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Abstract Paraprofessional workforces are becoming more
common and can serve the otherwise unmet needs of
diverse children and families. Compared to other work-
forces, limited research to date has explored factors such as
stress and burnout that influence the sustainability of this
workforce. Mindfulness-based interventions have been
studied as stress-reduction programs for other workforces,
but it is currently unknown whether mindfulness is accep-
table to paraprofessionals, particularly those of a diverse
ethnicity living in low-income, urban environments. The
current investigation is a pilot study examining whether six
weeks of mindfulness-based skills training can reduce
stress, burnout, and improve sleep quality among a diverse
paraprofessional workforce. Twenty six paraprofessionals
(ages 24-58, M =37.04, SD =9.65) completed measures
pre-training, post-training, and at a four week follow-up.
Results indicated that this paraprofessional workforce found
mindfulness practices acceptable and experienced sig-
nificant reductions in perceived stress and emotional
exhaustion, as well as improved sleep quality (p <.05)
Mindfulness-based interventions may be useful in support-
ing the wellbeing of paraprofessionals from diverse back-
grounds working in low-income, urban environments.
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Introduction

To better serve children and families in low-income, urban
environments; service agencies have begun to recruit
community members to a diverse paraprofessional work-
force strategically positioned to deliver mental health ser-
vices (e.g., Musser-Granski and Carrillo 1997; Walter and
Petr 2006). Paraprofessionals are defined by Durlak (1981)
as individuals who have not received post-baccalaureate
clinical training. Using a paraprofessional workforce for
minority health promotion has several advantages including
(1) reaching difficult-to-access populations, (2) the para-
professional’s understanding of the culture of the commu-
nity they serve, (3) reducing the cost of services, and (4)
contributing to community empowerment (Gilkey et al.
2011; U.S. Department of Health and Human Services
2007; Witmer et al. 1995).

The role of a paraprofessional shares commonalities with
the role of the mental health professional in dissemination
of psychoeducational information, implementation of
interventions, and the provision of psychosocial support
(Kakuma et al. 2011). On the other hand, paraprofessionals
are similar to mentors in that they are near-peers to the
population with whom they work (Eby et al. 2013; Rein-
schmidt et al. 2006). As such, paraprofessionals assist in the
engagement process and their role has been highlighted as
crucial in the areas of disease prevention and public health
promotion (Ramos et al. 2006; Rhodes et al. 2007), health
education and intervention (Kim et al. 2005; Mullany et al.
2012), and family-school partnerships (Callejas et al. 2006).
Moreover, paraprofessionals enhance efforts to prevent
mental and physical illness (Ramos et al. 2006) as well as
promote public health (Rhodes et al. 2007), health educa-
tion (Kim et al. 2005), and the receipt of mental health
services (Montgomery et al. 2010).
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As paraprofessionals assume more complex and
demanding roles in human service sectors, more attention
must be paid to the management and sustainability of this
unique workforce (Calzada et al. 2005). To date, limited
research has examined how stress may influence para-
professionals. Similar to mental health providers, para-
professionals are likely to experience high levels of work-
related stress and burnout given the nature of their profes-
sion where they are the “helper” and their clients are “help
recipients” (Awa et al. 2010). Paraprofessionals who live
and work in low-income, urban communities may be at
particularly high-risk for psychological stress and burnout
given they often experience the same stressors as the
populations they serve (Frazier et al. 2007). These stressors
include significant environmental and structural stressors
such as poor living conditions, higher costs for basic goods
and services, and decreased access to health care, which can
contribute to chronically stressful working environments
(Roth and Robbins 2004). Further, compared to traditional
workforces, paraprofessionals are more likely to experience
an imbalance between job demands and job skills, a lack of
job control, and discrepancies between resources, expecta-
tions, and job reality; all of which can increase the risk for
work-related stress and burnout (Schaufeli and Buunk
2003).

Chronic levels of high occupational stress can lead to a
number of psychological, social, and physical problems for
the affected individual and organization (Belkic et al. 2004;
Cohen et al. 2007). Studies suggest that workplace stress
negatively impacts cognitive functioning, interpersonal
communication, job satisfaction, and staff burnout; con-
tributing to poor morale, absenteeism, and high staff turn-
over (Michie and Williams 2003; Noblet and LaMontagne
2006). In mental health settings, work-related stress can
interfere with staff’s ability to effectively communicate; thus
contributing to reductions in effective treatment delivery,
poorer service outcomes, and reduced recipient satisfaction
(Brady et al. 2012; Garman et al. 2002).

