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Abstract
Objectives Previous studies have highlighted the need to offer targeted interventions to strengthen the wellbeing of family
members in families with children with neurodevelopmental disorders (NDD). Interventions for this target group require
research and development. The purpose of this study was to test a new family intervention: Dialogical Family Guidance
(DFG).
Methods Families of children with NDD were randomized into an intervention group that was delivered DFG and a comparison group provided with ordinary clinical treatment. The Family Functioning, Family Health and Social Support (FAFHES)
and the DFG instrument were used to collect data at baseline and after 3 months. Repeated measure analysis of variance
(ANOVA) was used as an analytical strategy.
Results There was a significant within-subjects effect of time on family health and social support, indicating that family
health and social support increased in both groups over time. There was also a significant between-subjects effect of group
and interaction between time and group on social support, indicating that social support increased more in the intervention
group than in the control group. Managing in daily life and the relationship between parents were associated with family
functioning and family health.
Conclusion DFG can strengthen parental experiences of social support. Managing in daily life, relationship between parents,
practical guidance, psychoeducation, dialogue, and receiving positive feedback on parenting were strengthening factors during
DFG. However, the results of this study must be considered as only preliminary, as they relate only to parental perceptions
of the intervention effects.
Trial registration ClinicalTrials.gov NCT04892992 (retrospectively registered).
Keywords Dialogical Family Guidance · Family functioning · Family health · Social support · Neurodevelopmental
disorders · Effects
Neurodevelopmental disorders (NDD) are a group of disorders with an onset in the developmental period of childhood.
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NDD is a general term used to describe neurological and
psychiatric disorders such as learning and language disorders, intellectual disabilities, motor coordination disorders,
autism spectrum disorders (ASD), attention deficit hyperactivity disorder (ADHD), tic disorders, and oppositional
defiant disorder (ODD). NDDs are characterized by high
rates of impairment or comorbidities between various disorders within this diagnostic grouping (Morris-Rosendahl
& Crocq, 2020). ADHD and ASD are both highly heritable
and impairing NDDs but can also be triggered by pre- and
postnatal risk factors. Smoking during pregnancy, prenatal exposure to alcohol, young maternal age, and maternal
stress increase the risk for ADHD in children (Oerlemans
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et al., 2016). According to Faraone et al. (2015), ADHD
is a persistent neurodevelopmental disorder that affects 5%
of children and adolescents and 2.5% of adults worldwide,
and involves a risk of psychiatric disorders, educational and
occupational failure, accidents, criminality, social disability,
and addictions. A study by Simonoff et al. (2008) revealed
that 70% of children with ASD had at least one comorbid
disorder, and 41% had two or more comorbidities. Moreover,
Lai et al. (2014) reported that ASD affects more males than
females and that over 70% have comorbidities. Common
comorbidities in NDD include ODD symptoms, aggression,
language disorder, anxiety disorder, and sensory integration
disorder. Soke et al. (2018) compared the prevalence of cooccurring symptoms between 4-year-old and 8-year-old children with ASD in a large population-based group. Over 95%
of the 8-year-olds had at least one co-occurring symptom
while this was the case with 67% of the 4-year-olds, as some
conditions may have not yet been identified at that age. The
findings obtained in this study are informative and therefore
useful for professionals when developing interventions and
services for this target group.
The symptoms and profile of NDD development may
also change during childhood, and these multiple NDD
symptoms are presented by Gillberg (2010) in the concept
of ESSENCE (Early Symptomatic Syndromes Eliciting
Neurodevelopmental Clinical Examinations). ESSENCE
refers to children presenting impairing symptoms before
the age of 3 (to 5) years in clinical settings in the domains
of general development, communication and language,
social inter-relatedness, motor coordination, attention,
activity, behavior, mood, and/or sleep. According to Gillberg (2010), major problems in at least one ESSENCE
domain before the age of 5 should be paid attention to
as (very likely) markers for the presence of a neurodevelopmental disorder, and which can indicate later, continuing problems. Children who screen positive for ASD
have considerable and clinically relevant impairments and
psychiatric problems, and their impairment is often mainly
caused by their comorbidities. In a population-based study
by Posserud et al. (2018), only 2% of children could be
characterized as having “autism only,” and they recommend comprehensive clinical assessments that include
neurodevelopmental, psychiatric, and cognitive assessments and follow-up meetings, regardless of the final clinical diagnosis. This study supports taking an ESSENCEbased approach, as there is very high overlap across a wide
range of symptom domains.
Having a child with NDD often means that other members in the family (parent or siblings) are also likely to have
NDD symptoms due to strong genetic influences (Biederman, 2006). According to findings from twin, family, and
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adoption studies, the heritability of ADHD is estimated to
