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Abstract 

Background Attention Deficit Hyperactivity Disorder (ADHD) is a common neuro-developmental health condition 
in children and adolescents, in which its associated behavior manifestations are known to negatively affect mem-
bers of the family unit, especially mothers. Ultra-orthodox Jewish (UOJ) community is growing globally and mothers 
of children with ADHD in this community are potentially at risk for negative health outcomes. As the UOJ community 
is culturally conservative, maintaining a distinct separation from outside influences, they often avoid utilizing public 
mental health services due to stigma and a lack of culturally sensitive treatments. Thus, this study aimed to develop 
a theory-driven and culturally appropriate psychological health promotion intervention for these mothers using 
the Intervention Mapping protocol.

Methods A mixed-method design was used. Qualitative content analysis was performed on four focus groups 
(n=25). Additionally, descriptive statistics including the content validity index was used to measure feedback 
regarding the developed intervention protocol’s relevance, effectiveness, and appropriateness Theoretical models 
for behavior change, including the Behavior Change Wheel’s COM-B system and the Theoretical Domains Framework, 
and literature on ADHD in the general population and the ultra-orthodox community were integrated in the process. 
Intervention components were systematically derived from findings.

Results Key determinants of health behavior change were identified, resulting in formulating intervention objec-
tives addressing stigma reduction surrounding ADHD, increasing knowledge about the ADHD condition and treat-
ment, awareness of the school systems’ capabilities in meeting the ADHD child’s needs, enhancing mothers’ advocacy 
skills, and maternal self-care. Intervention? strategies included a group setting, providing information on health 
consequences, social support, re-attribution, active learning, goal setting, and promoting an identity associated 
with the desired behavior change. Mothers’ quantitative feedback confirmed the overall relevance, effectiveness, 
and appropriateness of the interventions’ content  (CVIavg= .86, .85, .87).

Conclusions Intervention Mapping facilitated the development of a culturally sensitive psychological health promo-
tion intervention for ultra-orthodox Jewish mothers of children with ADHD. Further research is warranted to assess 
intervention feasibility and effectiveness.

Open Access

© The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom-
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

BMC Public Health

*Correspondence:
Jennifer R. Budman
Jennifer.budman@mail.huji.ac.il
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12889-024-18126-4&domain=pdf


Page 2 of 20Budman and Maeir  BMC Public Health          (2024) 24:645 

Background
Attention Deficit Hyperactivity Disorder (ADHD) is a 
chronic neurodevelopmental health condition character-
ized by persistent symptoms of inattention, hyperactiv-
ity, and impulsivity [1]. It affects approximately 5-7% of 
children worldwide, making it one of the most prevalent 
psychiatric disorders among this age group [2]. While 
ADHD is typically reported less in highly religious com-
munities [3], studies have shown that the prevalence of 
ADHD in the ultra-orthodox Jewish (UOJ) community is 
similar to that of the general population [4].

The UOJ community is an internally cohesive religious 
group composed of three major clusters, Hasidim , Lithu-
anians, and Sephardim and each is further splintered 
into numerous subgroups. All groups are characterized 
by a strong adherence to rabbinical authority and cul-
tural codes, which heavily shape their values, beliefs, and 
behaviors. Study of the Torah (religious texts) is believed 
in the UOJ community as a central value. The men spend 
a large portion of their time studying religious texts, while 
women are generally the main breadwinner of the home. 
This community is growing both in Israel and globally. 
Currently the UOJ community makes up approximately 
10% of Israel’s population, and there are estimates that 
they will comprise around 30% of Israel’s total population 
within the next three decades [5, 6]. The UOJ community 
tends to be culturally conservative, maintaining a distinct 
separation from outside influences. Consequently, they 
often avoid utilizing public mental health services due 
to concerns about stigma and a lack of culturally sensi-
tive treatments [7]. This may put them at risk for negative 
health outcomes and a diminished quality of life (QoL) 
[8, 9].

The behavior manifestations associated with ADHD 
are known to negatively affect members of the family 
unit [10]. Mothers often assume the primary caregiving 
role for their children and bear a significant portion of 
the responsibility when raising their child with ADHD 
[11]. Mothers of children with ADHD experience vari-
ous burdens, including physical [12], psychological 
[10], social [13], and functional [2] challenges, which 
have been shown to adversely affect their psychological 
health [10] and QoL [14]. The burden of mothering a 
child with ADHD in the UOJ community has similarly 
shown to negatively impact these mothers’ psychologi-
cal health and QoL while additionally facing unique 
socio-cultural factors influenced by their environment, 
for example issues related to gender roles, behavior 
expectations, and culture-related stigma [8, 9]. Studies 

have emphasized the need for developing culturally 
appropriate treatments and interventions for this grow-
ing and under-served population, emphasizing the 
importance of cultural competency. Cultural compe-
tency is a contextual and dynamic process where health 
professionals adapt their practices to address the spe-
cific cultural sensitivities and needs of clients through 
understanding and effective communication. It encom-
passes cultural awareness, knowledge, and skills [15].

A public health intervention is defined as planned 
actions to prevent or reduce a particular health prob-
lem, or the determinants of the problem, in a defined 
population [16]. Intervention Mapping is a protocol 
that guides the development of multi-level health pro-
motion interventions and implementation strategies. It 
is comprised of six steps which include: (1) performing 
a needs assessment by identifying what needs to change 
and for which population; (2) specifying the interven-
tion’s objectives and to which determinants they will 
address; (3) selecting theory-based intervention meth-
ods that match the determinants, and translate them 
into practical strategies; (4) integrating the strategies 
into practical material to deliver intervention con-
tent; (5) planning for implementation and sustainabil-
ity of the intervention by identifying key stakeholders 
and determining what their needs are and how these 
should be fulfilled; and (6) creating an evaluation plan 
to measure the intervention’s effectiveness [17]. Inter-
vention Mapping provides an organized and structured 
approach to intervention development. It helps the final 
intervention be grounded in theory and helps create 
content that drives change in targeted behaviors. Fur-
thermore, it includes co-design methods which involves 
collaborative efforts among researchers, interdiscipli-
nary practitioners, the target population, and policy-
makers to create a program that addresses the specific 
needs of the intended population. This often involves 
conducting focus groups [18, 19]. Consequently, as 
a response to the negative effects on psychological 
health and QoL faced by UOJ mothers of children with 
ADHD, as well as the need for culturally sensitive inter-
ventions for this population, a psychological health 
promotion intervention was created through the utili-
zation of the Intervention Mapping protocol. Therefore, 
the aim of this study is to outline the development of a 
theory-driven and culturally appropriate psychological 
health promotion intervention for UOJ mothers of chil-
dren with ADHD by employing the Intervention Map-
ping protocol.