Mindfulness has emerged as an evidence-based stress
reduction program (e.g., Grossman et al. 2004). Mind-
fulness can be defined simply as paying attention to the
present moment (Kabat-Zinn 1994). As such, mindfulness
involves deliberately bringing one’s attention to current
experience in a non-judgmental way. Indeed, studies have
found that mindfulness-based interventions have a positive
effect on mood, wellbeing, and psychological functioning
among high-stress workforces such as nurses (Cohen-Katz
et al. 2005; Foureur et al. 2013), teachers (Gold et al. 2010;
Schonert-Reichl et al. 2015), primary care physicians
(Krasner et al. 2009), and mental health trainees (Shapiro
et al. 2007). In one study, individuals who participated in
mindfulness training demonstrated improvement in a num-
ber of self-reported outcomes, including perceived stress,
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sleep quality, and decreased job burnout when compared to
controls (Byron et al. 2015).

Despite the high-stress nature of the paraprofessional role,
limited research to date has examined whether stress
reduction programs such as mindfulness training may be
useful in reducing job burnout. What is more, the bulk of
research on mindfulness has been conducted among majority
group populations (i.e., European-Americans and indivi-
duals from middle to high socioeconomic status). A recent
meta-analysis indicated that of the 300 published studies on
mindfulness-based interventions, only 10% included parti-
cipants from non-dominant, traditionally underserved com-
munities or populations (Fuchs et al. 2013).

Thus, the current study examines the potential effect and
acceptability of a mindfulness-based skills program deliv-
ered to a culturally-diverse group of paraprofessionals in a
high-stress role. To examine the effect of mindfulness on
stress, we focused on: (1) psychological wellbeing as
measured by perceived stress and job burnout; and (2)
sleep, as a physical index of stress. Acceptability of mind-
fulness was assessed with open-ended questions following
training. We hypothesized that the paraprofessionals would
report a reduction in physical and psychological stress fol-
lowing six sessions of mindfulness-based skills training. We
also predicted that paraprofessionals would report accept-
ability of the mindfulness practices.

Method
Participants

Twenty-six of 30 (87%) eligible staff at four agencies con-
sented to complete measures assessing their demographics,
stress, sleep, burnout, and the acceptability of mindfulness.
Five individuals worked at Agency 1, four at Agency 2;
eight at Agency 3, and nine at Agency 4. The majority
(92%) were female. Participating staff ranged in age from 24
to 58 years old (M =37.04, SD =9.65), and had lived in
Chicago for 2-55 years (M =29.44, SD = 11.25). Partici-
pants resided in 25 different communities around Chicago,
many within or adjacent to the communities in which they
provided services. The majority were African-American (n
=17; 65%), and 35% (n=9) were Hispanic/Latino. Parti-
cipants reported educational levels ranging between High
School/GED and Master’s Degree, with the modal response
indicating “some college or other classes/training.” Sixty
percent had worked in social services, youth services, or
community organizations for 2 years or less. The majority of
participants (46%) had worked in the overarching program
for 2 years or more. Paraprofessional caseloads ranged from
15-25 children, (M =19.46, SD =2.45), with a modal
caseload of 20 (n = 14).
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Procedure

The current study took place within a paraprofessional-led
early intervention and prevention program among low-
income, urban African American and Latino communities.
The program was offered in pre-Kindergarten through 3rd
grade classrooms in 16 public schools for children
demonstrating signs of emotional, behavioral, and/or aca-
demic risk. The paraprofessional staff, called School Family
Liaisons (SFLs), were hired full-time by the four social
service agencies and were supervised by master’s level
clinicians. In addition to providing direct support to stu-
dents, SFLs developed positive and supportive relationships
with families—modeling and imparting information to
parents about their children, the school, and strategies to
support learning goals. SFLs also met critical family needs
through case management services.

