) and 

‘emerge as the result of sustained practice’. Thus what you get back is relevant to 

how much you put in.  It was not known just how much practice had been 

undertaken although the young people claimed to have practised – and there is no 

doubt that this was true – but to what extent and what depth was not known. In 

mindfulness practice only the individual is aware of what is happening and there is 

little point in trying to measure things like duration as this may mean nothing – or 

something. Each person is individual. 

Fuller and Petch (1995) discuss how facts put together by association may at first 

glance seem to imply that one is the cause of the other whereas this cannot be 

stated with any certainty from the evidence. For example take the statement, 

where there is a higher concentration of religious places of worship there is a 

higher number of law breakers. This does not mean that religious people are law 

breakers. It is more likely that in a place where there are more churches there are 

likely to be more people and thus more laws are broken. Harding (2013) states 

that it is not possible to produce the same sorts of ‘laws’ of causality as in the 

natural sciences; for example the way water takes form is directly affected by 

temperature. Whether it is a solid, a liquid or a vapour is caused by different 

temperatures. Indeed quantitative research is more likely to fit with causation than 

more qualitative methods. Langdridge and Hagger-Johnson (2009:134) describe 

how a causal link is formed by ‘a constant occurrence of one event preceding 

another’. However in the case of human beings we do not always know what other 

things in peoples’ lives may have impacted. Timimi (2002) tells of an encounter 
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with a tearful boy. The consultant thought that he might be clinically depressed but 

Timimi learned that the boy’s father had recently left and the boy was missing him. 

Sometimes one can assume too much – either in a positive or a negative way. 

Segal et al (2002:311) quote an interesting tale from Mullah Nasruddin the ‘wise 

fool’ of the Middle East. His neighbour sees him sprinkling breadcrumbs round his 

house. Curious he asks him why he is doing that. ‘To keep the tigers away’ he 

replied. ‘But there aren’t any tigers in this part of the world’. ‘I know. Effective isn’t 

it?’ replied Nasruddin. In this case tigers there were (challenges which the young 

people faced) whether the breadcrumbs (mindfulness sessions) were effective 

needs to be considered by the reader. All in all the conclusions should be viewed 

objectively. There appear to be some positive results following the mindfulness 

sessions and although no causal link has been established there is some 

indication that mindfulness might have been helpful. 

7.3 The young participants 

The profiles of the young participants have been given in Chapter 6, however it is 

worth reiterating that they all faced some level of difficulty in their lives and thus 

there were many similarities between this group and a similar group of young 

people attending CAMHS. Indeed many had or were attending CAMHS.  Five 

young people completed the sessions attending the majority of the sessions 

except for the occasional absence due to illness. Also two teachers took part in the 

research. The age range of the young people was from 12 to 16 (with an average 

age of 14) but in many respects they were already an established group having 

attended many lessons together. The participants all showed an interest in 

mindfulness and generally the sessions appeared to be well received. An outline 

of the content of the sessions has already been given in Chapter 6 but plans for 

each of the sessions together with any additional materials or hand-outs used 

during the sessions can be found in Appendix 1. 

7.4 The focus group 

Focus groups can be combined with other methods producing different data within 

a multi-modal approach (Tonkiss 2007). This was the aim of this research. Harding 

(2013) notes that the interaction between group members, rather than solely 
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between the interviewer and the respondent, is an important aspect of a focus 

group. These young people were already an established group socially in so far as 

they all attended a small inclusion unit. In this instance some description of the 

group’s composition is necessary to put into context the process of the research. 

Overall it should be noted that each of them had some level of difficulty in social 

situations. The fact that they were attending a special inclusion centre underlined 

this point.  Although otherwise quite competent they faced a number of difficulties. 

Some had some level of learning difficulties (including specific learning difficulties), 

developmental and emotional difficulties, some had physical conditions, some had 

autism. This was a very small sample and was not selected to include or exclude 

any particular conditions. In fact the group elected themselves through their 

interest in mindfulness. Tonkiss (2007) highlights the usefulness of focus groups 

for generating qualitative data on the basis of group discussion. The conversation 

engendered in this focus group, although valuable, was not what might have been 

had the young people not faced these difficulties. However the point of 

undertaking this research with such a group was to establish whether it would be 

useful to them and help them with whatever difficulty they faced. In the first place 

the research had been planned to be delivered within a CAMHS setting in order to 

help vulnerable young people. Essentially these young people were facing similar 

vulnerabilities. The programme had been designed to discover whether it would 

help young people who were struggling emotionally in some way and thus any 

improvements they showed in respect of their emotional well-being were seen as 

positive. 

The organisation of the focus group, although largely open to individual comment, 

centred on a number of questions which were designed to start the discussion. 

First of all it was important to know if the sessions had been helpful to the 

participants. This was asked firstly in a very open way and then with more probing 

to find out what their experience had been. It was also of interest to know what 

had been challenging as well as what they had found helpful. Asking about 

whether they had any previous knowledge of mindfulness was a point of interest 

as they may already have had experiences of mindfulness. Two questions were 

designed to try and gauge how much they were likely to continue with 
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mindfulness.  Such questions as: ‘Would you practice regularly?’ and ‘Would you 

recommend it to a friend?’ They were also asked whether they would be interested 

in joining a group for mindfulness. This was partly for the above reason but also as 

it had been mooted that the Centre may be able to continue with mindfulness 

sessions given that sufficient pupils were interested.  The last question was 

something that had recently been in the news and was on the government’s 

agenda – ‘What do you think about the government’s idea to introduce 

mindfulness in schools?’ This might also provide further insight into how far they 

had taken on board the concepts. 

7.5 Transcription 

Transcription was the first stage of the process. This was done verbatim in a literal 

manner and without any additional resources. The material was transcribed by the 

researcher – taking much longer than had been anticipated, but providing the 

advantage to become very familiar with the text. Many authors advocate reading 

and re-reading the text again to become familiar with it (Braun and Clarke 2006, 

Gibbs 2009, Harding 2013, King and Horrocks 2010). Mackenzie and Knipe (2006) 

make the point that thematic analysis is more cyclic than linear. Thompson and 

Harper (2012), state that all qualitative methods share an interest in a detailed 

reading of the material. 

The idea was to firstly use the focus group transcription and identify the themes 

that had come up to see if this would reveal any kind of ‘template’ (King 1998). 

This being the basis of the ‘voice‘ of the young people as it were, the individual 

interviews with parents would then be scrutinised to see if some of the same 

codes could be applied. Although the analysis was to be conducted in the spirit of 

‘an open mind’ there was a curiosity to see whether some of the known benefits of 

mindfulness (Williams and Penman 2014) would occur in the dialogue of the focus 

group. 

The nature of the recording necessitated a number of repeats and rewinding to 

understand what was being said as the recorder used was primarily designed to 

identify one voice. Tonkiss (2007) offers some useful advice about recording a 

focus group – most of it technical information. Ideally the research would benefit 
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from such points - for example recording in a room with soft furnishings rather than 

lots of hard surfaces to prevent echoing and thus improve the quality of sound. 

However the best equipment is not always available and choosing the best 

location for the recording is not always possible. Some of the sessions had to be 

delivered in a room that was quite unsuitable in this respect. King and Horrocks 

(2010) make a very useful point – if a participant says something that is not clear, 

the researcher is advised to repeat it. The focus group in this instance was 

comprised of a number of people with very different voices. Some with very low 

volumes and others with fast speech and relatively strong regional accents 

necessitating numerous rewinds to transcribe what was being said. Thus by the 

time the transcription was complete familiarity with the material had greatly 

increased and awareness of what had been said made it somewhat easier to 

begin to think about analysis. 

The text was considered as it was spoken – the words and the meaning which 

seemed to accompany them. There did not appear to be any great inconsistencies 

i.e. such as someone saying they were really interested when their tone of voice 

suggested that they were not remotely interested. It was not apparent that there 

were any particularly ambiguous areas needing further clarification. One partial 

exception was when a participant answered yes in a somewhat hesitant way. This 

was transcribed as ‘y e s’ to reflect this. As far as possible the intention was to 

seek out the individual views of the participants with regard to mindfulness and 

they were encouraged to speak freely. 

7.6 Emerging themes 

Reading and re-reading, as mentioned above, had produced some familiarity with 

the data. The next step was marking of sections of the transcription into similar 

concepts and codes but this proved somewhat confusing. Gibbs’s (2009) 

suggestions of multiple photocopying and cutting up in order to divide concepts 

into different wallets proved to be the most helpful. This method produced about 

20 different ‘wallets’ which seemed rather an unwieldy number of topics. Further 

consideration identified that some items could come under the same heading. A 

number of these categories could however be combined – for example the group 

discussed mindfulness in other areas of education such as mainstream or college. 



201 

 

These could be combined into views of mindfulness in education. Some group 

members considered that mindfulness helped them get to sleep while another felt 

that it made her ‘too tired’ if she practised it during the day. These were facets of 

the same theme. In this way the themes were condensed into seven main themes. 

These were Expectations, Practising, Challenges, Benefits, Mindfulness in 

Education, Environment, and Future Groups. These are discussed below under 

their respective headings. 

Some of the dialogue did not appear to contain any additional issues but some of it 

confirmed a previous statement. For example when a participant said ‘yeah’ in 

confirmation of another participant’s statement, such occurrences gave an extra 

validity to the original statement.  

A number of points need to be clarified in respect of the questions put to the 

group. One was about their views of the government policy of introducing 

mindfulness in schools. This was a topical issue at the time and asking this would 

not only facilitate discussion but would seek their views about the topic. Questions 

relating to interest in mindfulness were an indication of any sustained interest 

which they might continue with in the future. Recommending mindfulness to a 

friend was also considered to be in this category. The question about whether they 

had heard of mindfulness before was asked primarily out of curiosity. Had there 

been any significant previous knowledge or experience of mindfulness this may 

well have influenced the outcomes of the group. As it was there was little previous 

knowledge of mindfulness, as discussed below and thus it did not seem to have 

any great influence. This later point is discussed first. 

7.7 The young people’s views 

Only Matthew said he had heard of mindfulness before. The following were the 

conversations on this topic. 

Matthew: My Mum had done the mindfulness course in college and my 

Mum had told me about that. I was telling my Auntie about it once we 

got told that we could do the course and she told me she has done it as 

well in her job. 
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Anna:  Right and have they found it useful at all? 

Matthew: Em my Auntie said it was alright she never found it that useful 

but I think my Mum did. My Mum’s very tolerant like. 

Clearly Matthew had some awareness And Jack’s comment 

Jack:  I know about like the em meditation sort of bit 

Other than this there was no further discussion about any previous knowledge of 

mindfulness. None of the others had heard about mindfulness previously. 

The rest of the themes and the observations of the young people are now 

discussed below under the various sub headings. The question about whether 

they had found the sessions useful proved to be an interesting one as it was not at 

all straightforward. 

7.8 Expectations 

Asking the young people whether they had found the sessions useful proved to be 

complicated. Clearly the young people had developed some awareness of 

mindfulness and some of this they had found useful (as is shown by some of their 

comments below). However they seemed to have different expectations of what 

mindfulness would do– somewhat unrealistically – which becomes apparent from 

their views,seeming to highlight the limitations of their knowledge. One young 

person explained that the sessions had not been ‘up to my expectations’. Another 

young person said that they agreed with this view. It appeared that they assumed 

that mindfulness would ‘transform’ them. For example Matthew made the following 

comment: 

Matthew: Yeah    Say I was in the middle of a massive argument and I 

just had a pause button – 

(Jessica laughs) 

Matthew: I know it sounds stupid but say that I did. -  I’d find it useful for 

that 15 minutes but as soon as I pressed that play I’d just go straight 

back to the argument that’s why I find it not useful. 
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Matthew’s comments are interesting. An online article on the ‘argument buster’ 

web site (March 2016) advocates hitting the ‘pause button’ advising that it takes 20 

minutes for adrenalin and other stress related hormones to subside. Despite the 

fact that it had been explained that emotions do not change right away this point 

had been missed or more likely it had not been explained properly. As Kabat-Zinn 

states (2009:37) ‘Mindfulness doesn’t just come about by itself’. It does require 

some commitment and practice.  However it would seem that Matthew had at least 

found the 15 minutes useful. Following some discussion it was acknowledged by 

the group that it might help you to calm down a little. Jessica reported: 

Jessica: Like it worked when you were actually doing it but then when 

you went and did it, it didn’t feel any different – like when you stopped. 

And Jack: 

Jack:  Em I felt it benefited for like about an hour after but then... my 

mind went 

And Emily: 

Emily: Em. Like that it didn’t really seem like I expected it to be 

Anna:  Ah uh 

Emily: I could do it. But it wouldn’t really ---- change anything 

Roemer and Orsillo (2003:173) explain that people are ‘not encouraged to expect 

their distress to reduce’. The ‘Dharma Wisdom’ website (Moffitt March 2016: week 

19) describes ‘the tyranny of expectations’. Halliwell (2015:38) advises leaving 

expectations at the door and states ‘If you practise with the expectation of results 

… you’ve already moved out of the moment’. Puddicombe (2011:147) also advises 

against ‘trying to force anything’. These points seemed not to have been realised 

by the young people but after all it is a difficult concept to grasp.  

Jack’s comment on the other hand is very encouraging although he seemed to 

pick up on the negative side. These were all positive statements although not 

recognised by the young people. Emily too seemed to expect to notice change. It 
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seemed that they expected instant results. Williams and Penman (2014) advise 

participants undertaking a mindfulness course that they do need to do the practice 

to get the benefit. Kabat-Zinn (1994) also emphasises this. It would seem that this 

point was not emphasised enough to the young people and it did seem that they 

had not practised enough. However, it is perhaps not so surprising for these young 

people who, as Pavord (2014:120) phrases it, are negotiating the ‘most difficult of 

developmental stages’. Slee and Shute (2003:52) speak of ‘storm’ and ‘stress’ and 

‘lack of emotional steadiness’. Rustin (2011:14) explains how  

‘the pressures of a mobile, image-conscious and marketised society 

combine to create strong tensions and anxieties for young adolescents’.  

One can hardly blame these adolescents for assuming that mindfulness would 

steer them through these difficult times and not be a little disappointed when it did 

not make everything better.  

This links to Moore’s (2008) ’new insights’ and ‘recognition of being unmindful’. 

The young people’s expectations of how they might suddenly be able to manage 

their emotions does not fit in with what is realistic. Mindfulness has health benefits 

and helps with emotional regulation (McKay et al 2007) but it requires practice 

over time. This point appears not to have come over. Changes may be very subtle 

and occur only gradually. Kabat-Zinn (2009:94) states that ‘patience and 

consistency in the meditation practice over a period of weeks if not months and 

years’ is required. These themes were ‘a skill to practise and develop’ for ‘future 

personal benefits’. 

7.9 Practising Mindfulness 

Many of the adult courses ask their participants to undertake 45 minutes of 

mindfulness practice during each session. This had seemed a long time for the 

young people and also the lesson time itself was only an hour. To maintain that 

length of practice and get feedback alone would have been a tight fit. Burnett 

(2009) discusses ‘contact time’ and its relevance to delivering a mindfulness 

course. Deciding on a fifteen minute period of mindfulness practice with a request 

for them to continue with home practice seemed reasonable. The home practice 
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appeared to vary and there was no way of clearly establishing how much had 

been done. Matthew’s statement: 

Matthew: No I did practise it I tried everything you told us to at least 

once like with the toothbrush and things like that but I just didn’t really 

find it that useful like  

It seemed to imply that the practice had been minimalistic but there was no way to 

clearly establish this. Perhaps the point had not been made clear that mindfulness 

was not something that was instantaneous it did require practice. An alternative 

perspective might be that this is too much to ask of adolescents to commit 

themselves too. Perhaps with the support of their parents this may be easier. 

Kabat-Zinn (1994) states that many people don’t get the idea right away. They 

immediately look for progress and if they don’t notice any they may become 

disheartened. However considering that these young people were teenagers they 

had other things on their mind apart from doing the ‘home practice’. As one of the 

teachers remarked ‘it takes discipline to do the practice’. She herself had found the 

commitment difficult. 

Also of relevance is Burnett’s (2009) comment about providing ‘scaffolding’ to 

foster the project. Were mindfulness to be part of the curriculum there may have 

been more regularisation to the practice but again mindfulness is a very individual 

thing and you cannot legislate for progress. As Gunaratana (2002:154) states ‘It 

proceeds at its own pace’. All in all the young people had not done at all badly in 

attempting to commit to regular practice. Williams and Penman (2014:62) state 

that mindfulness ‘is not even about trying to relax – although that is a by-product’. 

Matthew had clearly missed this point – or rather it had not been emphasised 

enough - as was made clear from his comment when we were discussing the 

challenges: 

Matthew: I didn’t find anything challenging. I don’t think there is anything 

challenging about it really it’s just sitting and relaxing isn’t it?    

Matthew’s statement seemed a little simplistic especially in the light of the 

comments of some of the others (later in the chapter) and the views of Williams 
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and Penman (2014:62) quoted above. Shapiro and Carlson (2009) talk of a ‘non-

striving’ and a ‘non-goal-oriented’ attitude to mindfulness. Perhaps the concept 

had indeed been difficult for Matthew. As discussed in Chapter 1 the process of 

cultivating mindfulness to realise the 3rd Noble Truth (Teasdale and Chaskalson 

2013) - that suffering can be overcome - would seem to take a certain attitude of 

mind to reach the point where this can be realised. Possibly Segal et al (2002) 

touched on this point when they discovered that their MBCT did not work as well 

for those who had had less than two pervious episodes of depression. Perhaps it 

takes a certain level of life experience or perhaps the ‘faith’ to try it anyway. This 

would not seem to be easy for teenagers. 

It seemed difficult to assess how useful it might be to evaluate any future 

commitment to mindfulness practice, whatever their response might be to the 

question. Mindfulness does offer other benefits (as outlined in Chapter 1) but as 

Allen et al (2009) quote Segal et al (2002:135) ‘let people know that the lack of 

homework will likely affect how much they get out of the programme’. Williams and 

Penman (2014) also make this point. Perhaps this was not made clear to the 

participants therefore affecting their expectations.  However the questions about 

interest in a future group and recommendations to a friend (addressed below) may 

give some indication of willingness to continue practice. Interest in a future group 

appears to be an indication of willingness to continue. Likewise recommending 

mindfulness to a friend is an indication that they themselves have found it useful – 

and therefore may wish to continue. This would also be important to know as it 

would facilitate development of future programmes which may be undertaken with 

other vulnerable young people either in similar settings or within CAMHS. 

7.10 Challenges 

A number of young people expressed their difficulty in keeping their mind on the 

task. 

Jessica: I think trying to keep your mind  

Emily:  yeah  

Jessica: like where it is  
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Emily: like in that zone sort of thing – 

Jessica: stop it going off   

Katie: Hard to focus especially when there was a lot of noise 

The comments of the young people are all common findings when people seek to 

practice mindfulness (McKay et al 2007, Segal et al 2002, Mace 2008). 

Killingsworth and Gilbert (2010:932) undertook a study sampling 2,250 adults.  

One question they posed using a web-based iphone technique was ‘are you 

thinking about anything other than what you are doing?’ They concluded that mind 

wandering occurred in 46.9% of their population. Thus it is a very common theme - 

the ‘monkey mind’ as Gunaratana (2009) has termed it jumps all over the place. 

Once you settle down to do mindfulness practice it is common for your mind to fly 

off in different directions. This is especially difficult when there are lots of other 

things going on. The principle is just to notice – if your mind wanders just bring it 

gently back, acknowledging it but not getting tied up with it is the essence. In fact 

O’Morain (2014:10) has termed this mind wandering as ‘a golden moment’. When 

you can notice that your mind has wandered it provides an opportunity to bring it 

back and thus give you more practice in mindfulness. Thoughts and emotions will 

pass. Even if you feel angry you just notice that emotion and let it pass just as any 

other. This ties in with the Buddhist concept of impermanence and how things 

come and go (Gunaratana 2009). 

Jack, when pressed, acknowledged that his challenge had been ‘finding time’ to 

do the practice. Although it would seem that his challenge had really been one of 

discipline. Kempson (2012) lists one of the barriers to developing mindfulness as 

having ‘other priorities’. From other conversations (outside of this focus group) and 

later with his mother, it was clear that he spent a lot of time on computer games 

and just ‘not getting round to it’ was an issue. Kempson (2012) lists ‘forgetfulness’ 

as one of the barriers to mindfulness practice. This is in itself not unusual. Grandin 

(2012) discusses a finding from a study which claims that the majority of youths 

with ASD (Autistic Spectrum Disorder) spent most of their free time using non-

social media. Thus this fits with his diagnosis of being on the Autistic spectrum – 
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as well as being a teenager! Burnett (2009) discusses the issue of holding 

attention and contextualising mindfulness in a helpful way for adolescents. 

7.11 Benefits 

The young people had not seemed to notice any differences since attending the 

mindfulness sessions. The exception was Katie who stated that she had 

sometimes noticed a difference but when asked how things were different now, 

she reported ‘no differences’. However there clearly were some benefits as has 

been mentioned above – for example Jack’s ‘I felt it benefited for about an hour’ 

and Jessica’s ‘it worked when you did it’. Additionally a number of the young 

people specifically said that mindfulness helped them sleep. 

Emily:  it was helpful to get me to drift off to sleep 

Jessica:  yeah. Like it would take me awhile to get to sleep 

Anna:  Right but now you can? 

Jessica: I’d lay there thinking but if I did something – some of that like it 

would clear your mind and help it switch off 

Katie: Mindfulness makes me sleepy and relaxed sometimes helps to 

get to sleep at night. 

This observation was very similar to one quoted by Allen et al (2009:425) in a 

similar study concerning the experience of adult participants following a 

mindfulness cognitive therapy course expresses how mindfulness helped her 

sleep. Additionally it was one of the findings in the studies of Burnett (2009) and 

also in Kempson’s (2012). This had also been an observation that one of the 

teachers (Christine) had made in a previous session – that mindfulness helped her 

to get off to sleep. Jessica however added: 

Jessica: It didn’t help me through the day like when I’d done it because 

after I’d done it I was really tired 

Anna:  Right 

Jessica: It’s like I couldn’t get on with anything else then. 
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It also seemed that some of the qualities in the studies of Allen et al (2009), Moore 

(2008) and Baer et al (2006) were present in this group. There had been a 

previous session (one of the eight sessions in the study) where the young people 

had gone outside to do a mindfulness session in a small park. Afterwards they had 

all commented on the benefit of this session. They were now reminded of the 

session and of their comments at that time: 

Anna: Well I noticed something – last time – and I don’t know whether 

any of you will sort of pick up on this – but – and I think it was Matthew 

that said this and I think it was Jessica that sort of confirmed it was true 

for her – that you noticed in the background the sound of the digger and 

you just sort of said oh well that’s a digger and it didn't really bother you 

and you noticed that it was different. Is that right? 