be at 70–80% (Biederman & Faraone, 2005; Hudziak et al.,
2005; Thapar et al., 2000). Similarly, Faraone and Larsson
(2019) have referred to decades of research showing strong
heritability in the etiology of ADHD. As a result of the
high heritability rate, it is possible that several parents have
ADHD and their own symptoms can have an impact on their
parenting skills (Tarver et al., 2014). According to Chen
et al. (2017), ADHD for example manifests in parents or siblings of children with an ADHD diagnosis 2–8 times more
frequently than seen in the general population. Genetics also
affect the etiology of ASD, and the heritability is estimated
to be between 64 and 91% (Robert et al., 2017; Tick et al.,
2016a, b). It is also known that both disorders co-occur with
a frequency of 20–50% in children with ADHD meeting criteria for ASD, and 30–80% of ASD children meeting criteria
for ADHD (Rommelse et al., 2010). In their recent study,
Okyar and Görker (2020) argue that autistic traits are frequently detected in children with ADHD. As expected, not
only more symptoms of autism were detected in boys, but
also the presence of ODD. According to this study, maternal
and paternal ADHD symptoms predict autism symptoms in
children with ADHD.
There is a need for interventions to improve health and
functioning aimed at both parents and children. Parents
of children with special needs demonstrate fatigue and
exhaustion, and emotional problems ranging from frustration to hopelessness (Caicedo, 2014). We also know that
parents of children with NDD such as ASD experience
more stress than parents of typically developing children
(Craig et al., 2016; Duarte et al., 2005; Johnston et al.,
2012). Studies have revealed that there is a relationship
between family functioning, quality of life and the typical characteristics of children with a range of NDD disabilities, and parental stress levels (Craig et al., 2016; Falk
et al., 2014; Pisula & Porebowicz-Dorsmann, 2017). Van
Steijn et al. (2014) have reported that both parents of children with ADHD and ASD are at a risk of experiencing
higher levels of stress. Paternal ASD and maternal ADHD
symptoms have been related to increased stress, and these
factors have been found to be associated with a higher incidence of depression. High levels of parenting stress may
have negative effects on the entire family system and the
individual’s quality of life. Divorce rates remain higher
in parents of children with autism compared to parents of
normally developed children (Hartley & Schultz, 2015;
Hartley et al., 2010).
Providing parents with an opportunity to voice their concerns, communicate with other adults, or to get temporary
relief from their role as caregivers can prove to be effective interventions for reducing the stress that parents often
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experience. According to Seikkula and Trimble (2005), this
is called reflective dialogue.
Families play an important role for children with NDD,
and parents are often the first ones to recognize the child’s
symptoms. While the positive impact of families is wellknown, there is a need for more knowledge to understand
how parents manage their child’s ADHD in their everyday
lives. It is also important for nurses working with children
and families to recognize the effort and skills required from
caregivers in managing their child’s condition, and to introduce behavioral management strategies as early as possible,
along with support, counseling, or psychosocial services
(Paidipati et al., 2020).
It is also known that parents who also have ADHD have
a weaker sense of coherence and poorer family functioning than parents without ADHD, and support from health
services is strongly associated with a positive effect on family functioning (Moen et al., 2015). Adults with ADHD are
known to have more depression, anxiety, greater childhood
dissatisfaction, a more external locus of control, and lower
self-esteem (Rucklidge et al., 2007). A less organized family
environment can exacerbate impulsive and hyperactive child
behavior to a more serious level, instead of facilitating selfregulation skills in the child. Shared genetic vulnerabilities
combined with child difficulties and stress in families are an
environmental risk for families. ADHD in parents appears to
confer specific impairments in parental functioning in families of children with ADHD (Johnston et al., 2012). Parenting may also be a protective factor associated to functioning
outcomes in children with ADHD as parents play a major
role in their child’s social environment. Parents who themselves have ADHD may benefit from targeted, more individualized parenting interventions that have an additional focus
on the parents’ planning and organizational skills (Johnston
et al., 2012; Tarver et al., 2014).
Findings from studies have led to developing and proceeding with treatments and interventions and providing families
with support. Several studies have addressed a need for nonpharmacological interventions to be more specially targeted
towards NDD symptoms (Sonuga-Barke et al., 2013; Tarver
et al., 2014). Individuals’ functional independence and quality of life should be maximized throughout their development, and they should be helped in finding their areas of
strength. According to Lai et al. (2014), the most effective
interventions for ASD are behavioral and educational, but
medication should also be considered, especially in persons
with co-occurring symptoms. Similarly, Tarver et al., (2014,
2015) have reported that behavioral parenting interventions
should be used as the first-line treatment of ADHD, although
there is still a need for future trials of non-pharmacological
interventions. Sonuga-Barke et al. (2013) also challenge