Paraprofessionals served families that were African
American and Latino (61.3 and 33.0% respectively, in
2013-2014). Although income data was not collected from
families participating in the school-based program, the
percentage of students eligible for free lunch at participating
schools ranged from 91.9-99.3% based on school reports.
The four agencies in which SFLs worked were located in
ethnically diverse neighborhoods with approximately
13-50% of the population living below the federal poverty
line. The largest agency fell within one of the worst five
neighborhoods in Chicago based on a hardship index cal-
culated using census data from 2008-2012 on a number of
socioeconomic indices (Chicago Department of Public
Health 2014).

SFLs and their supervisors had identified stress reduction
training as a need within the overarching school-based
program. Due to this request, a six-session mindfulness-
based skills training was provided to all SFLs as part of
ongoing mandatory training at the four collaborating social
service agencies. Researchers provided an overview of the
study to eligible participants during an information session
at each agency. Those who chose to participate were given
the opportunity to ask questions and sign informed consent
in one-on-one meetings. The six-session training was led by
the first author, who had 6 years of personal mindfulness
experience as well as previous studies adapting mindfulness
practices for high-risk youth urban communities (Jacobs
et al. 2016).

Training was conducted in two groups to balance travel
time and staff availability. The first group met at Agency 1
and included Agencies 1 and 2 (n =9). The second group
met at Agency 3 and included staff from Agencies 3 and 4
(n=17). The six training sessions were delivered over the
span of 8 weeks and the follow-up assessment took place
4 weeks after the final session. Participants received a gift
card valued at $10 for completing measures at each time

point, with the possibility of obtaining $30 in total remu-
neration at the end of the study. All study procedures were
approved by the Institutional Review Board of the partici-
pating university.

The mindfulness-based skills training consisted of six
90-minute sessions. Each session included four main com-
ponents: didactic presentation, experiential exercises, group
discussions, and weekly homework assignments for perso-
nal practice. The first author presented each week’s theme
through didactic and interactive materials. Topics included
awareness of thoughts and emotions, identifying warning
signs of stress in the mind and body, increasing attention to
the positive, noticing when you are getting stuck in an
unhelpful pattern, strategies for changing to a more adaptive
pattern, self-care, an introduction to mindful parenting, and
gratitude practices.

SFLs participated in a number of exercises such as pro-
gressive muscle relaxation, three-part breath, a body scan,
mindful walking, lovingkindness, mindfulness of sound,
and mindful listening. These exercises were short with the
majority of practices lasting 5min or less. Participants
reflected upon their experience of mindfulness practices,
shared their stressors in the workplace and at home, and
discussed their sense of meaning in their professional and
personal lives (e.g., their role as paraprofessionals, parents,
and colleagues). Participants received handouts with infor-
mation on mindfulness exercises, printed assignments, and
online resources to facilitate participation inside and outside
of training. These exercises and intervention components
were developed based on those of Jacobs et al.’s (2016)
study with adolescents, which taught short mindfulness
exercises as a rumination reduction strategy.

Measures
Demographics

Information on SFL’s age, ethnicity, education status, and
work experiences were obtained pre-training. This measure
also asked about the value of the following factors in sup-
porting job performance: sleep, feeling calm, the work
environment, familial support, a supportive supervisor, and
availability of job resources. SFLs were also asked to
indicate whether they had prior exposure to the term or the
practice of mindfulness.

Burnout

The Maslach Burnout Inventory (MBI; Maslach and Jack-
son 1981) was administered as a measure of burnout at pre-
training, post-training, and at follow-up. The 22-item
questionnaire assesses how individuals view their jobs and
the people with whom they work on a seven-point Likert
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scale. The MBI consists of three subscales: emotional
exhaustion, depersonalization, and reduced personal
accomplishment. This measure’s properties are well estab-
lished, particularly among human services professions
(Cohen-Katz et al. 2005). Cronbach’s alpha for the sub-
scales are reported as 0.90 for emotional exhaustion, 0.76
for depersonalization, and 0.76 for personal accomplish-
ment (Iwanicki and Schwab 1981).

Stress

Stress was assessed at pre-training, post-training, and at
follow-up using the 10-item Perceived Stress Scale (PSS;
Cohen et al. 1983). The PSS examines the degree to which
situations in one’s life are appraised as stressful in the past
month. Items were rated on a five-point Likert scale. Higher
scores indicate greater levels of perceived stress.