Keywords Health promotion, ADHD, Intervention mapping, Mixed methodology
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Methods
Design
This study employed a mixed-methods design, involv-
ing qualitative content analyses of focus groups with 
stakeholders who shared at least one commonality in 
each group [20]. Descriptive statistical methods, includ-
ing the content validity index (CVI) which was used to 
measure feedback regarding the developed intervention 
protocol’s relevance, effectiveness, and appropriateness 
to its objectives and population. The study was approved 
by the Hebrew University Institutional Review Board 
(#15112022). Design and reporting of this study were 
according to the Template for Intervention Description 
and Replication (TIDieR) checklist [21] and the GUIDED 
checklist for reporting intervention development studies 
in health research [22] [Supplementary files 1 & 2].

Participants
Four homogeneous focus groups consisting of UOJ 
mothers of children with ADHD, UOJ fathers of children 
with ADHD, occupational therapists, and educators, 
participated in this study. Inclusion criteria for (a) moth-
ers and (b) fathers were having a child diagnosed with 
ADHD aged 6 to 18 and self-identifying as UOJ; (c) occu-
pational therapists provided therapy services to children 
with ADHD and their families in the UOJ community; 
and (d) educators had experience working with children 
diagnosed with ADHD in the UOJ community. Exclusion 
criteria for mothers and fathers included having a major 
health condition (aside from ADHD) impacting daily 
functioning, determined by self-report. Recruitment 
began after obtaining IRB approval. The study details 
were advertised on social media within the UOJ com-
munity, in UOJ child development centers with admin-
istrators’ permission, and through the snowball method. 
Advertisements included study explanations, both 
authors’ credentials, and the first author’s contact infor-
mation. The first author is a PhD student and an occupa-
tional therapist who is a member of the UOJ community, 
and the second author is a researcher in ADHD and QoL. 
An initial phone call with each respondent ensured par-
ticipant’s suitability for the study. Informed consent was 
obtained from all subjects before the study commenced. 
Focus groups occurred from December 2022 to February 
2023.

Procedure
Step 1: conduct a needs assessment
The intervention protocol’s development began with a 
needs assessment, informed by two initial studies on UOJ 
mothers raising children with ADHD [8, 9], considering 
the absence of prior research on this topic. These stud-
ies included a review of the literature on mothering a 

child with ADHD in the general population and cultur-
ally specific information on the UOJ community. Focus 
groups were conducted to identify ways to promote psy-
chological health for these mothers and explore potential 
barriers and enablers to program participation. Prepared 
in accordance with Krueger & Casey’s recommendations 
[20], a question guide featuring four questions used for 
all four groups, facilitated discussions. Participants were 
briefed for five minutes on the research findings by Bud-
man et  al. [8] and Budman & Maeir [9] through a two-
slide PowerPoint presentation. The objectives were to 
explore participants’ opinions on previous findings, 
providing an opportunity to contest them, and to shift 
the discussion towards what type of intervention would 
be appropriate for these mothers. An additional objec-
tive was to identify potential barriers and facilitators 
for mothers’ health and participation in an intervention 
program. Participants were asked: (1) What do you think 
about the research findings? (2) Are there other topics or 
issues that were not mentioned in the research findings? 
(3) What can be done to promote the health of these 
mothers? (4) What are the expected barriers and enablers 
to the mothers’ involvement in an intervention to pro-
mote their health?

Focus groups process
Before the focus groups commenced, consent forms 
were emailed to all participants (n=25), and signed con-
sent was obtained. Participants then completed a demo-
graphic questionnaire. Once all questionnaires were 
received, suitable times for the focus groups, conducted 
via Zoom, lasting 80-90 minutes each, were scheduled. 
Sample size determination, including number of focus 
groups and participants, was based on relevant interven-
tion development literature [23] and established guide-
lines for focus group methodology [24]. Sample size 
adhered to the acceptable range of at least three focus 
groups with 4-12 participants per group. Multiple het-
erogeneous groups, involving diverse stakeholders, were 
chosen to support varied perspectives and data satura-
tion. Transcripts were reviewed and reflected on by both 
researchers between focus groups to identify any new 
concepts and support a further comprehensive explo-
ration of concepts in the following focus groups [24]. 
The first focus group was with occupational therapists, 
then mothers, father, and lastly with educators. The first 
author recorded and transcribed all the focus group 
sessions.

Step 2: develop intervention objectives
Deductive content analysis using the combined Behavior 
Change Wheel’s COM-B system [25] and the Theoreti-
cal Domains Framework (TDF) [26] was performed on 
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the focus groups’ qualitative data. The Behavior Change 
Wheel is a theory that integrates 19 theories of behav-
ior. It’s COM-B system is a framework that categorizes 
factors that influence ‘behavior’ in terms of ‘capability’ 
(physical and psychological), ‘opportunity’ (social and 
physical), and ‘motivation’ (autonomic and reflexive), and 
postulates that behavior change requires a change in one 
or more of these three areas. The TDF is a comprehensive 
framework combining multiple behavior change theories 
to identify the obstacles and facilitators for implement-
ing behavior change interventions. It is comprised of 14 
domains which have been validated as subcomponents 
of the COM-B system. The combined COM-B system 
with the TDF subcomponents have been employed in 
intervention design as predefined codes in qualitative 
analysis, to identify determinants that need modifica-
tion to achieve behavior change [23]. Participants’ state-
ments were attributed to the most relevant behavior 
change domain (deductive content analyses). Coding 
was performed by both authors. Discrepancies were dis-
cussed until final code attribution was agreed on by both 
authors.

Step 3: develop theoretical methods and practical strategies
A matrix, guided by Michie et  al.’s [27] intervention 
design framework, was created to outline theory-based 
behavioral determinants, intervention objectives and 
target behaviors. The combined COM-B system and the 
TDF, carried forward from the previous step, guided the 
selection of relevant theories and subsequent appropri-
ate Behavior Change Techniques (BCTs) for the inter-
vention. BCTs, active components influencing target 
behavior change, were chosen from the Behavior Change 
Techniques Taxonomy v1 (BCTTv1), a taxonomy com-
prising 93 specific BCTs organized into 16 groups [28]. 
After specifying target behaviors from behavior domains, 
each author independently selected BCTs related to 
the target behavior(s) and theories. Discrepancies were 
resolved through discussion until consensus was reached 
on the final set of BCTs.

