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Abstract The purpose of this study was to examine
pathways in a model which proposed associations among
parent mindfulness, parent depressive symptoms, two types
of parenting, and child problem behavior. Participants' data
were from the baseline assessment of a NIMH-sponsored
family-group cognitive-behavioral intervention program for
the prevention of child and adolescent depression (Compas
et al., 2009). Participants consisted of 145 mothers and 17
fathers (mean age=41.89 yrs, SD=7.73) with a history of
depression and 211 children (106 males) (mean age=
11.49 yrs, SD=2.00). Analyses showed that (a) positive
parenting appears to play a significant role in helping
explain how parent depressive symptoms relate to child
externalizing problems and (b) mindfulness is related to
child internalizing and externalizing problems; however,
the intervening constructs examined did not appear to help
explain the mindfulness-child problem behavior associations.
Suggestions for future research on parent mindfulness and
child problem outcome are described.
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Introduction

Mindfulness has received significant attention in different
fields of psychology and medicine but is only beginning to
receive attention in research with children and families
(Dumas 2005). Mindfulness is defined as “the awareness
that emerges through paying attention on purpose, in the
present moment, and non-judgmentally to the unfolding of
experience moment by moment” (Kabat-Zinn 1994, p. 4).
Thoughts as events without judgment allow one to
differentiate between one’s perception and one’s response.
In turn, this differentiation allows an individual to act with
intention rather than react automatically (Bishop et al.
2004). Theoretically, mindfulness practice over time may
lead to greater cognitive complexity and increased emo-
tional awareness because of an increased ability to draw
distinctions between separate cognitive and affective
experiences (Bishop et al. 2004).

Mindfulness has been associated with reduction in
ruminative thinking (Kingston et al. 2007) by allowing
one to disengage from an automatic train of thought and
focus on the present moment (Bishop et al. 2004).
Mindfulness has been examined as a treatment for
depression, as ruminative thinking has been proposed to
play an important role in depression (Nolen-Hoeksema 1998;
Roelofs et al. 2009; Segal et al. 2002; Teasdale 1988). A
recent meta-analytic review found that mindfulness-based
therapy is associated with reductions in depressive symp-
toms at both post-intervention and follow-up assessments
(Hofmann et al. 2010).

Although there is research demonstrating the role of
mindfulness in adult depression, there is an absence of
studies examining the association of mindfulness and
depression in samples of depressed parents. Parental
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depression is an important area of study because it affects
not only parents, but also offspring (Burke 2003; Goodman
2007). It is estimated that at least 15 million children live in
households with parents who are depressed (National
Research Council & Institute of Medicine 2009), and rates
of depression among children of depressed parents have
ranged from 20% to 41% (Goodman 2007). If mindfulness
relates to depressive symptoms among parents with a
history of depression, then examining this construct may
elucidate how parental depression operates within families.

Parents who are depressed contribute to their children’s
psychopathology in part through their parenting behavior
(Goodman & Gotlib 1999). Research on parental depres-
sion and parenting shows that depressed parents use more
negative (e.g., parental negative affect, hostility, intrusive-
ness, neglect/distancing) and less positive (e.g., warmth,
child-centered behaviors, positive reinforcement, quality
time, child monitoring) parenting behaviors (Dix &
Meunier 2009; Lovejoy et al. 2000). Furthermore, when
parenting behaviors of parents with a history of depression
are changed through a family cognitive behavioral program,
this change is associated with reduction in some indicators
of child internalizing and externalizing problems (Compas
et al. 2010). Such findings provide support for the role of
parenting in children’s problem behavior in families with a
depressed parent.

Despite the evidence indicating that mindfulness is
related to depression and that depression is related to
both parenting behaviors and child problem behavior, the
role of mindfulness in parenting and children’s problem
behaviors is limited. In a theoretical paper that outlined
how parent mindfulness training could modify automaticity of
maladaptive parenting interactions, Dumas (2005) conceptu-
alized parent mindfulness training as a means for parents to
“consider their own and their child’s behavior non-
judgmentally, to distance themselves from negative emotions
and develop parenting goals” (p. 780 in Dumas 2005). More
recently, Duncan et al. (2009) have suggested that parents
who are more mindful have an enhanced capacity for
parenting calmly and with greater consistency.