Sleep quality

The Pittsburg Sleep Quality Index (PSQI; Buysse et al.
1989) was used to assess quality of sleep among partici-
pants at pre-, post-, and follow-up time points. The PSQI is
a 9-item questionnaire that evaluates indices of sleep char-
acteristics (sleep quality, latency, duration, efficiency) on a
four-point Likert scale. A total score above five is con-
sidered indicative of poor sleep quality (Buysse et al. 1989).

Acceptability

To examine participants’ attitudes toward mindfulness, we
developed an acceptability questionnaire based on previous
research with mental health staff who received similar
mindfulness trainings (Marx et al. 2014). Questions admi-
nistered post-training and at follow-up were open-ended and
included the following: (1) How important has the training
program been for you? (2) Would you recommend the
training program to a work colleague? (3) Do you feel that
the training has been beneficial in your work role? (4) Do
you feel the training program has made a positive difference
in your interactions with families? (5) Do you feel that the
training program has made a positive difference in your
interactions with work colleagues? Participant responses
were subsequently coded by the first and third author as
negative, neutral, and positive. Participants were also asked
to answer the following questions on a Likert scale (0 = not
at all; 5=very much): (1) How relevant was what you
learned to the stress you face in your life? (2) How likely
are you to use mindfulness in your life (outside of this
group)? and (4) How likely are you to use some of these
skills with others (the families you work with)?
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Homework completion

We assessed frequency of mindfulness practice outside of
training at the start of each session during the six-week
training. Participants were asked to rate (1) how many times
they practiced being mindful during the past week (response
options ranged from not at all to more than once a day) and
(2) how much of the assigned mindfulness homework they
attempted (response options ranged from not at all to more
than once a day).

Data Analyses

Changes from pre-training to post-training and from pre-
training to follow-up were compared using paired #-tests.
The significance level for all tests was set at p <.05. All
participants completed measures at pre-training, whereas
two participants did not complete measures at post-training,
and three participants did not complete measures at follow-
up, due to no longer being employed at the respective
agencies. These two cases were included in analyses using
the strategy of last observation carried forward (except in
the case of the qualitative acceptability responses). A
completer analysis was also conducted for the sample that
completed all time points (n = 24). For item-level missing
data, the sample mean for the given item at that time-point
was imputed if 70% or more of the individual’s measure
was completed. Cohen’s d was calculated according to
guidelines for within-subjects studies correcting for depen-
dence among means (Cohen 1988; Morris and DeShon
2002).

Results
Pre-training

SFLs indicated that the following factors benefitted their job
performance: a good night's sleep, feeling calm, feeling
unhurried in their workload, having a supportive relation-
ship with a supervisor, having access to needed resources to
complete job tasks, and having a supportive family. Sixty
five percent of SFLs indicated that they had encountered the
term ‘mindfulness’ prior to the training (n =35 read about
mindfulness, n =14 had heard about mindfulness from
friends or colleagues, n =3 had attended a mindfulness
training session previously).

Baseline scores indicated poor sleep quality (M = 6.16,
SD = 3.15), with 62% of the sample falling at or above the
threshold for poor sleep. Average perceived stress for the
current sample (M = 14.46, SD =5.53) was only slightly
elevated compared to age-based norms (M = 13.0, SD =
6.2; Cohen and Williamson 1988). Emotional exhaustion
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A Sleep Disturbance
7.0
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C

20
19
18
17
16
15
14
13
12
11
10
Pre-training

Fig. 1 Significant improvement in sleep, stress, and emotional
exhaustion in a pilot study of mindfulness-based skills training. Note.
Panel a Sleep disturbance as measured by the Pittsburgh Sleep Quality

(M=17.00, SD=28.93) and depersonalization were in
the low range (M =2.21, SD =3.02) compared to other
health care professionals (Maslach et al. 1996), whereas

level of personal accomplishment was average (M = 38.64,
SD =5.96).