Jessica: Yeah  

Anna:  Well I think that’s the beginning of it because sounds that may 

have been irritating 

Matthew: No I’m not saying I didn’t find it useful in that sense  

Matthew did acknowledge, when pressed, that there had been something that he 

had found useful during the project. The comments of the young people indicated 

they now had less of a reaction to things that previously had been more difficult. 

This also ties in with Moore’s (2008) ‘new insights’ theme in his study. ‘Struggle’ 

also seemed to feature with the group as they described how they struggled to 

manage their thoughts and struggled to devote time to doing the mindfulness 

practice in a regular way. This seemed to resonate with Allen et al’s (2009) 

‘acceptance’ and Baer et al’s (2006) non-reactively. Jessica subsequently 

confirmed that sounds that she had previously found that ‘did her head in’ were 

less bothersome now. 

Anna:  Does it still ‘do your head in’ or is it just annoying now? 

Jessica: It’s just annoying 



210 

 

It also seemed that the young people were more forthcoming and more relaxed 

with my presence. However although we agreed this was the case it could well 

have been due to increased familiarity. 

7.12 Education and Mindfulness 

The question asked about the government’s idea to introduce mindfulness in 

schools did produce some interesting discussion although it did not seem to 

enhance the research question any further. 

None of the young people felt that mindfulness would work in mainstream schools. 

The following dialogue illustrates this. 

Anna:  okay so what do you think about the government idea to 

introduce mindfulness in all schools and make it a formal lesson? 

Emily: No 

Matthew: no 

Jessica: It wouldn’t work in public (state) schools 

Anna:  Why not? 

Jessica: disruptions 

Anna:  Too many distractions? 

Jessica: Yeah  

Emily: yeah 

 

Matthew thought that mindfulness had originated with adults and was therefore 

more likely to be of benefit to adults. Jessica commented: 

Jessica: You’re going to get more adults interested than kids 

This led into a discussion about college students accessing mindfulness. In 

relation to college students Matthew felt that: 
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Matthew: you know what I mean? So if they are already wanting to relax 

for whatever reason – because they are not finding the time to relax 

He felt that college students would already be overburdened with work and that 

this would be difficult. However Emily added another observation: 

Emily: If someone really wanted to do it then they’d make time 

In fact mindfulness is being used increasingly more in schools (Rechtschaffen 

2014, Olson, 2014 and the Mindfulness in Schools Project which has been 

underway since 2007). It would seem that these young people’s views of 

mainstream high school had been somewhat clouded by their own experience. 

None of them had been happy in their various high schools. Jessica used the 

words ‘disruptions’ to quantify her experience of mainstream high school. Matthew 

had been bullied and Katie had felt so bad about school that she had refused to 

attend. Nevertheless the fact that they were not part of the mainstream culture 

must have held an element of ‘exclusion’ for them even though they were now 

settled. It would be easy to understand how they might develop a more negative 

‘script’ about mainstream schools (Nashat & Rendall 2011). 

7.13 Environment  

This was an aspect that came up during the conversation which requires further 

consideration. Jessica had raised the point with her comment: 

Jessica: It works better in different types of environment it depends 

what’s in the background and where you are.  

Jack had previously commented about it sometimes being harder than others. 

Jack: Em Sometimes it was relaxing and sometimes it like em – it was 

more trickier 

Jessica also added: 

Jessica:  Like it was easier at the park than when you are sat in here. 

Katie also said that it was helpful when they were in the park. There was general 

agreement that this had been the best place to do mindfulness practice. Burnett 
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(2009:13) discusses the relevance of ‘a different place to practice’. It does clearly 

make a difference and trying to focus on being mindful is difficult when there is a 

lot of external noise. Not only that but there is a therapeutic quality about contact 

with nature (Marcus and Barnes 1999, Townsend and Weerasuriya 2010, Maller et 

al 2006, Hartig et al 2010) which fits in well with the concepts of mindfulness. For 

example accepting what is there, not striving to change things. In a previous 

session when we had done a mindfulness practice (in a fairly quiet environment) 

one of the teachers had remarked that she had heard birds singing and normally 

she would not have noticed that. In another session for mindfulness practice the 

group had listened to a CD playing the sound of waves breaking on the sea shore. 

All had felt that this had been a good session and had enjoyed listening to the 

sounds. This reflects the findings of Huppert and Johnson (2010) who identified 

that their participants had enjoyed the programme. Also it would seem that 

capitalising on nature when possible would be helpful in developing mindfulness 

practice. 

7.14 Future Groups 

Some of the young people (Matthew and Jessica) were clear that they would not 

wish to participate were there to be such groups held. However Emily, Jack and 

Katie said that they would be interested in such a group. Matthew and Jessica 

were also clear that they would not recommend mindfulness to a friend. Emily and 

Katie said they would and Jack did not comment. It would seem his reluctance to 

give his view was more likely to do with his difficulties with relationships but as we 

see later he had actually shared many things about mindfulness with his mother. 

Finally there was the idea, as one of the teachers voiced it, of ‘planting seeds’. 

These young people now had the ability to practise mindfulness; perhaps with a 

little more maturity they might realise more of the potential and begin to give it 

more of their attention. 

However a number of points came through which seemed to establish that 

mindfulness had shown some benefits. Jack’s finding that his ’one hour’ which 

lasted after his mindfulness practice is actually very good. The question of 

improved relationships, although not raised in this group, came to light later when 
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his parent stated that she was very pleased that he had joined a tennis club 

because socialising was difficult for him. This echoes one of Allen et al‘s (2009) 

‘overarching’ themes which emerged from their study – that of relationships and 

some improvement in relationships was also identified by Kempson (2012) in his 

study. 

Summing up the main points there seemed to be some evidence that at least 

some of the young people had found some benefit in helping them to be calmer 

and found it especially useful when clearing their mind when trying to get to sleep. 

Weare (2013) also identified that programmes were well received by students. 

There also seemed to be a thread of increased tolerance. Environment was clearly 

important and this liked in with focusing and ‘keeping your mind from going off’’. 

7.15 Teacher Interviews 

Although it had been intended that the teachers would be part of the focus group, 

this had not been possible due to their other commitments that day. Thus a 

separate meeting was held with Mary and Christine (the teachers) to discuss their 

experiences and obtain their comments about the project. There had been an 

intention to consider the same format as in some form of template (King 1998) but 

the discussion, although including some of the same points, was of a different 

nature. There was a difference between what the teachers thought about the 

students in the group and about what they themselves had experienced although 

this was not always easily identifiable as being one perspective or the other. 

7.16 Personal evaluation 

The first point of discussion was whether the group had been helpful to them and 

both felt that the group had been. Christine explained that ‘understanding the 

practicalities of how to do it’ had been particularly helpful. She had read about 

mindfulness but it had not been clear to her. Some of the images used and 

activities had also been helpful. Both mentioned that they liked the snow globe. 

Kaiser Greenland (2010) uses this to help children calm their thoughts. Here the 

snow globe was used to illustrate how, when thoughts are swirling around in your 

head, it is hard to think clearly. When the ‘snow’ settles you can see things more 
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clearly, also just by watching the ‘snow’ settle gives an analogy of settling – a 

calming effect.  

The teachers had limited previous knowledge of mindfulness. Christine had known 

‘a little bit’ and Mary had done some relaxation and some meditation but hadn’t 

done mindfulness in that form previously. In this case it appeared they knew little 

about mindfulness before the commencement of the sessions. 

7.17 Challenges  

Both teachers explained that they had found it difficult to separate themselves in 

the roles of participants and teachers. In particular they found it hard not to think 

about how the students were perceiving it and managing it. Being there as 

participants rather than teachers felt like, as Mary expressed it:  ‘crossing that line 

all the time’ making it difficult to be in that ‘mindfulness moment’. 

Some of the mindfulness practices had been more difficult than others. ‘It didn't 

work for me’. Clearly there was not just one way of doing things - and other ways 

had been suggested in response to what students were saying. However on an 

individual level some things worked better than others although they 

acknowledged this was a group situation. Both had found the earlier sessions 

more helpful to them but had struggled later with slightly different methods; Segal 

et al (2002) caution against looking for a ‘best method’ or the ‘right technique’. 

Mace (2008:59) discusses getting participants to 

‘compare the effects of different procedures in order to make future 

choices about which procedures are likely to be most helpful to them’. 

They also mentioned the difficulties they experienced in the different 

environments. One room in particular had been very difficult because of the noise 

coming from the next door classes. This made the point that the environment in 

which the mindfulness is undertaken is significant. However although one would 

wish to choose a quiet situation where one was not likely to be interrupted, Segal 

et al (2002:133) describe how in the development of the MBCT course  held at 

Cambridge they were in a situation where cleaning staff were working just outside 

the meeting room. In later discussion they found that some participants were able 
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to ‘weave the cleaners’ noise into the fabric of the awareness of sounds in 

general’. However others experienced the noise as a distraction making the 

practice difficult. 

7.18 Continuing practice 

Although she did not regard it as a ‘top priority’ Christine said that when she now 

found things really stressful she had practised some mindfulness and it ‘had 

helped’. In one of the previous sessions she had said that she did her mindfulness 

practice before she took her blood pressure as she had found that mindfulness 

reduced her blood pressure. Low et al (2008) discuss how meditation can reduce 

the effects of hypertension.  

Christine was very clear that she intended to continue with mindfulness practice  

‘Now I think the fact that I, amidst everything, I am doing it. I do think 

definitely I will’. Mary added ‘Yes I think I need to be more disciplined; I 

am hoping that the summer will allow for that’. 

Mary described it as ‘planting a seed’. She said that this wasn’t necessarily going 

to ‘germinate’ right now but would come later. She added that it was really hard to 

find the time to practise especially when things were very busy. However she felt 

that now was the right time of year (towards the end of the summer term) to start 

thinking about putting some of these things into practice. 

Gunaratana (2009:70) lists five hindrances which can get in the way of meditation. 

Such things as ‘sensual desire’, ‘ill will’ ‘restlessness and worry’ ‘sloth and torpor’ 

and ‘doubt’. When we particularly want something we cannot get it out of our 

heads, for example we want to be warmer or cooler. When there is something that 

we abhor our mind gets stuck on it – for example that irritating noise that we can 

hear. We feel restless and can’t get our worries out of our head. Sometimes we 

are just too tired or lazy to bother with meditation and sometimes we just doubt 

that it has any purpose. Also the points made earlier about enhanced expectations 

will no doubt also come into play. Considering that any or all of these hindrances 

may kick in perhaps we should wonder why it does sometimes work. Williams and 

Penman (2014) have a rather different slant to the issue of motivation. They point 
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out that when the mood is low you have to do something before the motivation 

comes. You have to ‘drag yourself’ to any social gathering before you can begin to 

feel more at ease with it. Motivation follows action – not the other way round. Thus 

cultivation of the meditation habit can overcome this difficulty for people who are 

feeling low. 

7.19 Mindful eating 

Mindful eating was something that we had discussed in the sessions. Christine 

acknowledged that she had been ‘doing a lot more of mindful eating’. Mary added 

that she had recognised – at the end of a meal that ’I’ve not been very mindful but 

it’s there it’s the planting of the seed isn’t it?’ Mary had in fact recognised 

something that Moore (2008) identified in his study – that of recognition of not 

being mindful. Bays (2011:105) advocates ’one bite at a time’ as a mindfulness 

practice. All too easily we fall into the habit of ‘layering’ bites of food. That is 

having the next fork ready before the food has gone down. She advocates putting 

the fork down between bites. Many of us do not notice what we are eating – until it 

is gone – as Mary discovered. 

7.20 Student challenges 

The teachers felt that mindfulness was not, as Christine put it, ‘an incredibly easily 

accessible concept’ for this group of young people. They did not seem to fully 

grasp what it was about and what the point was. This echoes what others have 

said about mindfulness (Kabat-Zinn 1994) and also seems to emphasise the point 

that perhaps a certain level of maturity is needed to grasp the point. Perhaps 

because of this they were not really prepared to try as they could not see the 

benefits for themselves. Mary pointed out that doing the mindfulness practice is 

quite a challenge. If you cannot see the benefit it makes it more difficult and it 

involves discipline. She added: 

 ‘There is a bit of a discipline there which they don’t have or want to 

have, or know they want although they need to have you know - it is 

very complicated isn’t it?’ 
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There are various issues affecting young people’s development and as discussed 

in Chapter 2 there can be multiple reasons for this. Some young people develop 

more quickly than others and all this impacts on how they manage the changes. 

For example a young person who is physically taller than average is  

‘often expected to act more mature, be more responsible and have 

higher academic performance‘ than his or her class mates (Bogin 

1999:328). 

 Birth order (Blair 2011) can also affect how children develop. In short there are 

many variables which may impact and such things as learning difficulty and 

emotional distress can make a big impact on how young people react to things. 

Teasdale and Chaskalson (2013) have discussed how mindfulness can develop a 

view of seeing life as an unfolding process rather than identifying with experiences 

as if they were personal. One wonders how difficult or easy it might be for these 

young people to develop such an accepting view of the world. The teachers felt 

that it was ‘too conceptual for them at this age’ and easier as adults to step back 

and look at their lives. They felt that Matthew ‘was starting to get it’ but whether he 

would continue is another matter. Matthew had appeared to take to the idea but 

his views in the focus group had been contrary to this. They also felt that ‘Emily 

was beginning to take it on board’.  Indeed Emily’s results (see Chapter 6) seemed 

to indicate that she had in fact taken the concepts on board and had gained some 

benefit. They felt that Jack found it very difficult – most likely because - ‘he is on 

the spectrum and everything is very black and white’. Jack had also been 

something of a surprise as although both the teachers and myself had assumed 

that he had not seen much benefit, the interview with his mother (see Chapter 8) 

gave a different aspect. Christine commented that ‘I think Katie just couldn’t‘ and 

Mary added, and ‘William as well didn’t understand’. These were valid 

observations. Both Katie and William had their difficulties academically and 

William had decided to drop out. It was of interest that while Matthew in the focus 

group had said that he would not be interested in further mindfulness sessions, the 

girls (that is Emily and Katie) had said that they were, which had been somewhat 

surprising. However perhaps it needs to be pointed out that due to Katie’s very late 

arrival in the focus group (she had had a medical appointment) she had expressed 
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her views somewhat separately. Had she been in the company of her friend 

Jessica she may have been much influenced by Jessica’s views (Fishbein and 

Ajzen 1975). 

Mary made the point that  

‘but again it’s about planting the seed isn’t it. These might be skills that 

they don’t realise will benefit them later but they’ll think back and think 

yeah you know that’s what that meant in mindfulness when we were 

looking at it. That's what – you know – that’s how I can benefit and it 

might come later’. 

 Penman (Williams and Penman 2014: viii) gives an acknowledgement to a 

teacher who introduced mindfulness to a group of stroppy teenagers (including 

him). 

7.21 Future group 

A discussion took place about the possibility of running a future group. They felt 

that it needed to be a small group and there would need to be ‘more ownership’ on 

the part of the students. They should decide how much mindfulness practice they 

did within the group. They would be guided by the students and if it were to be 

something they wanted they would look at that. Another point was how much 

practical ‘hands on’ mindfulness to do and how much theory. A balance would be 

needed. 

Discussions took place about which students may be interested. Katie had said 

she would be but (as discussed above) she had arrived late and had not been part 

of the main group when this was discussed and it was not clear whether she would 

adhere to this. Jack had been interested which had been interesting as this was 

not something that would have been anticipated. Jack had been the student who 

had asked about leaving the group earlier before he had been given a CD to take 

home to practise. It was now also clear that his Mum was fully supporting him in 

mindfulness practice (see Chapter 8), illustrating the point that opinions may be 

wrong. 
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They felt that the group would be helpful to all of them, however some preferred 

guided mindfulness whereas others preferred silence or listening to the sound of 

waves. This would be something for consideration in any future group. One 

teacher made the point that mindfulness ‘It’s a very very personal and individual 

act mindfulness and you are trying to do it collectively within a group’. 

Nevertheless mindfulness is often undertaken in a group format. 

The point was made that the timing of the group had not been the most helpful 

because of term time commitments school holidays and a number of bank 

holidays. The first session had been timed to start after the school programme was 

a little less hectic and Monday was chosen as the best day as this was when the 

students had a ‘study period’. The first session was followed by a bank holiday the 

following Monday which so early on in the course was unfortunate.  Continuity is 

important and it would have been far better to have a break after a few sessions 

by which time the participants would have been more familiar with mindfulness 

and thus the chances of them taking up their own individual practice out of school 

would have been greater. However it seemed that to schedule it otherwise would 

be unavoidable as the group was run on school premises during term time and 

Monday was the best day for them. The loss of continuity did not help some 

students who seemed to be ‘losing the thread'. As Mary put it: 

I don’t know how you would do that because other than coming in in 

your half term – you couldn’t could you but I don’t think that helped 

some of them. I think they were losing the thread a bit with it. 

Rustin (2011:8) explains how ordinary events like coming back from half term can 

‘stir children up to a surprising degree’. No doubt the breaks did make an impact. 

Had the students regularly practised mindfulness at home this may have been 

compensated for but it seemed more likely that the whole idea had gone out of 

their heads completely. There were too many gaps - two bank holidays and one 

half tem over the course of the eight sessions. 

Christine expressed her view about the student’s apparent lack of interest: 
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‘I just feel in a way they weren’t – none of them really seemed to be 

really fired up with enthusiasm for it’. 

One young person whom we had thought was really interested had clearly said in 

the focus group that he was not. It was not what he expected. This had been a 

surprise but the teachers recognised that he can ‘flatter to deceive’ and thus it is 

not always evident which students are interested. 

7.22 Other points 

Outcomes for the group were perhaps not as positive as they might have been 

although some benefit had come out of it. However expectations had been high 

and then as Mary said: 

 ‘I think it's just that your expectations are high aren’t they and then you 

realise that can they at this age access it? Jessica is still year nine isn’t 

she you know but it’s like she’s in year seven’. 

However it is also relevant to add that some of the claims for mindfulness in the 

popular media can easily lead to increased expectations - ‘improves well-being’ 

‘physical and mental health’ etc. While these are essentially true statements the 

point is not always made that practice and the right approach are also components 

of mindfulness. 

Jessica had her own issues. She was in year nine but her development and 

maturity made her more like a year seven pupil. These were some of the 

challenges facing the group and when one considers Kabat-Zinn’s (2009) 

statement about what mindfulness is it is easy to see why this is a difficult concept 

for this age group to take in, not to mention specific  learning difficulties which 

some of the group experienced. 

‘Mindfulness is a lifetime’s journey along a path that ultimately leads 

nowhere only to who you are’. (Kabat-Zinn 2009:15) 

This is indeed a difficult concept for young people to grasp. Any benefits as 

Williams and Penman (2014) describe are more like ‘side effects’ and occur 

incrementally. 
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Some of the young people had found other ways of dealing with their stresses. 

Jessica for example had her horses which for her proved to be a huge resilience 

factor (Pearce 1993). This also underlies the fact that it is not easy to establish 

causation when so many other things are going on in the lives of the young 

people, some of which may only be known to themselves. 

Mary commented: 

‘So it's almost a bit disappointing what they got out of it isn’t it really but 

I don’t think they put in that much to be honest’. 

‘But I’m not sure some of them knew how to either’. 

It has to be recognised that effort does need to be put in and perhaps this was not 

clearly explained. The teachers felt that as a piece of research the participation 

was useful. Christine clarified: 

‘But I think that as a piece of research though is useful because I feel as 

if mindfulness is being seen as the answer to everything. I thought the 

reality of it and delivering it to this age group was really very difficult’. 

In some respects her point was correct. Mindfulness is widely advocated to be a 

useful tool to help people. While this is essentially correct, mindfulness is perhaps 

not so easy to deliver not only to this age group but also to those who face their 

own individual challenges. The young people themselves, when asked, had been 

very clear that they thought that delivering mindfulness in mainstream schools 

would not work. 

One of the teachers made the point that it was difficult for a mental health 

practitioner to come into a school to deliver a mindfulness programme. Christine 

expressed her view that: 

‘there is a massive amount of classroom management that teachers are 

– have developed skills over a long period of time and I think it would be 

difficult I think for somebody to come in, you know you have a different 

set of skills’. 



222 

 

This is a very valid point. The researcher did not have the years of teaching 

experience that Christine and Mary had accumulated, on the other hand years of 

working with young people in a mental health or similar environment in a 

professional capacity was an off-set to this. Nevertheless teachers are more ‘used 

to selling and delivering and engaging’ in the school environment. Here the 

mindfulness in schools project may influence the future delivery of mindfulness 

interventions. Added to this there needs to be consideration given to the type of 

students, the composition of the group as well as the environment. A further point 

is that teachers within a school, especially a small school, have a good deal of 

interaction with other teachers. They get to know the pupils and the workings of 

the school very well. This information is not readily available to an outsider 

especially one who merely attends once a week for a particular lesson. Various 

mindfulness-based interventions have requirements for teaching the programme. 

Baer (2006) lists the qualifications required for teachers of MBSR required by the 

University of Massachusetts where MBSR began.  They require a master’s degree 

in a mental health field, daily meditation practice and attendance at 2 silent 

teacher-led meditation retreats of 5-10 days duration. The Zen tradition requires 3 

years Hatha Yoga (or similar) in a group setting plus 2 years’ experience in 

teaching MBSR or yoga and completion of a 5-7 day retreat plus professional 

training in MBSR which basically is about translation of the concepts. In 2016 the 

UK Mindfulness trainers’ network recommended a number of points that their 

trainers should adhere to. Mindfulnet.org (2010) lists ten points, however there is 

considerable overlap and some of these can be included in the same category. 

For example having a professional qualification in mental health, training and 

knowledge of that client group covers 3 points on the list. Completion of and 

familiarity with the mindfulness teacher training course would appear to be one 

and the same thing. In the case of MBCT (which was the nearest to this research 

programme) training in counselling or psychotherapy with a knowledge of CBT 

(Cognitive Behaviour Therapy) is required. The researcher held these 

qualifications and also maintained individual on-going mindfulness practice which 

is also a necessary qualification for teaching mindfulness. The only point which 

was not fully covered was on-going contact with other colleagues working in the 

same field as mindfulness was not commonplace within CAMHS at that time. 
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The purpose of the research had been to see whether it would be helpful to a 

group of vulnerable young people delivered in this way. All in all, while there were 

challenges, there also seemed to be benefits. Christine had noticed positive 

benefits on an individual level and while Mary didn’t quite seem to have got round 

to a positive commitment to mindfulness she had found some of it helpful and 

intended to use it in the future. The idea of planting seeds is also a good analogy. 