future research to improve the efficacy of nonpharmacological interventions, while at the same time building a growing understanding of ADHD pathophysiology. Interventions
should be better integrated with pharmacological approaches
and focus on family-related functional outcomes. Parenting
interventions can be perceived as a component of treatment
targeting a wide range of outcomes and providing additional
benefits, although they would not be effective in combating core ADHD symptoms (Tarver et al., 2014). Important
targets for interventions include promoting the psychosocial
wellbeing of parents and helping them to resolve the emotions associated with their child’s diagnosis (Barlow et al.,
2014; Wachtel & Carter, 2008).
According to Craig et al. (2016) and Schwartzman et al.
(2021), the parents of children with different types of NDDs
should be provided with interventions that empower them
with knowledge and skills to reduce their stress and improve
their quality of life. Findings from these studies suggest that
children’s emotional and behavioral problems are significant sources of parental stress. There are several intervention models targeted on specific symptoms of ASD (Bearss
et al., 2015; Factor et al., 2019; Farmer & Reupert, 2013)
or ADHD (Sonuga-Barke et al., 2013; Trillingsgaard et al.,
2014). New findings demonstrate for example resiliencebased interventions for parents with children with ASD
(Schwartzman et al., 2021) and mindfulness-based interventions for parents with children with ADHD (Siebelink
et al., 2021) as promising. A review by Barlow et al. (2014)
revealed short-term evidence of the benefits of parenting
programs on depression, anxiety, stress, anger, guilt, confidence, and satisfaction with the partner relationships. Other
studies (Barlow et al., 2014; Dretzke et al., 2009; Michelson
et al., 2013) have also reported that caregiver training and
interventions have a general impact on family functioning
and interpersonal relationships within the family. This suggests that parent and family involvement and the inclusion
of family members in interventions would probably result in
a greater effectivity and impact of treatments for the entire
family (Ansari et al., 2016; Lai et al., 2014). This is in line
with the findings of Rodriguez et al. (2019), which suggest
that family-based interventions aimed at both parents and
children with ASD bring understanding to the reciprocal link
between parental stress and child functioning. Such interventions could include providing parents with training on how
to cope with stress, and how to respond to demanding child
behavior in a beneficial way.
Strictly manualized psychoeducational programs do not
necessarily make room and/or give time for family members to express their dilemmas and questions, although it
is well known that having a child with NDD can have various, and at times even serious impacts on different family
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members. Dialogical Family Guidance (DFG) was developed as a family intervention with the purpose of helping all family members to receive psychoeducation and
increase their understanding of NDD/ESSENCE. DFG has
been tailored for families with a child with NDD and aims
to meet uniqueness of these families by using dialogue
and the knowledge that parents have about their child and
family (Cavonius-Rintahaka et al., 2020). The more systematic approach to combine psychoeducation, practical,
and emotional guidance, along with dialogical elements,
makes DFG a novel approach compared to other available
interventions. DFG provides personalized support during a six-session semi-structured program, allowing new
perspectives and insights to be found. The reflective dialogue approach used in DFG enables family members and
professionals to initiate “a mutual learning process,” in
line with the concepts presented by Seikkula and Trimble
(2005). Of particular note is that while it is important to
teach parents effective parenting strategies, many parents
simply need space to discuss their worries, thoughts, and
feelings (Evans et al., 2015; Raitio et al., 2015).
A pilot study (Cavonius-Rintahaka et al., 2019) was
performed to obtain knowledge about parents’ experiences
and hopes regarding the help they received from health
professionals. Families taking part in the pilot study (29
mothers and 17 fathers) received ordinary clinical treatment for the child and were not provided with any family
intervention. The results indicate a strong positive correlation between family functioning and family health
(r = 0.75, n = 46, p < 0.001) and further reveal that managing as a parent in daily life, having good self-confidence as
a parent, and how the relationship between parents works
need attention when developing interventions for families with a child with NDD. In the study, the parents also
expressed their need for dialogue, psychoeducation, and
for concrete guidance. These findings have been taken into
consideration in the development of DFG, and results from
other studies have also been taken into account during the
development and implementation process (Barlow & Stewart-Brown, 2000; Barlow et al., 2014, 2016; Bearss et al.,
2015; Dretzke et al., 2009; Factor et al., 2019; Farmer
& Reupert, 2013; Peasgood et al., 2016; Trillingsgaard
et al., 2014).
Because DFG is a new family intervention, there is limited knowledge and only subjective opinions about aspects
of its effects in clinical practice. It is therefore important
to study the effects of DFG regarding family functioning,
family health, and social support in daily life. It is particularly interesting to examine whether DFG meets the needs
and expectations of families with a child with NDD to the
extent expected. The aim of the present research is to study
the effects of DFG based on parent reports regarding family
functioning, family health, and social support.
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Method
Participants
The original study design plan was to include fifty families
in this study. This decision was connected to a calculation based on the realistic possibility of collecting target
families who were attending the neuropsychiatric unit over
a 2-year period of time. Seventy-nine (N = 79) families
met the inclusion criteria during the data collection period
(2016–2018). Of these, twenty-nine refused to participate, and their reasons for refusal included problems with
schedules (n = 17), a long distance to the clinic (n = 3),
parents feeling they had no need for/no interested in DFG
(n = 5), other outpatient clinic visits coming up (n = 3),
and language issues (n = 1). The recruitment period ended
once fifty families had given their informed consent to the
study during the data collection period. Both parents from
each family were given the opportunity to attend. From
these fifty families (n = 50), sixty parents participated in
the study at baseline. Forty-two (n = 42) families and fiftytwo parents (n = 52) completed both phases of the study
(baseline T1 and 3 months follow-up T2).
The study participants were families with children
referred to a neuropsychiatric unit at a university clinic
that provides multidisciplinary assessments and rehabilitation plans through a team of child neurologists, child
psychiatrists, (neuro-)psychologists, nurses, occupational
therapists, language therapists, and social workers. Interventions and the rehabilitation of the child can be carried
out either within the hospital, or at a clinic within the
primary health care system.
Parents included in this study had a child with at least
one diagnosis falling under the NDD umbrella (ADHD,
ASD, tic disorders, speech and language disorders, specific
learning disorders, specific developmental motoric or psychiatric disorders, delayed milestones) and aged between
4 and 16 years old. An additional criterion for inclusion in
the study was that parents had adequate Finnish language
skills and that they were the biological parents, caregivers,
or stepparents of the child, and living with the child during
ordinary day-to-day life.
The intervention group and comparison group consisted
of a total of 52 parents at baseline. Of these, 30 parents
were in the intervention group and 22 parents in the comparison group. The mean age of the parents at baseline was
38 years (SD 5), with the mean age of parents in the intervention group being 36.7 (SD 4.9) and the comparison
group 38.7 (SD 5.3). In both groups, the median number
of children was 2. The minimum and maximum number
of children was 1 and 6 in the intervention group, and 1
and 5 in the comparison group (Table 1). There were no
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Table 1  Baseline demographics
of the parents taking part in
intervention group (n = 30) and
comparison group (n = 22)