Step 4: intervention production
Step three findings guided the production of the inter-
vention (i.e. activities and materials) by both authors 
together, and in line with the theories and the set of 
BCTs. The initial protocol draft, along with a table of 
specifications ([29]; Supplementary 3), was sent to moth-
ers from the original focus group via email. In the table 
of specifications, mothers rated each intervention activity 
for, (a) relevance to session’s objectives, (b) effectiveness 
in modifying the target behavior, and (c) appropriate-
ness (language, nature of activities, instructions, response 
choices, etc. are clear and easy to understand) for UOJ 

mothers of children with ADHD. Items were rated on a 
four-point Likert scale (1-low to 4- very high), with a sec-
tion for additional comments. Quantitative data aided in 
establishing preliminary content validity, measuring the 
intervention’s component activities’ relevance and likely 
effectiveness in achieving objectives for the target popu-
lation [29].

Statistical analysis
After completion and return of the table of specifications, 
statistical analysis, using the content validity index (CVI) 
and excel, was carried out on the quantitative data. The 
CVI expresses the proportion of agreement on each item, 
which is between zero and one. If the total CVI is higher 
than .79 , the item is deemed appropriate, between .70 
and .79, needs revision and if less than .70, is eliminated 
[30]. Qualitative content analysis was conducted by the 
two authors for analyzing written recommendations [31] 
and subsequently a revised version of the intervention 
protocol was created.

Step 5: develop intervention implementation plan
Preliminary steps in developing the implementation plan 
were carried out in conjunction with step four since plan-
ning for implementation is closely tied to the content, 
target audience, and setting of the program [17]. As this 
step includes more broad aspects for instance, strategies 
to support the practicability, appropriateness, resources, 
equity in access, and sustainability, only an initial imple-
mentation plan was developed. The findings from previ-
ous studies, the insights gathered from the focus groups, 
and feedback from the mothers, played a role in partially 
guiding this phase of development, particularly focusing 
on the intervention setting.

Step 6: create an evaluation plan to measure 
the intervention’s effectiveness
The evaluation phase plays an important role in assessing 
the achievement of intervention objectives and requires 
thorough planning. Analysis and decisions made dur-
ing the intervention development process are utilized to 
shape the evaluation plan. By considering the behavioral 
determinants, objectives, and behavior change theories, 
suitable measures are chosen to assess the outcomes and 
the anticipated paths of change. Step six was not included 
in the current study and will be addressed in a follow-up 
study.

Results
Step 1: Conduct a needs assessment
Two preliminary studies revealed the risk of UOJ mothers 
of children with ADHD for negative psychological health 
and QoL outcomes. Budman et  al. [8] discovered that 
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over half of the mothers in their study exhibited symp-
toms of poor psychological health and moderate levels 
of parental stress. Moreover, 17-37% reported a lack of 
engagement in activities shown to promote health and 
QoL, such as personal healthcare, social, productive and 
leisure activities. These mothers also expressed dissatis-
faction with the frequency of their engagement in these 
activities. Budman & Maeir [9] found that UOJ mothers 
of children with ADHD faced child ADHD-related chal-
lenges which were highly influenced by cultural factors. 
For example, they described the burden they experienced 
from their child’s ADHD behavioral manifestations in a 
highly religious context, that values learning and obedi-
ence. They also highlighted social factors including the 
stigma surrounding their child’s diagnosis, the absence 
of culturally appropriate interventions, and their role 
as breadwinner. Motherhood within this community 
is viewed as a pathway to religious self-fulfillment, and 
thus, perceived failures in this role may carry additional 
religious interpretations for these mothers [9, 32]. In 
addition, they described their beliefs and barriers to their 
own self-care. In the current study focus groups were 
conducted to explore how to address the specific needs 
of these mothers, aiming to promote their psychological 
health.

Summary of focus group participants
Twenty-five participants participated in four focus 
groups. A description of the participants are outlined 
in Tables 1 and 2. Each focus group session consisted of 
homogeneous representation including six–seven par-
ticipants per group.

Step 2: develop intervention objectives
Qualitative content analyses of the focus groups tran-
scripts revealed determinants of health promotion 
behavior change attributed to 10 of the 14 theoretical 
domains. Most participants made statements relating to 
the domains of Social Influences (n=21), Environmental 
Context and Resources (n=20), Knowledge (n=17), Skills 
(n=12), and Social/Professional Role & Identity (n=12). 
See Table  3 for summary examples of statements and 
related domains.

Based on the outcomes of step one, the intervention’s 
overall goal was to promote the psychological health of 
UOJ mothers of children with ADHD. The objectives 
were developed taking into consideration the frequency 
of determinants that were expressed by participants. 
Specifically, challenges related to social influences such 
as misattributions of child ADHD behaviors to moth-
ering abilities and knowledge about ADHD were fre-
quently expressed. Hence, key objectives were to address 
and reduce stigma surrounding ADHD and increase 

knowledge about the biological basis of ADHD. Addi-
tionally, many participants, including parents and thera-
pists, shared frustrations regarding child ADHD-related 
unmet needs in the schools. While educators acknowl-
edged resource constraints, they also recognized the need 
for collaborative mother-school partnerships. However, 
mothers’ limited access to teachers were also identified 
as a barrier in communication and partnership with the 
staff. Thus, an additional set of objectives addressed these 
contextual issues such as enhancing awareness to the 
school systems’ capabilities, resources and limitations, 
identifying key educational staff available to mothers, 
and enhancing mothers’ advocacy skills. Lastly, moth-
ers’ self-care challenges were highlighted. To address this, 
an objective was added to foster mothers’ involvement 
in self-care activities. The intervention’s objectives and 
determinants they address are listed in Table 4.

Once the intervention objectives and related list of 
determinants were generated, a matrix was constructed. 
Target behaviors that needed to be changed or learned to 
achieve the objectives were selected following the Behav-
ior Change Wheel framework and guide by Michie [27]. 
An example item of the matrix can be seen in Table 5.