Even though the ideas may not quite have taken off with some of the young 

people they may well do so at some time in the future. This was perhaps the case 

with Daniel Penman, co-author of ‘Mindfulness: a practical guide to finding peace 

in a frantic world’ (Williams and Penman 2014). Looking at similarities between the 

experiences of the young people and the teachers it seems that the teachers had 

been more realistic with their expectations. However there had also been difficulty 

with maintaining the motivation to keep the practice up – at least as far as Mary 

was concerned. Christine however seems to have done well with the practice and 

used it to good advantage (including reducing her blood pressure). There were 

some common threads and some of the same headings were used but there was 

not enough similarity to form any sort of template with which to consider the 

analysis. Another aspect of the study which was discussed in Chapter 6 (the 

outcome measures - results of the questionnaires) had proved to be largely 

positive but there remained a further aspect - the parent interviews. These are 

discussed in the next chapter (Chapter 8). 
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8. The parents’ stories and their perspectives of 
the research 

 

8.1 Overview 

This chapter considers the position of the parents and is primarily based on the 

interviews that were held with the parents of the young people who participated in 

the eight sessions of mindfulness. Their views are as important as those of the 

young people as they provided additional information about whether they had seen 

any benefits of the mindfulness sessions. Additionally the information gathered 

illuminates the role of parents in such research and provides ideas of how the 

research design might be improved. Firstly, however, although Chapter 2 

considered many aspects of parenting and child rearing, this chapter revisits some 

aspects of child rearing and child mental health to put some perspective to the 

interviews with the parents of the young participants. The chapter then moves on 

to consider individually the five separate parent interviews and issues arising from 

them which link with the young people and the sessions. The chapter then briefly 

considers the aims of the research before considering a more thematic analysis of 

the transcripts. The theme of parents’ previous knowledge of mindfulness seems 

to have interesting implications. There also seemed to be a link with how much the 

young person engaged with their parent about mindfulness. Further issues raised 

in the interviews are also discussed. All in all comments from parents appeared to 

be quite positive. However it also seemed that there was a connection between 

family knowledge and participation with mindfulness and the relative benefits of 

mindfulness in the young person. Thus, highlighting the need to consider the 

parents position in future research. 

8.2 Young people in today’s economic and political climate 

Adolescence is a period of rapid psychological and physical change and thus it 

was hoped that mindfulness would assist the young participants to cope better 

with the challenges they faced. Additionally in modern Western society there are 

further challenges. As has already been stated in Chapter 4, today’s adolescents 

live in a globalised pop culture (Hofmeister 2012) . Burton (2014) states that there 
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are cultural differences and expectations around development. In the Western 

world adolescence is now considered to be ‘a relatively long process’ (Burton 

2014:41). There are social, economic and political factors contributing to this with 

young people tending to live at home for longer and attend compulsory education 

for a longer period. Dogra et al (2002:85) point out that there is a ‘rapid physical 

and intellectual growth’ in early adolescence with an increase in self–confidence 

coming later. Burton (2014) states that the only other period where there is such 

rapid growth is in the womb. Emotional maturity may lag behind physical maturity 

and this may be especially so if there is some level of learning difficulty. Education 

is significant and the management of children in school has a big impact on their 

lives (Rutter et al 1979, Cooper, 2002). 

Thus there is a longer period where there may be confusion about the role of 

young people. Timimi (2005:16) considers how the status of childhood has 

changed in contemporary Western society. He explains that children are seen 

from two sides of the same coin – they are both vulnerable and deserving of 

children’s rights at the same time as being seen as ‘the risk’ with a fear that there 

has been a breakdown in adult authority. Dogra et al (2002:84) have also stated 

that media representations of adolescents can also distort realities. Wahl (2003) 

identifies media depictions as influencing perceptions, but suggesting that there 

are other socialising agents with family, friends and teachers potentially 

contributing to children’s attitudes. 

Parents’ relationship with their children is an important factor. Chapter 2 has 

already discussed many aspects of the parenting role but it is referred to here to 

emphasise the large overlap between parents and their children especially now 

that children remain dependant on their parents for a longer period. 

Budd (2001:5) has discussed the ‘child-adult fit’ (by which she means the quality of 

their relationship) as depending on: 

 The connection between a child’s developmental needs and the parents 

care giving skills 
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 The connection between the parent’s competence to care for his or her own 

needs and for the child’s needs. 

These were important considerations; however the interviews were undertaken 

with parents with only a limited knowledge of the full circumstances of their 

situations. Apart from what was discussed in the interviews and some limited 

knowledge from the young people, no prior knowledge of family composition, 

socio-economic status, environmental and historical contexts was available. As 

such the analysis presents only a snapshot of the parents’ experience. Some 

parents gave information which helped to put things more in context but the aim 

was not to review their parenting or to examine their relationships (although 

aspects of this did become evident) but to gain their views about whether 

mindfulness had been useful to their son or daughter. 

8.3 Nature, nurture and attachment dynamics 

There has long since been a nature/nurture debate concerning child rearing and 

there is no doubt that both play a part. Parents are often influenced by their own 

experiences of being parented when they were young. ‘Ghosts from the Nursery’ 

as Karr-Morse and Wiley (1997) have termed this. Howe (2003:375) rightly states 

that an 

‘attachment perspective sees a much more dynamic relationship 

between carers, their parenting capacity and children’s development’. 

He continues to explain that a time dimension is key to understanding this as it is 

impossible to understand behaviour or states of mind (whether of the parent or 

young person) without understanding their relationship history. The parents’ own 

socio-economic history can be one aspect that may influence how they parent 

their own children.  

However Hackett (2003) makes the point that it is important not to ‘pigeonhole’ 

parents into one category or expect that their responses at all times and all 

circumstances will be indicative of a particular parenting style. There is always 

room to change. Hackett (2002:164) states that ‘despite our ideas about how best 

to parent children we often fail to live up to our own expectations.  Howe (2003) 
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also suggests that parenting experiences may be substantially influenced, if not 

determined by children. For example where a child has a particularly strong will 

and the parent is more lenient or in cases where the child has special needs which 

require certain routines of care. (Please see Chapter 2 for a further discussion of 

these issues). 

8.4 The constituents of good mental health 

Firstly a mentally healthy young person is considered to be able to show the 

following qualities as defined by the Mental Health Foundation (1999): 

 Healthy development in all areas 

 Satisfying personal relationships 

 Use and enjoy solitude 

 Ability to empathise  

 Play and learn 

 Develop a sense of right and wrong 

 Face problems as they occur and learn from them with others 

It was hoped that the mindfulness sessions would help in the cultivation of good 

mental health for its participants. However Dogra et al (2002:18) identify that 

mental health is a culturally-bound concept and ‘these definitions are clearly set 

out from a Western perspective’ Child mental health lies on a ‘continuum between 

mental wellbeing and mental disorder or illness’ (Dogra et al 2002:18). Thus there 

are different aspects to being mentally healthy. These young people were already 

at something of a disadvantage and thus the parents’ views of any benefits of the 

sessions was important. Parents are significant people in child development and 

indeed within CAMHS it is important that young people have the support of their 

parents. Clinicians gain a better understanding of the young person’s difficulties 

from the parent as well as from the young person. Burton (2014:5) has termed this 

‘a window of opportunity for intervention’. Not only do parents provide a past and 

present history of the difficulties but it is often apparent from the interactions what 
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may be contributing to the problem or what may be helpful in aiding recovery. For 

example if a parent always speaks for the child it may be useful to point this out. 

Older children are routinely asked whether they would like to be seen alone and 

sometimes it is important to make the point that the young person’s voice needs to 

be heard. Burton (2014) states that young people presenting with difficulties are 

always thought of systemically and contextually.  The parents can facilitate or 

impede the recovery of the young person. Vetere (2007:vii), in her foreword to 

Dallos (2007), states that 

‘Family and intimate relationships can either foster or erode the sense 

of security of its members which can be influential in the development of 

distress or resilience’. 

8.5 Risk and resilience and other interactions 

Pearce (1993), as discussed in Chapter 2, outlined the risk/resilience defining 

three areas within which risk or resilience could present. These were 

environmental situations, family and areas within the individual young person.  

Although relationships between parent and child are of primary importance other 

aspects of life come into this and, as stated above, young adolescents face many 

challenges particularly in this era. Van Bakel and Riksen-Walraven (2002) 

considered three domains in a study of 129 Dutch families. These were: 

 Parental characteristics  

 The content of stress and support and  

 Child characteristics 

Where all three domains were intact – that is they were fairly nurturing and 

presented no overwhelming challenges - the results were almost always positive. 

Where one area was weak – that is nurturing was not what it might have been or 

there were a high number of challenging situations - the other two domains 

appeared to buffer it. Thus if the child’s needs were very challenging but the 

parents own support needs were adequately met the outcome also was mainly 

positive. However where two or more of these domains appeared weak, this was a 

strong predictor of poor outcomes for such children. 
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8.6 Including parents in mindfulness 

As mentioned in Chapter 1, a number of authors advocate including parents in 

their programmes (Saltzman and Goldin, 2008, Mace, 2008, Singh et al, 2010, 

Dumas, 2005, MacDonald, 2010, Bögels, 2008 and Phelps, 2010). Parents were 

included in this project, in so much as the interviews formed an important part of 

this research. Originally it had been envisaged that parents would play more of a 

part. Before the pilot group an introductory session had been held with parents 

and young people, but after the research had to be modified in this case an 

introductory session had not been held with the parents. (This is further discussed 

below). However there had been correspondence via the young people who had 

attended the briefing session and wanted to take part in the sessions. These 

young people then took home some information about mindfulness, the sessions 

and the project as well as consent forms for themselves and their parents. 

Additionally there were SDQs which parents were asked to complete before and 

after the sessions. 

8.7 The parent interviews 

One of the objectives of the research had been to evaluate a better understanding 

of how parents might support and interact with a mindfulness intervention. Below 

is an analysis of the individual interviews held with the parents of the young people 

who took part in the mindfulness sessions. Also the completed SDQs (see Chapter 

6) also reflected their views. As discussed in Chapter 3 the decision to hold 

individual interviews was to put the young people’s situation in some sort of 

context. As Burton (2014) has identified a systemic and contextual understanding 

is important in considering young people. As their families were likely to be as 

individual as the young people the decision was made to see them separately. 

This would also allow parents to have an in-depth discussion in a confidential way, 

within their own home environments. Tod (2007:354) has described the flexibility 

of this method of data collection as ‘one of the greatest advantages’. Lazar (2001) 

points out that the researcher is able to change the course of discussion if so 

warranted and this indeed did arise in one interview. (See Katie’s parent interview 

below.) However he also states that the quality of information is related to the 

interviewers’ experience (Lazar 2001:70). Although as stated in Chapter 3 the 
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researcher was familiar with interviewing parents about the health of their son or 

daughter this did in fact raise a different issue as identified by Moore and Field 

(1996) the risk of losing the research role.  All in all it seemed to be the most 

practical way of approach as getting all the parents together would have been a 

strange situation for them and may well have proved to be inhibiting. Had all the 

sessions been conducted to include both parents and young people this would 

have been very different.  

The interviews were planned to be of about equal length although some parents 

had more to say and some had less. The process was semi-structured in so far as 

there were a number of specific questions which were put to the parents. (See 

Appendix 3 for this list). These were very similar to the questions that had been 

put to the young people in the focus group discussion. 

8.8 Katie’s parents’ interview: exclusion and misunderstanding 

Both Katie’s parents were present for some of this interview but her Dad left to 

collect the younger child from school. It was thus her Mum who engaged in the 

discussion (all of the quotes are hers). The question was raised about previous 

knowledge of mindfulness. The answer was a definite ‘No’ with a further addition 

 ‘I still don’t know anything now, because she hasn’t said anything about 

it’.  

This highlighted the point that not all young people will relay the information 

correctly or in sufficient detail. There is also a balance between allowing young 

people autonomy and not being sure whether the task will be carried out, being 

both vulnerable and deserving – somewhere between child and adulthood, as 

Timimi (2005) has commented (above).  Also this comment was despite my outline 

explanation of the sessions. However it did seem that Katie had delivered at least 

some of the information as they confirmed that they had received the initial 

information. 

I read that yeah but she’s got a poem she came home with that 

laminated thing she got that on there (indicating the mantlepiece) but 

it’s never moved from there’.  
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The ‘laminated thing’ that Katie’s Mum referred to had been a handout in one of 

the sessions. The ‘poem’ had been an inspirational statement that read ‘the voice 

in your head that says you can’t do this is a liar’. It had been intended to give out 

for all the young people to keep for themselves – wherever they wished to keep it. 

It would seem that the mantlepiece is often a place of pride where things are 

displayed in the family. It did not seem relevant to ask where she felt it ought to 

have been moved to. Katie’s Mum added ‘that’s what she’s like anyway doesn’t 

talk about things’. 

It is possible that Katie is displaying something of an anxious-avoidant attachment 

pattern (Ainsworth et al 1978)  although it is also possible that she is displaying 

her independence as a teenager and is just choosing not to share.  An anxious-

avoidant pattern of attachment would tend to inhibit discussions with parents 

although there is no firm evidence that this is the case. Howe (2011:13) points out 

that  

‘the strength of a child’s attachment behaviour in a given circumstance 

does not indicate the strength of the attachment bond’.  

Also information about the parents’ background and their experiences as children 

was not known. How things in the parents’ lives may have impacted on their 

relationship with Katie also was not known. It did seem however that there had 

been a limited amount of interest shown in what mindfulness involved as was 

witnessed by the necessity to explain this at the beginning of the interview. Katie’s 

not talking about it may have been because she picked up that there was little 

interest.  

The next point was whether any differences had been noticed in Katie’s behaviour. 

The reply was ‘Just the same – or if not worse. Temper wise its going worse’. 

Katie’s Mum felt that Katie may not have been paying close attention. 

Katie’s Mum: ‘It’s whether she’s been listening though in the classes 

isn’t it. It is actually whether she has took it in herself. Do you know 

what I mean because she is not even – apparently she gets told off all 

the time for her concentration so –‘ 
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Given Katie’s recent diagnosis of ADHD this was not unremarkable. Lack of 

concentration and distractibility are common features of ADHD. Her Mum laughed 

and added that she had ‘two like that’ (Katie’s brother also has similar problems). 

It was curious that Katie’s Mum appeared to blame Katie for what was not her fault 

– her lack of concentration. Selikowitz (2012) advocates discussing the child’s 

limitations with them to put them in a better position to cope with issues. I also 

wondered whether her Mum understood the range of Katie’s difficulties and 

whether anyone had tried to explain these to her. Another possibility is that she 

may just have made her mind up that it was all down to Katie and thereby it wasn’t 

her fault. This may be one way of dealing with the emotional situation.  Pavord et 

al (2014) discus the impact of social responses towards people who have some 

disability. The effort to make a child normal gives a very clear message that there 

is something about them that no-one likes - often leading to them not liking 

themselves. Wilson (2003:114) highlights mismatch in the child’s experience 

between actual needs and needs as perceived by their carers. This gap can lead 

either to over care or neglect, 

Katie’s Mum continued: ‘But I’ve not heard anything she never spoke 

about it nothing apart from – and all she asked me to do was to fill that 

form in you sent home. That’s it I filled that in and she took it back.’ 

A further explanation was given about the use of the forms. Acknowledgement 

was made of the fact that in this case there would be few differences in family life 

except that if Katie was losing her temper more often that would increase the 

stress on the family. Other than that things will probably be the same. Katie’s Mum 

agreed that they would be,  

‘The same Yes. Cos to be honest, I didn’t even know how long she was 

doing this for. I didn’t know anything about it apart from reading that 

thing and that’s the only thing I knew about it. And I said to her every 

week have you done that thing? ‘Yeah we’ve done it’. That’s all I get 

and I try to ask her she just doesn’t go into conversation about it. I said 

what did you learn then? ’Don’t know’ that’s all I get ’Don’t know’  
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It seemed clear that they were finding Katie difficult to manage with a number of 

things which were challenging; her ‘temper’ being one of these. Omar (2004) 

advises parents when dealing with young people’s difficult behaviour, to choose 

one aspect of the behaviour to focus on. Too many aspects of behaviour that all 

seem unacceptable to parents cannot all be changed at once and will often result 

in the young person feeling they are being ‘got at’. There was a possibility that this 

could be what was happening here and contributing to Katie not wanting to 

engage in conversation – for fear of being ‘got at’. It seemed that the relationship 

between them was not very good at present and Katie’s Mum seemed to feel that 

it was Katie who should be different. Siegel and Hartzell (2004:186) describe 

‘ruptured connections’ between parents and children, where relationships ‘become 

filled with tension’. They comment that rupture without repair leads to a deepening 

sense of disconnection between parents and children. 

It was perhaps inevitable that the question about whether this would be a useful 

intervention for other young people could not be answered. 

 ‘I don’t know because I don’t know what. I don’t know. I can’t answer 

that can I really?’ 

There was therefore less likelihood of further comments. 

 ‘About?’ ‘About the group’ ‘I don’t know because I don’t know anything 

it. I’m sorry.  

It seemed clear that Katie’s Mum felt excluded which highlighted the point that 

parents had not had a direct opportunity to be included. This was not the case with 

all parents but it does reflect the importance of including parents more thoroughly. 

Katie’s Mum elaborated: ‘ It’s not - she doesn’t say - She won’t tell you 

anything she is not like that type of person you know come and tell you 

what‘s – she not – once she leaves there that’s it – schools gone do you 

know what I mean?’ 

It seemed necessary (and this was when directing the conversation seemed 

appropriate - Lazar 2001 above) to establish that Katie was not the only young 
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person not to share things with their parent as others had also not known what 

mindfulness was. Katie’s Mum remarked  

‘I remember reading the thing at the beginning and signing the form to 

say she was alright to do it. And that was it and then last week at the 

end like I said’. 

It also seemed right to acknowledge that Katie did have problems with her 

concentration but that this was not her fault. She was likely to have taken some of 

it in and the techniques stood to help her although she would need practice.  

Katie’s Mum went on to further explain about Katie: 

‘I think it is when somebody – she’s easily wound up that’s the problem. 

She doesn’t think she will just go from nought to a hundred instead of 

like building – like she just goes straight to the – one extreme to the 

other’. 

This was a recognition of Katie’s functioning but without any reference to anything 

that might overcome this. Again it seemed necessary to put a more positive slant 

on this – after all these were just the circumstances which might benefit from 

mindfulness although it may take time, and this was pointed out to the parent. 

Katie had said that mindfulness helped her get off to sleep. Katie’s Mum disputed 

this saying that, ‘She’s not been sleeping’. Katie’s claim was repeated ‘she says it 

helps her get off to sleep’ but her Mum countered this: 

‘She is still not sleeping because I’ve been into her 3 times last night 

because like Jane’s (her sister) going to school during the day and they 

share a room and I’ve still not had any luck with that housing’. 

It seemed quite evident that Katie’s Mum was quite exasperated by it all. There 

had long since been a problem in respect of accommodation. The family lived in 

council accommodation in a three-bedroomed house. However because of the 

needs of the three children they really needed a larger house to provide each child 

with their own space. This brought in another dimension – that of environmental 

influences. The family were not in a position where they could choose their own 

house and were dependent on the local council to allocate them a suitable 
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property. This situation would surely have put extra stress on all the family 

members and would not have been helpful in their interrelationships with each 

other. As Howe (2011:121) explains attachment insecurity ‘is just one element 

albeit a significant one if found in association with other vulnerability and risk 

factors adds to the probability’ of poor outcomes. Such things as poverty and 

accumulation of life’s stressors all contribute to this. Katie’s Mum elaborated on 

the problem: 

‘She’s keeping her up - she’s waking her up because I can hear her 

saying ‘Katie will you shut up’. She sings to herself and talks to herself 

in her bedroom. So I’ve took everything off her now – the phone – and 

now – well she talks to herself all the time anyway – she used to – she 

has always done that. My son does it as well.’ 

Other interventions may have been tried but clearly this was a long-standing issue 

for them. Sensing that the mood was becoming rather negative a more humorous 

aspect was introduced with the statement: 

Anna: ‘I hope she doesn't think that's being mindful because you are 

supposed to be quiet when you are being mindful’. 

This established a lighter mood resulting in some laughter but brought a new point 

for Katie’s Mum to raise, 

 ‘She does that – she’s always done that before. She can’t even read to 

herself – you know when she is reading a book?’ ‘She won’t actually 

read to herself she has to read it out loud because she can’t – she says 

it helps her better if she reads out loud so I don’t know’. 

This illustrates something of the level of difficulty that Katie faced. It seemed that 

her developmental milestones in reading were somewhat behind what they should 

have been for her age.  Raymond (2014) discusses some reading difficulties and 

points out that some who can read aloud may not necessarily comprehend this on 

a different level. A ‘kid’s health’ website (2015 reading Milestones) puts the 

developmental age for this stage of reading as 7-8 years. For Katie this seemed 

about right given the difficulties she faced but also it was clear that her parents 
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had not recognised the level of difficulty that she did face. It should also not be 

forgotten that the parents themselves faced difficulty in managing her needs – not 

having fully grasped what the issues were. Also it has to be pointed out that Katie 

did not have difficulties in all areas – which tended to cloud the extent of other 

difficulties. Additionally they not only had one but two children challenged with 

special needs and another child who although having no such problems did have 

her own needs which might sometimes conflict with those of her siblings. Katie 

would seem quite low on resilience just now but as Rutter (1985) points out 

exposure to risk (at manageable levels) develops resistance. ‘What doesn’t kill you 

makes you stronger’ – attributed to Nietzsche. Also the ‘fit’ between the child’s and 

parents’ needs, as described by Budd (2001), maybe something that is currently 

somewhat out of sync. 

I did wonder whether it might have been better to involve Katie’s parent from the 

start but I also wondered about her understanding – Katie’s reading for example. 

Had it ever been explained properly that she had such difficulties? But again her 

level of difficulty had not been discovered in mainstream school. This seemed a 

complex issue. 

Effectively this was the end of the conversation about mindfulness and about 

Katie’s part in the group. Retrospectively it may have been better to involve 

parents from the very beginning ensuring that they know about mindfulness and 

the likely benefits for their youngsters so that they can foster the young person’s 

progress and avoid the ‘because I don’t know anything’ scenario. 

The results of the data from the questionnaires (given in Chapter 6) do indicate 

that Katie has the worst outcome of the participants. It would also seem that the 

tone of the interview with Katie’s Mum was stressful. It seemed that her Mum did 

feel excluded from Katie and also she was misunderstanding some of the issues. 

One wonders whether this level of family stress has negatively impacted on any 

potential effects of the mindfulness intervention.  

8.9 Matthew’s parent interview: supported beginnings 

It had been clear from what Matthew had previously said that his mother had some 

previous experience of mindfulness. She was asked about this experience. She 
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had done an eight-week course arranged through the local hospital. She stated ‘It 

was good’. She had found the information sent out about Matthew’s course useful. 

She was asked about any differences she had noticed in Matthew and she replied 

that she had discussed it with Matthew along the way and  

‘Initially he was enjoying it and he did feel it was helping him. So he has 

not talked about it as much I suppose it was when it first started but 

yeah he feels it has helped him staying calmer and focused’. ‘That is 

what he was saying in the beginning you know. He liked it.’ 

This was a very positive start to the interview. Matthew’s Mum was already familiar 

with mindfulness and had a positive attitude towards it. Singh et al (2010) have 

established that compliance in the parents improves compliance in the children. 

