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CPP

N= 30
media SD
Eta 10,3 1,8
Ql 97.9 13,1
SE.S. 54,3 21,6

farmaco n=3

In ACTion
N= 37
media SD
Eta 10,6 1,3
Ql 08,6 11,2
S.E.S. 58,2 18,3

farmaco n=3
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AREA MESOLIMBICA e MESOCORTICALE
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Alterazione nel sistema dinforzi/punizioni
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X 5 RULEGOVERNED BEHAVIOR

A

Uno specifico comportamento viene compreso ed influenzato attraverso i fattc
che lo precedono (ANTECEDENTI) o lo seguono (CONSEGUENZE)

Alcuniantecedentifunzionano da regole o istruzioni specificando il

comportamento e le sue conseguenze.

Le regole provengono inizialmente dal contesto, ma gradatamente noi siamo |
grado di generare regole personali che influenzano il nostro comportamento
OGwWAUSYUdlr S FIENIA YSIEA2HEOD RSNAODI
| comportamenti controllati da regole sono poco sensibili ai dati di realta
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XACOMPORTAMENTO MODELLATO DALLE CONTINGENZE

A

Il comportamento viene controllato dalla relazione tra comportamento e

consequenze dirette

(Catania 1984;Hayes 1989;Skinney19661974)



ADHD:
SISTEMA DI RINFORZO ALTERATO E

DEFICIT DI ESTINZIONE DEl COMPORTAMENTI PRECEDENTEMENTE R
(Salgvolderet al., 2005)

NECESSITA DI TRATTAMENTI BASATI SU CONTEOMERGED BEHAVIOR

TRATTAMENTI BASATRBULESOVERNED BEHAVIOR

CONTESTO INTERNO ED ESTERNO COME GUIDA PER LE SCELT
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Mindfulness Training: General Overview
Mindfulness-based interventions are part of a “third
wave” or “third generation” of behavior therapy (Hayes,
Follette, & Linehan, 2004; Hayes, Luoma, Bond, Masuda, &
Lillis, 2006). Mindfulness meditation training is derived

-~

Neuroimaging studies suggest that mindfulness medita-
tion engenders neuroplastic changes in brain areas associ-
ated with attentional functioning typically impaired in
ADHD. For instance, Holzel and colleagues (2011) discuss
the role of the anterior cingulate cortex, which is involved
with executive/attentional processes via detection of
conflicting incompatible incoming information. Given
that this region is also involved with attentional processing
in ADHD (e.g., Cubillo, Halari, Smith, Taylor, & Rubia,
2012; Passarotti, Sweeney, & Pavuluri, 2010), it represents a
potential target for mindfulness training in ADHD samples.

Values

Incorporation of individualized values, similar to values
work in Acceptance and Commitment Therapy (ACT;
Hayes, Strosahl, & Wilson, 2012), can be helpful in adult
ADHD, especially as patients often express concerns of
being overcommitted and having trouble prioritizing.

Wednesdays™). In MAPs, values can be used to encourage
mindful observation of one’s behavior and guide prioriti-
zation of actions. Using values, patients can assess how

Acceptance-Change Strategies

An additional adaptation to MAPs, primarily a training
in selfawareness and experiential acceptance, involves
adding selected mind-body change strategies to encourage
patients to further explore redirection (or selfregulation)
should they recognize they are distracted or engaged in a
maladaptive behavior. This greater emphasis on combining
acceptance and change perspectives is consistent with
third-wave behavior therapies such as DBT (Linehan, 1993)
and ACT (Hayes et al., 2012). These strategies involve
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Abstract The feasibility of using acceptance and com-
mitment therapy (ACT) to foster increases in congruence
between values and behaviors pertinent to those values was
evaluated with adolescents. Participants were nine, pri-
marily African American, school aged children
(11-15 years) with comorbid attention-deficit/hyper-
activity disorder, leaming disorders, and behavior problems
who were enrolled at a charter school in an urban, South-
central area of the United States. Despite some feasibility
obstacles, several significant Reliable Change Index scores
on the Behavior Assessment Scale for Children—second
edition and the Bull's-Eye Values Assessment were found
and other results approached statistical significance in the
desirable direction. These findings suggest that ACT may
be feasible for increasing congruence between values and
behavior, and may have potential clinical utility with
acceptance and mindfulness based treatments in youth with
comorbid psychological and behavioral problems.