Post-training and Follow-up

Attendance across the six training sessions ranged between
75-100%. Figure 1 summarizes change over time. Sleep
quality improved from pre-training to post-training, but was
not significant (t=1.27, df =25, p =.22). Sleep quality
continued to improve between post-training and follow-up
(t=3.76, df =24, p < .01; Cohen’s d = .45). The difference
between baseline and follow-up was also significant (# =
3.51, df =25, p <.01; Cohen’s d =0.62) with the number
of participants meeting criteria for poor sleep reduced to
42% (compared to 62% at baseline). Change in perceived
stress was statistically significant from pre-training to post-
training (¢t = 2.48, df =25, p =.02; Cohen’s d =0.33) and
from pre-training to follow-up (r=3.15, df =25, p < .01;
Cohen’s d =0.47). The difference between post-training
and follow-up on perceived stress was not significant. The
only component of burnout to improve significantly
between pre-training and follow-up was on the emotional
exhaustion component (r=-3.35, df=25, p<.0l;
Cohen’s d=.55), with the majority of change occurring
between post-training and follow-up (r=3.92, df =25,

Post-training

B Perceived Stress
16

15
14
13
12
11

10

Pre-training Post-training Follow-up

Emotional Exhaustion

Follow-up

Index; Panel b Perceived stress as measured by the Perceived Stress
Scale; and Panel ¢ Emotional exhaustion as measured by the Maslach
Burnout Inventory

p <.01; Cohen’s d=.47). Analyses conducted on the
completer sample were the same for all outcomes.

Table 1 details means, standard deviations, and the range
of responses at pre-treatment, post-treatment, and follow-

up.
Homework Completion

Modal responses indicated that SFLs practiced being
mindful in some form two to three times a week and that
they practiced the specific assigned exercise approximately
once in-between sessions.

Acceptability

Table 2 displays the percentage of SFLs responding posi-
tively, neutrally, or negatively to open-ended acceptability
questions at follow-up and indicated that the majority of
SFL’s responses were positive. Figure 2 displays Likert
scale responses provided by SFL'’s regarding their percep-
tions of the relevance of mindfulness (Panel a), the like-
lihood that they would use mindfulness in their own lives
(Panel b), and the likelihood of implementing mindfulness
with others (Panel c). Responses indicate that SFLs found
mindfulness practices relevant and useful to their personal
and work lives.

A majority of participant responses to questions asses-
sing acceptability of mindfulness were coded as positive.
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Table 1 Range of responses for

. . Measure
outcomes at all time points

Pre-training
M (SD); Min-Max

Post-training
M (SD); Min-Max

Follow-up
M (SD); Min-Max

Perceived Stress Scale
Pittsburgh Sleep Quality
Index

Maslach Burnout Inventory
Emotional Exhaustion
Maslach Burnout Inventory
Depersonalization

Maslach Burnout Inventory

Reduced Personal Satisfaction

14.46 (5.53); 0-28 12.73 (5.15), 2-21 11.84 (5.86), 0-28

6.16 (3.14); 1-12 5.57 (2.70); 2-14 442 (2.42); 1-10

17.01 (8.93); 0-35 16.65 (9.87); 1-36 12.35 (8.12); 0-36

2.20 (3.02); 0-12 2.69 (3.30); 0-14 1.62 (2.21); 0-7

38.64 (5.96); 23-48 36.27 (6.33); 23-48 38.96 (6.93); 23-48

Example themes extracted from these responses included
participants’ perceptions that mindfulness training and skills
were relevant for general personal improvement (e.g.,
“taught me how to calm myself using positive techniques”;
“reminded me of simple ways to improve my day”), self-
awareness and focus (e.g., “helped me reflect on my
thinking”, “helped me stay focused on completing one task
before moving on to the next”), interactions with families
and schools (“provided more insight on how I can get
families to relax more and stay focused”, “helped me
implement exercises and games in sessions to help students
be more mindful”), and relationships/interactions with co-
workers (e.g., “helped me better deal with stress surround-
ing colleagues”; “helped me think why others are upset...It
might be other issues and not me”). For some participants,
exposure to mindfulness concepts and practices may have
dispelled myths about mindfulness (“I thought it was some
kind of chanting practice... so I wasn’t that excited at first”;
“It showed me that T was already using some mindfulness
before and I didn’t know I was using it”). A small percen-
tage of comments indicated that not all participants found
the training particularly useful (e.g., “... was difficult
because I have a hard time relaxing in a large setting”).