Also of note was the point that his Mum had discussed what he was doing with 

Matthew. This is not always an easy task as Robin and Foster (2003:66) have 

expressed it an adolescent is the ‘most difficult family member with whom to 

establish rapport’ but Matthew’s Mum appeared to have been able to do this. 

Matthew was present at the time and had presented a less than positive face. His 

Mum picked up on this and now addressed him and asked: 

‘Have you changed your mind since and not said it to me?’ Matthew’s 

reply was ‘I don’t know we have not really spoke about it recently have 

we?’  

As Burton (2014:66) has stated ‘identity formation can be an increasingly complex 

task’ and it was good to see that there appeared to be room for Matthew to hold 

his own views. They agreed that they hadn’t talked about mindfulness recently. 

Nevertheless this indicates that Matthew’s response to the sessions had been 

positive – at least at first. This also indicated that Matthew and his Mum had quite 

a good relationship. Not only had they discussed things but she also picked up on 

his less than positive face and responded accordingly. This may well indicate a 

secure attachment pattern (Ainsworth et al 1978). 

Matthew’s Mum was very positive about her experience of mindfulness: 
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‘Yeah definitely’. ‘I think it makes us both more to think about what’s 

going on in the here and now. And sort of focus and moving on and not 

getting as worked up about things. Not letting things work us up as 

much. I didn’t know whether I was coming from Matthew’s point of view 

because he was moving school or whether it was wholly down to the 

mindfulness’. 

Matthew had moved school a few months before the start of the sessions and the 

change had been a positive one for him. He had been bullied previously. In a large 

mainstream school as Pavord (2014:122) states ‘it is easy for the bullies to remain 

“under” the radar’. It was difficult to know how much the sessions or the positive 

school change had affected him but as his Mum stated: 

‘There has been a massive improvement in his behaviour and the way 

he processes things’. 

Matthew’s Mum was clearly in favour of mindfulness and reflected some of the 

benefits (see Williams and Penman 2014). She felt that it would be a useful 

intervention for young people. She added 

‘It’s just good to introduce it at a young age that’s the thing really 

because it wasn’t something I was familiar with and I’m in my forties 

and I think it’s quite empowering’. 

When questioned about continuing with the practice she reported: 

‘I don’t do it all the time but it’s there. I use the tools subconsciously – 

so I suppose I am doing it. I don’t physically attend any courses but I 

suppose you just introduce it into everyday life don’t you really the 

techniques?’ 

It seemed that some of the momentum might have been lost. It may be that the 

pressures of life had come between the practices or as Chopra and Tanzi (2015) 

have commented some people may use mindfulness as a sort of band-aid – not 

practising when things seem better. The reasons were not clear but nevertheless 

the ability to draw on mindfulness remained. 
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However given his Mum’s positive experience of mindfulness it seems a shame 

that Matthew seemed to lose some of his enthusiasm and it seemed something of 

a missed opportunity after such a supported beginning.  

This raised a relevant point:  Matthew’s Mum was clearly on board with the idea of 

mindfulness and might have been a big influence in guiding Matthew had she 

been more included in the programme. This was a point needing serious 

consideration for the future. Would closer contact with his parent have improved 

on this result or was it enough that the seed had been planted? 

One additional aspect to the ‘story’ which was not included in the recorded 

interview as it seemed outside the realm of mindfulness, Matthew’s Mum had 

mentioned that he was to go for tests for his dyslexia. They were not sure exactly 

what form the problem took and thus tests were necessary. This would have also 

limited them from sharing the problem as Selikowitz (2012) advises. Additionally 

she was unsure of the system and the statementing process in general. A brief 

discussion took place about the issues that might be involved. It later occurred to 

me that Matthew was 13 and his difficulties had not been identified. This was 

similar to what had been the case with Katie. 

Matthew had himself said in the focus group: 

My Mum’s very tolerant like. 

Was it the case that the issues of Matthew’s specific learning disability had not 

been pursued? Having seen how his Mum appeared to be aware of Matthew’s 

needs this did not seem to fit. However within CAMHS we had often observed that 

it seemed to be the ‘pushy parents’ that were the most successful in getting better 

outcomes for their children. While this should not be the case it added another 

dimension to delivering mindfulness to vulnerable groups. If their basic educational 

needs were not being addressed there would seem to be a limit to how successful 

it might be. As Maslow (1943) has said some needs need to be met before others. 

8.10 Jessica’s parent interview: seeking inclusion 

Jessica’s Mum had not heard of mindfulness before. She acknowledged that she 

hadn’t ‘got a clue’ and laughed explaining that, 
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 ‘I know it’s counselling and things like that. I should imagine a similar 

type of therapy’. 

Clearly Jessica had not shared her experience of the sessions with her Mum, 

however her Mum had expressed an interest to be included by hazarding a guess 

as to what her daughter might be doing. Her Mum clarified, 

 ‘She doesn’t come home and say oh I’ve – we’ve been in group 

therapy today and I’ve done this that - it was just when she said that 

you would be coming along to see me. I was like ‘What’s this all about?’ 

‘Well I’ve been having therapy an’ But she never explained anything’.  

This did not capture what the sessions had been about and also Jessica herself 

had described the sessions as ‘therapy’. Thus an explanation was given about the 

project. Jessica’s Mum further enquired about what they had actually been doing 

(a further indication of her wish to be included). After the explanation Jessica’s 

Mum expressed: ‘I might try practising it myself’. She laughed and added ‘I could 

do with doing’.  As she seemed interested and in order to provide an example a 

brief mindfulness session was given. At the end of the session Jessica’s Mum 

remarked ‘I’d stay there for ever’.  

Further examples were given about what had been done in the sessions. Jessica’s 

Mum explained 

 ‘But she didn’t come home and – you know – I think she thinks I’m too 

nosey’. ‘I ask too many questions but I’d like to know and I feel like she 

doesn’t include me in anything’. 

This might have been an issue relating to teenage years but Jessica’s Mum stated 

 ‘I don’t know because the other two used to - I was involved you know 

what I mean?’ She went on to explain that ’It’s like this wall – don’t be 

nosey and don’t ask me questions’ ‘It’s like I’m trying to bash this wall 

down all the time with her’. 

Clearly she very much wanted to communicate with her daughter but it seemed 

Jessica herself found this difficult - ’trying to bash this wall down’ although this 
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didn’t seem to have been the case with her ‘other two’ It seemed her mother might 

have felt excluded (Rustin 2011) and perhaps felt that Jessica had a closer 

relationship with her teachers from which she was left out. Adolescence is a 

difficult time for young people but particularly so when the young person has 

difficulties (Dogra et al 2002). A suggestion was made that she might directly ask 

Jessica about the mindfulness sessions. Her Mum thought this may indicate 

whether she had been taking any notice but quickly added, 

 ‘I think she must be doing it a lot because we have gone from this 

pulling her hair out when she doesn’t get – I can’t say her own way -

when she is stressed about things she will take off on her own and I 

used to find bald patches of hair – you know where her hair is missing – 

and she’d pull her hair out from the root. Now that seems to have 

stopped since she got the horses’. 

Whether it was ‘the horses’ or mindfulness that had helped – or in fact both – is 

not clear. One of the difficulties of planning an intervention such as mindfulness is 

that other influences cannot always be controlled for. As Bryman (2008:1) states, 

‘social research does not exist in a “bubble” ‘. 

This was one illustration of just how difficult things had been for Jessica. She had 

suffered from trichotillomania but it seemed this was improving. Also she had 

acquired two horses during the past year. Jessica had a talent with horses and this 

‘should not be underestimated’ (Burton 2014:10).These were her main interest and 

kept her pretty busy – as well as content. Her mother had gone to some lengths to 

provide her daughter with positive outlets although they were not a particularly 

affluent family. The following is an example of how busy their day could be. 

 ‘So I’ll pick her up from school and she is straight down to the farm. 

And I only pick her up then about 8 o’clock – half past 8 so she’s here – 

in the shower  – bed so she’s no time to go back to what she was 

doing’. 

It seemed that they were very busy ‘doing’ for much of the time, whereas 

mindfulness clearly stresses the essence of being. Books (2015:14) states that 
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‘mindfulness meditation focuses on being rather than doing’. In fact in total in the 

dialogue above Jessica’s Mum used the word ‘doing’ six times in contrast with 

‘being’ which appears only once.  With such a busy life would it perhaps be so 

much more difficult to settle to mindfulness? It appeared to put a different 

perspective on Jessica’s comment (in the focus group) about mindfulness making 

her too tired. 

Jessica’s Mum acknowledged that she was keeping Jessica busy as a diversion 

from some of her difficulties. Jessica also had OCD as the example below shows. 

Still her mother regretted that Jessica did not take her Mum into her confidence 

more rather than just asking for things she needed. 

 ‘I’m keeping her busy but I still – you know – I said to her I’ve got you 

the horse and you’ve got this hobby and but it would be nice if you know  

5 minutes of your time to tell me what you’ve been doing and what you 

know. Not its ‘Mum can I have this and Mum I need that’. 

She clearly wished that this would be the case and this is a further example of her 

wishing to be included in her daughter’s life. Although the teenage years may be 

part of this her Mum clearly expressed that ‘But that’s me working with her isn’t 

it?’, thereby giving ownership to her part in the relationship. McCarthy and 

McCarthy (2002:159) state that ‘when you own a task’ then the product of that 

ownership ‘is tightly bound to you’.  Hackett (2003:159) lists ‘parenting behaviours 

as mediators’ as one of the elements that ’help’ cushion the risk factors.  This 

Mum clearly had done her best to help ‘cushion’ against the odds. However she 

realised that not communicating was not a unique problem and expressed,  

‘They don’t tell you what they’ve been doing’  but added from her own 

experience, ‘I couldn’t wait to get home and tell my Mum what I’d been 

doing – but that’s me’ 

The question was asked about any differences in Jessica that she had noticed 

since the mindfulness sessions had started.  

Jessica’s Mum replied, ‘It’s so hard now because – like I said – we don’t 

get to experience – because she’s got the horse constantly. We don’t 
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get the time with her. She is sort of moved out of the – she used to 

clean and clean. That’s all she ever did. If she was in here – she – 

really bad OCD - she would be cleaning constantly – fixing pillows - she 

wouldn’t let anybody sit down - we have gone from that extreme to just 

picking her up from school – running in – practically picking her wellies 

up and straight out. So having the horse has dealt with it but she has 

got the cleanest tack room on the farm. Because she still likes her 

order. Everything has got to stay in order but I think she has cut herself 

off from the house type of thing and just keeps her own room tidy. So 

it’s like she doesn’t look in the living room or the kitchen any more, and I 

thought ‘have they been working with her on this?’ because she is not 

doing it any more like she used to do it and I thought maybe its she’s 

got the horses now she got something else in her life and it has totally 

distracted her’. 

Clearly there had been positive improvements with Jessica although it was not 

clear whether mindfulness or a combination of other things had been responsible 

for this. Although she was busy Jessica had been encouraged to try mindfulness 

when she was carrying out other tasks – such as riding her horse or cleaning the 

tack room. There had clearly been a change in routines but it was hard to say what 

had been most helpful. It is indeed hard to quantify what has been most helpful 

where different influences are involved. In child mental health two publications 

Fonagy et al (2002) and Carr (2000) are well known for listing which therapies are 

most effective for children and young people. Both approach this from a diagnostic 

perspective – for example anxiety disorders or developmental disorders - and link 

these to the most appropriate therapy for that condition. Neither of these mention 

mindfulness nor in fact ‘equine therapy’ although it could well be that later editions 

may include these. Mindfulness appears to be much less specific and there are 

many different ‘disorders’ that stand to benefit. It would seem that notwithstanding 

any benefits that the ‘equine therapy’ may have provided, mindfulness may also 

have contributed to some improvement. 
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Jessica’s Mum had noticed a definite improvement ‘I have noticed a definite 

improvement I can say that’. Also she felt that the mindfulness intervention would 

be a helpful thing for other young people. 

A further discussion took place about the schools Jessica had attended. Her 

previous high school had been a local Catholic school known for its high rate of 

success but with a lot of pressure placed on pupils. The social and political 

emphasis was on meeting targets. Parsons (1999:13) refers to UK education 

policy from the 1990s as ‘moving from optimistic and enabling to restrictive and 

controlling’. Schools are predominantly assessed by government (and the public at 

large) by the academic achievements of their pupils. For young people with 

specific issues this can be very difficult. Jessica had difficulty with large groups. As 

her Mum explained  

‘Yeah she’s no good in group form really to be honest she’s – she won’t 

get on a bus - no bus routes – she won’t - everything is done by car. 

Any family functions she just avoids them altogether she won’t go. She 

will not go to a wedding – anything – she won’t go’. 

Again this is an illustration of Jessica’s particular difficulties but it also highlights 

just how much her Mum has understood how this affects her (see also her 

following comment). 

It had been noted that Jessica seemed more talkative in class and whether this 

was due to familiarity or something else it was an encouraging sign. This was 

raised with her Mum who remarked  

‘I think it’s when she is in her comfort zone. When you take her out of 

her comfort zone she’s absolutely useless. She goes to bits. You can 

see her panicking, she will go red and you know panic attacks will come 

on’. 

All in all Jessica appeared to be doing very well despite her difficulties. She had 

now been attending the Centre some 2½ years but her Mum could not envisage 

her returning to mainstream school. However her future education was clearly still 

a worry as she expressed,  
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‘So we’ve only like two years left really haven’t we. I don’t know. I don’t 

know which way she is going to go’.  

Her Mum was clearly worried about her daughter and how she would cope with 

things in the future and indeed this is a worry for many parents whose young 

people have difficulties. Solomon (2011) outlines the risks of excluding pupils and 

the advantages of reintegration. Nashat and Rendall (2011) draw attention to the 

fact that official school exclusion policies do not exist in some other European 

countries. While there are clear indications of the disadvantages of exclusion there 

is another side to the coin in the case of young people who are not able to manage 

their mainstream high school but who find a niche in the ‘inclusion centre’. Nashat 

and Rendall (2011) give an analogy of replacing a light bulb (as if young people 

can be moved from their educational placement as easily as changing a light bulb) 

– which does not fit with humans who have a narrative within social 

constructionism. Once settled in an institution, movement out of this is a big 

challenge.  Not all pupils at the Centre are sure of a continuing place there and 

meetings with their original schools are often held to determine whether they are 

ready to resume their mainstream education. In many cases this is a very positive 

move but in some others it proves to be an extra pressure for the young person. 

With older pupils (which appeared to be the case for Jessica) they usually 

remained at the Centre until they reached the age of 16. Jessica’s Mum thought 

that she should definitely go on to college, 

 ‘Oh definitely yes. I have spoken to her. I would like her to go to 

university because she is bright. But like they said we will cross these 

hurdles as we - she is very bright’. 

She added 

‘I think that would be her only set back if they say right we are going to 

put you back to mainstream. I don’t know where we would go then’. 

I also wondered whether her Mum was over-emphasising Jessica’s potential 

future.  Although it is always good to be optimistic Jessica would seem to have a 
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lot of barriers in her way. Perhaps her Mum realised this when she said:  ‘But like 

they said we will cross these hurdles as we’ – 

Parents are encouraged to take part in such meetings at the Centre and have their 

say but as the mainstream school provides the funding for the pupils at the Centre 

there is always pressure to have them back in mainstream. Jessica’s Mum, as she 

said 

 ‘had years of it now with her. As I say it’s been like 3 years from her 

being 11 we’ve been going to CAMHS’. 

And she did not wish to go back to square one. Some young people just can't 

manage high school; as Jessica’s Mum said, 

‘You can either hack it or you don’t isn’t it? She just couldn’t deal with it. 

And I think it is all to do with confidence’. 

Society has changed and the employment situation and the political climate 

necessitates young people staying in education for a longer period than they 

would have done in the past (Burton 2014). For some young people who are less 

competent, either academically or socially, further education can be difficult. There 

is not always a suitable educational placement which might compensate for their 

needs. 

Jessica had attended a local Catholic primary school and had ‘been okay’ but the 

school was very small and as her Mum put it, 

‘and they sort of – they mollycoddled them and then they were threw 

out into the big ocean type thing. They didn’t know what was 

happening. They’d gone from giving the teacher cuddles in the morning 

and sitting on their knee to – So I blame the primary school’. 

She had had fond memories of the primary school. She loved the school: 

 ‘I mean I used to always go in and help out but I can see that coming 

out into the senior school from there is a big big difference. A lot! I mean 
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most of her friends they’re all –you know – great. She stays in touch 

with one girl from the primary school’. 

Rustin (2011:7) terms the movement from primary to secondary school as ‘a 

moment of intense anxiety for most children’. It seems that the primary school had 

formed something of a ‘secure base’ for Jessica (Paiva 2011) but this did not 

extend into high school. The discussion continued noting that it was regrettable 

that secondary school could not be more nurturing. Jessica’s Mum felt that was, 

 ‘because that’s all it is. Isn’t it? If they were that little bit more - I don’t 

mean lenient with them – if they didn’t shout and – you know – we 

wouldn’t have this problem as parents. I’d love to be able to get a group 

up to go into schools to state that – you know – a little bit of patience 

with the children could – you know – have – we wouldn’t be at this 

stage now’. 

This underlines some of the big issues within education – the focus on academic 

results, large classes and cost effective measures often with little scope for those 

young people who have some difficulties. Although Jessica was well settled at the 

Centre which was now meeting her academic and social needs these issues had 

clearly affected this family and the future was still not clear.  Jessica still attended 

CAMHS; although much improved she was still not discharged. Clearly there are 

young people who face great difficulties and following the normal school career 

does not fit with all young people. Mindfulness may help insofar as it provides a 

respite giving more ability to be able to face difficult situations and deal with them 

as they are without adding to the emotional difficulty, but it would also seem that 

there is a bigger picture. 

8.11 Jack’s Parent Interview: family engagement 

Jack’s Mum did know about mindfulness as she and Jack had previously attended 

a mindfulness meditation session. (Jack had not previously mentioned this). She 

added 

‘But it was done by a Buddhist and I found it quite – it was too religious 

– you know what I mean because Jack and me are both Christians and 
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I felt -  so that was interfered in my mind – I couldn’t - it felt too much 

but really I know mindfulness isn’t actually anything to do with religion. 

It’s totally separate really’ 

Although mindfulness is not connected to any specific religion it is a known fact 

that Buddhists practise it more. Reger-Nash et al (2015:207) clearly state that 

‘practising mindfulness’ does not mean that you ‘have to become Buddhist’. 

However mindfulness clearly does spring from Buddhist roots (Kabat-Zinn 2011), 

although as Gunaratana (2009:2) points out it is something you have to ‘see if this 

path works for you, to see for yourself’  not something that would be forced upon 

you. Nevertheless in this situation it had been off putting for Jack’s Mum as she 

explained  

 ‘That’s it but yeah yeah he was a Buddhist so it was more you know 

there was – there was – I don’t know what you call it burning and stuff 

and there was a Buddhist thing and I felt it was too much for me to cope 

with but Jack did find it quite relaxing but – em I think it was quite a long 

session as well so it was probably too long’. 

It was not clear how long the session had been 

 ‘I think it could have been up to two hours - It might not have been 

quite – I can’t remember exactly - it seemed long’ 

Wittman (2009) has identified that time seems to pass more slowly when one is 

anxious or bored. However it seemed that Jack had got more out of it than his 

mother had. 

 ‘There was a lot of – as you probably know – Jack needs – he needs 

kind of to be told what to do. It’s how his mind works you know with him 

having the Autism. It’s –you know he needs to process words just to sit 

in silence is just not Jack’. 

She had recognised that Jack needed direction and thus guided mindfulness was 

more suited to his particular needs. He needed to be directed rather than just 

being free to listen to the waves. Thus an on-going commentary is more suitable 
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for him. Jack’s Mum had been pleased to receive the information about 

mindfulness and the course. As she expressed it, 

 ‘Yes Yes I was actually really made up when you were on about doing 

it because I do think that something like this will really help Jack’ she 

laughed and added ‘And me as well’. 

This was very encouraging to hear – the fact that she was ‘made up’ and not only 

that but she recognised the need for her to play a part ‘and me as well’. 

When asked about any differences she had noticed she replied 

’Not not loads – I mean and it’s hard to say whether the differences are 

through the mindfulness or through something else but he does seem to 

be getting on with people better at school and he has just started going 

to a tennis club and whether that’s to do with – you know – whether 

that’s a change through this or through other things I don’t know 

because he has been generally happier lately’. 

As mentioned earlier in Chapter 7, correlation does not imply causation 

nevertheless this appears to be a clear benefit to Jack. His Mum also clearly 

recognised that she also had a role in this as is identified by her statement, 

 ‘But what I need to do is to encourage him to do it more at home as 

well to continue it because obviously he was just doing it at school and 

it needs to be really an everyday thing’. 

It seemed that she had made a clear connection between the sessions and Jack’s 

improvement in relationships. Also it was enlightening to hear a parent reflect what 

is absolutely correct – mindfulness does need practice (Magill 2003). Jack, during 

the sessions had frequently said that he hadn’t had time to practise. His Mum 

confirmed that ‘It’s very difficult to get them to motivate themselves to do that each 

day’. Even so in Jack’s case being too busy usually meant he had been playing 

video games. When asked whether mindfulness had been helpful to her she 

replied, 
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‘Yeah – again I need to do it more often’. She added ‘But sending that 

CD because I didn’t have anything – I think I’m a bit like that as well I 

need something’. 

When Jack had been struggling a bit to do the practice a copy of a mindfulness 

CD had been given to him to help with this. His mother had also found it useful to 

have something to focus on. Interestingly Jack had given the impression that he 

had not done any of the ‘homework’. Talking to his mother had put a new 

perspective on things and also provided insight as to the likelihood that Jack could 

continue with mindfulness. Given her support it seemed quite possible. 

This was an interesting point which established that it is not always clear how 

much students have taken the ideas on board. It would also seem to suggest that 

improved communication with parents might enhance this.  

Some young people had said that they preferred silence during meditation and 

that voices distracted them. However others had said that they needed a voice to 

guide them. Jack’s mother had obviously some experience of this herself as 

illustrated by her comment: 

‘I think it’s a case of if your mind is very busy, you need something else 

to take your mind off that business but something else to focus on to 

take you away because I have OCD and I think my mind is very - going 

10 to the dozen and that – and I find it hard just to be quiet. So -  but I 

know that – because I’ve done kind of meditations in the past you know 

I’ve been to different people so I’ve done different meditations and of all 

of them that’s  the best I find you know’. 

The above comment appears to show that she has some insight as to how it might 

work and had clearly found this approach helpful ‘that’s the best’  

Asked about any differences within the family Jack’s Mum explained that she only 

had one other son and, 

‘He’s very much not into anything like that. He’s very much the other 

way. Don’t touch anything like that it’s too weird’. 
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And she laughed and added, 

’It’s just really me and Jack. We did think as - because I think Karl, my 

husband would probably do it but I think as well he’s a bit like my older 

son. I think me and Jack are alike and those two are alike and it’s kind 

of – so it would probably be me and Jack more than anybody doing it’. 