Step 3: develop theoretical methods and practical 
strategies
After developing the matrix, the authors identified theo-
ries that support implementation of intervention objec-
tives as well as provide strategies to achieve them. Two 
theories were selected that focus on social learning and 
the parenting role, the Social Learning Theory [33] and 
the Parenting Occupations and Purposes (POP) frame-
work [34]. Social Learning Theory describes a dynamic 
interplay between personal factors (thoughts, beliefs, 
and emotions), social factors, and behavior. The theory 
emphasizes the centrality of self-efficacy as a behavior 
change agent. Sources of self-efficacy include vicarious 
experience, social persuasion, performance accomplish-
ments, and physiological and emotional states. There-
fore, a peer group setting was chosen as a behavior 
change strategy to provide the opportunity to learn from 
the outcomes and experiences of others, receive feed-
back, fosters beliefs in predicting success, and motivate 
intentional behavior change [33]. The POP framework 
describes parenting occupations that directly and indi-
rectly address the child’s basic, developmental, and social 
needs. Continuous Parental Development (CPD) is 
required to enhance parental capacity and includes seek-
ing assistance, managing resources, improving skills and 
knowledge, and practicing self-care [34]. Strategies in 
the intervention were aimed to mainly support CPD and 
included (1) gaining knowledge about ADHD, (2) identi-
fying support resources, (3) developing communication 
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skills, and (4) promoting personal self-care to enhance 
the ADHD mothering role. To inform the selection of 
strategies, the authors referred to the Behavior Change 
Techniques (BCTs) identified by Michie et al. [28]. They 
selected specific BCTs to address the intervention’s 
objectives such as providing information on health con-
sequences, social support, re-attribution, active learning, 
goal setting, and promoting an identity associated with 
the desired behavior change. The authors then developed 
practical implementation strategies, consisting of specific 
activities aligned with the selected BCTs. An example in 
Fig. 1 illustrates how the BCTs employed by the interven-
tion contribute to achieving the related behavior change 
objectives, are related to theory, and target the behavior.

Step 4: intervention production
The choice of a psychoeducation group intervention 
stemmed from participants statements of mothers’ needs 
and is in line with the theories in step three. The inter-
vention was structured around the information from the 
previous steps along with a logical sequence to effectively 

address the objectives and achieve target behaviors. Sub-
sequently three modules were developed for the inter-
vention. The first module is “Developing knowledge of 
ADHD and it’s biological origins”. Content in this module 
focuses on: (a) mothers’ reduction of shame and stigma 
surrounding their child’s ADHD condition, (b) gaining 
knowledge regarding the ADHD condition and optimal 
treatment recommendations, (c) identifying support 
resources for ADHD mothering skills, (d) and promote 
a positive identity regarding their mothering role. This 
was selected as the first module to build mothers’ inter-
est and motivation by focusing on determinants that 
were most stated in the focus groups as effecting moth-
ers’ psychological health (see Table  3) and to provide a 
base of knowledge for the subsequent modules. The sec-
ond module is “Developing strategies to manage child 
ADHD in the school”. Content in this module focuses on 
mothers’ identifying and communicating with key per-
sons in their child’s school along with learning advocacy 
skills [35]. This module targeted determinants related 
to Skills, Environmental context and resources, and 

Table 2 Description of focus groups’ stakeholders’ job titles and descriptions, and relationship with ADHD

ADHD Attention Deficit Hyperactivity Disorder, OT Occupational therapist

Stakeholder Stakeholder type Sex Years 
experience

Work setting ADHD in family ADHD self

YZ Father M - - Child No

IR Father M - - Child, Wife No

YC Father M - - Child No

E Father M - - Child Maybe

YO Father M - - Child No

Yi Father M - - Child Yes

E OT F 24 Child development clinic
Private practice

Child No

H OT F 7 Child development clinic
Special education preschool

No No

Ho OT F 3 Child development clinic No No

Ti OT F 10 Private practice
Primary School
Supervisor

Brother No

Ra OT F 9 Child development clinic
Primary school

No No

Ri OT F 9 Private practice
Primary school

- -

Tl OT F 5 Mental health clinic for children 
and adolescents

Sibling Yes

A Teacher M 16 Primary school
High school

Child No

Sh Rabbi
Principal

M 12 Boy’s primary school Child Maybe

C Educational supervisor M 12 Boy’s primary school Child No

Yf Teacher F 14 Girl’s high school Child No

Yl Educational supervisor F 10 Preschool and kindergarten Child, Sibling No

Sa Principal F 17 Girl’s primary school None No
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Table 3 Summary of sample statements from focus groups assigned to the combined COM-B and Theoretical Domains Framework

COM-B component TDF Domain Sample statements Focus group Number of 
participants

Capability Knowledge “Knowledge is a really significant power, 
probably in everything, but in this situa-
tion with my child I feel it very much.” (M-F)
“The ambiguity of the diagnosis. Some-
times parents don’t know exactly how it 
affects their day-to-day life, providing this 
information is very reassuring… there 
is a need for psycho-education”(O-H)
“It is important to learn what research 
says, and what treatment options there 
are.”(F-YC)
“Often there is a lack of coher-
ence about when the child suc-
ceeds or when not…there is a gap 
between what they think their child can 
do and what the child is realistically capa-
ble of”(O-E)
“Sometimes parents are told ADHD, 
but they hear the letters of the Eng-
lish alphabet, A.B.C. They need it to be 
explained and how their child can be 
helped.” (E-Yl)

Mothers 6

Occupational therapists 5

Fathers 3

Educators 3

Skills “I need to have tools to use for my child” 
(M-F)
“Mothers need tools, to know what to do” 
(O-E)
“They need to advocate and know 
how to navigate the educational 
system”(O-H)
“The mothers need a lot more skills 
until it (the medication) starts working. In 
the morning getting ready, and when he 
comes back from the school when his 
medication has worn off.” (F-YZ)

Mothers 4

Occupational therapists 4

Fathers 4

Memory, Attention, and Decision Pro-
cesses

“Things started to unravel, working 
in the afternoon at home with four little 
ones, I collapsed, and some good people 
took me to a psychiatrist, because they 
thought I had postpartum depression. 
But I left the psychiatrist with a prescrip-
tion for Ritalin. He told me, You don’t have 
depression. You have severe attention 
deficit disorder”(M-C)