All partici- Interven- Comparipants
tion group son group
Background variables
Gender
Father
Mother
Age (years)
< 38
≥ 38
Marital status
Married/cohabiting
Do not live together
Quality of the relationship between parents
Excellent/good
Moderate/poor/very poor
Basic education
Comprehensive school
Matriculation examination
Professional education
University degree
College level degree or lower
Number of children
1 child
2 children
≥ 3 children
Other members of the family with neurodevelopmental disorders or diagnoses
Yes
No
Parents’ self-reported health
Very good /good
Moderate/poor/very poor
Managing as a parent in daily life
Extremely well/quite well
Moderate/rather/Extremely poor
Having long-term illness or neuropsychiatric disorder
Yes
No
1

n

%

n

p value1

n

%

%

18
34

34.6 11
65.4 19

36.7 7
63.3 15

31.8
68.2

25
27

48.1 16
51.9 14

53.3 9
46.7 13

40.9
59.1

38
14

73.1 21
26.9 9

70.0 17
30.0 5

77.3
22.7

31
21

59.6 17
40.4 13

56.7 14
43.3 8

63.6
36.4

16
36

30.8 7
69.2 23

23.3 9
76.7 13

40.9
59.1

32
20

61.5 19
38.5 11

63.3 13
36.7 9

59.1
40.9

10
25
17

19.2 7
48.1 13
32.7 10

23.3 3
43.3 12
33.3 7

13.6
54.5
31.8

15
32

31.9 10
68.9 16

38.5 5
61.5 16

23.8
76.2

40
12

76.9 23
23.1 7

76.7 17
23.3 5

77.3
22.7

28
24

53.8 15
46.2 15

50.0 13
50.0 9

59.1
40.9

15
37

28.8 11
71.2 19

36.7 4
63.3 18

18.2
81.8

0.717

0.376

0.559

0.613

0.175

0.756

0.618

0.284

0.959

0.516

0.146

Chi-square test

statistically significant differences in the background variables of the parents between the intervention group and the
comparison group (Table 1).
The characteristics of the children in intervention and
comparison groups were quite similar in both groups
(Table 2). The mean age of the children was 6.1 (SD 1.5)
in the intervention group and 7.1 in the comparison group
(SD 2.6, Q 1 5, Q 3 in intervention group 7, Q 3 in comparison group 8). The minimum age of children in both
groups was 4, and maximum age was 10 in the intervention

group and 14 in the comparison group. The median age of
the child when parents had first raised concern about the
child’s neuropsychiatric problems was 2.5 in the intervention group ( Q 1 2, Q 3 3) and 3 in the comparison group
(Q1 1.7, Q
 3 4). The mean number of children’s hospital or
clinic appointments before the first appointment at a university neuropsychiatry clinic was 3.9 in the intervention
(SD 2.7) and 5.6 in the comparison group (SD 4.0). Most
of the children had ADHD or ASD as their main diagnosis,
but comorbidities were also common.
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Table 2  Demographics of the children with NDD in families taking part in the study
Background variables
Gender
Girl
Boy
Age (years)
<7
≥7
Child’s daytime activity
In daycare
At school
Diagnose of the child
Attention-deficit/hyperactivity disorder
Autism spectrum disorder (e.g., Aspergers syndrome)
Delayed milestone
Speech and language disorders
Specific learning disorder
Other (motoric or psychiatric problems, unclear)
First concern towards the child’s neuropsychiatric problems
1–2 years
>2
How the child’s NDD problems affect his/her daily life
No symptom/hardly any symptoms
Symptoms occasionally
Symptoms often
Symptoms disturbing all the time
Earlier visit to the clinic/hospital
Yes
No
1