Jack’s Mum has considered other members of the family although she has 

concluded that mindfulness is not something that they are likely to be interested in. 

This family approach was not something that the other families had considered 

although Emily’s family shared this perspective (see later in this Chapter). Jack’s 

Mum had obviously tried a number of things to help Jack. She mentioned imagery 

which they had tried:  

 ‘when Jack was having quite severe difficulties and we both found that 

helpful’. 

She saw a parallel in this as it was, 

 ‘talking through something rather than just being nothing - you have 

something again to focus on haven’t you?’ 

There was a further surprise when she stated 

 ‘and Jack’s been good because he has explained the mindfulness to 

me – which is I know that he has took it in’. ‘Because that's another 

thing with Jack he doesn't always take stuff in but I know he has. 

Because I was asking him about you know when you focusing on a spot 

on the wall’? 

She went on to describe how Jack had explained the technique to her and they 

had practised together proving that he had indeed listened – which had not been 

apparent in class at the time. With some young people it is difficult to gauge 

whether they have really taken things in. Whether this was something about Jack’s 

autism or just about adolescence was not clear. It is the nature of human beings to 

be affected by multiple influences and it is not easy to discern which is which. 
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With Jack: 

 ‘You probably wouldn’t with Jack because he doesn’t give anything 

away’. 

His Mum was thoughtful and had a positive view of mindfulness being potentially 

helpful to Jack, 

 ‘He’s very very quiet and he just – he does take things in and probably 

because mindfulness is a quiet area – you know it’s not – there’s 

nothing else really going on, he would probably take that in more 

because the concentration would be better. It probably would improve 

his concentration as well wouldn’t it?’ 

Jack had asked one of the teachers if he could be mindful when playing tennis. 

Saltzman and Goldin (2008:150) pose a valid question in relation to this ‘If you are 

thinking about winning and losing is your head in the game?’, which would be the 

case, as playing the game rather than being worried about winning or losing would 

be an advantage. Jack’s Mum picked this up and identified that ‘that’s your anxiety 

coming in isn’t it?’ 

She definitely thought that this would be a useful intervention for other young 

people. She was keen to know whether the Centre would be carrying on including 

mindfulness. This was uncertain but staff had said they would run something 

should there be enough interest. There were other changes scheduled at the 

Centre with some staff leaving and some possibility of relocation – none of which 

was certain at this point in time. Jack’s Mum remarked that in the event of 

changes, 

‘That’s also going to add a lot of stress to Jack’. She felt that 

mindfulness would probably be quite good in this instance. 

Jack would need structure to do the mindfulness. His Mum explained, 

‘I think it would be a case of – there is no way if I just leave Jack at 

home to do it he won’t do it. It would have to be me as well so I need to 

sort myself out as well so that we can both do it together and maybe I 
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will talk to him about that and organise it so that we pick a time you 

know’. 

Again this illustrates her ‘ownership’ of the task – she needs to sort herself out in 

preparation to help Jack. Jack had had some doubts around the fifth session; he 

felt he was not getting enough actual mindfulness practice as not all of the session 

was devoted to practice but included other background information. Jack had been 

wondering about whether it was worthwhile continuing. His Mum felt 

 ‘That would kind of ring true with Jack because obviously if he is not - it 

wouldn’t be of any benefit to Jack then really you know if it was going all 

the way round everything else as well because it’s a lot to take in’. 

This is a consideration. There would need to be a balance between any necessary 

theory and time for practice with any future programmes. Mindfulness from the 

beginning to end of a session would be right for Jack as all the explanations would 

have been given in previous sessions and as his Mum pointed out ‘10 minutes 

isn’t long is it?’ but would this help other young people? 

With Jack it seemed that he would need to be directed - for example at four o'clock 

to quarter past four is mindfulness time. Jack’s Mum asked whether it was 

beneficial to do mindfulness before bedtime. Mindfulness is more about being 

awake (Kabat-Zinn 1990) but some young people had said that it helped them get 

off to sleep. If you want to do mindfulness to be fully awake it’s not a good idea. 

Jack’s Mum also said that she found mindfulness sends her sleepy, which is a 

common experience. She said. 

‘But I think that’s because I’m not a person that usually relaxes so when 

something does work it does make me feel sleepy’. 

Also it seemed Jack could get quite anxious going to bed. 

‘He will start to worry about you know - have you locked the doors and 

he’ll start to get – you know – start to think about things that have 

happened in the day just when he is going to bed’. 
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Thus this seemed to be a good time for Jack to practise mindfulness. Individuals 

are all different and some may find doing mindfulness first thing in the morning is 

best for them. So it’s really what fits in with the individual. Bedtime seemed to fit 

best for Jack – perhaps rather than a bedtime story (which younger children find 

comforting). 

Jack’s Mum had come across other ideas and mentioned a book that a 

psychologist had once recommended for Jack. We agreed that whatever helps is 

useful but mindfulness is even more about developing a clearer calmer mind but 

both are needed because if you are not relaxed it becomes difficult. 

We discussed the trip to the park which all the young people had found useful. 

Interestingly Jack had not told his Mum about this experience which led her to 

remark   ‘Oh right he doesn’t tell me anything I get to know nothing.  However this 

was an entirely different tone to the comments of Katie’s and Jessica’s parents 

when they had complained of not being told anything by their child. She laughed 

as she said this – which makes the point that even when there is a close 

relationship between young people and their parent they do not share everything. 

It seemed that this sort of experience was something that they might share 

together. Even if the weather didn’t permit creating an image or going back to a 

memory of a comfortable place might be equally useful. 

8.12 Emily’s parent interview: promoting engagement 

Emily’s Mum had heard about mindfulness before in connection with her work. 

She was a retired nurse specialist and had had a psychiatrist patient and they 

spoke a lot about mindfulness. 

‘Basically because –just talking about her job and stuff. I’d suffered from 

post-traumatic stress previously after an assault at work. That’s how 

come I know about mindfulness’. 

She had found the information useful. When asked about any differences she had 

noticed in Emily since she had been attending the group, she replied 

‘She talks about it. She says she finds it difficult but I think that’s 

because it’s a group session. So when she’s been coming home we’ve 
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been talking about it and we’ve been chatting and saying how useful it 

is to use it to sort of make – calm yourself down – be positive about 

things. Em but she does find it difficult and I think it’s their age as well 

isn’t it.’ 

She continued 

‘They are young but she does seem calmer. She says she doesn’t but 

she does seem a lot calmer and at least she’s talking about the tools 

that she has learned really and the understanding of relaxation’. 

It was good to know that Emily had talked about the sessions to her mother and 

her mother had also known about mindfulness which could facilitate the 

conversation. Kaiser Greenland (2010) relates how she uses mindfulness 

meditations with her children. Additionally as Bohhi (2013) has outlined, 

mindfulness is not commonplace in the West so where it is it can help develop the 

culture. Emily’s mother had also added some observations – that Emily had some 

difficulty with groups and that she had noticed that Emily seemed calmer. Mace 

2008 lists this latter point as one of the benefits of mindfulness. Her mother had 

not said whether being in a group seemed any easier for her but it is interesting to 

note that Emily’s score on the peer relationships SDQ sub-scale had improved. 

Emily had been absent on the day that we had gone to the park where the young 

people had found this useful. We discussed the session and Emily’s Mum thought 

she would do something like that with Emily – establishing that she was willing to 

take on such ideas. 

Asked about her own experiences of mindfulness Emily’s Mum said, 

‘I’ve tried it before. I do it when - I have triggers to the assault so I’ll do it 

when the – sort of - when I anticipate – I can anticipate a trigger so 

instead of avoiding it I use it to sort of cope and not get all anxious and 

have the flashbacks and stuff. So that’s when I’ll use it and I’ll also talk 

to Emily about it and my other daughter when they are up in the air and 

stressed to bring them back down’. 



256 

 

The above comment clearly shows that Emily’s Mum uses mindfulness herself and 

shares this experience with her daughters. Further discussion revealed Emily’s 

Mum’s perception: 

‘Em I think that because of what’s happened to me through my career 

and stuff. It’s something that I have developed and I just do it as you go 

along-  it sort of becomes a habit - the girls have picked up a little bit on 

it because – an example – if someone is angry or road rage and stuff – 

their Dad sort of calls them for having road rage and stuff where the 

girls will be sort of mindful  that you don’t know what’s happened in that 

person’s day and you don’t know what they are feeling and that’s what 

you’ve got to think about and der der der they look at things differently. 

They are very - they are both very tolerant of people because they think 

deeper than the surface really and it’s just something that we do - but 

he does it a little bit but he is more of a man’s man. 

This further illustrates how the Mum promotes a sort of culture of mindfulness in 

the family. She acknowledges that their Dad isn’t usually of that frame of mind but 

he is also included ‘he does it a little bit’. 

The question about any differences in family life produced the following response, 

‘Yes. Even though Emily’s a lot better since she has been to the Centre 

on the whole and she has done a lot of sort of one-to-one counselling at 

CAMHS and stuff but before she was always a very calm child it was 

the high school that made her anxious and all the rest of it and her 

physical health. Emily’s got psychological problems that she deals with 

but she’s also got physical problems which it was the physical ones and 

going to the high school that triggered the psychological ones’. 

Emily had found the transition to high school very difficult. Her Mum reported 

‘What she was scared of – and one of the CAMHS workers got it out of 

her – was the way they treated Martha (her sister). She didn’t want 

treating the same and she was very frightened and she could see the 

pattern was developing really and she didn’t feel safe there so’. 
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From personal observation it seemed that her psychological problems seemed to 

have abated. Her Mum confirmed that she was now discharged from CAMHS. 

However it seemed that there had been a catalogue of events that had led up to 

her difficulties: 

‘She started off having counselling at the hospital because she was 

diagnosed with epilepsy and we were not allowed to use the word. And 

then she got glandular fever - chronic fatigue and her health just 

deteriorated quite quickly so they kept seeing her and then the high 

school started putting pressure on her because she was off school but 

they were still expecting her to be a high achiever – which – she wasn’t 

in school – she wasn’t well so it just got a little bit out of hand. – that’s 

why she was under a psychiatrist as well’. 

We agreed that considering these events she had done brilliantly and her Mum 

added: 

‘Yeah we tell her she’s very resourceful and she is a tough cookie you 

know she’s coped really well with it she has’. 

Apparently there was more to the story. There had been a car accident returning 

from the new high school where she had gone for a visit and to get her uniform – 

she had bumped her head which had led to her ‘starting having fits’. On the day 

she had already been quite anxious: 

it was like being at a football crowd – you know everyone was on top of 

each other type of thing. So that’s how it all started that was her first 

experience of high school’. 

Harris and Sargent (2011) discuss how traumas can come to be associated with 

other events – and for Emily multiple things were happening at the same time. 

McDannald (2008:2) describes how the anxiety response ‘might come to be 

elicited by innocuous events through associations with traumatic events’. Thus 

placed in this context, Emily’s issues with high school do not seem difficult to 

understand. 
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Emily’s Mum did think that mindfulness would be a useful intervention for other 

young people. She said  

‘I do. I think youngsters – and it’s something I feel really strongly about 

– teenagers these days have far too much pressure put on them. For 

their exam results you know – peer pressure you know – we had peer 

pressure when I was at school but it was nothing like it is now – you 

know - and the teachers they’re under pressure for grades and they 

bounce it back to the kids and there is just too much pressure on them. 

And I know there is a lot of children that’s got eating disorders in the 

school you know – control and all the rest of it. I do I just think it should 

be part of the curriculum. I do because there’s so many messed up kids 

isn’t there? 

Emily’s Mum’s views were quite critical of the educational system but in view of 

Emily’s story and also the fact that her older daughter had been affected by the 

pressure at school, this is understandable. Her reference to children in the school 

with eating disorders was also reflected by CAMHS referrals (and in fact ‘Paula’ 

who dropped out after the first session had been one of these young people). She 

added: 

‘It’s a shame and I think there’s messed up kids for other reasons but 

education is causing a lot of it’. 

We agreed that stress levels in young people today were higher than those of the 

1950s (Twenge 2000, Bor et al 2014) and acknowledged that for many youngsters 

who attended the Centre within a few weeks this provided a certain measure of 

respite from the pressures of high school and they managed better. Emily’s Mum 

continued, 

‘Yeah it’s awful. The school find me quite difficult because I’m vocal you 

know and I tell them that I do think they have got a lot to do with it. Okay 

there are physical problems but you’re putting too much pressure on the 

kids and Emily has seen Martha who is older, crumble and go to pieces 

and she doesn’t want that you know. Both the girls have been told the 
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same you just try your best. I don’t expect you to make yourself ill, stay 

up nights studying, not go out and socialise because you have got this 

that and the other to do you just try your best whatever that is but then 

you have got school saying A’s are only good enough and there’re not.’ 

Having learned something of the context that fitted with her daughters it was 

perhaps not surprising that she had developed this attitude. It also seemed clear 

that both girls were intelligent (’A’s are only good enough’) and this was likely to 

have influenced the school to put more pressure on for them both to attend and 

achieve. It becomes clearer how it ‘just got a little bit out of hand’. 

Emily’s Mum did think that mindfulness should be a school subject: 

‘So I do think it should be standard like sex education. They put sex 

education in to stop teen age pregnancies but they are actually causing 

mental health issues in the majority of the kids’. 

We discussed the point that some young people were saying mindfulness was 

useful while others found it not so helpful. It really was a matter of practice. 

Emily’s Mum had a view on the age factor of the young people 

‘Yeah and I think as well they are at that age - therapists where – 

they’re more susceptible to it because they do see and stuff don’t 

they but they are at that age where – and society – where mental 

health is a big taboo but if you look after your mental health you 

are going to flourish further on and I just think it should be instilled 

into people - it’s an important issue’. 

Emily’s Mum appeared to have experienced more than the average contact with 

CAMHS and thus had strong views about mental health and attitudes towards it 

and she did seem to think that mindfulness would help. All in all Emily’s Mum felt 

that, 

‘I think it has been positive for Emily because she has been more open 

about her feelings. Because she – she’s very she keeps a lot in – you 

have to drag it out of her she is very private so you know we have 
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spoken more about it because I’ve got a little insight we’ve discussed it 

and I do think it’s a good thing especially for them in the Centre. It’s just 

a shame that they don’t put it into ordinary schools isn’t it?’ 

We agreed that the young people have got to want to do mindfulness. Emily’s 

Mum felt that there should be - ‘they need to be more supportive for children – for 

teens’. 

Funding is frequently an issue although pressure to achieve remains but she said, 

‘Yes they just wait for them to crumble in adult life’ and laughed at this 

before adding, ‘and then they find out ‘oh yeha it was when you were at 

school’. 

Emily’s Mum had very much promoted mindfulness within her family and had 

engaged her daughters in this. They had not had very positive experiences in 

mainstream schools and this seems to have influenced her view. However other 

parents had also had some issues with the educational system as it stands. It 

would seem that gaps do exist perhaps particularly where problems may not be 

obvious at first glance. 

8.13 Rounding up 

The aims of the research which link with the above ‘stories’ concern developing a 

better understanding of what might be done to help parents support their young 

people in mindfulness. The parents’ views of the mindfulness experience on the 

young people are therefore important.  These are discussed below with some 

consideration given to further therapeutic programmes. 

The transcript was analysed in the same way as the focus group (see Chapter 7) 

using the thematic analysis method described by Gibbs (2009). Dividing the 

transcripts up into different sections produced six main themes. These are 

discussed below under the relevant subheadings. The individual challenges faced 

by the young people, although not specifically discussed here, do come to light in 

the conversations. Overall this did show that between them the young people 

faced a number of difficulties which were also reflected by their families concerns 
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about them. Some of the headings are similar to those identified in the focus group 

and these will be discussed first. 

8.14 Experiences of mindfulness 

All of the parents had received information about the sessions and three of them 

(the parents of Emily, Jack and Matthew) had heard of mindfulness previously. 

Clearly the parents of the other two young people had required more of an 

explanation of mindfulness which the others had not. Katie’s Mum had not known 

about mindfulness but had not asked further questions. However it is interesting 

that Jessica’s Mum had not known about mindfulness either - although she had 

hazarded a guess. She had been curious and asked for further information and 

after a very short hands-on experience she had remarked ‘I’d stay there for ever’. 

Clearly she had found the experience positive. Jack’s Mum had described being 

‘made up’ when she heard about the sessions. Matthew’s Mum talked about 

mindfulness being ‘empowering’ for her and Emily’s Mum remarked ‘I use it to sort 

of cope and not get all anxious’. These latter comments were all positive 

comments and in the case of the three families, who were familiar with 

mindfulness, gave some indication of the likelihood of them pursuing the practice. 

8.15 Continuing practice 

Clearly two of the parents were not in a position to undertake this. Jack’s Mum 

appeared to be the most proactive in this respect ‘But what I need to do is to 

encourage him to do it more at home as well to continue it’. Emily’s Mum seems to 

have promoted this in her family ‘it becomes a habit the girls have picked up on’, 

and Matthew’s Mum stated ‘Yeah definitely’. ‘I think it makes us both think more 

think about what’s going on in the here and now’. 

8.16 Benefits 

All of the parents {except Katie’s) had noticed some positive changes in their 

young people. Emily’s Mum stated, ‘she does seem a lot calmer and at least she’s 

talking about the tools that she has learned’. Jack’s Mum commented, ‘he does 

seem to be getting on with people better’.  Matthew’s Mum added, ‘he did feel it 

was helping him’ and Jessica’s Mum said ‘I have noticed a definite improvement’. 

It was only Katie’s Mum who reported that things were ‘Just the same - or if not 
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worse’. She appeared to be having the most difficulty in engaging with her 

daughter.  There would seem to be a number of factors which need to be 

considered and it cannot be stated that these positive results were due to 

mindfulness. However it would seem that mindfulness may at least have made 

some contribution. 

8.17 Talking to parents 

One theme seemed to be how much the young person had ‘talked’ to their parent 

about the group. Emily, Jack and Matthew’s parents all reported this had been the 

case while it was absent in the cases of Jessica and Katie. This may have linked 

with the parents’ knowledge of mindfulness as these were the same three families 

who had known about mindfulness previously.  Looking at the SDQ results it is 

interesting to note that Emily and Jack scored best in this respect (see Chapter 6). 

Unfortunately Matthew’s score was incomplete and thus no comparisons could be 

made – however his final score did not seem too bad as compared with the final 

scores of the rest of the group. 

This point alone would seem to be a good reason for more inclusion of parents 

from the beginning. This lack of talking about the programme need not have been 

due solely to the young people. Had the parents had more information they might 

have been in a better position to help and encourage. Jessica’s Mum for example 

seemed to want to help her daughter as much as possible. It seemed somewhat 

irrelevant whether the young person had engaged with their parent to explain 

mindfulness as this ought to have been a task more suited to the researcher. 

Originally it was hoped to include parents in the introductory session but the move 

to an educational establishment made this difficult to organise. The introductory 

session became a session enabling the young people to decide whether they 

wanted to join the group and following this it no longer seemed appropriate to 

bring the young people back with their parents for a further introductory session. 

The need to complete the project before the long summer holiday was also a 

factor in the decision to go ahead without a further introductory session with 

parents. Parents of pupils attending secondary school are not normally part of the 

school community but do attend events from time to time. Further consideration 

needs to be given to how best to include parents in any future groups. However, 
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despite the thought that had gone into preparing a written account of just what was 

involved (as well as previous drafts being corrected as stipulated by the NHS 

ethics committee), the information sheets seemed to be a little redundant in view 

of the impact the ‘live’ session with the young people.  

8.18 Mindfulness in schools 

Four out of the five parents felt it would be useful to deliver mindfulness 

programmes to young people. Only Katie’s Mum felt that ‘I can’t answer that’ – 

again had she had further information this may have helped her answer this 

question. Under the ‘other comments’ theme Matthew’s Mum emphasised that she 

felt it was good to introduce mindfulness at a young age. Emily’s Mum wanted to 

emphasise the positive effect she felt mindfulness had had on Emily and Jack’s 

Mum had been keen to know about future groups. 

8.19 School issues 

The remaining theme was about schools and education in general, how pressure 

is put on young people and how some young people cannot handle this very well. 

There was also concern from Jack’s Mum about changes which would be likely to 

affect the Centre. Although the details were unknown this was likely to affect Jack 

and potentially other pupils. There are issues in the educational system which can 

be difficult for vulnerable young people and while mindfulness may be helpful to 

some there will always be other things that need to be addressed – for example 

whether specific educational needs are being properly addressed. For some 

parents these are really important issues. 

8.20 Different families’ different stories 

There are very different ‘stories’ given by the parents above. It was interesting to 

see the different perspectives of the individual parents and indeed there was a 

wide variation. One aspect is clearly the family’s position in this but also the young 

person’s individual approach. The views of Riksen–Walraven (2002) about the 

three domains – the parents, the child and the impact of stress versus support are 

illuminated in these stories. There are other factors occurring in the lives of young 

people some of which may not be known to the researcher. Bishop (2002) also 

states that it was not possible to rule out social desirability effects in his study and 
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suggested that future studies should take account of this. Within the group there 

were in fact a number of influences in the lives of the young people but it is difficult 

to know how one would evaluate or exclude these. 

In evaluating the effectiveness of mindfulness, while it is difficult to exclude other 

variables, it is perhaps of note that those families who were familiar with 

mindfulness and who engaged with their young person to talk about it appear to be 

the ones who benefited most from the sessions. However it was not clear whether 

talking to the young people had been the most salient factor or talking to the young 

people about mindfulness per se. Whatever the answer it would seem that 

including parents at the earliest stage would promote the most positive outcomes. 
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9.  Cultivating a milieu for mindfulness 
 

9.1 Overview 

This chapter considers the research and its overall findings. Firstly mindfulness is 

briefly referred to, revisiting its setting within a therapeutic framework and outlining 

something of the context of the research. The research question is then 

considered in relation to the design. The research findings are then discussed 

under relevant headings. The issue of the family inter-dependency with 

mindfulness is identified including some reference to wider society. This is 

followed by a consideration of mindfulness in schools as this is an important 

aspect. The chapter goes on to reflect on some of the popular views about 

mindfulness and how this might influence young people. There follows a 

discussion on the necessity of practice and some of the difficulties in maintaining 

this with young people. The importance of discussion to promote mindfulness with 

consideration of how this might be enhanced is addressed. The issue of evaluating 

mindfulness with questionnaires is considered highlighting the difficulty in 

measuring this. Consideration is given to further studies before the issue of 

including parents is discussed, identifying that this is a key area for reflection. The 

chapter concludes, identifying that mindfulness is a broader issue than merely the 

participants and requires a wider perspective. 