Mother 1

Occupational therapist 1

Father 1

Educators 3

Behavioral Regulation “Often times the mother has ADHD. 
A mother comes for her child, but the con-
versation is surrounding her experiences 
and pains and not the child…She is so over-
whelmed, it’s harder to work with these 
mothers.” (E-Yf )

Educator 1
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Table 3 (continued)

COM-B component TDF Domain Sample statements Focus group Number of 
participants

Opportunity Social Influences “Like in many areas of the ultra-
orthodox community, there is no abil-
ity to talk about it (ADHD) in a way 
that seems normative - to normalize 
the phenomenon”(M-R)
“Often times parents in the ultra-orthodox 
community don’t want other people 
to know their child has ADHD…there 
is a lot of hiding and that makes things 
even more difficult.”(O-Ti)
“There is no place for these children’s dif-
ferences. There is no place to be different 
but they are different. And the mother 
feels that she is different.”(M-Ru)
“There are cultural codes in the com-
munity and so a child who doesn’t follow 
the codes leads the mother to say, ‘My 
child is a problem’, and they are unable 
to see their child holistically” (O-Tl)
“It is very possible that there is more 
than one child with ADHD. There is a lot 
of stress for parents” (O-Ri)
“Since we know it’s (ADHD) hereditary, 
parents often come with their own 
with difficulties. So if the dad is hav-
ing difficulties, he is less of a partner 
to help, she has to deal with both him 
and the children.”(O-Ti)
“It falls mainly on the mother, taking 
the child to treatments, and receiving 
parental guidance. I don’t usually see 
the fathers… the mother is the one 
at home and sees the child.” (O-Ra)
“I think the mother is the foundation 
who supports the child’s regulation. 
And sometimes I feel that they don’t really 
feel that it’s legitimate (in their environ-
ment) for them to say: Wait, I’m here too, 
and what about me?”(O-E)
“Society says it’s your fault that your 
daughter behaves like this, your daugh-
ter is without limits, so you’re a bad 
mother.”(M-Ra)
"For many boys the expectation is that he 
must continue to learn for the next twenty 
years, to sit in a room and study.”(O-Tl)
“They (educational institution) have 
no patience and they always advocate 
for medication. They told us, ‘Listen, there 
is a pill, it’s called Ritalin, it works.” (F-Yi)
“The biggest problem is that the high 
schools that weaker boys end up going to, 
are for troubled boys. Part of the urgency 
of doing well academically (via medica-
tion) is that they will get into a yeshiva 
that will be a better environment. 
It is not just about the learning; it’s 
about getting into that safer environment.” 
(E-Sh)

Mothers 5

Occupational therapists 6

Fathers 5

Educators 5
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Table 3 (continued)

COM-B component TDF Domain Sample statements Focus group Number of 
participants

Environ-mental Context and Resources “Many parents do not know who to go 
to. They don’t feel like they’re really being 
listened to. They (healthcare system) throw 
them the prescription.”(M-S)
“Looking back, a community of parents 
for me would have provided an excellent 
and supportive answer, it would have 
directed me and provided a short-cut 
to getting help.”(M-Ra)
“I must have time for myself to go 
out alone, go out with my husband, 
buy myself clothes, put on makeup, feel 
good about myself, have time for myself, 
and not always just around this whole 
topic.”(M-F)
“As much as I tried to talk to the (edu-
cational) staff, they don’t have the tools, 
they’re not even to blame, but they just 
don’t have the tools to deal with our 
children”(M-Ru)
“There is pressure around the issue of boy’s 
learning Torah, compared to public 
schools where there are many sports 
and all kinds of classes beyond studying 
Torah all day.”(O-Ra)
“They (educational institution) have more 
than 25 children in the class, and they 
don’t have patience for it (ADHD). They 
study ten hours straight, so take some-
thing (medication). I’m just saying it’s 
the reality.”(F-IR)
“If a child has untreated ADHD, it requires 
something from the educational system 
that it doesn’t always have. Sometimes 
the child will go to a special educa-
tional class because the child cannot sit 
for a minute, the parents need to under-
stand that.” (E-Yl)
“A child who is a little different gets 
in the way, he’s frustrated, he can’t learn, 
the parent is frustrated and it’s a never-
ending cycle. With us (UO), it is very square 
and there is not much to do. If parents 
understand this, and follow the educators’ 
advice, it will save the child. If not, then 
the child will leave the fold, kind of drop-
ping out the world of the Torah.” (E-Sh)
“Full cooperation with parents, is what 
I think will reduce the gap significantly.” 
(E-Sa)
“It’s not always appropriate (for the moth-
ers) to talk to the Rabbis in the school. 
Communication is through the father. It’s 
like broken telephone.” (O-Tl)
“The father is needed for the stud-
ies, the mother doesn’t really have 
a grasp of where the children (boys) are 
with the study materials, so naturally 
it’s the father that really has to be more 
involved.” (F-Yi)
“Since fathers don’t work, they come to the 
therapy session. It’s hard to find a time 
that the mother could come to a session, 
because she works, and the father does 
not work.”(O-H)

Mothers 6



Page 11 of 20Budman and Maeir  BMC Public Health          (2024) 24:645  

Social/Professional Role & Identity. The third module is 
“Healthy mother-healthy child: Legitimacy and impor-
tance of self-care.” Content for this module focuses on 

promoting mothers’ engagement in health promoting 
activities in response to their caregiver role and is in line 
with the POP framework [34]. It targets the determinants 

Table 3 (continued)

COM-B component TDF Domain Sample statements Focus group Number of 
participants

Occupational therapists 5

Fathers 4

Educators 5

Motivation Social/Professional Role & Identity “Because a parent thinks, I must take care 
of the child, this is my life’s mission” (M-S)
“I feel that all day I am having to manage 
my daughter, be a manager, in addition 
to my other roles, I have a job as a man-
ager for my child.”(M-Ra)
“To have the strength to go to a speech 
therapist (for child), I need the strength 
for myself. ‘Where am I in all of this’?” (M-S)
“Her role includes talking to doctors most 
of the time and takes him to school. At 
home she deals with his behavior when he 
comes back from school. Whereas 
the father is more involved in his educa-
tion.” (F-E)
“The mothers’ role is really the central one. 
Mothers send their children off in the 
morning and receive them after school. 
If she sends her child off to school medi-
cated or if she realizes that this child really 
needs help, then everything can change. 
It’s precisely the mothers who are much 
more sensitive, have much more emotion 
and understanding.” (E-A)