Keywords ACT - ADHD - Learning disability - Values -
Externalizing
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health [28]. A variety of working definitions of meditation
exist, some describing a method and others a state [29]. For
the purposes of this review, we understand the core, shared
features of MI's to involve the cultivation of attention pro-
cesses that lead to strengthened awareness, presence and a
more integrated sense of self [30]. In addition to attention
regulation strategies, MI's also typically tend to develop
emotion regulation skills, with calmness and contentment
commonly co-occurring. This broad definition subsumes a
number of Eastern traditions, including physical practices
(such as Tai chi and yoga taught in its many lineages), con-
centrative practices (such as transcendental meditation and
mantra meditation), vipassana (mindfulness), metta (loving
kindness), and a range of modern day descendants, includ-
ing acceptance and commitment therapy (ACT), and mind-
fulness-based stress reduction (MBSR). Inclusion of vari-
ous meditation styles allows for investigation of common
and overlapping elements of MI's, with a broader range of
potentially therapeutic practices available for analysis.

Meditation-based activities seem particularly suited to
addressing the deficits associated with ADHD. For exam-
ple, mindfulness involves attention and emotion regulation
through focusing one’s awareness on the present moment,
while calmly acknowledging and accepting one’s feelings,
thoughts, and bodily sensations; the very regulatory capaci-
ties that are impaired in ADHD [31]. Two primary symp-
tom groups exist for ADHD: inattention and poor behav-
ioural control, expressed as hyperactivity and impulsivity.
The difficulty sustaining attention is typically due to an
inability to inhibit and control external and internal stimuli
that interfere with the executive functions that assist in self-
regulated persistence [32]. While hyperactivity may dimin-
ish over time, impulsivity/inattention is often stable across
development and has associated problems with a range of
wellbeing outcomes, including physical and mental health
[33]. ADHD and mindfulness clearly appear to involve
the same processes, with ADHD compromising sustained
attention and impulse control, and mindfulness building
upon the capacity to observe impulses without acting upon
them [34]. The emotion and attention regulation benefits of



Table 1 Meditation-based interventions for children with ADHD

References; Research design  Participant Intervention Therapist Child outcomes Parent Findings Post-study  Effect size (Hedges” g) [95%
Country of characteristics characteristics outcomes follow-up  CIJ
research
Abadietal. [53] Controlled trial ~ 9-12 yo Yoga group No description ADHD NIA Relative decrease in No FU CSI-4 (ADHD) 1.43
Iran 40 children 45 min twice/ subscale of mean CSI-4, including
(% male not week for the CSI-4 hy peractivity/impulsiv-
specified) 8 weeks {unclear, but ity in the yoga group
Yogan =20 No-intervention appears to be compared to the control
Control n =20 controls a combined group
parent/teacher
score)
Carboni et al. Single-arm Syo Individual MF  Interventionist P/T BASC-2 N/A Graphic analysis No FU P BASC-2
[60] Single-case 4 children adapted from with MF train- of ohservation: (hyperactivity) 1.12 [—2.25,
USA multiple baseline 100% male MBSR ing and experi- increased % of 0.02]
30-45 min ence working intervals of on-task P BASC-2
twice/week with children behaviour; general {inattention) 0.39 [—1.39,
for 8 sessions decrease in hyperac- 0.61]
tive behaviours (parent T BASC-2
and teacher ratings), (hyperactivity) 0.53 [—1.54,
no change in attention 0.49]
problems T BASC-2
{inattention) 1.04 [—2.15,
0.07]
Haydicky et al. Controlled trial 12-18 yo Mindfulness Child/family P BRIEF N/ A ANCOVA: significantly  No FU BRIEF (total) 0.46 [(.18,
[59] (waitlist) 28 children Martial Arts therapists with P CBCL reduced parent-reported 0.75]
Canada 100% male (MMA) black belts and  YSR CBCL conduct and CBCL (ADHD) —0.39[0.1,
MMA = 14 90 min/week MF practitioners social problems and 0.67]