Recently, several investigators have begun to examine
the role of parents’ mindfulness in child problem behaviors.
Coatsworth et al. (2010) found that the addition of a
mindful parenting program enhanced a few aspects of the
parent—adolescent relationship beyond those achieved with
a standard parent—adolescent intervention. Singh and his
colleagues (Singh et al. 2006, 2007, 2010a, 2010b) reported
in a series of single-subject design studies that mindfulness
training for parents is associated with decreases in child
aggression and noncompliance as well as parents’ reported
satisfaction with their new parenting skills. In summary,
implementation of mindfulness-based interventions has
been shown to be associated with reductions in adult

depressive symptoms (Hofmann et al. 2010), has been
proposed to relate to parenting (e.g., Dumas 2005), and, in
single-subject research (e.g., Singh et al. 2010a) and one
group study (Coatsworth et al. 2010), has been found to
relate to child problem behavior.

Duncan et al. (2009) proposed a conceptual model
linking mindful parenting, parent well-being (e.g., fewer
psychological symptoms), parenting, and child outcome
(see Fig. 1, top model). Congruent with Duncan et al.
(2009), Cohen and Semple (2010) have called for research
investigating the effects of mindfulness on parental depres-
sive symptoms, parenting, and child outcome in families
with a depressed parent. Building on Duncan et al.’s (2009)
model and Cohen and Semple’s (2010) call for research, we
test the pathways in a model similar to the one proposed by
Duncan et al.

The Duncan et al. (2009) conceptual model delineates
associations of mindful parenting with general parenting
(e.g., self-efficacy) and parental well-being (i.e., psycho-
logical symptoms) that, in turn, relate to child outcomes
through two specific parenting practices: affection and
child management. The Duncan et al. model was modified in
the following ways in the current study: (1) Parent mindful-
ness (e.g., listening with full attention, nonjudgmental
acceptance) was examined rather than mindful parenting
(e.g., listening to the child with full attention, nonjudg-
mental acceptance of self and child, emotional awareness
of self and child, self-regulation in the parenting
relationship, and compassion for self and child) in order
to differentiate general mindfulness from more specific
parenting skills which are examined in subsequent
aspects of the model; (2) positive and negative parenting
were examined instead of child-management practices
and parent—child affection in order to include the
assessment of negative parenting, which is associated
with child problem behavior (see McMahon et al. 2006,
for a review); (3) associations between the indicator of
parent well-being (i.e., depressive symptoms) and child
outcomes were added (see Fig. 1, bottom model), as
research with depressed parents provides evidence for
these direct pathways (see Goodman 2007, for a review);
and (4) child problem behavior was partitioned into
internalizing and externalizing problems in order to
examine the differential associations of parental depres-
sive symptoms and parenting with each type of child
problem behavior.

Figure 1 (bottom model) delineates the associations
examined in the current study. We proposed that parent
mindfulness would relate inversely to parental depressive
symptoms, which, in turn, would relate positively to
negative parenting and negatively to positive parenting.
We hypothesized that when considered simultaneously as
predictors of child outcome, parent depressive symptoms
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Fig. 1 Duncan et al. (2009a)
proposed model (fop) and model
tested in current study (bottom).
Proposed significant pathways
are marked in the bottom model
by positive and negative signs to
indicate the direction of the
association

Mindful Parenting

Child Management

Practices

(e.g., Monitoring)
r 3

Parent Mindfulness

would relate directly to child internalizing and externalizing
symptoms and indirectly through positive parenting to child
externalizing problems. These latter two hypotheses are
based on the existing literature with parents who have a
history of depression (see Goodman 2007). Although other
pathways were examined to ensure that possible relation-
ships were not overlooked (i.e., negative parenting with
child internalizing and externalizing problems), we did not
offer hypotheses, as the investigation of these pathways
were viewed as exploratory.

Methods

Participants

Participants’ data were from the baseline assessment of a
Family-Group Cognitive-Behavioral intervention program

for the prevention of child and adolescent depression
(Compas et al. 2009). The initial sample consisted of 180
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families with 242 children (ages 9-15 years) recruited from
the areas surrounding Nashville, TN and Burlington, VT.
Because of missing data on variables of interest in the
current study, 19 of the 180 families initially recruited
(including 31 children) were excluded, resulting in the
sample of 162 families. In participating families with
multiple children in the 9-15 age range (30.9% of sample),
all children were included.

The final sample consisted of 145 mothers and 17
fathers (mean age=41.89 year, SD=7.73) and 211
children (106 males; mean age=11.49 year, SD=2.00).
Parents were largely Caucasian (81.5%), well educated
(85.9% reported at least some college), and married or
living with a partner (61.1%) (see Table 1 for further
demographic information).