Mothers 4

Occupational therapists 2

Fathers 4

Educators 2

Beliefs about Capabilities “Only my child is not successful. What does 
this mean about me as a mother?’”(O-Tl)

Mothers 5

Occupational therapists 2

Goals “It is important to get to the mothers’ 
health through their children. Emphasize 
the child. Mothers may not go to a group 
to get help, even once a week, but if it’s 
for their child… then it’s a gateway to her, 
her needs, without her "noticing.”(O-H)

Occupational therapists 2

Emotion “If my child is not well, then I am not well. 
Because for us, it’s our mental health, 
because we are mothers, so we want our 
children to be well.” (M-C)
“Our sense of failure as parents…I 
feel damaged that I’m not a mother 
with boundaries”(M-S)
“It (mothers’ experience) is something 
emotional and deep that requires in-depth 
care and understanding, it’s complex. If 
the mother is emotionally drained, she 
cannot support her child.” (E-Yf )

Mothers 3

Educators 2

‘M’ indicates sample quote by a mother; ‘O’ indicates sample quote by an occupational therapist; ‘F’ indicates sample quote by a father; ‘E’ indicates sample quote by 
an educator
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of Emotion, Knowledge, and Environmental context 
and resources. The full program implementation spans 
six weeks, with module one lasting four consecutive 
weeks, followed by one week for module two and one 
week for module three. The program is led by an occu-
pational therapist trained in delivering the content and 
group therapy techniques. Each session is frontal and 
two-hours in length which includes a short presentation, 
group activities, reflection, and goal setting. Educational 
materials consist of binders containing session presenta-
tions and client diaries for personal notes and goals. Each 
group consists of seven-eight participants, adhering to 
recommended guidelines for group therapy [36].

All the mothers provided feedback which con-
firmed the overall relevance  (CVIavg= .86), effectiveness 
 (CVIavg= .85), and appropriateness  (CVIavg= .87), of the 
activities in all three modules. Descriptive feedback pro-
vided additional insights. Mothers overall stated posi-
tive feedback on the intervention protocol, for example 
the number of sessions and length of each session were 
stated as appropriate for mothers’ busy schedules. How-
ever, mothers also provided some suggestions for con-
sideration, for example mothers’ own ADHD profile was 
heighted as a potential barrier for goal(s) attainment. As 
such an adaptation was made and goal(s) will be related 
to in the sessions only and not as additional tasks to be 
completed outside the sessions. Furthermore, there were 
varying statements reflecting a tension between whether 
the group should serve as also a support group or only as 
a source of professional information. Additionally, some 
mothers expressed concern that it shouldn’t replace the 
role of professional therapy and medical treatment and as 
such should be clearly stated. Consequently, in advertis-
ing and at the beginning of the intervention’s first session, 
a clear statement was included, affirming that the group 
serves as both a social support and a source of profes-
sional information, without replacing other therapy and 

medical treatment. Mothers also highlighted the signifi-
cance of inviting the appropriate educational staff mem-
ber to the group, someone who holds a key role and is 
willing to actively listen and provide assistance. This was 
stressed due to the inconsistency of having such an indi-
vidual in every school setting. The Intervention outline 
can be seen in Table 6.

Step 5: develop intervention implementation plan
This step was only partially completed and focused 
mainly on the intervention setting and guest partici-
pant. The intervention setting will be within the ADHD 
child’s school. This is to help foster closer partnership 
between mothers and school staff, aligning with the 
shared responsibility of supporting the ADHD child. This 
approach was supported by both mothers and educators 
in the focus groups. Consumers will be mothers of chil-
dren with ADHD from the same school (primary or high 
school), as they likely share similarities in experiences 
related to religious and educational contexts. Groups 
are most effective when participants present with simi-
larities and can be considered peers [36]. In addition, as 
suggested by mothers, a school staff member, either the 
principal or guidance counselor, will participant (see 
Table 6) in modules one and two to facilitate communi-
cation between mothers and school staff [36].

Step 6: create an evaluation plan to measure 
the intervention’s effectiveness
This step was not included in the current study. To evalu-
ate the feasibility and effectiveness of the intervention, a 
pilot study with a pre-test post-test design will be con-
ducted in a follow-up study. As 20-25 participants is 
recommended in the literature regarding pilot studies 
researching intervention efficacy [37], three groups of 
seven to eight UOJ mothers of children with ADHD will 
be included. By considering the overall goal of promoting 

Table 4 Intervention objectives and related determinants according to the Theoretical Domains Framework

TDF Theoretical Domains Framework [26]; ADHD Attention Deficit Hyperactivity Disorder

Objective(s) Determinant(s), TDF

Reduce shame/stigma Social influence, Emotion

Modify negative beliefs about mothering and its relationship to child participation Social influences, Emotion

Promote positive identity regarding their mothering role Social/Professional Role & Identity

Reduce ambiguity of diagnosis and behavioral manifestations Knowledge

Identify reliable resources regarding optimal and recommended treatment 
for child’s ADHD

Knowledge, Skills, Environmental Context and Resources

Identify resources available to support mothering a child with ADHD Knowledge, Environmental Context and Resources

Recognize the gap between the school system’s capabilities and their child’s needs Knowledge, Environmental Context and Resources

Increase mother advocacy skills Skills

Promote engagement in self-care activities Emotion, Knowledge, Skills, Environmental Context and Resources



Page 13 of 20Budman and Maeir  BMC Public Health          (2024) 24:645  

Ta
bl

e 
5 

M
at

rix
 o

f t
he

 le
ar

ne
d 

an
d 

be
ha

vi
or

al
 c

ha
ng

e 
ob

je
ct

iv
es

 fo
r u

ltr
a-

or
th

od
ox

 J
ew

is
h 

m
ot

he
rs

 o
f c

hi
ld

re
n 

w
ith

 A
D

H
D

, e
xa

m
pl

e 
ite

m

AD
H

D
 A

tt
en

tio
n 

D
efi

ci
t H

yp
er

ac
tiv

ity
 D

is
or

de
r; 