Control = 14 for 20 weeks

Waitlist control

self-reported social and
externalizing problems
in the MMA group
compared to controls

{Social) 0.44

[—0.73, —0.16)

{Externalizing ) 0.63 [034,
0.92]

YSR (ADHD) 0.1 [—0.18,
0.38]

{Social) 0 [—0.28, 0.28)]

(Externalizing) —0.43 [0.15,
0.72]
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Table 1 continued

References; Research design  Participant Intervention Therapist Child outcomes Parent Findings Post-study  Effect size (Hedges'™ g) [95%
Country of characteristics characteristics outcomes follow-up  CI]
research
Jensen and RCT 8-13yo Yoga: 60 min/  No description P CPRS N/A Yoga improved Oppo- No FU CPRS (ADHD) 0.71 [—1.16,
Kenny [54] 19 children week for T CTRS sitional and ADHD —0.26]
Australia 100% male 20 weeks TOVA; Acti- Index. Controls (Anxious) —029 [-0.72,
Yogan =11 Control: graph improved Anxious and 0.14]
Control n = 8 60 min/month Social Problems. Both (Social) —0.24 [—0.67, 0.19]
of groups improved on (oppositional) 0.55 [—0.99,
cooperative DSM-IV Hyperactive/ —0.11]
activities Impulsive, DSM-IV CTRS (ADHD) —0.38
total [—0.05,0.81]
(Anxious) 0.32 [—0.11, 0.74]
(Social) 0.15 [-0.58, 0.27]
(Oppositional) 0.41 [—0.02,
(0.84]
Mehtaetal. [55] Single-arm 6-11 yo Climb Up Trained high T/P Vanderbilt: N/A 91% of children FU below  Wanderbilt
India 76 children (yoga, medi- school volun- improvement in school (ADHD)— 2.2 [-2.29,
63% male tation BT) teers performance (no =2.11]]
60 minftwice threshold set); 40% of
week for children improved into
6 weeks anormative range
Mehta et al. [56] (one year follow- 69 children As above once/  As above As above As above  Above improvements Study is N/A (data not presented in a
India up) week for one were sustained through FU to manner to calculated ESs)
year 12 months above
Murrell et al. Single-arm 11-15 yo ACT for Kids  Recognized ACT C BASC-2 N/A Single-case analysis: No FU C BASC-2 (Emotional
[57] 9 children Group format trainer (Emaotional 2 BASC-2 scores Symptoms) —0.44 [0, (.89]
USA 44% male 60 minfweek Symptoms ) changed in unexpected
for 8 weeks Bulls-Eye direction; Interview
Values data noted positive
experiences of children
Singh et al. [58]  Single-arm 10-12 yo Samatha medi- Meditation Observational  N/A Significant increase in No FU Engagement 4.38 [1.05, 7.71]
USA Single-case 4 children tation instructor with data dur- maths engagement and Problem solving 9.11 [—2.04,
Multiple baseline  1009% male Individual (dur- 40 years per- ing maths significant increase 20.26]
ing school) sonal experience  instruction; in correct answers to
10-30 min daily  meditating maths quiz maths problems

for 8 weeks

vo years old, MF Mindfulness, FU Followaup, T Teacher repoit, P Parent repoit, C Child repoit, ACT Acceptance and Commitment Therapy, BASC-2 Behaviour Assessment System for Chil-
dren-Second edition, BRIEF Behaviour Rating Inventory of Executive Functioning (consists of behaviour regulation and monitoring ), CBCL Child Behaviour Checklist, CPRS Conners’ Parent
Rating Scale—Revised: Long, CTRS Conners’ Teacher Rating Scale-Revised: Long, CSI-4 Child Symptom Inventory—ith edition, MBSR Mindfulness-Based Stress Reduction, TOVA Test Of
Wariables Of Attention, ¥SR Youth Self Repont