Eligibility Criteria

The criteria for a family’s inclusion were a parental history
of major depressive disorder (MDD) or dysthymia within
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Table 1 Descriptive data for demographic variables

Dependent variable Mean (SD) Percentages
Child’s age 11.49 (2.00) -
Child’s gender

Boys - 50.2
Girls - 49.8
Target parent’s age 41.89 (7.73) -
Target parent’s gender

Mother - 89.5
Father - 10.5
Target parent’s marital status

Married/living with partner - 61.1
Single - 38.9
Child’s race

Caucasian/not Hispanic - 72
Minority - 28
Target parent’s education level

Less than high school - 5.6
High school (or equivalency exam) - 8.6
Some college or technical school - 30.9
(At least 1 year)

College graduate (4-year degree) - 30.9
Graduate education - 24.1
(Anything beyond 4-year degree)

Household Income

Under $5,000 - 7.1
$5,000-9,999 - 3.9
$10,000-14,999 - 1.9
$15,000-24,999 - 11.0
$25,000-39,999 - 20.6
$40,000-59,999 - 17.4
$60,000-89,999 - 20.6
$90,000-179,999 - 14.2
Over $180,000 - 32

the child’s lifetime and a Global Assessment of Functioning
(GAF) over 50. The criteria for family exclusion were: (1)
parental history of bipolar I, schizophrenia, or schizoaffec-
tive disorders; (2) any participating child who had a history
of autism spectrum disorder or mental retardation, bipolar I
disorder, or schizophrenia disorder; or (3) any participating
child who met criteria for current conduct disorder or
substance/alcohol abuse or dependence. Families were
temporarily excluded, but re-assessed every 2 months if
any participating child met criteria for current MDD or if a
parent had a GAF under 50.

Measures

Screening Measures Parent eligibility was determined via
the Structured Clinical Interview for DSM-IV Axis I

Disorders (SCID-I; First et al. 2002). The SCID-I was
initially used to screen parents for a history of MDD during
the target child’s lifetime. Adequate reliability and validity
have been demonstrated for the SCID-I, for example, for
MDD, kappas have ranged from .61 (Zanarini et al. 2000)
to. 93 (Skre et al. 1991). In the current study, inter-rater
reliability, calculated on a randomly selected subset of
interviews, indicated 93% agreement (kappa=.71) for
diagnoses of MDD.

Child eligibility was determined by the Schedule for
Affective Disorders and Schizophrenia for School-aged
Children-Present and Lifetime Version (K-SADS-PL;
Kaufman et al. 1997), a semi-structured interview
designed to ascertain present episode and lifetime history
of psychiatric illness according to DSM-IV criteria.
Reliability and wvalidity have been established and are
adequate (Kaufman et al. 1997). In the current study, inter-
rater reliability, calculated on a randomly selected subset
of interviewers indicated 96% agreement (kappa=.76) for
MDD diagnosis.

Demographic Information Demographic variables (parental
age, gender, ethnicity, marital status, level of education,
household income, child age, child race and gender) were
reported by the parent on a demographic questionnaire.

Parent Depressive Symptoms The Beck Depression
Inventory, Second Edition (BDI-II; Beck et al. 1996b),
was used to assess current levels of parental depressive
symptoms. Participants responded to 21 items in which
they chose the statement that best described the way they
felt in the previous 2 weeks. Statements were rated on a
four-point Likert scale (e.g., 0="I do not feel sad,” 1="1
feel sad much of the time,” 2= am sad all the time,” and
3=“T am so sad or unhappy that I can’t stand it”). Higher
scores reflect more depressive symptoms over the past
2 weeks. The BDI-II has shown excellent internal consis-
tency («x=.92) and correlates highly with other measures of
depression (r=.93) (Beck et al. 1996a). Suggested categories
for the BDI-II include: 0—13=minimal depression, 14—19=
mild depression, 20-28=moderate depression, and 29-63=
severe depression (Beck et al. 1996b). The alpha coefficient
for the current sample was .93.