All children

Intervention group

Comparison group

n

n

n

%

%

%

10
42

19.2
80.8

8
22

26.7
73.3

2
20

9.1
90.9

31
21

59.6
40.4

19
11

63.3
36.7

12
10

54.5
45.5

40
12

76.9
23.1

26
4

86.7
13.3

14
8

63.6
36.4

14
11
10
6
4
7

26.9
21.2
19.2
11.5
7.7
13.5

9
6
8
4
3

30.0
20.0
26.7
13.3
10.0

5
5
2
2
4
4

22.7
22.7
9.1
9.1
18.2
18.2

24
28

46.2
53.8

15
15

50.0
50.0

9
13

40.9
59.1

3
5
22
22

5.8
9.6
42.3
42.3

1
2
15
12

3.3
6.7
50.0
40.0

2
3
7
10

9.1
13.6
31.8
45.5

25
27

48.1
51.9

16
14

53.3
46.7

9
13

40.9
59.1

p value
0.1611

0.523

0.051

-

0.516

-

0.376

Fisher’s exact test, otherwise chi-square test

Procedure
Study design
Parents who attended the neuropsychiatric unit with their
child for the first time during the data collection period were
asked to take part in the study if they met the inclusion criteria. A research assistant nurse at the unit gave oral and
written information to parents about the study, including
information about the DFG family intervention.
Families who gave their consent to participate in the study
filled in the baseline questionnaire and were alternately allocated into an intervention group or comparison group by
a research assistant nurse. Families included in the intervention group were provided with DFG with an immediate
starting point (baseline) simultaneous with ordinary clinical
treatment, while the families in the comparison group only
received ordinary clinical treatment. The randomization in
this study meant that every second family was placed in an
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intervention group and every second family in the comparison group. However, the comparison group was given an
opportunity to be provided with DFG after a 3-month waiting period. The parents could not choose which group they
were assigned to, and the parent questionnaires completed at
baseline did not affect which group the families were placed
in. The ordinary clinical treatment at the unit was mainly
focused on assessing children to clarify their diagnosis, and
to plan the child’s treatment and rehabilitation. Collaborating with parents is crucial when proceeding with a child’s
assessment and rehabilitation plan, but family interventions
were not part of children’s routine interventions at the unit.
If needed, parents and siblings were also recommended to
seek help from primary healthcare.
Data Collection
Baseline data (T1) were collected from both groups immediately after they had given their oral and written consent to
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participate in the study (Fig. 1). Randomization had already
been completed in advance, and when giving their consent,
the parents already knew whether they had been placed into
the intervention group or the comparison group. The difference between the two groups was that the DFG intervention
was immediately launched for the families in the intervention group, whereas those in the comparison group were
told that they had to wait 3 months before gaining access
to the intervention. However, the impact of the waiting list
approach can cause different effects on outcomes and thus
needs to be noticed (Cunningham et al., 2013; Mohr et al.,
2009).
DFG is a family intervention tailored specifically for
families with a child with NDD. The development process is based on clinical experience, practice, theory-based
research, and a pilot study (Cavonius-Rintahaka et al., 2020).
The aim of DFG is to help all the family members receive
knowledge and gain an understanding of NDD/ESSENCE
and to provide a reflective space for family members to discuss their worries, thoughts, and feelings. The DFG collaborative working process with family members lasts over
six meetings (90 min per session) which take place within a
3-month period. The first intervention session begins with
dialogue between the DFG therapist and parents, followed
by an initial plan. The following five sessions are tailored
together with the parents, depending on their needs, questions, daily demands, and hopes concerning the issues to
be discussed during the common DFG process. Themes
addressed by the parents are seen as the most important,
although a DFG manual also includes suggested themes for
each session and provides a structure for the DFG intervention process. The themes included in the manual are: Your
family, What does NDD mean for your child, The child’s
development issues related to NDD, Demands in daily life,
Resources in your family, Networks, Communication in
your family, Relationships between family members, Sibling
issues, Parents’ reciprocal collaboration. The participants
from the family (the child with NDD, siblings, and the parents) usually varied during the sessions, depending on the
families’ unique needs and the parents’ wishes. Different
Fig. 1  Study design and data
collection

combinations of family members participated in the six
sessions.
The DFG structure is based on three guidance areas:
psychoeducation (didactic element), practical guidance
for daily life (skill-based practice), and emotional guidance. The practical guidance includes issues concerning
daily life situations, helping parents find new solutions to
the repetitive demands that emerge in the home environment. This is a skill-based practice that engages parents
to a concrete level of how to behave and operate with the
child. If needed, parents are guided on how to practice in
their home environment and are provided with ideas about
recommended changes that aim to make their everyday life
run more smoothly. This emerging knowledge can be discussed together during the following intervention sessions.
The emotional guidance includes sharing and listening to
other families` stories and unique experiences, giving the
participating families a space where every family member
feels they are an equal, important, special, and unique individual. Alongside psychoeducation and guidance, the DFG
therapist is interested in identifying the challenges and needs
of all family members.
The DFG therapist and family members collaborate and
seek effective parent strategies, skills to strengthen family
members’ relationships, and to engage in a dialogue to meet
their individual goals. During the sessions, the DFG therapists gain knowledge about issues including the family system, family strengths, parenthood, the parents’ relationship,
family crises, and sibling reactions within the family. Parents
share information regarding their daily demands, everyday
lives, and the questions they have. When inviting family
members to an open dialogue, professionals bring attention
to these issues. Dialogue is an active process of speaking
and listening. It is essential for professionals to be present
in the moment, avoid speaking too much, or drawing conclusions too quickly. Every treatment meeting is unique and can
be a shared emotional and healing experience. Supporting
dialogue in a conversation encourages the participants to
express their emotions and promotes a collective feeling of
trust. Dialogue also leads to finding a shared language, and

Measure schedule: baseline, 0 months (T1) RANDOMIZATION

INTERVENTION GROUP

3 months (T2)

DFG

(30 parents from 23 families)

and
Ordinary clinical treatment
FAFHES

FAFHES
DFG
______________________________________________________________________________________________

Ordinary clinical treatment

COMPARISON GROUP

(22 parents from 19 families)