9.2 Approaching conclusion: reviewing the steps 

This research has considered mindfulness with particular emphasis on its 

relationship with vulnerable young people. Chapter 1 saw how mindfulness, from 

its ancient Buddhist traditions, has in recent years become more prevalent in the 

West (Black 2014). It is particularly for its therapeutic qualities that mindfulness 

has become popular (Segal et al 2002, Kabat-Zinn 1994, Hayes et al 2005, 

Linehan 1993 and Shapiro and Carlson 2010). However, mindfulness is not an 

easy concept and thus Chapter 1 discussed something of the essence to provide 

some measure of explanation. As highlighted previously, although we need not 

adopt the religious aspect, mindfulness does involve a different way of thinking. 

Nataraja (2008) explains that mindfulness is essentially a right-brained activity and 
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although the left and right functions of the brain are much disputed nevertheless 

mindfulness is not our usual way of thinking. As has been identified mindfulness 

requires cultivating but it is not something that can be forced (Puddicombe 2011). 

However it is in relation to its therapeutic qualities that the research aimed to 

consider how mindfulness might be used with vulnerable young people. This 

chapter will consider the findings after briefly recapping on the aims and the 

process of the study. 

There is an evidence base for mindfulness in neurology and psychology but this is 

less well established with young people (Burke, 2010, Kaiser-Greenland 2010 and 

Coholic 2010). Thus there is a need to consider how mindfulness, with its claimed 

(as well as evidenced), might fit with vulnerable young people. The aims of the 

study were to investigate this, explore the young people’s engagement, their forms 

of support and the impact mindfulness would have on them. 

The research was conducted during a time of change and re-organisation 

presenting challenges to the research. The culture within the organisation became 

far more bureaucratic. Mullins (2007:48) has listed one of the disadvantages of 

bureaucracies as ‘initiative may be stifled’ and within the new conditions the 

research that had been planned did not fit. McRoy et al (2012) discuss the 

advantages of doing research in a research-priority culture.  In practitioner 

research challenges do arise sometimes requiring new directions. McLeod (1994) 

advises to expect renegotiation but for this research it was more like a ‘back to the 

drawing board’ approach which had to be taken involving modification and new 

plans being outlined and instituted. Chapters 4 and 5 described how this process 

evolved before the final intervention which was delivered to the group of 

vulnerable young people in an Inclusion Centre. However the young people 

represented a similar population to the initial proposed CAMHS population hence 

the aims for the research remained the same overall. 

9.3 Reviewing the research question and objectives 

The research sought to design and deliver a mindfulness programme suitable for 

work with vulnerable young people. This was achieved by a combination of 

reviewing the literature and personal experience of work with young people in 
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CAMHS, considering what had been helpful with young people of this age and 

ability. The CAMHS structure considerably contributed to how and when the 

programme should be delivered.  The Ethics Committee’s views necessitated 

some changes. The pilot group needed some modification due to organisational 

changes. Finally further changes needed to be made and the main group took 

place with a similar client group but in an educational setting. 

The second objective had always been a primary purpose as without evaluating 

the experiences of young participants nothing would be learned. There is a 

continuing need to provide evidence-based practice. A single-case evaluation was 

employed using outcome measures before and after the sessions. A focus group 

(discussed in Chapter 7) was also held, the dialogue transcribed and a thematic 

analysis was conducted. 

Additionally the research sought to gain a better understanding of how parents 

might support and interact with their children in this respect. Parental support, as 

discussed in Chapter 2, is a major factor in child mental health and thus it was 

important to understand how this might be influenced. Individual semi-structured 

interviews were held with the parents (discussed in Chapter 8) to gain their views 

and it became clear that parental involvement impacted on the young people’s 

experience of mindfulness. 

The research was designed to be of mixed methods both qualitative and 

quantitative. It was approached from a relativist social constructionism stance 

(Harper 2012) considering the world of people’s experiences (Schwandt 1994) - 

not only the views of the young participants but also those of their parents. The 

other aspect to the research was the single-case evaluation method. 

Questionnaires were used before and after the sessions to ‘evaluate client 

progress’ (Kazi and Wilson 1996:700). This approach to the research required a 

pragmatic stance. As a method of evaluation this method has merit as changes 

can be noted in the before and after period. However this was not a case where 

behavioural occurrences were being counted and it was a much more subjective 

viewpoint that was measured. Therefore the nature of the questionnaires used 

requires particular consideration. The three aspects to the study offered a certain 
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measure of triangulation a technique advocated by Denzin (1978) for ‘validating 

data’ and as proving ‘methodological rigor’ (King and Horrocks 2010). 

Two further objectives were identified. It was always envisioned that the 

intervention would have a therapeutic purpose and therefore gaining a better 

understanding of how a mindfulness intervention might be used was important. 

There is increasing demand placed on services and therefore it seems appropriate 

that such an intervention should be available to young people having a range of 

vulnerabilities. This would include those at Tier 1 and 2 and as such would extend 

to special educational settings. This research contributed to this aim. 

The final aim was to consider the impact mindfulness may have in terms of 

potential future service delivery. There are a number of issues which deserve 

further thought. A significant point is the position of the parents and this research 

highlighted their importance. Consideration should also be given to the length of 

the sessions and the emphasis placed upon home practice. The findings are 

discussed below. 

9.4 Family inter-dependence in developing mindfulness skills 

The findings of this research indicate that the position of the parents can promote 

mindfulness in the young people. Looking at the parents’ stories and their 

situations there was a clear link between the parents’ knowledge of mindfulness 

and their discussions with the young person in promoting mindfulness. 

Winnicott (1956:303) made the statement that ‘there is no such thing as an infant’. 

By this he meant that an infant cannot survive alone and thus there is 

interconnectedness between a young child and the family. Semple et al 

(2006:143) describe young people as being ‘more embedded in their supportive 

environment systems’.  Clearly this need reduces as the child grows but it remains 

to some extent. The issue is wide and the development of a personality is a 

complicated matter. Dallas (2007) discusses ‘making meaning’ in families 

describing how attachment, systems theory and narratives work together to create 

family systems. As outlined in Chapter 2 all experiences count in some way 

towards the development of individual youngsters as they mature as well as the 

interdependence of families. This viewpoint was very much evident in the 
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research. The family support system for young people as identified in this 

research, can promote better mindfulness outcomes in the young people. 

Knowledge and interest in mindfulness together with a preparedness to engage in 

discussion were key findings. 

Parents are important in creating the right milieu to encourage mindfulness. This 

also connects to culture and how easily the concept of mindfulness sits within the 

family but also the interest the parent takes in this with the young person. Omer 

(2004) has identified ‘parental presence’ as an important aspect of parenting. 

Clearly there are variations in the amount of engagement any parent has with their 

child and as Howe (2003) describes the relationship is a ‘dynamic one’ requiring 

interaction on the part of the parent and the young person. 

Teasdale and Chaskalson (2013) refer to mindfulness as something that should be 

‘tested’ and ‘checked out’ by people. Where this can be done in a family setting 

there is both encouragement and healthy questioning which is more likely to place 

a value on the method. However there is also a wider aspect - the question of 

culture, the attitudes of the family and the wider community in which the individual 

has his or her identity. Mindfulness meditation may be one thing to people living in 

a mainly Buddhist culture, another to people living in the West. Bodhi (2013) has 

pointed out that most people in the West do not have the cultural background in 

which mindfulness is an integrated part. This research showed that the young 

people in families unaware of mindfulness did not do as well as those from families 

who placed value on mindfulness. Mindfulness is about being; people need to 

allow that time. 

What is this life if full of care 

We have no time to stand and stare  (Davies 1911:15) 

Thus there has to be a ‘preparedness’ to accept mindfulness. This research 

identified that where this was there the young people benefited. 

As mentioned in Chapter 1 there has been increasing interest in mindfulness over 

recent years which may have paved the way for further interest. Gray (2010) and 

also Twenge (2010) have established that there has been an increase in ‘extrinsic’ 
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goals in recent years. Intrinsic goals are more about self-development and are 

altruistic – much in line with mindfulness goals - whereas extrinsic goals tend to be 

more about material possessions or status. There is no doubt that value is placed 

on such things as ‘multi-tasking’. Hasson (2013:6) refers to our ‘rushing around’ 

‘trying to be somewhere else’ while Taylor (2012) speaks of our constant need for 

‘distraction’ from our ‘thought chatter’ needing to have the TV on, or otherwise be 

engaged in the internet, the phone or a game console often more than one activity 

at a time. Living in such a culture is it any wonder that as Gunaratana (2002) 

claims 90% of the time we are tuned out from what is really going on. This would 

have been a familiar state of mind influencing the young people in this research. 

Cultivating a space for mindfulness is therefore no easy task and for this to take 

hold in a family they would firstly have to be familiar with mindfulness and assign it 

some value and indeed this research reflected this point. However, some have 

speculated that society is beginning to become more intrinsic in its aims perhaps 

by the process of homeostasis (Shoham 2006) - the theory that things balance 

themselves out. Etzioni (2007:83) maintains that societies tend ‘to lose their 

balance’ moving to correct ‘conflicting core values’ – a paradigm shift as it were. 

Thus if society has moved so far in the direction of pursuing material goals then at 

some stage it must re-balance and tilt back in the opposite direction embracing 

more intrinsic goals. If this is in fact the case it would fit with the interest in 

mindfulness. There would seem to be more examples of people advocating 

qualities reflected in mindfulness – hence the year by year increase in publications 

of this type and various individual authors such as Christina Crook (2015) who 

advocate qualities such as ‘presence’ and ’peace’. This would be good news for 

future mindfulness research as society may find it an easier concept which would 

reflect on individuals taking part. 

Nevertheless society takes time to adapt (consider the process of evolution) and 

for young people it is not only the family who are important, the school 

environment is also a major part of young people’s lives. Rutter et al (1979) 

estimate ‘fifteen thousand hours’ as the average amount of time pupils spend in 

school. This is a substantial amount of time and the school environment makes 
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considerable impact on young people. Schools which were sympathetic to the 

concepts of mindfulness could promote this in the young people. 

Returning to the parental environment, parallels can also be drawn with the issue 

of homework. Dodge (2014) claims that parents can create an environment that is 

conducive to children getting their homework done and also that children who 

spend more time on homework on average do better academically. Kristof (2015) 

in an article in the New York Times discusses the Asian advantage that Asian-

American young people have.  This is thought to be a combination of setting the 

right environment to do homework and parents having higher expectations of their 

young people. Okayaki and Bingham (2010) also reflect that similar results are 

found where parents can see themselves as equal partners with teachers. Thus it 

is largely a matter of attitude and readiness but also there would seem to be 

further factors. Nowadays schools are large and collaboration between parents 

and teachers is no easy task. Griffin and Tyrrell (2004:122) cite the ‘law of 150’ as 

the optimum number for a community. Larger establishments made interaction 

more difficult and considering the difference in mind-set that teaching of 

mindfulness may involve further consideration is needed. However in this research 

the Centre was small and potentially had an advantage over most schools which 

are far larger than 150. A presentation on mindfulness was given to all staff and 

many of them were interested. This presents future opportunities as is reflected by 

the commitments of the teachers to run a future group should this be something 

the students wanted. 

9.5 Bringing mindfulness into schools 

The role of schools is a point requiring further consideration in relation to teaching 

mindfulness in main stream schools. Recently the Government has promoted the 

idea of mindfulness in schools. The Mindful Nation UK was set up with the 

following remit:  to review the evidence on mindfulness, develop policy 

recommendations and provide a forum for discussion within parliament. In October 

2015 the Mindfulness All-party Parliamentary Group produced a report 

recommending that mindfulness be taught in schools. One of the points 

contributing to this decision was the evidence (Diamond and Lee 2011 and Sanger 
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and Dorjee 2015) that mindfulness had been shown to enhance executive control 

in children and young people. 

The issue of teaching mindfulness in schools was a question put to the 

participants in this research. Interestingly the views of the young people were 

mainly negative although their parents’ views were mainly positive. This research 

identified that many of the parents were already familiar with mindfulness and 

another was in favour of a more ‘nurturing’ approach thus they could identify the 

potential benefits that such a mindfulness approach may bring. As identified by 

this research, the young people struggled more with the concepts of mindfulness 

and it was not easy for them to take a wider perspective on this. Also they all had 

had a poor experience in mainstream school – typically seeing it as a place of 

‘disruption’ - which may have impacted on their attitudes and views. Additionally 

(as discussed in the next paragraph and also in Chapter 2) they were teenagers at 

a period in their lives characterised by rapid changes affecting their sense of 

identity and views on life. 

A number of points identified in this research may well be useful for consideration 

for schools planning to deliver such programmes. 

 These would particularly include involving parents given that parents can 

help create a home environment conducive to mindfulness.  

 Consideration of the contextual significance of mindfulness in a society 

where it is largely unfamiliar.  

 The age of the young people as different activities are more suited to 

different ages.  

 The structure and timing of the sessions would be points to consider. 

Younger pupils may require shorter sessions. Also planning sessions to 

avoid too many breaks. 

 Providing an availability to have a brief ‘check in’ session early in the day 

would also seem advantageous in facilitating the ‘normalisation’ of 

mindfulness practice. 
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9.6 Unrealistic expectations? 

Another finding of this research identified that unrealistic expectations can 

sometimes arise which was the case for the young people.  Bertin (2013) states 

that the concept behind the MBSR programme can be unintentionally misleading. 

People might assume that in eight weeks all your stress problems can be fixed. 

This may well have influenced the belief some of the young people had when they 

started on the programme. In reality MBSR does not actually change anything but 

over time with continued practice people can learn to cope differently with stress. 

Thus to notice any changes one would have to maintain the practice. However for 

young people who are going through ‘such rapid growth’ (Burton 2014) there are 

other things which may be more important. Balaguru (2013) discusses some of the 

challenges facing adolescents and, with hormones surging and emotions changing 

rapidly, attending to mindfulness would require some steadying context. This 

research has identified that parents can provide this and where this was present 

better results were reflected in the young people. 

 Bertin (2013) states that it is not a ‘quick-fix’ like a dose of antibiotics. This is a 

difficult point to grasp and thus as Kabat-Zinn (1994) suggests it is necessary to 

have some ‘vision’ about why you are practising. In the West there is a strong 

cultural belief in medical means to overcome distress – taking a pill for example. 

This view extends to other aspects of life where the ‘quick fix’ solution has more 

appeal. Harrison and Huntington (2000:46) discuss the ‘struggle between short 

and long term’ and state that ‘the former will win unless a value intervenes’; thus to 

persevere when things become difficult people need a value, a purpose or goal, 

Kabat-Zinn’s ‘vision’. This seemed to be difficult for the young people in this 

research. 

However in view of the fact that these young people were teenagers in Western 

society this view would seem understandable. Gilbert and Chodden (2013) have 

identified three major emotional ‘drive’ systems operating in people. To remain 

healthy there has to be a balance between the three systems. The nurturing 

system is often the one that is in deficit and this is the system that can benefit from 

mindfulness. The aspects of ‘loving kindness’ and compassion can nurture people; 
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this is particularly when one can be kind to oneself. However Western society as a 

whole tends to value the materialistic drive system more than any other; pursuing 

material goods and positions of status. Teasdale and Chaskalson (2013) describe 

this ‘unquenchable thirst’ struggling for possessions, the ‘tanha’ or second noble 

truth which brings about ‘dukkha’ together with a failure to develop compassion. 

Also the other main emotional drive comes into play – the fight or flight system. 

With the drive for ‘tanha’ comes the fear of not achieving. The young people in this 

research all had some vulnerability and at their age when self-consciousness 

becomes strong the ‘fear’ of not achieving would be present. When the benefits of 

mindfulness did not materialise quickly this contributed to their disappointment. 

The research finding has enabled a deeper reflection on how to work with 

teenagers. At this age young people are particularly emotionally vulnerable with 

their own issues of ‘angst’  and their ‘black and white’ thinking patterns as 

described by de Bruin et al (2011), when they are trying to establish who they are 

and where their allegiances lie. Taylor (2012) points out that adolescence is a time 

of strong ego development with a focus on identity and much self-consciousness. 

Although young people may make a stand to establish that they are ‘different’ - 

perhaps in following a teenage mode of dress or hairstyle that makes a statement 

of difference yet they want to belong (Humphreys and Ruddle 2012). However 

teenagers are unlikely to stray too far from the basic values that surround them 

and although the ‘nurturing’ system is frequently given a low priority in society their 

family environment is important. Thus we return to the inter-relationship with their 

parents who do provide the nurturing and something of the identity. This research 

has shown that where mindfulness was also part of the family value the young 

people fared better. 

Also this research highlights the point that the benefits of mindfulness have been 

popularised to the extent where they may raise false expectations. Pickhart (2012) 

in an article in Psychology Today discusses how adolescence encourages the 

notion of entitlement. Reflection on the current values in Western society echoes 

this trait which seems to promote expecting to gain possessions, status or other 

achievements as some sort of right and without much effort. Lehman (2016) in an 

article on the same subject entitles it ‘I want it now’. With such attitudes being 
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common makes it more understandable why young people might expect to get 

instant results. Swart et al (2015:53) describe how ‘mindfulness is surrounded by 

much hype in Western psychology’. This may additionally be why the programme 

wasn’t up to the ‘expectations’ of some of the young people. Young (2015), in an 

article in The Telegraph, describes how she had struggled with meditation having 

been told that five minutes meditation a day would alleviate stress. Again it seems 

that she had missed the long-term nature of commitment. It is not just teenagers 

who may struggle with this. Thus there is additionally a popular view that 

mindfulness can achieve perhaps extrinsic goals. However if schools were to 

reflect a more embracing view of mindfulness this may well influence future 

attitudes and generally more understanding of mindfulness in society. 

Young (2015), goes on to interview three people prominent in the field of 

mindfulness and discusses the issues with them. Puddicombe, (2011) comments 

that people often lose their enthusiasm when ‘nothing’ happens. He suggests 

cultivating the habit without trying to force anything.  Chaskalson (2011) suggests 

two reasons that meditation may be difficult: one is that people try too hard to 

empty their mind and also they feel too busy. Oliver, (2015) explains that 

mindfulness is one way to develop the skill to pause our lives but the practice is 

not for everyone. 

Moreover Gilbert and Chodden (2013) illustrate that there are those who cannot 

access mindfulness.  Those who have had painful memories may not be able to 

face their own memory and thus the last thing they would want to do would be to 

accept what comes. As they state, 

’People who feel overwhelmed by distress in themselves and others 

tend to turn away from it’ (Gilbert and Chodden 2013:109). 

As Maslow (1943) described, some things need to come before others in a 

hierarchy of emotional needs. The findings of this research identified that many of 

these young people were struggling with their own issues and sometimes these 

can cloud any benefits that may otherwise be possible. 
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9.7 Mindfulness meditation practice 

The research highlighted the difficulties of quantifying mindfulness practice when it 

could not be established just how much they had engaged in exercising. Bishop 

(2002:72) states that ‘time spent practising meditation correlates with reductions in 

mood disturbance’. Again Huppert and Johnson (2010) identified that those who 

practised more reported increased benefit. Because it was not known just how 

diligently the young people had practised mindfulness this could not be quantified. 

Biegel et al (2009) undertook an MBSR intervention with a clinical sample of 

adolescents. Their report found that more time spent in sitting meditation predicted 

improved clinical-rated functioning and declines in self-reported depressive and 

anxiety symptoms. Semple and Lee (2008:73) compare practice in mindfulness by 

the analogy ‘we cannot learn to swim without getting in the water’. 

Family values, support and culture may promote or inhibit practice. If the young 

person belongs to a peer group where it is not ‘cool’ to meditate the chances of 

mindfulness being fostered are poor. The results for this research confirm the idea 

of family support enhancing outcomes and thus the suggestion of more inclusion 

of parents to support home practice and strengthen treatment efficiency. 

Given that practice is so important, maintaining it needs some consideration. Klein 

(2010) suggests reasons why practice may be difficult. Some reasons relate to 

people’s attitudes to meditation for example - that it is a ‘self-centred’ thing to do, 

or because it seems too religious. Jack’s Mum (see Chapter 8) was clearly ‘put off’ 

when she attended a Buddhist-led meditation. Klein suggests four reasons that 

might make practice difficult:  ‘discomfort’, ‘no time’, ‘mind won’t get quiet’ and 

‘boring’. 

Meditation was clearly difficult for the young people in this research as they 

expressed in citing the challenges. Marcia also clearly expressed this in her 

experience of mindfulness ‘my mind is just too busy to be able to be mindful’. 

Minds are like this but we do not usually notice until we begin to meditate. Klein 

(2010) states that minds do not get quietened by willing it or making the effort to 

quieten and disentangle ourselves from the constant ‘thought chatter’. Klein (2010) 

acknowledges that meditation is actually quite boring. This was one reason that 
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William gave for dropping out, ‘Getting boring now’.  Mindfulness remains a difficult 

concept for teenagers to understand. Some do, but inevitably there will be those 

who do not. More familiarity – perhaps longer guided practice sessions - may have 

been helpful, continuing support in the family and even perhaps a short 

mindfulness ‘check in’ session on a regular basis at school. Lally et al (2010) 

estimate that it takes 66 days before a repeated action becomes a habit. Perhaps 

such repetition could be a solution to the difficulty with practice. Such a process 

would contribute to the normalisation process (May and Finch 2009). Although as 

they state: ‘the production and reproduction of a material practice requires 

continuous investment by agents’ (p:540). Schools would be well placed to 

implement this. Given these difficulties in settling to mindfulness perhaps it is no 

surprise that practice is not all it could be. 

9.8 Promoting discussion 

The focus group highlighted some positive changes (see Chapter 6). For young 

people who are struggling with challenges, positive results are encouraging. 

However this research identified that the discussion within the group appeared to 

be less than optimal. One of the advantages of a focus group is that it allows 

people to interact with others exploring and clarifying experiences (Goodman and 

Evans 2010). Young people stand to learn from discussing their individual 

experiences of mindfulness. Segal et al (2002:92) advocate that ‘feedback should 

be the main vehicle for teaching’. Kabat-Zinn (1994) advocates similar ideas. In 

this group the exchange of conversation was not ideal but was substantially better 

compared with the pilot group. The young people in the pilot group suffered with 

social anxiety and had understandably found it difficult to talk. As Baker and 

Warren (2015) suggest, promoting conversation is about creating the right climate 

and skills. Perhaps more could have been done to facilitate this - for example 

including aspects to promote self-esteem such as the work of Kelly and Sains 

(2014) although this would have impacted on the number of sessions. 

9.9 Evaluating mindfulness with questionnaires 

Having reflected on the findings it remains difficult to evaluate mindfulness. Even 

brain scans (Davidson 2004, Lazar et al 2005) would not necessarily tell us how a 
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person was functioning. Baer (2011) cites the commitment to evidence-based 

practice in psychology as strongly linked to a scientific foundation. The use of 

validated questionnaires measuring mindfulness was part of that commitment. In 

employing a single-case evaluation method, the research attempted to use 

questionnaires to establish whether there had been any changes during the 

research period. It seems appropriate to reflect on whether the questionnaires 

were appropriate for this group. 

Grossman and Van Dam (2013:234) discuss ‘integrating strikingly unfamiliar 

concepts into Western paradigms of psychology’ and how this can cause ‘pit falls’ 

in  questionnaires attempting to measure mindfulness.  There seems to be no 

easy answer to evaluating mindfulness in this way. 