Mindfulness Parents completed the 15-item Mindfulness
Attention and Awareness Scale (MAAS; Brown and Ryan
2003). The MAAS is a scale that reflects a respondent’s
global experience of mindfulness in addition to specific
daily experiences that include “...awareness of and atten-
tion to actions, interpersonal communication, thoughts,
emotions, and physical states” (Brown and Ryan 2003,
p. 825). Participants indicated how frequently they had the
experience described in each statement (e.g., “I rush

@ Springer



258

Mindfulness (2010) 1:254-264

through activities without being really attentive to them”
and “I find it difficult to stay focused on what’s happening
in the present”). Statements were scored on a Likert scale
ranging from 1 (almost always) to 6 (almost never). Higher
scores reflect higher levels of mindfulness. The MAAS has
good internal consistency (x=.80—.90) across a wide range
of samples (e.g., Brown and Ryan 2003; MacKillop and
Anderson 2007). The alpha coefficient for the current
sample was .89.

Observations of Parenting The lowa Family Interaction
Rating Scales (IFIRS; Melby et al. 1998) was used to code
positive and negative parenting in two videotaped 15-min
conversations. The first conversation consisted of a recent
pleasant activity that the parent and child enjoyed doing
together. The second conversation consisted of a stressful
time when the parent was depressed, down, or grouchy,
which, in turn, made it difficult for the family. The IFIRS is
a global coding system used to measure behavioral and
emotional characteristics at both the individual and dyadic
level. Each behavior is coded on a nine-point scale (1="“not
at all characteristic” to 9="mainly characteristic”). In order
to determine the score for each code, frequency and
intensity of the behavior, along with the contextual and
affective nature of the behavior, are considered. Validity of
the IFIRS has been established using correlational and
confirmatory analyses (Alderfer et al. 2008; Melby and
Conger 2001).

Training on the IFIRS consisted of in-depth studying of
the manual, a written test of the scale definitions, and
establishment of inter-rater reliability. Successful comple-
tion of training consisted of passing a written test with at
least 90% correct and achieving at least 80% reliability on
observational tests. Weekly training meetings also were
held to prevent coder drift.

Interactions were double coded by two independent
coders. If the coders scored a behavior code more than 2
points apart on the nine-point scale, coders met to reach a
consensus. Once consensus was reached, scores were
averaged across the two 15-min tasks described above and
then composite codes were created for positive and
negative parenting by combining behaviors that fit into
each of these two constructs. The positive parenting
composite included parents’ warmth, child-centered behav-
iors, positive reinforcement, quality time, listener respon-
siveness, and child monitoring. The negative parenting
composite included parental negative affect, hostility,
intrusiveness, neglect/distancing, and externalize negative.

Child Internalizing and Externalizing Problems The Child
Behavior Checklist for Ages 6-18 (CBCL/6—18; Achenbach
and Rescorla 2001) and Youth Self-Report for Ages 11-18
(YSR/11-18; Achenbach and Rescorla 2001) were used to
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measure child internalizing and externalizing problems from
both parent and child report. Both instruments consist of 118
items that assess child behavioral and emotional problems
over the last 6 months. The CBCL/6-18 and YSR/11-18
each yield two broadband factors, internalizing and exter-
nalizing, both of which were used in the current study.

On both the CBCL and the YSR the child’s behavior
was rated on a three-point Likert scale with 0 being “not
true”, 1 being “somewhat or sometimes true”, and 2 being
“very true or often true.” Reliability and validity of the
CBCL and YSR are well established (Achenbach and
Rescorla 2001). The alpha coefficients for internalizing
problems were .91 (YSR) and .85 (CBCL) and for
externalizing problems were .84 (YSR) and .84 (CBCL)
for the current sample.

Procedure

Internal review boards at the University of Vermont and
Vanderbilt University approved all study procedures.
Participants were recruited from mental health agencies,
doctor’s offices, hospitals, and by local newspaper and
radio advertisements. Prospective participating parents
were initially screened via a diagnostic phone interview.
If initial eligibility criteria were met, parents and their
child/children were invited to come to a local university
to sign consent and assent forms and take part in a
thorough screening assessment. At this in-person assess-
ment, doctoral students in clinical psychology, each of
whom had 25 hours of training on each instrument,
administered the SCID-I to the parent (First et al. 2002)
and the K-SADS-PL (Kaufman et al. 1997) separately to
the parent and participating child.