FAFHES

FAFHES
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new ways of understanding problems can emerge (Seikkula
& Trimble, 2005).
We believe that professionals need to find a balance
between psychoeducation and having the sensitivity to make
sure that the voices of each family member are heard. DFG
differs from many other interventions in that it involves collaborating with all family members, not only the child with
NDD or the parents. According to parents with children
with NDD, personalized support for the entire family is an
important aspect when addressing family health (CavoniusRintahaka et al., 2019).
Both medical and nursing knowledge are required to
understand the complexity of NDD (Thapar et al., 2017)
and ESSENCE (Gillberg, 2010). The DFG therapist possesses the competence required to transform this knowledge
concerning NDD symptoms into practical guidance for families, in order to help them in their daily lives. DFG involves
using traditional theory-based elements stemming from
family therapy as an open dialogue (Seikkula & Trimble,
2005), reflection (Weingarten, 2016), and systems therapy
(Haefner, 2014).
Health care professionals, including registered nurses and
social workers, participated in a three-day training program
before being allowed to deliver DFG to families taking part
in this study. Motivation and a willingness to attend were
important factors when selecting professionals for this training. All professionals had a minimum of 3 years working
history in neuropsychiatry. Supervision and consultation for
the professionals was regularly made available during the
study by the researcher. Individual qualifications and competence need to be given attention when studying the effect of
interventions (Firth et al., 2020). In this study, these factors
were considered during the recruitment and implementation
phases, although the professionals attending the DFG training were nurses and social workers, not psychotherapists.
While the researcher was the one providing the professionals
with the DFG training, she was not in direct contact with the
families and did not deliver DFG to the study participants.

Measures
The FAFHES instrument (Astedt-Kurki et al., 2002, 2004,
2009) was originally developed for patients with cardiac disease and their family members, and previous research has
investigated the associations between social support for the
family of adult cardiac patients and family functioning and
perceived family health. FAFHES provides a reliable and
valid instrument (Astedt-Kurki et al., 2009) and has been
used in different contexts in various studies (Hakio et al.,
2015; Lepistö et al., 2017). The FAFHES instrument was
modified and tested in a pilot study and has been deemed
applicable for families with children with NDD (CavoniusRintahaka et al., 2019).
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The FAFHES instrument contains three dimensions:
family functioning (19 items), family health (23 items), and
social support provided by professionals (21 items). All the
items are measured on a Likert scale ranging from 1 to 6
(I disagree totally, I disagree, I disagree somewhat, I agree
somewhat, I agree, I agree totally). Family functioning, family health, and social support were seen as poor if the median
was 1.00–2.7, moderate if it was 2.8–4.5, and good if it was
4.6–6.0 (Lepistö et al., 2017).
The DFG instrument was developed for this study to
obtain information and parents’ experiences about the DFG
family intervention. The instrument contains 14 items. Questions concerning the number of sessions and the time spent
on them were included as “Is six sessions the right number
of sessions?” (Yes/No) and “How many sessions are suitable for DFG, according to you?” (1 = 1, 2 = 2……6 = 6).
Questions about the content and recommendation of DFG
sessions included: “Did you get practical tips for daily life?”
(1 = yes absolutely…0.5 = not at all) and “Would you recommend DFG to other parents?” (1 = yes absolutely…0.4 = no).
One open-ended question was included in the DFG instrument: “Could you describe your experiences, comments and/
or ideas about how to improve DFG?”. Parents filled out the
instrument after completing the DFG process (six meetings).
A session checklist was used to monitor adherence to the
identified themes and functions as a fidelity test to ensure
that the therapist is delivering the program according to
standards in line with the manual and their DFG training.
The checklist also helped the professionals navigate through
DFG, giving them structure, and reminding them to bring
up certain important themes with the families. Professionals working with families during DFG sessions filled in the
checklist after every finalized DFG process.
Demographic data were collected at the baseline stage of
the study. The demographic data for parents were obtained
in the first section of the FAFHES parent questionnaire
including gender, age, marital status, quality of relationship between parents (extremely good, good, average, poor,
extremely poor), basic education, professional education,
number of children, other members of the family having
NDD or related diagnoses, parents’ self-reported health
(extremely good, good, average, poor, extremely poor), and
managing as a parent in daily life (extremely good, good,
average, poor, extremely poor). The demographic data of
children concerned their gender, age, the child’s daytime
activity, diagnosis on referral, parents’ first concerns regarding the child’s neuropsychiatric problems, the effect of the
child’s NDD on his/her daily life, and the child’s earlier visits to the clinic. In addition to parent questionnaires, official
medical reports were used to include the diagnosis of the
children in the baseline demographics. The diagnoses of
the children were defined by medical doctors and pre-established (diagnosis already on referral) or established during
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the study at the neuropsychiatric clinic. Potential additional
diagnoses received after the study period were not included.
Both parents from the same family had the opportunity to
fill out their own FAFHES and DFG instrument, which were
completed when visiting the unit.