CO
M

-B
 T

he
 B

eh
av

io
r W

he
el

’s 
sy

st
em

, C
ap

ab
ili

tie
s, 

O
pp

or
tu

ni
ty

, M
ot

iv
at

io
n,

 B
eh

av
io

r (
M

ic
hi

e 
et

 a
l.,

 2
01

1)
; T

D
F 

Th
eo

re
tic

al
 D

om
ai

ns
 F

ra
m

ew
or

k 
(C

an
e 

et
 a

l.,
 2

01
2)

Pr
ob

le
m

O
bj

ec
tiv

e
Co

m
bi

ne
d 

CO
M

-B
 

&
 T

D
F

Ta
rg

et
 b

eh
av

io
r

W
ho

 p
er

fo
rm

s 
be

ha
vi

or
W

ha
t n

ee
ds

 to
 

ch
an

ge
W

he
n 

do
 th

ey
 

pe
rf

or
m

 b
eh

av
io

r
W

he
re

 d
o 

th
ey

 
pe

rf
or

m
 b

eh
av

io
r

W
ith

 w
ho

m
 d

o 
th

ey
 

pe
rf

or
m

 b
eh

av
io

r

In
su

ffi
ci

en
t k

no
w

l-
ed

ge
 o

f t
he

 A
D

H
D

 
co

nd
iti

on

Re
du

ce
 a

m
bi

gu
ity

 
of

 A
D

H
D

 d
ia

gn
os

is
 

an
d 

be
ha

vi
or

al
 

m
an

ife
st

at
io

ns

Ca
pa

bi
lit

y:
 K

no
w

l-
ed

ge
M

em
be

rs
 w

ill
 u

se
 

bi
ol

og
ic

al
 a

tt
rib

u-
tio

n 
an

d 
re

se
ar

ch
-

ba
se

d 
de

sc
rip

-
tio

ns
/la

ng
ua

ge
 

w
he

n 
di

sc
us

si
ng

 
th

ei
r c

hi
ld

’s 
A

D
H

D
 

m
an

ife
st

at
io

ns

M
em

be
rs

 
of

 th
e 

gr
ou

p
1)

 G
ai

n 
re

se
ar

ch
-

ba
se

d 
kn

ow
le

dg
e 

ab
ou

t A
D

H
D

 
co

nd
iti

on
2)

 U
se

 o
f a

pp
ro

-
pr

ia
te

 la
ng

ua
ge

 
an

d 
la

be
lli

ng
 

to
 a

tt
rib

ut
e 

ch
ild

’s 
ch

al
le

ng
es

 to
 A

D
H

D

W
he

n 
sp

ea
k-

in
g 

ab
ou

t A
D

H
D

 
re

ga
rd

in
g 

th
ei

r 
ch

ild
 s

pe
ci

fic
al

ly

In
 g

ro
up

 a
nd

 o
ut

 o
f 

gr
ou

p 
by

 m
em

be
rs

’ 
se

lf 
re

po
rt

Se
lf 

an
d 

w
ith

 o
th

er
s 

in
cl

ud
in

g 
m

em
-

be
rs

 o
f t

he
 g

ro
up

, 
m

em
be

rs
’ s

po
us

es
 

an
d 

ed
uc

at
io

na
l s

ta
ff



Page 14 of 20Budman and Maeir  BMC Public Health          (2024) 24:645 

mothers’ psychological health, objectives, behavio-
ral determinants, and behavior change theories, suit-
able measures will be chosen to assess the outcomes, the 
anticipated paths of change, and validity and reliability of 
the intervention.

Discussion
Intervention Mapping was used to create a psychological 
health promotion intervention tailored to UOJ mothers 
of children with ADHD. This was accomplished through 
its comprehensive and systematic process that provided 
a framework to address the multifaceted aspects related 
to mothering a child with ADHD in the UOJ community. 
Steps one through four were described in the current 
study along with preliminary and limited aspects from 
step five. Step six was not included and will be addressed 
in a further up study. Utilizing this process allows for the 
incorporation of co-design methods, and health promo-
tion initiatives created with input from the target popula-
tion and key stakeholders tend to have higher chances of 
successful implementation and effectiveness [18]. Conse-
quently, this comprehensive process highlighted various 
determinants that impact these mothers, such as insuf-
ficient knowledge about ADHD, limited skills in identi-
fying appropriate treatment and resources, challenges 
in communication with educators, stigma, and barriers 
to maternal self-care. As a result, these determinants 
shaped the intervention’s objectives and aided in the 
identification of strategies to help modify behaviors and 
address barriers, while considering their distinct cultural 
context.

One of the intervention’s main objectives was to reduce 
ambiguity of the ADHD diagnosis and its behavioral 
manifestations. Psychoeducation programs that enhance 
knowledge, coping strategies and promote better mater-
nal health have shown success among mothers of chil-
dren with disabilities [38]. Having information regarding 
the ADHD condition and its recommended treatment 
options was specifically emphasized in the focus groups 
as an important factor affecting the health and QoL of 
UOJ mothers of children with ADHD. This may be attrib-
uted to the cultural conservatism and limited exposure 
to external influences in the UOJ community, which may 
restrict access to the internet and available resources 
due to filters and other limitations [38]. Consequently, 
parents in this community may encounter difficulties in 
obtaining comprehensive information about ADHD and 
accessing recommended treatment guidelines [15]. To 
address this challenge, it was an important objective to 
not only provide knowledge but also equip mothers with 
skills to identify and seek out information and resources 
within the framework of what is culturally acceptable in 
their community.

In addition, the intervention was developed in a 
group format to foster maternal self- efficacy [33, 36] 
along with creating a peer group to support normaliza-
tion of the ADHD experience among the mothers. Since 
there is stigma surrounding ADHD in the UOJ com-
munity, mothers report “hiding” their child’s condition 
[9]. This was also indicated in the focus groups in the 
current study, however mothers also stated wanting a 
peer community for support. Thus, it underscored the 

Fig. 1 Behavior Change Techniques and their relationship to the intervention’s objective, theory, and target behavior, examples. Note. POP 
framework: Parenting Occupations and Purposes framework [34]
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appropriateness of a group setting where mothers can 
openly discuss their experiences with a peer group in a 
normative manner [36, 38]. Nonetheless, mothers’ feed-
back on the intervention indicated that their primary 
need was acquiring information and skills to effectively 
manage their child’s ADHD, not solely participating in 
a "support group." This apparent contradiction between 
seeking a supportive community and not wanting a "sup-
port group" might reflect the mothers’ lack of legitimi-
zation of their personal needs and time allocation. This 
tension was addressed by the addition of a statement 
when advertising and at the start of the first session in 
module1 for clarity and establishing appropriate expecta-
tions. UOJ mothers have expressed limited time availabil-
ity to activities outside of their mothering and working 
roles, thus their identity as caregivers tends to prioritize 
child-focused activities over their own needs [9]. As such, 
while stating they want a supportive community to sup-
port their mothering experience, it might be preferrable 
to emphasize the primary child-focus of the group in 
order to legitimize participation.