Discussion

The current study suggests that 6 weeks of mindfulness-
based skills training can result in reductions in perceived
stress among a diverse paraprofessional workforce working
in environments of urban poverty. Follow-up data indicate
that stress continued to improve over four additional weeks.
Follow-up data also indicate significant improvement in
sleep quality and emotional exhaustion. Open-ended
responses from participants suggested that the over-
whelming majority of this sample found mindfulness skills
acceptable and useful to their personal lives and work roles.

These findings are consistent with studies examining
mindfulness in the reduction of perceived stress (Shapiro
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Table 2 Acceptability of mindfulness

Themes n Positive  n Neutral  n Negative
Importance of training 21 2 0
Would recommend 23 1 0
Beneficial to work 21 2 0
Interactions with families 19 3 2
Interactions with colleagues 20 3 1

Note. n = Number of SFLS (total n = 24) with acceptability data

et al. 2007) and burnout (Cohen-Katz et al. 2005) among
health care professionals and add to a growing body of
literature suggesting that these practices can be useful with
diverse populations (Le and Gobert 2015; Roth and Rob-
bins 2004). It is noteworthy that the largest effect size was
found for improvement in sleep quality. Meta-analytic
results have varied in their estimates of the influence of
mindfulness on physical health outcomes, such as sleep. For
example one meta-analysis of mindfulness-based stress
reduction (MBSR) found an overall medium effect size for
mental and physical health outcomes (Grossman et al.
2004), whereas a more recent meta-analysis of meditation
programs found limited evidence of influence on sleep
(Goyal et al. 2014). This finding is also noteworthy given a
documented sleep disparity in that poor sleep quality has
been associated with poverty and race (Patel et al. 2010).
Our finding of significant change may be due to the fact that
the current sample had a greater potential to change in the
domain of sleep compared to the samples included in meta-
analyses to date.

It is nevertheless impressive that these gains were made
with a staff experiencing considerable stress and living and
working in communities of extreme poverty. Specifically,
these improvements were observed in the context of
reductions in funding at all four agencies from state budget
cuts, and the impending end of funding for the overarching
project. Thus, many SFLs were experiencing the stress of
preparing to enter the job market due to necessity and their
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A Relevance of mindfulness to

life

40%
35%

30%
25%

20%

15%
10%

5%
0%

Not at all 1 2
B Likelihood of using mindfulness
personally

45%
40%
35%
30%
25%
20%
15%
10%
5%
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Not at all 1 2 3 4 Very
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3 4 Very
much
C Likelihood of using mindfulness
with others
45%
40%
35%
30%
25%
20%
15%
10%
5%
0%
Not at all 1 2 3 4 Very

much

Fig. 2 Percentage of SFLs who found mindfulness skills relevant and useful to their personal and work lives. Note. As rated on 0-5 Likert scale;

0 =not at all; 5= very much

positive experiences with mindfulness training suggests that
it allowed them to better cope with their stress in spite of
these employment and funding challenges. The current
results should be replicated, but indicate that mindfulness
training may be useful in reducing sleep disparities even in
the face of chronic and acute stress.

It is striking that the current sample did not report high
levels of burnout prior to training. However, despite indi-
cating a lower level of emotional exhaustion than other
health care professionals, SFLs still experienced a sig-
nificant reduction in work-related emotional overextension
and exhaustion over the follow-up. The burnout measure
used for the current study was selected to parallel other
studies of wellbeing among those in health workforces, but
it is possible the current measure is less relevant to the
current sample. It is also possible that unmeasured traits of
this specific workforce contribute to resilience to burnout.
For example, commitment to their local community may
protect against depersonalization. Indeed, SFLs reported
average levels of personal accomplishment, which included
feelings of competence and successful achievement in one’s
work. SFLs did not endorse any depersonalization, which
captures an unfeeling and impersonal response towards
recipients. This is perhaps not surprising given that SFLs
were often recruited for their position due to their personal
and professional connections with the schools, commu-
nities, or agencies as well as their defined role as facilitator

of connections between parents, children, teachers, and
schools.

It is also worth noting that the current sample indicated
some previous exposure to the concept of mindfulness prior
to training. It is possible that awareness of the term may
have made the current sample more open to learning about
these practices. In fact, the majority of the first session was
spent discussing the concept of mindfulness and what it
might include. Many SFLs associated mindfulness with
general concepts of self-care or “going to a spa.” On the
other hand, over the course of training, SFLs also became
aware that certain skills they already employed could be
included under the umbrella term of mindfulness. For
example, one SFL noted that the training “showed me that I
was already using some mindfulness before and I didn’t
know I was using it.”