Although not designed to measure mindfulness, two of the questionnaires used - 

the HoNOSCA (Gowers et al 1998) and SDQs (Goodman et al 1998) - did seem to 

be useful in this respect. Both had scores in different areas - two of which 

correspond with qualities attributed to mindfulness. These questionnaires seemed 

to have advantages over the CGAS (Gould et al 1998) which provides a more 

general overall idea of functioning. 

However they remain basically self–report questionnaires and thus present certain 

risks. Being honest, that is circling answers which relate to themselves and not just 

randomly or choosing those which may please the researcher is one point. 

Understanding the questions in the spirit that they were meant is another aspect 

which may prove difficult for the young people (Matthew’s individual attempt, 

before being assisted by the teacher, had to be torn up). 

The FMI (Walach et al 2006) (see Chapter 6), seems to have been a difficult form 

for the young people to complete, although not for the adults. Perhaps it is more 

relevant to adults as Baer (2011) states that its original design was for use with 

adults on retreats. Malinowski (2008:158) suggests that ‘direct declarative access 

to this experiential quality may not be possible’ and that there is no solid basis for 

measuring mindfulness. The same item of a questionnaire may have very different 

meanings to somebody who actively practises mindfulness. 
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Further consideration should be given to the length of the questionnaire and the 

wording. Not only might the concepts be difficult but some young people may not 

understand the words. Other measures seemed too long – for example the 

Kentucky Inventory of Mindfulness Skills (KIMS) (Baer et al 2004) has 39 items as 

has the Five Factor Mindfulness questionnaire (FFMQ) (Baer et al 2008). No doubt 

these questionnaires may have been more comprehensive. Retrospectively the 

Mindful Attention Awareness Scale for Adolescents (MAAS-A) (de Bruin et al 

2011) may have been a better option. However, (as discussed in Chapter 6) de 

Bruin et al identified a number of relevant points including the level of intellectual 

functioning – the fact that some participants showed no improvement - those not 

familiar with mindfulness appeared to score higher than those who were more 

familiar with it. These are all points which require further consideration. Whether 

the outcomes were influenced by intellectual functioning, teenage years or 

awareness of mindfulness there is clearly a more complicated relationship to 

choosing a form to measure mindfulness. 

It remains difficult to evaluate the PSS (Cohen et al 1983) results which were 

contrary to what might have been expected but it seems likely that other factors – 

the forecast changes and accompanying rumours (as discussed in Chapter 6) 

influenced the outcomes. It may be a useful measure but further consideration 

needs to be given. 

These were all validated questionnaires. Three of them, the HoNOSCA, SDQs and 

CGAS, were specifically designed for young people and are regularly used in 

clinical practice. Although not specifically for mindfulness the HoNOSCA and 

SDQs were considered appropriate. The other two questionnaires, one of which 

was designed to measure mindfulness, seemed more appropriate for adults. Thus 

this research identified the difficulty of measuring mindfulness. However it is of 

interest that Huppert and Johnson’s (2010) study did not identify any significant 

increase in mindfulness following the mindfulness sessions. 

9.10 Considerations for further study 

Having reflected on the findings, the following points are relevant. Given a further 

opportunity to run such a group it would seem prudent to include parents from the 
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start. Burnett (2009) has also considered including parents ‘in the loop’. They 

should be part of the introductory session – something which was originally 

planned but which for reasons of practicality did not take place with the main group 

of participants. Also it would seem in order to provide more validity the size of the 

group should be larger. Kempson (2012) has considered boys and girls separately 

and this is a consideration although larger numbers would certainly be necessary. 

A larger group may have promoted much more discussion within the sessions. 

However, as Kasinski et al (2003:169) point out ‘in the large group they (the 

participants) could sit silently nestled in’ and not necessarily take any active part. 

As discussion is an important vehicle in teaching mindfulness (Segal et al 2002, 

Kabat-Zinn 1994) the issues of promoting discussion could have been more 

carefully considered. Certain difficulties are posed with young people facing such 

challenges. Possibly increasing the number of sessions allowing discussion to 

become more familiar would have been helpful. 

This research was undertaken within a ’vaguely Christian’ area and it may well be 

that other religious groups and ethnicities may perceive mindfulness differently. 

However Burnett (2009) does make the point that some may be ‘put off’’ by the 

religious background. This was initially the experience of Jack’s mother. However, 

while it is important to clarify that mindfulness does not need to be religious, many 

of the values it promotes are those shared by other major religions (for example 

compassion). Given the importance of practice in mindfulness it would be 

important to enhance this practice, perhaps by the provision of a personal guided 

CD for each participant and indeed this was provided in Huppert and Johnson’s 

(2010) study although this would impact on the cost. 

A further consideration was how the sessions should be structured. MBSR and 

MBCT are manualised and follow a set procedure. This research did not follow a 

manual although many of the elements were included with an attempt to be more 

age appropriate for the young people. The research had varied activities to 

accommodate different personalities and thus covered more than one approach. 

Some young people expressed a clear preference for the meditation to be guided 

while others found ‘the voice’ ‘irritating’. Beginners are unlikely to know which 

method suits them best and at first would require the meditation to be guided. 
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Later there would be time to try other ways and choose the best ways for 

themselves. It would seem appropriate to consider a balance between being 

guided or just silence – or listening to natural sounds – such as waves. Kaiser 

Greenland (2010) suggests a range of different activities for young people. 

Length of the sessions is an aspect for consideration. Semple et al (2006) 

advocates shorter meditation periods perhaps in 3-5 minute blocks. Semple and 

Lee (2008:76) also advocate shorter periods for young people – for example the ‘3 

minute breathing space’ as well as introducing games and stories, also advocated 

by Hooker and Fodor (2008). Dowling(2010) explains that the child’s age should 

indicate the length of the meditation session - one minute of meditation for each 

year of age. The group’s average age was 13.8 years but in view of some level of 

learning difficulty, mindfulness practices were around 10- 15 minutes long. Mace 

(2008) suggests a 15-minute period although Kabat-Zinn’s (1994) adult sessions 

take up 45 minutes of mindfulness practice in MBSR. Semple and Lee (2008) 

although varying their sessions had about 90 minutes in which to conduct their 

lesson. In the case of this research the session was fitted in to a school length 

lesson of 55 minutes duration. Unfortunately it also fell just after break and the 

students often arrived a little late and with their minds very much on other things. 

These are points for consideration. Much as it is hoped to maximise optimal 

conditions there will frequently be issues within the organisation that need to be 

accommodated. 

A further finding was that continuity had influence on the outcomes. This was 

especially during the early sessions when participants were beginning to grasp 

what was involved. This became apparent when it appeared that the young people 

had ‘forgotten’ the earlier sessions when returning from half term. The choice of 

Monday for the sessions was perhaps unfortunate in view of the number of Bank 

Holidays during the summer months. This resonates with the findings of Semple et 

al (2006) who identified that repetition enhances the practice. Armitage et al 

(2012) also identify the importance of continuity.  Possibly increasing the number 

of sessions might have been helpful. However there was also a need to 

accommodate both the students and the Centre. Such points often override other 
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considerations when research is planned. Ideally the sessions should follow on 

from each other providing continuity to the learning experience. 

These are important considerations as is the structure of the sessions although 

there may be restrictions on timing, length of sessions and duration of the course. 

The age and ability of the participants is a key factor impacting on content. Various 

activities and approaches would seem to fit best with young people unfamiliar with 

mindfulness as was the case with this research. Semple et al (2006) claim that 

variety increases children’s interest.  They introduce several different exercises 

within each session. Willard (2010) also advocates variation in practice. 

Composition and size of the group, although needing careful consideration, would 

seem to be less important than promoting discussion and facilitating feedback to 

obtain the best outcomes. 

9.11 Including parents 

The findings of this research clearly highlight the importance of parents. Parents’ 

views give a wider perspective of the young person’s functioning (Dogra 2002). 

The inclusion of parents is a significant factor whether they are active participants 

or not. As discussed in Chapter 1, Saltzman and Goldin (2008), Singh et al (2010), 

Semple et al (2006:158), Mace (2008), Dumas, (2005), MacDonald (2010), Bögels 

(2008) and Phelps (2010) all discuss including parents in their programmes. 

Clearly the situation may vary from one family to another. An interested parent 

may greatly facilitate this in their child. Discussing things and explaining them 

could be a very helpful part of the process. Doing mindfulness practice with a 

young person can be a great benefit. But even if the parent only brings their child 

to sessions this in itself provides emotional support. 

This raised the question: could a better knowledge of mindfulness have increased 

the interest and promoted more discussion with the young people? This might in 

turn lead to more benefits from mindfulness. Although this remained a largely 

theoretical question it seems prudent to follow this line of approach. Singh et al 

(2010) report on their small study in which children participated in a 12-week 

mindfulness meditation intervention following the mindfulness intervention of their 
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parents. They reported increased compliance following the parent mindfulness 

intervention. 

Including parents in the introductory session would seem a positive move. The 

NHS National Institute for Health Research, Briefing note 5 (2016), recommends 

involving people as early as possible. As this research has identified parents are 

important people in delivering a mindfulness programme and thus should be 

included as early as possible. Originally an introductory session was envisaged 

and this took place to include parents in the case of the pilot group. However, as 

discussed in Chapter 8, in the Centre the introductory session did not include 

parents due to time constraints and the necessity to schedule the programme 

before the long summer break. A further idea would be inclusion in the sessions 

although for some parents there may be logistical problems. At least individual 

contact with parents at the beginning could facilitate explanations and promote 

better understanding of mindfulness.  Some parents may not wish to take part and 

some young people may not wish to engage. There is a clear inter-relationship but 

something of a shared interest in mindfulness is required to progress this. 

9.12 Final thoughts, contribution to knowledge and points for further 

research 

The point of this research was to see whether mindfulness would be effective for 

vulnerable young people in a group setting such as this or within CAMHS. Also the 

research sought to gain a better understanding of how mindfulness might be 

employed as a therapeutic strategy. Overall the conclusions involve a complex 

picture of interdependency. Not only do the young people have a part but their 

parents, the environment and society all feature. 

The findings and subsequent recommendations will be of particular interest to 

clinicians working with young people as well as some who are involved in special 

educational provision. It may also be of interest to service providers who are 

seeking to expand their range of therapeutic interventions. Chapters 4 and 5 have 

highlighted the shortfalls within CAMHS and the need to meet the demand. Given 

that funding is insufficient, points to considering different ways of working. To start 
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to fill the gaps, services in tiers one and two may be in a position to include 

mindfulness interventions in their work. 

There is interconnectedness with research and the environment in which it takes 

place. This point greatly influenced the progress of this project, leading to a 

change of venue but with what essentially was the same client group. McRoy et al 

(2012) highlight the advantages of undertaking research in a ‘research-priority 

culture’. Even within a climate where research is valued, pressures can arise 

which detract from this leading to a focus on other priorities. Bond (2010) 

discusses the interrelationship of agency policies, professional codes and 

bureaucracy while Baker and Warren (2015) discuss promoting conversation 

about creating the right climate. It would seem that the need for support when 

undertaking research is of great importance. This can extend to all levels: 

colleagues, managers, supervisors and ethics all of whom may have their own 

agendas, particularly in a large organisation. It is important to anticipate the 

agendas of those who might be involved and as far as possible to work with this. 

The findings of this research highlight that it is not just the participants involved, 

the importance of families in promoting mindfulness as well as the influence of 

wider society all play a part. This research may have benefited from more 

meaningful involvement of parents. Maintaining mindfulness practice is not easy 

but discussion appears to be an important part of learning to be mindful. 

Enhancing this facilitates the benefits. The age of the participants is significant but 

would not being teenagers tend to detract from serious regular meditation when it 

had not previously been part of their culture? Popular views on mindfulness are 

not always the most helpful and it would not seem surprising that there were 

unrealistic expectations. However often we do not have the right infrastructure to 

promote the best results. There remains the difficult issue of how to measure how 

mindful people are. 

Overall the method would appear to be not too difficult to deliver and in schools 

there would be some support for the feasibility of taking this forward (Huppert and 

Johnson (2010) Kempson (2012) Burnett (2009) and Weare (2013)). This research 

was a small-scale sample with mixed results. It lacked randomisation or a control 
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group and was limited by self-report.  Burke (2010), Bishop (2002) and Weare 

(2013) also mention the lack of randomised controlled trials in this type of research 

highlighting the necessity of further empirical research. 

Considering the Mindfulness in Schools literature, a further point emerges:  the 

voluntary nature of engaging. Huppert and Johnson (2010) identified a clear 

relationship between the amount of mindfulness practice and benefits obtained. It 

would seem to follow that those who are not really interested are unlikely to give 

much commitment to practise. As discussed in Chapter 5, the young people 

should want to be included – not just because their parents and/or teacher said so. 

Although this would seem to be an obvious point it would be difficult to evaluate as 

the whole research process is about consent. 

Although not everyone stands to benefit from mindfulness, on the other hand 

some therapeutic interventions can take a good deal of time to produce positive 

results. Also there is the question of cost effectiveness which is borne out by this 

research. However as discussed in Chapter 7, training in mindfulness and 

personal practice is required by the session leader. This mindfulness intervention 

was delivered over an 8-week period. No harm was done and the young people 

seemed to enjoy the sessions. All in all it seemed to have been a helpful measure 

and if as Mary (the teacher) suggested these ‘seeds would germinate’ in due 

course it seemed certainly worth the effort. 
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Appendix 1 

Introductory Session Plan 

Welcome 

Clarify that the meeting is to explain Mindfulness and what the group will be 

about. 

Introductions 

Mindfulness is helpful in lots of different ways – work has been mainly with adults. 

Helps people become calmer and make better decisions. It doesn’t actually solve 

problems but it may help you to tackle them differently.  

Mindfulness means being aware of the present. Not being in the future or the 

past but focused on the here and not making judgements  

The group 

 Research to see whether mindfulness helps.  

 Because it is research certain ways to do it    

 Informed consent from those taking part.    

 Attending 8 groups  where we will discuss and practice mindfulness      

 Filling in some questionnaires at the beginning and end of the sessions.  

 After this a focus group where you tell us what you thought of the group   

 An interview with your parents to get their views 

We ask you to attend the eight sessions – for about an hour each -we will try to 

make it fun and not boring.  

Any Questions? 

Explain mindfulness by demonstrating with Snow Globe. 

 Mindfulness practice for a few minutes.  

It may sound easy but it takes practice -have to be kind to yourself. 

How was that? 

Any Questions?
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Snow globe 

 

This is a useful tool to illustrate how the mind can be busy with a lot of 

thoughts to such an extent that nothing is clear any more. Allow the thoughts 

to settle – as in mindfulness practice and things will become clearer. 
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Session 1 

Thank you all for coming 

We have had an introduction session to mindfulness and met again to fill in 

some questionnaires. Those of you who have not completed these yet I will 

speak to individually.  

Basically this is an 8 week course in Mindfulness. Mindfulness has helped 

people with all sorts of different problems – physical illness, anxiety, 

depression and many more. Also you need not to be suffering from anything in 

particular for mindfulness to be a benefit to you.  Mindfulness has its roots in 

Buddhist culture but that does not mean that anyone needs to become a 

Buddhist. There seems to be a lot of sense in some of the things they say and 

as they have been studying it for hundreds of years it is worth a look. We ask 

you to stick with the course for the 8 weeks and then decide whether it has 

been useful to you. 

Getting to know you  

Ground rules 

What mindfulness is about 

 Mindfulness is an altered state of consciousness where you can just be 

Mindfulness practice 10 minutes plus feedback 

Mindfulness has its roots in Buddhist culture but you don’t need to be a 

Buddhist. I think a lot of what they believe makes a lot of sense. You need to 

see for yourself whether it is useful. Mention the emotional systems and their 

importance. 

Story about the 10 shops to illustrate the tendency to negative thinking 

The Mule in the well story 

Images to illustrate different ways of letting thoughts go by – they choose 

Home practice 

Try mindfulness for yourself at home 

Make a note of things that make you feel good
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The 10 shops story 

Near Christmas Mary went shopping to buy presents. In the first shop she 

went into they were very helpful and she found just what she wanted.       

                                                                                                                                                                                                                                                                                                                                                                                          

The next shop was a toy shop and they were equally helpful. 

                                                                                  

In the third shop Mary was impressed by how much trouble the assistant took 

to help her find exactly what she wanted.   

                                                                    

The next place she visited was equally helpful and she found a delightful gift 

for her brother.         
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She then went into a cake shop. She bought some mince pies and sat down in 

the café part and had a lovely cup of coffee.      

                                                                                                                                                

She went on to another shop and was met by helpful people who directed her 

to the part of the shop where she bought a gift for her sister.              

                                               

Then she went into yet another shop. Here the people were friendly and smiled 

at everyone.                                                                                                                            

                                                                                                               

The eighth shop was no different and she found everything that she wanted. 
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She went on. She had two more gifts to buy; one for herself and one for her 

mother. In the next shop she was delighted to find some beautiful shoes which 

fitted her perfectly. 

                                                                                   

She now just had her mother’s gift to buy. In the last shop she found them to 

be very rude, not at all helpful and they just couldn’t be bothered to help her. 

She came out with nothing. 

                                        

 

Which is the experience that Mary is most likely to remember? 
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Ideas to help you let go of your thoughts 

Leaves 

        The idea about leaves is that your thoughts can attach to them and drift 

away in the breeze.  

                             

 

 

 

                     [    

 

 

 

 

 

 

 

 

 

They can blow away      
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Or drift in a stream 

 

 

 

 

 

Falling from the tree    

 

 

 

 

 

 

                    

    or from a single branch
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          Leaves drifting in a stream 

 

         or just the stream flowing past 

 

 

 

  

 

 

The idea of a waterfall washing away any 

thoughts is useful to some people 
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 Clouds drifting in the sky are a similar concept.  

 

 

 

 

 

 

 

 

 

                                                                

clouds can 

be all 

shapes            

           

 

 

   They can combine with other images 

   

Or just drift across the sky 
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Sand is another idea. Thoughts can be imprinted and then washed away.      

                

             

 

Footsteps in the sand – washed away by the 

tide 
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This picture combines many ideas – it can help people chose what is best for them 
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Another idea is that you are traveling along, leaving intrusive thoughts behind. 

  

You could imagine your thoughts written on a billboard  

  

Then let them pass by 
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A different idea is a room with two doors. Thoughts come in one door and 

go out through the other without bothering you. 
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And there are also candles which can provide a good focus point. 
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The Old Mule in the Well 

A parable is told of a farmer who owned an old mule. The mule fell into the 

farmer’s well. The farmer heard the mule ‘braying’ — or whatever mules do when 

they fall into wells. After carefully assessing the situation, the farmer sympathized 

with the mule, but decided that neither the mule nor the well was worth the trouble 

of saving. Instead, he called his neighbours together and told them what had 

happened; and enlisted them to help haul dirt to bury the old mule in the well and 

put him out of his misery. 

Initially, the old mule was hysterical! But as the farmer and his neighbours 

continued shovelling and the dirt hit his back, a thought struck him. It suddenly 

dawned on him that every time a shovel load of dirt landed on his back, he should 

shake it off and step up! This he did, blow after blow. “Shake it off and step up … 

shake it off and step up … shake it off and step up!” He repeated to encourage 

himself. No matter how painful the blows, or how distressing the situation seemed 

the old mule fought “panic” and just kept right on shaking it off and stepping up! 

It wasn’t long before the old mule, battered and exhausted, stepped triumphantly 

over the wall of that well! What seemed like it would bury him, actually blessed 

him; all because of the manner in which he handled his adversity. If we face our 

problems, respond to them positively, and refuse to give in to panic, bitterness, or 

self-pity, the adversities that come along to bury us usually have within them the 

potential to benefit and bless us. 
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Session 2 

How did you get on with your mindfulness practice? Any issues? 

I want to hear about the things you discovered to cheer you up? 

Read out Surfing the Urge 

Identify 3 good things that have happened during the day. It’s a good idea 

to write them down before you go to bed at night – at least you can go to 

bed happy. 

So yes you missed the train but for example it was a really good cup of 

coffee that you drank while waiting for the next train, or you met someone 

you hadn’t seen for ages, or you didn’t have to stand in the rain, the waiting 

room was nice and warm. No, you didn’t get offered the job, but at least 

they took the trouble to phone and give you feedback, which was helpful. 

Thankfully you had an umbrella and avoided getting soaked in that 

downpour on your way home this evening.  

Mindfulness practise 10 minutes plus feedback 

The body stress reaction 

Last time we said that there were 3 major drive systems that humans have. 

One is the fight or flight system which we are going to look at today, 

another is the Drive system that motivates us to go and get things and 

another is the soothing system. As we said before we need a balance. 

Show video clip  -Any comments? 

How mindfulness can help  

Did you notice that thinking about the audience in their underwear changed 

his stress reaction? Our thoughts, feelings and behaviour are all 

interconnected 

Stress reactions and breathing exercise 

15 minute body scan – check CD 

Home Practise  

Hand out – Instructions for mindfulness practice 

Mindful breathing and mindful walking 
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Fight or Flight? Video Clip 

Video Clip found at  

http://cmhc.utexas.edu/stressrecess/Level_One/fof.html  
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Instructions for mindful breathing hand-out 

 

Sample instructions for mindful breathing 

 

Mace 2008 

 

1. Settle into a comfortable balanced, sitting position on a chair or floor in a 

quiet room. 

2. Keep the spine erect. Allow the eyes to close. 

3. Bring your awareness to the sensations of contact wherever your body is 

being supported. Gently explore how this really feels. 

4. Become aware of your body’s movements during breathing at the chest 

and at the abdomen. 

5. As the breath passes in and out of the body, bring your awareness to the 

changing sensations at the abdominal wall. Maintain this awareness throughout 

each breath and from one breath to the next. 

6. Allow the breath simply to breath, without trying to change or control it, 

just noticing the sensations that go with every movement. 

7. As soon as you notice your mind wandering, bring your awareness gently 

back to the movement of the abdomen. Do this over and over and over again. 

Every time, it is fine. It helps the awareness to grow. 

8. Be patient with yourself. 

9. After 15 minutes or so, bring the awareness gently back to your whole body 

sitting in the room. 

10.  Open the eyes. Be ready for whatever is next. 
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Session 3 

How did you get on with your mindfulness practice? 

Any issues? There is not right or wrong way – some days are easier than 
others. There is no right or wrong way to practice mindfulness. Just do 
whatever works for you. 

What about the Good things book Happy book? Read yours 

Mindfulness practise 10 minutes plus feedback 

Emotions 

What are they?   Why are they useful?     

Sometimes we get emotions that we don’t want and sometimes they get too 

much.  Emotions have 3 aspects to them :-  1.The situation 2. How we 

perceive it 3.Our bodies reaction to it 

Managing them 

As the reaction of our bodies is largely automatic there is not much we can 
do to influence how our bodies react. So let’s jump to number 2 - the 
middle aspect - perception.  