Parents and children also completed self-report ques-
tionnaires; these included the Beck Depression Inventory-II
(BDI-II), the Mindful Attention Awareness Scale (MAAS),
and the Child Behavior Checklist (CBCL). Children
completed the Youth Self-Report (YSR) among other
measures. Finally, the parent—child dyad participated in two
15-min videotaped interactions that occurred in a private,
confidential laboratory space and followed a similar research
protocol (described in measures) to that used in previous
studies (e.g., Jaser et al. 2005). Families were compensated
for their participation in the baseline phase of the study
($40 per participating child and $40 per target parent).

Results

Preliminary Analyses

Five sets of preliminary analyses were conducted. First,
parents and children with complete data were compared to
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those with missing data (and thus excluded from the current
sample) on demographic variables. Second, descriptive
statistics were generated for the main study variables.
Third, the correlation between parent and child report on
internalizing problems and on externalizing problems was
examined. Fourth, the relations between continuous demo-
graphic variables (i.e., socioeconomic status (SES) and
child age) and the outcome variables (i.e., child internaliz-
ing and externalizing problems) were examined. Because of
the nested nature of the data (i.e., multiple children in some
families), correlations were computed after individual
cases were weighted, for example, when correlating SES
and child internalizing problems in a family with two
participating children, the value of SES was weighted at
1/2. One-way analyses of variance, also weighted to
account for multiple children in families, were used to
examine the relation between dichotomous variables (i.e.,
child gender, child race, and parent marital status) and the
outcome variables (i.e., child internalizing and externalizing
problems). Fifth, weighted correlations were conducted
among the independent and dependent variables.

Parents and children with complete data did not differ on
demographic variables from those with missing data. The
means, standard deviations, and ranges for each of the main
study variables are presented in Table 2. The mean BDI-II
score for parents was 19.28 (SD=12.06), which suggests
that, on average, parents reported depressive symptoms in
the mild to moderate level of severity. The total score mean
on the MAAS was 55.12 (SD=14.34) which is above the

Table 2 Descriptive statistics for primary variables

Variable Mean (SD) Range
CBCL*®

Internalizing raw score 11.59 (7.47) 0-32
Externalizing raw score 9.72 (8.18) 0-46
YSR®

Internalizing raw score 13.27 (9.58) 0-44
Externalizing raw score 9.61 (7.26) 0-37
Parenting

Observed positive parenting 27.60 (5.14) 16-38
Observed negative parenting 24.02 (5.52) 13-39
Parent depressive symptoms®

BDI-II 19.28 (12.06) 048
Parent mindfulness®

MAAS 55.12 (14.34) 22-90

# Parent report, raw score (possible range 0-70)
® Child report; raw score (possible range 0—64)
¢ BDI-II, total score (possible range 0-63)
9IMAAS, total score (possible range 15-90)

median possible score on the scale. Although raw scores
were used in analyses, 7 scores were calculated for child
internalizing and externalizing problems to compare the
current sample to the normative sample. Average 7T scores
for internalizing problems were 54.14 (YSR) and 59.27
(CBCL), and average T scores for externalizing problems
were 49.55 (YSR) and 54.50 (CBCL), all of which fell in
the normative range. The sample of children can be
characterized as at-risk based on moderately elevated mean
T scores for all measures except the YSR externalizing
problem scale. Specifically, the percentage of children in
the clinical range for the internalizing scale (i.e., 7 score
>63) was 23.6% on the YSR and 43.5% on the CBCL; the
percentage for the externalizing scale (i.e., 7 score >63) was
10.6% on the YSR and 22.5% on the CBCL.

As both parent report (CBCL) and child report (YSR) of
child internalizing and externalizing problems were collected,
a weighted correlation was computed between the YSR and
CBCL on each of the two scales examined (internalizing and
externalizing scores) to determine if they could be combined.
A significant correlation was found for internalizing (r=.36,
p< .001) and externalizing (r=.47, p < .001) problems;
therefore, the reports of parent and child were standardized
(z scores) and summed to form a multiple reporter construct
for each of the problem behaviors.

The relations of each of the demographic variables (see
Table 1) with child internalizing and externalizing problems
were examined. Prior to these analyses, three of the
demographic variables were adjusted. Parent marital status
was transformed into a two-category variable (1=second
parent or partner lived in the home, 2=second parent or
partner did not live in home); child race was also
transformed into a two-category variable (1=Caucasian/
non-Hispanic, 2=not Caucasian/non-Hispanic) due to low
frequency of children identifying with a race other than
Caucasian/non-Hispanic; and parent education level and
household income, which were significantly correlated
(r=.39, p<.001), were standardized and combined to form
a measure of family SES (Ensminger and Forthergill 2003).