As noted, this training was delivered in response to
ongoing concerns from SFLs about managing their own
stress as well as working with families that face ongoing
chronic stress. Attending to the expressed need for support
in these areas was critical for agency leadership and uni-
versity partners for two reasons. First, given the high risk
for stress, burnout, and turnover in a paraprofessional
workforce (Frazier et al. 2007; Schaufeli and Buunk 2003),
providing SFLs with strategies to manage their own stress
was understood as important. Second, ongoing training
opportunities and development for paraprofessionals around
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skills that directly relate to or inform their roles and
responsibilities have been identified as essential in order for
this workforce to deliver high quality services (Calzada
et al. 2005; Catalani et al. 2009). Since chronic stress was
identified as a significant challenge facing the families SFLs
served, and because parental and family stress contributes to
decreased capacity for positive and engaged parenting
(Conger and Donnellan 2007), equipping the SFLs with
stress-reduction strategies that they could potentially pass
on to families represented a critical area for training and
support. While there is always a cost associated with
training and professional development—time spent in
training is time that cannot be spent on other important
weekly tasks—the roughly 9h total across 6 weeks was
understood by agencies as a feasible and acceptable
investment in their paraprofessional staff. Future research
can include specific analyses of cost-benefit ratios and the
sustainability of such training within various systems of
care.

Limitations

The current study has several limitations. The first is the
lack of a control group, which does not allow us to test
whether the observed changes are specific to the mind-
fulness training. Thus, we cannot rule out unobserved
variables that may have led to improvements in wellbeing
over the course of the study. However, given the extra stress
of the decrease in funding at the agencies in particular, the
opposite may have been expected. Another limitation is that
the level of homework completion for the current study
could be considered minimal when compared to traditional
MBSR. It is interesting that significant change was observed
despite relatively low levels of practice. Future research can
examine methods for supporting more regular practice in
these communities as well as the effect of dose of practice
on response. We might expect similar minimal homework
dosage with parents or families in these communities, as
SFLs can be regarded as a gauge for the implementation of
practices in a real-world, urban sample. As such, it is pos-
sible that lower engagement in homework practices may
still yield positive effects in these communities. In addition,
the coding of acceptability questionnaires was conducted by
part of the research team who were not blind to study
hypotheses. Future studies should include blind review of
qualitative data to ensure bias-free assessment. However, it
is worth noting that 80% of responses included clear words
such as “yes” or “no.” Thus, only 20% of the current study
responses were exposed to potential bias. Last, the current
study did not include a mindfulness measure. This was due
to the desire to keep the battery short and the limitations of
self-report mindfulness measures (Bergomi et al. 2013);
however, without a measure of mindfulness, we cannot say
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the changes observed were due to mindfulness per se. For
example it is possible that group processing of stress led to
the positive effects of the current intervention. Future stu-
dies can include a larger assessment battery to examine
these possibilities.

Our findings indicate that mindfulness training and
practices may be viewed as acceptable to a paraprofessional
workforce living and working within primarily low-income
and racially diverse neighborhoods. Acceptability, the per-
ception of an innovation as agreeable and appealing, has
been identified as one important individual-level factor
affecting the extent to which a setting will implement a
particular practice or innovation (Proctor et al. 2010).
Individual attitudes and beliefs have been linked to suc-
cessful dissemination and implementation (Rogers 2003).
The current preliminary evidence of acceptability among
this population supports future research that can examine
whether paraprofessionals can teach stress-reduction tech-
niques to children and families living in urban poverty. In
addition, paraprofessionals may be able to support recent
implementation and dissemination efforts to deliver mind-
fulness in schools. For example, recent pilot work suggests
that mindfulness training among lower-income and ethnic
minority elementary school children may improve class-
room behavior as rated by teachers (Black and Fernando
2014). Given the goals of the current overarching school-
based program, we hope to design future studies to examine
whether mindfulness skills improve SFLs’ abilities to
interact with parents, teachers, and children and measure
whether and how SFLs pass on these skills to promote
wellness among youth.
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