If for example we believe that we are stupid or cannot do something – these 

are unhelpful thoughts which pull us down. They are not necessarily true 

but they pull us down. Thoughts are not necessarily true – even the ones 

that say they are. 

How we perceive or think of things can make a big difference. Robber or 

victim- What would you feel?  

Story of the magic tree The Gruffalo’s child imagines a monster when it is 

the shadow a mouse casts in the moonlight. 

Mindfulness encourages us to view our emotions just as they are from a 

neutral prospective and with openness and curiosity. Not mixing them up 

with memories or imagining add-ons.   

Illusions 

Home Practise  

Mindfulness practice 

Brushing your teeth mindfully with the other hand  
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Illusions 

 

What do you see?    

      

 

 

 

 

 

 

 

Old lady?                                                                           Young lady? 
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The story of the boy under the magic tree 

The Boy under the Magic Tree 
Once upon a time a boy was out playing in the woods. He had been out for a long 

time. The day was warm and he felt tired. He saw a tree that had soft leaves 

beneath it. He sat down for a moment to rest. What he did not know was that the 

tree was magic. “This is great“ he thought, “but if only I had a soft comfy pillow to 

put under my head”. No sooner had he thought this when suddenly a pillow 

appeared. “Wow fantastic” he thought. “All I am missing is a blanket to cover me.” 

No sooner had he thought this than a soft fleecy blanket appeared round his legs. 

He was very comfortable and he went off to sleep. Some time later he woke up. 

Now he was feeling quite hungry. “If only I had some nice food to eat” he thought. 

No sooner had he had this thought than a small cottage appeared before him. He 

went inside and looked around. There was 

no one else there but in one of the rooms 

was a table laid out with all sorts of 

food. In fact all his favourites were 

there. He ate as much as he wanted and 

felt very pleased with himself. However 

after awhile he began to get a bit bored. 

He was no longer tired nor hungry. There 

seemed nothing to do. “I wish I had 

brought my game with me” he thought. No 

sooner had he had this thought than 

before him appeared all sorts of new 

and interesting games – including the 

ones he liked best. He played happily with these for quite some time. Quite a long 

time later he had another thought “Hang on this is odd. Could this tree be 

haunted?” There was a strange sound. “What if it is a monster?” he thought. 

Another louder sound came. “What if it gobbles me up?” he thought. And the 

monster DID. 
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Session 4 

Review previous session and home practice (show picture from the 

Gruffalo’s Child) 

How did you get on with brushing your teeth with the other hand? 

Not pre-judging –being your own best friend 

Sai and the horse 

Mindfulness practice plus feedback 

Noticing your thoughts and feelings and their effect on you 

Know your Orange 

3 minute breathing space  

Eating a raisin mindfully  

What’s in the box? 

How did it feel not knowing? How did it feel when you found out? 

Other ideas to help with mindfulness practice – hour glass – clouds- 

waves 

  

Home Practice 

Eating a snack mindfully 

Try different ways of letting your thoughts go by 
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The Gruffalo’s Child faces his monster 

 

Sai and the horse 

In ancient China lived an old farmer named Sai. He awoke one morning and looked in 

his stable, only to find that his horse had disappeared. He looked everywhere, but 

couldn’t find it. His neighbours came by that afternoon to express their sadness at his 

apparent misfortune and bad luck. Sai took it in his stride. “Bad luck, good luck who ever 

knows?” He asked them. A few days later his horse returned, this time with a mare. His 

neighbours congratulated him. “Sai,” they exclaimed, “congratulations on your luck! You 

have two horses now. “Bad luck, good luck who ever knows” he responded. A few weeks 

later, he awoke to the sound of his son crying outside. He went out to find his son crying 

and holding his broken leg- he had just been thrown by the mare. His son lay in bed for 

weeks and the neighbours again came by and clicked their tongues. “What bad luck!” 

they exclaimed. “Bad luck, good luck who ever knows?” said Sai. The next day the army 

came through town to take every young man to war, and the 

neighbours exclaimed again about the luck that Sai’s son wasn’t 

drafted for the war. So what do you think Sai said? “Bad luck, good 

luck who ever knows?”                                                                          
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Know Your Orange activity 

Have a collection of oranges – in a bowl or a basket. Ask the 

group to select an orange for themselves – which they do individually. 

Ask them to look at it – notice the colours – the markings – how it feels – the 

textures – the weight – how it smells. Anything about it that you notice - get to know 

your orange. Then collect the oranges back into the container. Later get the young 

people to come and select their orange from the others.         

(Willard 2011 inspired by a story by Jack Kornfield)     

Eating a raisin Mindfully 

The idea behind this exercise is to pretend that you have never seen a raisin 

before. Look at it carefully with fresh eyes, examine it, smell it feel it, listen 

to it,  put it in your mouth see how it feels do not eat it yet. Feel it with your 

tongue, bite into it slowly savour the flavour now swallow. The usual way is 

to eat without any thought usually not noticing the taste. Very often people 

say that was the best raisin because perhaps for the first time they are 

actually noticing how raisins taste. This can be done with other small items 

of food and even whole meals but eating something small and doing it 

mindfully makes the point.    

What’s in the box? 
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Waves 

This is a useful way of viewing thoughts– they come and go like the 

waves. Emotions rise and fall and thoughts and situations pass away – 

move on. Things are impermanent.  

 

Hour Glass 

An hour glass – or an egg timer is a useful focusing point. One can 

imagine thoughts drifting away as the sand runs through. Clearly 

an egg timer provides perhaps too short a time to focus and an 

hour glass maybe too long for some young people.  

Something in between is better.  
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Watching different cloud formations 

 

  

They come and go 
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Session 5  

Review previous session and home practice 

How did you get on with eating a snack mindfully? 

Which way is easiest to practice mindfulness?  - Ask individually 

Did any of you who hadn’t done it before try brushing your teeth with the 

other hand? 

How was that? 

Discuss the orange identification from last week. Did you believe that you 

would be able to find your own orange in a pile of others?  

Mindfulness practice plus feedback 

Becoming more aware of now -Noticing your thoughts and feelings and 

their effect on you 

Imagine that your friend walks by and doesn’t acknowledge you. How do 

you feel? Your friend has ignored you? Consider other explanations. 

If we depend on others acknowledging us and giving us a smile to feel 
happy we potentially subject ourselves to reflecting the mood of everyone 
we pass in the street. Think about this– and if you see someone without a 
smile give them one of yours. Just try it as an experiment. 

Video clip basketball selective attention test 

Listening exercise 

During the next 3 minutes I am going to ask you to just listen. Write down 

the sounds that you hear. Ask who has something written down. (Hands 

up) –different number of things 

Did any of the sounds you heard bring up any associations – does it remind 

you of anything – do you have any feelings about the noise.  

What you believe is important. If you think you can’t do something then you 

probably won’t be able to do it. Give out pictures with the text “that voice in 

your head that says you can’t do this is a liar”.  

Home Practice 
Mindfulness practice 
Note any examples of things you notice and bring them back to class 
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Selective Attention Test  

This was produced by Simons, D.J. and Chabis, C. in 1999 as a research 

project.         

It is available at www.youtube.com/watch?v=vJG6982M             

Selective Attention 

 

The voice in your head  

 

http://www.youtube.com/watch?v=vJG6982M
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Session 6 

Review previous session and home practice  

Did any of you try eating a snack mindfully? – I didn’t ask you last time. 

Tell me about your experience of mindfulness – what is the best time for you? - 

inside or outside etc. Is anything particularly helpful/ unhelpful - The point about 

asking this is so that we can pool our ideas and help each other. 

I would like to explain why the meditations have been relatively short – it really 

depends on you carrying it on I can only explain things – you have to experience 

it  

Discussion about doing activities mindfully- walking the dog- riding a horse- 

sweeping up 

Mindfulness practice plus feedback 

What you focus on gets bigger - Resistance is futile – don’t think of an orange 

with large purple spots easier just to notice rather than trying not to 

Paper planes – paper supply – try and fend them off – let them settle which is 

easier? 

Focus on what you want – not what you don’t want e.g. winning the game or 

being scared of losing – just playing works well! Doing an exam – scared of 

failing – just look at what’s in front of you. If you find your thoughts going to 

negative ones –just ease them back- just take one little step in a positive right 

direction. The journey of 1,000 miles starts with a single step. Any examples of 

something you want to do/achieve- which seems too big a task? 

Be confident in yourself – be your own best friend, don’t beat yourself up. Not 

pre-judging – letting yourself off the hook – it’s not your fault it’s the way the brain 

has evolved 

Discussion about ways of doing mindfulness e.g. directed or silent music or other 

Home Practice 

Mindfulness practice 

Take a nature walk & notice what is really there – make a note of them and bring 

them back to class. 
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How to make a paper dart 

Basic Dart 

Folding Instructions 

 

 

Step 1 

 

Step 2 

Step 1.  

Use a 

sheet of 

81/2-by-11 

inch 

paper. 

Fold the 

paper in 

half 

lengthwise 

and run 

thumbnail 

along the 

fold to 

crease it 

sharply. 

Now, 

unfold the 

paper. 

Step 2  

Fold 

down the 

top 

corners as 

indicated 

by the 

arrows.  

  

  

 

 

 

Step 4 

Step 3  

Fold the 

two edges 

toward 

the center 

line, as 

indicated. 

Step 4.  

Make a 

valley fold 

in half.  

Turn the 
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Step 3 

plane 90 

degrees as 

shown in 

figure of 

Step 5. 

 

Step 5 

 

Step 6 
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Session 7 

Review previous session and home practice  

Ask about nature walk 

If you find your thoughts going to the negatives - (I’ll never do it- I’m no good- 

it’s impossible- I can’t afford it – or any other excuses you might give yourself)  – 

just take one little step in the right direction. Stick with the now and what is in 

your immediate location. Remember your thoughts aren’t necessarily true – 

even the ones that say they are! 

Mindfulness practice with CD 

Mindfulness with music 

The two darts of pain 

e.g. of a young lady with a medical condition. She coped with this very well but 

couldn’t come to terms with the fact that she had it – spending a good deal of 

her time just hating having it – accepting what is there – doesn’t mean ignoring 

it – do what you can but don’t focus on it  

Story of the man who was shot by a poison arrow 

Wise mind/ logical mind/ emotional mind.            

Becoming more aware of now -Noticing your thoughts and feelings and their 

effect on you so that they don’t trap you when you are not looking. Remember 

how when they were talking about alcohol next door - some of you were picking 

up on the feelings – this can happen. Just notice what is going on in your body 

and that way you will be more in charge. 

Talk about the project and names 

What would be useful for next time? 

Home Practice 

Mindfulness practice – try different things – activity mindfulness- walking- sitting  
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The Man who was shot by a poisoned arrow        

One of the most famous stories attributed to the Buddha is the parable 

about the man who was shot by a poisoned arrow. While travelling through a 

forest a man is shot with a poisoned arrow. A crowd gathers wanting to help. 

Before he allows a surgeon to remove the arrow and administer healing 

medicines, however the man insists on asking: “Who shot me. Was it a 

friend or foe? Was the person tall or short, dark or light skinned? To what 

caste did the person belong? Was I shot in anger or by accident?” Before he 

can complete his questions the man dies. Commenting on the story, the 

Buddha pointed out that the man is asking the wrong questions. The right 

question is much more direct and to the point. “Is there an antidote to this 

poison?”                      

The balance between reasonable, wise and emotional  

 

Reasonable Mind/Wise Mind/Emotional Mind 

We need to get the balance right
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Session 8 

Review previous session and home practice- what did you try? Which was 

helpful?  

Mindfulness practice to be outside in the park 

Prepare to go on mindfulness walk. Ok I want you all to get into a mindful state 

of awareness. You just notice what is happening around you. Be aware of 

everything especially the traffic! We are going to walk mindfully to the small 

park without any talking or communication between you. Just be yourself in the 

here and now. We will stay there for 10 minutes and then return here. I will 

give you a signal when it is time to come back. 

How was that? Discussion. 

Last time we talked about listening to music to do our mindfulness practice. 

Emily suggested guitar music – so we will try that first. The rest of you thought 

that the sound of waves would be good so we will do that next. 

Discussion after each piece. 

Ask yourself the question – can you fix it? - Yes – then fix it no point in 

worrying about - No – then no point in worrying about it. 

Prayer of serenity - explain this to them –give copy of this to them 

These eight sessions have just been to give you a taster of mindfulness. I 

hope you will continue to practice.  Even the 3 minute breathing space – which 

you all thought was too short – can be useful sometimes. Say you feel you are 

‘losing it’ and need to compose yourself quite quickly. 

I would just like to remind you about names.  

We will meet next week just to do the questionnaires and the following week to 

have the focus group so that you can say what you thought of the sessions. 

Can I also ask you to take a questionnaire home to your parents? I would like 

to compare the ones I asked them to do earlier to see if there is any difference. 

Home Practice 

Please try to continue with mindfulness practice. 
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The Serenity Prayer 

The Serenity Prayer 

God grant me the serenity 

to accept the things I cannot change; 

courage to change the things I can; 

and wisdom to know the difference. 

The Park  
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Appendix 2 

Basic Information Sheet 
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How often have you been in your head and not really noticing what is 

going on around you?  How often have you driven to your destination 

and realised you did not know how you arrived there? How often 

have you gone through what was said and analysed it and re-analysed 

it becoming more and more angry as you did so?  How often have you 

rehearsed what you would say, thought about the possible 

circumstances – how you would handle it? All these are natural 

reactions to what happens in our everyday life. They are examples of 

not being mindful. Furthermore you can get stuck in the future – or 

the past to the extent that you miss out on what is happening in 

everyday life. 

 

Mindfulness offers a different access to another state of mind which 

allows escape from the worries about the past and the future. They do 

not go away it is just that it puts us in a better frame of mind to be 

able to deal with them.  It allows the space to escape from our 

conditioning and space to consider what is reasonable and workable 

rather than what is expected or what our emotions dictate. It helps us 

realise how much our thoughts impact on our lives and creates a 

potential to change how we view things.  Mindfulness creates a new 

dimension outside the box that allows us more clarity.  

 

All you have to do is breath and remain in your present moment. It 

sounds simple but it also takes practice. First you need to find a space 

to sit. Sit proudly –upright but relaxed and comfortable - like a king 

or queen. Take a deep breath and then just notice how you are 

breathing. Notice which bits of your body are touching the chair. 

Notice where your feet are on the floor.  Just be aware. If  your mind 

turns to other things simply bring it back gently to your breathing, 

merely noticing that your mind has wandered. That is what minds do. 

Do not beat yourself up for it – just accept it and count it as practise – 

practice of bringing your mind back into focus. If this happens 100 

times it will give you 100 times to practise. Each time gently bring 
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your mind back to where you are and focus on the breath, the feel of 

the chair and anything else that is happening to you right now.  

 

That was an example of a simple mindfulness practise but you can be 

mindful anywhere. Just try being mindful when you are doing routine 

tasks- brushing your teeth- brushing your hair or walking down the 

road.  Mindfulness helps to get you focused helps to ground you and 

take your head out of the clouds. There is firm evidence that it does 

help to overcome stress and other traumas which we all face. Just 

focus on your breath and whatever it is you are doing and just be.  

 

The concept of mindfulness has its roots in Buddhist tradition although 

Western culture has caught on to its effectiveness. There is a developing 

scientific basis for mindfulness with brain scans establishing that 

mindfulness practice brings about changes in the brain with positive 

effect. The Mind/Body link is stronger than we might have previously 

imagined.   

 

This has just been a brief introduction to Mindfulness and really it is not 

something that lends itself to description as it really should be 

experienced. However it does help us to quieten our minds and puts us 

in a better place to make good decisions.  
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 Information Sheet - Young Person 

 

                                            

We are running a research project in mindfulness and we are asking young 

people to take part. Mindfulness has been found to be helpful for a number 

of things and people have said it helps them be calmer. The group would 

not be trying to solve particular problems although the group may help you 

to do this yourself. 

We invite you to read this leaflet to see if you would be interested. 

The purpose of the group is to learn about and practice mindfulness. This 

is a state of mind where you can just be. More often than not we are too tied 

up in the past or the future so caught up with worries that we may not 

notice what is going on. Have you ever read a whole page of a book and 

realised that you don’t know what you had just read? Mindfulness helps us 

focus on the present and let go of some of the worries about the past or the 

future. (For more information see attached leaflet). 

We will hold an introductory session for those taking part in the group this 

will include a brief taster session for everyone so that you will have more of 

an idea what it is about. The group for the young people will run for 8 

weeks, each session lasting one hour. Two weeks after the last session we 

ask you to attend a focus group so that we can ask you what you thought of 

the groups and whether it was helpful. This would help us to improve any 

future groups.  

What we ask you to do 

Firstly contact us if you are willing to take part. 

For those in the mindfulness group  

We would ask you to   

 come to the introductory session and bring your 
parent 

 Fill in the questionnaires at the start and at the end of 
the sessions 
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 Fill in the strengths and difficulties questionnaire 
before the start of the group 

 Come to a final “focus” group where we can ask you 
what you thought of the groups. 

What we ask your parent to do  

 support you to attend the groups and with any home 
practice 

 attend a final interview where we ask them what they  
thought about the  groups and whether it was helpful 
At the introductory session we will ask you and your parent 

to sign a form to say that you have understood what is 

involved and that you agree to take part. Whether or not 

you choose to take part will make no difference to your 

educational placement and you are free to leave at any time 

if you so wish. 

If you are interested please let a member of staff know. 

Please note that the code of confidentiality will apply and 

no personal information which could identify you will be 

used. Thank You for reading 

this leaflet           
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Information Sheet  - Parent 

 

                             

Dear Potential participant  

We are undertaking some research into Mindfulness 

and running a group for young people for this 

purpose. This group is neither to explore particular 

difficulties nor to work out solutions, although by 

attending the group some may find it helps towards 

these aims. We invite you to read this leaflet to see if 

you would be interested. 

The purpose of this group is to cultivate Mindfulness. 

This is a state of mind where you can just be. More 

often than not we are too tied up in the past or the 

future, absorbed in worries about the past or anxieties 

about the future. Mindfulness helps us focus on the 

present and therefore let go of some of these 

concerns (for more information see attached leaflet).  

We will be holding an introductory session for those 

who are to take part in the group. This will include a 

brief taster session for everyone so that you will have 

more of an idea what it is about. 

The group for the young people will run for 8 weeks. 

They will meet each week for an hour. Two weeks after 

the last session we ask the young people to attend a 

focus group. This will be so that we can ask them 

about their experience of the groups and whether or 

not it has helped them. This would help us to improve 

the groups for the future.   

What do we ask you to do. 

Firstly contact us if you are willing to take part. 

For those that are to be included in the group, we 
would ask for  
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 both the parent and young person to come to the 
introductory session 
 

 We ask parents to support their child to:- 

Attend the groups and 

With any home practice  

 Fill in the questionnaires before the start and at 

the end. 

 Fill in the strengths and difficulties questionnaire 

before the start of the group. 

 Come to a final interview where we can ask you 

what you thought of your child’s attendance at the 

groups and whether it was helpful. 

At the introductory session we will ask you and your 

child to sign a consent form to say that you have 

understood what is involved and you agree to take 

part. Whether or not you chose to take part will make 

no difference to your child’s educational placement. 

 

If you are interested please let a member of staff know. 

 

Please note that the code of confidentiality will apply 

and no personal identifiable information will be used 

in the study.  

Thank you for reading this 

leaflet 
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Young person’s consent form 

 

 

I agree to take part in the mindfulness project which has 
been explained to me.     

I understand that this is a research project; 

Any published results will not contain any personal 
information which could identify me. 

I understand that the mindfulness group will run over 8 
sessions. 

This will be followed by a focus group where people would 
come together to discuss experiences of the group. 

My parents will then be interviewed to give their views.  

Confidentiality will be assured throughout and no personal 
identifiable information will be used. 

I understand that whether or not I take part in this study will 
make no difference to my educational placement. 

I understand that I may withdraw from the group at any 
time if I wish. 

Signed......................................................................Date........................ 

Signature of the young person. 

Print Name.....................................................             
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Parent’s consent form 

 

 

I agree to my son/daughter taking part in the mindfulness 

group the nature of which has been explained to me. 

I understand that the project will be for research.  

Any published results will not contain any personally 
identifiable information. 

I understand that the mindfulness group will run over 8 
sessions. 

This will be followed by a focus group to discuss 
experiences of the group.  

I will then be interviewed to give my views on the group 
process that my son/daughter has been a part of. 

Throughout the process confidentiality will be assured and 
no personal identifiable information will be used. 

I understand that should I wish, or not wish to take part in 
this study, this will make no difference to my child’s 
educational provision. 

I understand that I may withdraw from the group at any time 
if I or my child so wish. 

 

 

 

 

Signed........................................................................... 

Mother/Father of (name)................................................ 

Date................................................................................ 
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Young person’s assent form 

 

 

 

 Young person to tick their answer                                   

 

 

                                                                                       YES    NO 

Has somebody else explained this project to you?              

Do you understand what this project is about?           

Have you asked all the questions you want?                        

Did you understand the answers to your questions?            

Do you understand it’s OK to stop taking part at any time?   

Are you happy to take part?            

If any answers are “no‟ or you don’t want to take part, don’t sign your name!  

If you do want to take part, you can write your name below  

Your name ....................................................... 

Signature  of Adult.........................................................  

Name............................................................................  

 

Date............................................................ ............... 
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Appendix 3 

SDQ parent 
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Page 2 
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SDQ young person 
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Page 2 
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The Children’s Global Assessment Scale 
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The Health of the Nation Outcome Scores for Children and Adolescents 
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The Perceived Stress Scale 
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 The Freiburg Mindfulness Inventory (FMI)  
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Interview Schedule - Parents 

 

Briefly the interview was about the parent’s thoughts of the mindfulness 

group, whether they had noticed any differences in their son/daughter 

and anything else they wished to discuss 

1. Firstly did you know anything about mindfulness before you heard 

about the group? 

 

2. Did the information you received explain what mindfulness was? 

 

3. Have you noticed any differences since the group has been running in 

your son/daughter? 

 

4. Have you noticed any differences in yourself? 

 

5. Has this made any difference to your family life? 

 

6. Do you think that this would be a useful intervention to help young 

people in the future? 

 

7. Have you any other comments or observations you want to make? 
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Outline Schedule for Focus Group 

 

1. Did you find it helpful?  

2. Did you know anything about mindfulness before you heard about the 

group? 

3. What did you think when you first heard about the group?  

4. What was the most helpful? 

5. What was most challenging? 

6. Has it made any difference to the way you approach things? 

7. How are things different now? 

8. If there were to be a mindfulness group at school would you attend? 

9. Do you think you will continue your mindfulness practice? 

10. Would you recommend it to a friend? 

Also the question was asked:  

What do you think about the Governments idea to introduce mindfulness in all 

schools and make it a formal lesson? 
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 Certificate of attendance at the sessions 

 

 