Significant effects emerged for two of the dichotomous
demographic variables for both child internalizing and
externalizing problems, parent marital status (internalizing,
F(1)=10.87, p< .001; externalizing, F(1)=5.32, p< .05),
and child race (internalizing, F(1)=16.23, p<.01; external-
izing, F(1)=15.47, p<.01). Children who had two parents
living in the home and who were Caucasian/non-Hispanic
had fewer internalizing and externalizing problems than
those who had only one parent living in the home and who
were not Caucasian/non-Hispanic. Of the continuous
demographic variables, only family SES was significantly
related to child internalizing (r=-.20, p<.001) and exter-
nalizing (r=—.18, p<.01) problems. Thus, the above three
demographic variables were controlled when child inter-
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nalizing and externalizing problems served as the depen-
dent variable.

When associations among study variables were exam-
ined, parent mindfulness was significantly negatively
correlated with parental depressive symptoms (r=-.36,
p<.01), child internalizing problems (r=—21, p<.01), and
child externalizing problems (r=-.16, p<.05) but not with
observed positive (r=—.01, not significant (ns)) or negative
(r=—.05, ns) parenting. Parental depressive symptoms were
significantly and inversely related to observed positive
parenting (r=—34, p<.001) and positively related to
observed negative parenting (r=.36, p<.001) as well as
child internalizing (r=.27, p<.001) and externalizing
(r=24, p<.001) problems. Observed positive parenting
was significantly negatively related to both child internal-
izing (r=-.20, p<.001) and externalizing (r=—32, p<.001)
problems. Observed negative parenting also was signifi-
cantly positively related to both child internalizing (r=.24,
p<.001) and externalizing (=.29, p<.001) problems.

Primary Analyses

To examine the associations in the model in Fig. 1
(bottom), two types of analyses were performed based on
whether these associations were comparable for multiple
children from the same family. For the pathway from parent
mindfulness to parent depressive symptoms, a hierarchical
linear regression was conducted. For the remaining path-
ways, each of which involved parenting with multiple
children in the same family or problem behavior of multiple
children in the same family, two-level linear mixed models
(LMM) analyses were conducted. Level 1 of a LMM
represents observations at the individual level including
child internalizing and externalizing problems. Level 2 of a
LMM denotes clusters of units within the dataset such as
parental depressive symptoms and observed positive and
negative parenting that maintain a constant relationship
across all children within the same family.

The significant associations are depicted in Fig. 2.
Higher levels of parent mindfulness were associated with

Fig. 2 Significant pathways
among variables in the proposed
model. *p <.05; **p<.01;
***p<.001

Parent Mindfulness

B =-38%x

lower levels of parent depressive symptoms (G5=—.38,
p<.001). Higher levels of parent depressive symptoms
were associated with lower levels of positive parenting
(8=-.28, p<.001) and higher levels of negative parenting
(8=.29, p<.001). After controlling for demographic
variables, parent depressive symptoms (5=.19, p<.01),
but not observed positive (5=.01, ns) or observed negative
parenting (=.12, ns), were significantly associated with
child internalizing problems when all three variables were
entered simultaneously. After controlling for demographic
variables, observed positive parenting (5=-.34, p<.05),
but not observed negative parenting (5=.08, ns) or
parental depressive symptoms (5=.11, ns), was signifi-
cantly associated with child externalizing problems when
all three variables were entered simultaneously.

Follow-up analyses were conducted to explore two
indirect relationships in the model. First, the correlational
analyses indicated that parent depressive symptoms related
to child externalizing problems. The significant links in the
model between parent depressive symptoms and positive
parenting and between positive parenting and child exter-
nalizing problems suggest that positive parenting may
explain this relationship. The significant relationship
between parental depressive symptoms and child external-
izing problems (5=.34, p<.05) was reduced when positive
parenting was entered into the regression equation
(B=.11, ns). To test the significance of the identified
indirect effect of parental depressive symptoms on child
externalizing symptoms via positive parenting, the Sobel
(1982) test was used. Results of the Sobel test revealed
that the indirect effect of positive parenting did account for
the relationship between parental depressive symptoms
and child externalizing problems as the beta weight was
significantly reduced (p<.05). The indirect effect model is
displayed in Fig. 3.