Data Analyses
Statistical analysis was carried out using IBM SPSS Statistics for Windows version 27. The total scores for the three
FAFHES variables were calculated by summing the score
for all the items in the variable and dividing the sum by the
number of items. The internal consistency of the scale was
evaluated using Cronbach’s alpha coefficients, with results
ranging from 0.86 to 0.96. The Kolmogorov–Smirnov test
was applied to verify that the FAFHES sum variables were
normally distributed. The distribution of FAFHES in the
intervention group and comparison group was checked using
the Shapiro–Wilk test. Nearly all had a normal distribution,
except for the social support of comparison group at T1.
The chi-square test or Fisher’s exact test was used to
determine whether a difference exists between the intervention group and comparison group and the demographic
variables. While some categories of demographic variables
were small, the relationship between dependent variables
(FAFHES) and demographic variables was analyzed using
the Mann–Whitney U test or the Kruskal–Wallis H test
with Bonferroni correction. A repeated measures analysis
of variance (ANOVA) was used to examine the effect of time
between the intervention and comparison group. The level
of significance (p) was set as ≤ 0.05.
The parents also produced qualitative data by reporting
their perceptions in writing more freely in response to one
open-ended question: “Could you describe your experiences, comments and/or ideas about how to improve DFG?”.
The responses to this additional open-ended question from
the DFG instrument were analyzed using content analysis
(Graneheim et al., 2017). The content analysis followed a
procedure using inductive content analysis, and therefore
the variables were not identified in advance. The qualitative
analysis began by reading parents’ written responses, and
frequent references to questions addressed in this study were
highlighted. This was followed by an identification of similar
sentences. Similar references were classified as a “subcategory” (grouping and combining similar or related answers).
These subcategories were named relating to the actual content and present parents’ opinions and hopes formulated to
the upcoming themes. The last step in the content analysis
was to create “main categories” based on “subcategories” by
analyzing similarities and differences relating to the content.
The results are presented as five main categories.
The researcher monitored the DFG session checklists,
filled by the professionals after every finalized DFG process.

Results
Associations Between Background Variables
and FAFHES at Baseline
At baseline, those parents who felt that the quality of the
relationship between parents was good or excellent (Md
4.9, Q1 4.4, Q3 5.2) had better family functioning (U 135.5,
p < 0.001) than those parents who felt that the quality of the
relationship was moderate, poor, or very poor (Md 3.8, Q
 1
3.6, Q3 4.5). Similarly, the parents who felt that the quality
of the relationship between the parents was good or excellent
(Md 4.3, Q1 3.8, Q3 4.7) had better family health (U 123.5,
p < 0.001) than those parents who felt that the quality of the
relationship was moderate, poor, or very poor (Md 3.7, Q
 1
3.4, Q3 3.8).
At baseline, the parents who reported managing
extremely well or quite well as a parent in their daily life
(Md 5.0, Q1 4.6, Q3 5.4) had better family functioning (U
93.5, p < 0.001) than those parents who reported managing
moderately or rather or extremely poorly as parent in their
daily life (Md 3.8, Q1 3.7, Q
 3 4.4). Similarly, those parents
who reported managing extremely well or quite well as a
parent in their daily life (Md 4.4, Q1 3.8, Q3 4.7) had better
family health (U 137.5, p = 0.000) than those parents who
reported managing moderately or rather or extremely poorly
as parent in daily life (Md 3.7, Q1 3.3, Q3 3.9).

The Effect of DFG on Family Functioning, Family
Health, and Social Support
There was a significant within-subjects effect of time on
family health (F(1, 50) = 10.2, p = 0.002, effect size = 0.169)
and social support (F(1, 50) = 52.8, p < 0.001, effect
size = 0.513), indicating that family health and social support increased in both groups over time. However, there was
a significant between-subjects effect of group (F(1, 50) = 6.1,
p = 0.017, effect size 0.108) and interaction between time
and group (F(1, 50) = 5.6, p = 0.022, effect size = 0.100) on
social support, indicating that there was difference between
groups and that social support increased more in the intervention group than in the control group (Table 3).

Participant’s Perception of DFG
Parents filled out the DFG instrument during the last DFG
session. Most parents (96%) taking part in this study felt
that DFG was provided at an appropriate time for them,
although some were provided with it immediately after the
child’s appointment at the clinic, and others after waiting
for a 3-month period. In the intervention and comparison
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Table 3  ANOVA results for FAFHES
Outcome measure
FAFHES

Intervention group

Comparison group

Within-subjects effects

Baseline

Baseline

Time

3 month

3 month

Mean (SD) Mean (SD) Mean (SD) Mean (SD) F

Family Functioning 4.44 (0.74) 4.39 (0.77) 4.63 (0.82) 4.60 (0.78) 0.538
Family Health
3.89 (0.52) 4.13 (0.60) 4.24 (0.63) 4.30 (0.65) 10.188
Social Support
4.10 (0.68) 5.17 (0.55) 3.93 (0.99) 4.48 (0.77) 52.757

m
Time*Group

Sig

ƞ

2

p

F

Sig

Group
ƞ

2

p

F

Sig

ƞ2p

0.467 0.011 0.016 0.900 0.000 0.916 0.343 0.018
0.002 0.169 3.504 0.067 0.065 2.718 0.105 0.052
< 0.001 0.513 5.550 0.022 0.100 6.074 0.017 0.108

ƞ2p =partial eta square

group, the parents felt that the optimal time for starting the
DFG intervention would be immediately or 1 month after
the child’s first visit to the clinic. Six sessions are usual for
DFG, and this was seen as adequate for most (86%) parents.
All the parents (100%) felt that all of the family members
had been taken into consideration during the DFG sessions. Parents felt (yes absolutely, or yes 96%) that they had
received advice and practical guidance, and that the DFG
had helped them to manage better with their child with NDD
(very much or much 89%). The parents taking part in this
study also recommended (yes absolutely, or yes 100%) DFG
as a suitable intervention to be delivered to other families
(Table 4).