An additional barrier that emerged in all the focus 
groups was the challenges mothers face in navigating 
the educational institutions, particularly in terms of the 
school’s capacity to support their ADHD child’s needs 
and the mothers’ limited ability to communicate with 
their child’s educators, especially regarding their sons. 
The UOJ community adheres to specific social norms 
that emphasize modesty, education, and gender segre-
gation. It is customary for men and women who are not 
family members to refrain from communicating with 
each other [32]. Additionally, there is a distinction in 
the educational curriculum for boys and girls, with boys 
focusing more on religious texts such as "Torah and Tal-
mud" and less on secular subjects. In contrast, girls’ edu-
cation places more of an emphasis on secular studies to 
equip them with the necessary skills for future profes-
sions, enabling them to fulfill the role of breadwinner for 
their families [39]. These factors often result in fathers 
taking the lead in engaging with their son’s educators. 
Mothers, however, often have more information regard-
ing their ADHD child’s healthcare and function and as 
such having decreased communication with their son’s 
educators may lead to insufficient sharing of important 
information. In a previous study by Budman & Maeir 
[9] and in the study’s current focus groups, mothers 
described unsatisfactory communication with the school 
as negatively affecting their psychological health and 
QoL. Therefore, it became clear that it was important to 
include objectives aimed at increasing awareness of the 
school system’s capacity to meet the needs of children 
with ADHD and provide mothers with culturally sensi-
tive communication skills for effective engagement with 

the school. These objectives are in line with the concept 
of Sense of Coherence, which represents an adaptive dis-
positional orientation within an individual that supports 
coping with challenging experiences. It encompasses the 
individual’s perception of the meaningfulness (worthy of 
investing effort), comprehensibility (structured and pre-
dictable), and manageability (have the resources to meet 
the demand) of a situation. When individuals can com-
prehend, manage, and find meaning in an experience, 
they have a higher likelihood of coping successfully [40], 
and thus support positive health outcomes [41].

The intervention included a module focused on pro-
moting engagement in health-promoting activities to 
support the self-care and health of these mothers. It 
is noteworthy that while the significance of mothers’ 
self-care was acknowledged, the intervention primarily 
emphasized addressing their knowledge and skills related 
to ADHD and managing their child in the school system. 
This aligns with the existing literature describing cultural 
nuances and roles in the UOJ community. The legitimacy 
of mothers’ self-care is often intertwined with their roles 
as mothers and partners in that they report prioritizing 
self-care activities as a means of enhancing their ability 
to care for their family members [9, 32]. While the litera-
ture emphasizes the importance of parent-focused inter-
ventions, such as self-care, for improving the health and 
QoL of mothers of children with disabilities [38], the use 
of Intervention Mapping and co-design methods allowed 
for the identification and integration of the cultural needs 
specific to the target population. This can be seen the 
intervention modules sequence and weight. Module one 
addresses providing knowledge and skills regarding the 
child ADHD condition and its treatment options and 
is made up of four sessions, while mothers’ self-care is 
addressed in the last module comprising of one session. 
Thus, the intervention developed was able to respectfully 
address the target population’s distinct preferences and 
cultural sensitivities, while trying to minimize research-
ers bias and beliefs.

Limitations
While the utilization of intervention mapping proved 
beneficial, there are several limitations that should 
be acknowledged. The overall sample size was small 
and future research should involve a larger number of 
participants to effectively incorporate more diverse 
views.  Achieving a balanced representation of partici-
pants posed challenges due to the diverse sub-groups 
within the UOJ community [42]. While participants 
represented the three main clusters of Hasidim, Lithu-
anians, and Sephardim there are additional subgroups 
within each, thus it was beyond the scope of this study to 
incorporate all possible UOJ sub-groups. Consequently, 
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the views, experiences, comments, and recommenda-
tions not fully encompassing the entire UOJ commu-
nity, potentially limit the generalizability of the findings. 
Another limitation pertained to the fact that feedback 
on the intervention was obtained only from the moth-
ers. As mothers are the target population and as such 
their feedback was most relevant, their small group size 
indicates that the intervention’s content validity is only 
preliminary. Future research on the intervention’s valid-
ity and reliability should involve a larger number of par-
ticipants. Furthermore, the scarce scientific literature on 
the experiences of mothering a child with ADHD in the 
UOJ community required the study to heavily rely on 
literature from the general population, two preliminary 
studies, and the present study. As the intervention was 
primarily grounded in these sources, further research 
is advisable to assess its effectiveness, including a com-
prehensive evaluation using established and validated 
metrics. Additionally, the complete Intervention Map-
ping process was not conducted in this study. Develop-
ing an implementation plan (step 5) was only partially 
completed and other aspects including strategies sup-
porting, for example, the practicability, appropriateness, 
resources, equity in access, and sustainability of the inter-
vention were not presented. The last step of creating an 
intervention plan (step 6) was also not included and fur-
ther research should include both these steps.

Conclusions
Utilization of the Intervention Mapping protocol facili-
tated the development of a health promotion interven-
tion for UOJ mothers of children with ADHD that aligns 
with behavioral change theories. This systematic pro-
cess, which included co-design methods, enabled the 
identification of needs, establishment of objectives, and 
development of implementation techniques and content. 
Importantly, it allowed for the integration of cultural 
nuances specific to a minority group. Results informed 
the intervention’s objectives which included reducing the 
ambiguity of the ADHD condition by increasing knowl-
edge, enhancing skills in treatment and resource iden-
tification, improving communication with educators, 
reducing stigma, and promoting mothers’ engagement 
in health-promoting activities. The present study dem-
onstrates that Intervention Mapping is a viable tool for 
developing evidence-based and theory-driven interven-
tions tailored to minority populations. Future steps will 
involve evaluating the intervention’s feasibility, effective-
ness, validity and reliability, and disseminating the find-
ings to inform further interventions and practices.
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