Second, the correlational analyses also indicated that
parent mindfulness is related to child internalizing prob-
lems. The significant links in the model between parent
mindfulness and parent depressive symptoms and between
parent depressive symptoms and child internalizing prob-

Negative Parenting

p = Child Internalizing
29 B = .10% Problems
Parental Depressive
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Positive Parenting

Parental Depressive

B = 37

Child Externalizing

v

Symptoms

Fig. 3 Results of a model testing an indirect effect between parental
depressive symptoms and child externalizing problems through
positive parenting. The association of parental depressive symptoms

lems suggest that parent depressive symptoms may explain
this relationship. However, the significant relationship
between parental mindfulness and internalizing problems
(B=-.25, p<.001) was reduced but still significant (5=
—.20, p<.01) when parental depressive symptoms were
entered into the regression equation. In order to see if the
reduction in beta weight was significant, the Sobel (1982)
test was used. Results indicated that the inclusion of
parental depressive symptoms reduced the beta weight to
a level approaching significance (p=.06).

Discussion

The purpose of the current study was to test the pathways in
a model which proposes associations among parent mind-
fulness, parent depressive symptoms, two types of parent-
ing, and child problem behavior. Families that had a parent
with a history of depression were studied. Lower levels of
mindfulness among parents were associated with higher
levels of depressive symptoms, which, in turn, were related
to more negative parenting behaviors and less positive
parenting behaviors. Additionally, higher levels of parental
depressive symptoms were associated with higher levels of
child internalizing problems, and higher levels of positive
parenting were associated with lower levels of child
externalizing problems. The roles of parent depressive
symptoms and positive parenting were examined as possible
explanatory variables in the model with support emerging for
positive parenting explaining the link between parent depres-
sive symptoms and child externalizing problems.

Findings from the current study replicate research
showing a negative relationship between mindfulness and
depressive symptoms (e.g., Brown and Ryan 2003).
Teasdale (1988) proposed that depressed moods reactivate
thinking styles associated with previous depressed moods,
creating a self-perpetuating pattern of negative thinking
(e.g., ruminative thinking). Higher levels of mindfulness
may allow one to become aware of these cognitive
processes and then learn and apply mindfulness strategies

(B =.11,ns)

Problems

with child externalizing problems after entry of positive parenting is
indicated in parentheses. *p<.05; **¥p<.01; ***p<.001

(e.g., awareness/mindfulness of thoughts, emotions, and
bodily sensations, being in the moment, acceptance, and
letting go) to disengage from these self-perpetuating
patterns (Segal et al. 2002), leading to reductions in
depressive symptoms (Hofmann et al. 2010). The current
study extended prior research on mindfulness and depres-
sive symptoms to parents with a history of depression, their
parenting and their children’s problem outcomes.

Although there were associations of parental mindful-
ness with both parent depressive symptoms and child
internalizing problems, analyses provided minimal support
for depressive symptoms explaining the link between
parental mindfulness and child internalizing problems.
Specifically, when depressive symptoms were entered into
the regression equation, the relation between parental
mindfulness and child internalizing problems was reduced;
however, the relation remained significant with the inclu-
sion of parental depressive symptoms, and the Sobel test
suggested the reduction in the beta weight approached
significance. Furthermore, correlational analyses indicated
that mindfulness did not relate to either positive or negative
parenting. In combination, these findings suggest that
explanations beyond the parent’s well-being as measured
by depressive symptoms and parenting as assessed by
observations of parent—child interactions need to be
considered for explaining how parent mindfulness relates
to child internalizing problems, for example, indicators of
well-being other than depressive symptoms (e.g., emotional
regulation skills, adaptive coping skills) may be informative
constructs to consider in future research, or alternate
assessment strategies (e.g., questionnaires) or more fine-
grained behavioral coding of parenting skills that have been
hypothesized to be linked to mindfulness (e.g., shift in
awareness of attention to child; Duncan et al. 2009) may
be useful.

Correlational analyses also suggested that mindfulness
was related to child externalizing problems; however,
mindfulness was not related to positive parenting in the
correlational analyses. Therefore, indirect links from mind-
fulness to child externalizing problems through parent
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depressive symptoms and positive parenting do not explain
this association. As with mindfulness and internalizing
problems, examining other indicators of parent well-being
or alternative assessment strategies for parenting may help
explain the link between mindfulness and child externaliz-
ing problems.

When examining associations within the model beyond
mindfulness, the current findings suggest positive parenting
may be one mechanism through which parent depressive
symptoms are linked to child externalizing problems. As
parents’ current depressive symptoms increase, research
suggests their ability to parent positively decreases (see Dix
and Meunier 2009; Lovejoy et al. 2000). Substantial
research indicates that lower levels of positive parenting
are associated with higher levels of child externalizing
problems (e.g., Forgatch et al. 2009; McMahon et al. 2006).
Research in our sample of parents with a history of
depression suggests that changes in positive parenting, with
implementation of a prevention program, is associated with
changes in some indicators of child externalizing (as well as
internalizing) problems (Compas et al. 2010). As with-
drawal and lack of attention to children are primary
characteristics of depressed parents (see Lovejoy et al.
2000), increasing positive parenting may be particularly
important when a parent has a history of depression.

The findings from the present study suggest that
increases in positive, but not negative, parenting are related
to child externalizing problems. Much of the research,
particularly treatment outcome research, on parenting has
not differentiated between positive and negative parenting
(e.g., DeGarmo et al. 2004; Forgatch et al. 2009 However,
recent intervention outcome work has found that changes in
positive, but not negative, parenting is associated with
change in child externalizing problems (Compas et al.
2010; Gardner et al. 2010). The current findings, based on
cross-sectional regression analyses, are congruent with
these recent treatment outcome studies. However, it is
important to note that our preliminary analyses involving
univariate correlations indicated negative parenting is
related to child externalizing problems; it is only when
considered in the context of positive parenting and parental
depressive symptoms that this significant relationship is no
longer evident. These findings suggest that both positive
parenting and negative parenting are important; however,
when considered in the context of each other, increases in
positive parenting are more strongly related to child
outcome. As we have noted, these findings are similar to
those in recent treatment outcome research, suggesting that
increasing positive parenting should be a primary target in
intervention and prevention programs.

The current findings need to be put in the context of our
previous research with this same sample of children living
in families with a history of parent depression. First, Rakow
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et al. (2009, 2010) examined a different measure of
negative parenting, use of guilt induction, than used in the
present study and found in cross-sectional analyses that this
construct was associated with child internalizing problems.
This suggests that selected indicators of negative parenting
do in fact relate to child internalizing problems. Second,
Compas et al. (2010) found when a family-based cognitive
behavioral prevention program was implemented, positive
parenting mediated change in some indicators of both child
externalizing and internalizing problems. In contrast, the
current findings suggest that positive parenting was
associated with only child externalizing problems. These
initially appearing discrepant findings may be explained by
the child outcome measures used in the two studies.
Compas and colleagues found that change in positive
parenting mediated change in a narrowly defined measure
of internalizing problems, child depressive symptoms, but
not the more broadly defined measure of internalizing
problems. Only the latter construct was assessed as an
indicator of internalizing in the current study. Thus, when
the same measure, broadband internalizing problems, is
considered across the two studies, the findings are
consistent: positive parenting did not relate to child
broadband internalizing problems.

There were several limitations of this study. First, due to
the cross-sectional nature of the study, causal relations
cannot be tested. Second, generalizability of the findings is
limited by sample characteristics—relatively well educated,
primarily Caucasian participants with a history of depression,
and exclusion of parents and youth who met diagnostic
criteria for selected disorders. Third, the current study limited
its examination to parental depressive symptoms, which
restricts generalization to other indicators of psychological
distress. Finally, the current study only examined one
facet of mindfulness: attention and awareness. Baer and
her colleagues (2006) have argued that mindfulness is a
multi-faceted construct. Different findings may emerge if
mindfulness is examined from the multi-facet perspective.

There were also several strengths of the current study.
Our study is the first to examine associations of mindful-
ness, parent depressive symptoms, parenting, and child
problem behavior. Additionally, the constructs of interest
were examined from multiple informants (parent, child) and
methods (observational and questionnaire data). Finally, the
current study is the first to examine the relation between
parent mindfulness and child outcome in families with a
history of depression.

The correlational analyses suggested that mindfulness is
related to child internalizing and externalizing problems;
however, the intervening constructs we examined, parent-
ing and depressive symptoms, did not appear to help
explain these associations. Nevertheless, the initial bivariate
associations between mindfulness and child problem
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behaviors, as well as the association of mindfulness to
parent depressive symptoms, suggest that mindfulness is a
construct deserving further attention in research on parental
well-being, parenting, and child problem outcome. Finally,
positive parenting appears to play a significant role in
helping explain how parent depressive symptoms relate to
child externalizing problems.
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