Qualitative Data Results
The one open-ended question in the DFG questionnaire
constitutes the qualitative data results, which are presented
as five main categories, including subcategories. The first
main category “Practical guidance for daily life” included
subcategories of “Experience of getting practical guidance”
and “New procedure models for daily life”. This included
parents’ expressions such as “We experienced DFG very
positively. We received answers and solutions on how to
deal everyday difficulties” and “We got a lot of practical
ideas to take home.”
The second main category of “Being heard” included
the subcategories of “Good parent and family discussions
during the DFG sessions” and “Experience of professionals
listening to parents.” Parents felt that they had been given
full attention and expressed it with sentences such as: “It felt
great that we were listened to, whenever we had the need to
talk,” “The atmosphere was wonderful, allowing us to be
ourselves and it felt genuine,” “Our concerns were heard and
now we have survival strategies.”
The third main category “Getting information” included
the subcategories of “Experience of getting information as
parents” and “Experience of getting new understanding as
parents.” Quotes from parents included: “This was a good
experience, which helped us understand the child’s situation
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better…” and “We got a lot of new ideas, information about
the NDD symptoms, and support.”
The fourth main category “Positive feedback about own
parenthood” included the subcategory of “Experience of
getting positive feedback as parents.” This category was
explained by comments such as “The positive feedback
strengthened our self-esteem as parents” and “It is nice to
get feedback about your own parenthood. You do not get it
very often, at least not as much as in DFG.”
The fifth main category of “DFG was a needed and
rewarding experience” included subcategories of “DFG is
a positive experience, getting attention as a family.” Quotes
from parents included: “We experienced DFG as a positive
and relaxing experience” and “All six meetings were good
and helpful.”
Improvement ideas presented by the parents were, for
example, that DFG could include more than six sessions, and
that evening sessions would be appreciated. A few parents
also hoped that the DFG therapists would make home visits
and offer help in their home environment.
The analyses of the checklists used in this study verify
that all (100%) DFG programs have been implemented to
families according to protocol and the requirement of the
manual.

Discussion
The aim of this research was to study the effects of the DFG
intervention based on parents’ reports regarding family functioning, family health, and social support, using FAFHES
and DFG instruments. These randomized families were compared between intervention group and comparison group.
Surprisingly, families in both groups reported family functioning, family health, and social support as moderate or
good already at baseline. Referring to previous studies made
in these target families (Caicedo, 2014; Craig et al., 2016;
Duarte et al., 2005), getting such relatively good findings
concerning parents` experiences of family functioning and
family health already at the baseline was unexpected.
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Table 4  Participants’ (n = 29) assessment taking part of on the last
DFG session
Intervention
group
DFG instrument
Who gave the information about DFG
Doctor
Nurse
Was the DFG at appropriate time for your family
Yes
No
When is the right time for DFG
At once
After 1 month
After 2–4 months
How many DFG sessions did you have
1–5
6 (ordinary for DFG)
Is six DFG sessions adequate
Yes
No
What is adequate number of DFG sessions
4–5
6
7 or more
Did you have DFG sessions outside the clinic
Yes
No (usual in DFG)
Are DFG sessions outside clinic needed
Yes
No
What is best time for one DFG session
45 min
60 min
90 min (ordinary for one DFG session)
Who were delivering DFG sessions for your family
Nurse
Social worker
Were all family members taken into consideration
Yes
No
Do you recommend DFG sessions to other families
Yes, absolutely
Yes
Did you get practical advice and tips
Yes, absolutely
Yes
Maybe
How much did DFG help you to manage with your
child
Very much

n

%

6
23

20.7
79.3

28
1

96.6
3.4

18
9
1

64.3
32.1
3.6

1
28

3.4
96.6

25
4

86.2
13.8

25
4

86.2
13.8

2
27

6.9
93.1

9
19

32.1
67.9

1
3
25

3.4
10.3
86.2

26
3

89.7
10.3

29
-

100
-

26
3

89.7
10.3

16
12
1

55.2
41.4
3.4

11

37.9

Table 4  (continued)
Intervention
group
DFG instrument

n

%

Much
A little

15
3

51.7
10.3

The results of this study indicate that there were greater
improvements in social support for the DFG group, but no
between group differences in relation to family health. This
finding can be associated with the fact that the children with
NDD in these families were university hospital treatment
patients during this study. Moreover, the children in this
study were quite young, and there were no parent reports
of children having behavioral problems, nor ODD. Families
taking part in this study were receiving ongoing care (ordinary clinical treatment) for their child, and this could explain
the proportionally good baseline reports for both groups.
Although the families expressed moderate or good values
already at baseline, there were still some positive changes in
both groups concerning the experience of family health and
social support compared to baseline. The main result of this
study was that family health and social support increased
in both groups, but in the intervention group, the change
towards better health and support increased more compared
to the comparison group. According to Johnston et al.
(2012), there are many factors in the family environment,
family relationship, and family psychology/dynamics that
influence these target families.
The quality of the relationship between the parents was
connected to family functioning and family health. Those
families with excellent or good parental relationships also
had better family functioning and family health. This result
is in line with several studies (Craig et al., 2016; Duarte
et al., 2005; Hartley & Schultz, 2015; Hartley et al., 2010)
reporting that the nature of NDD symptoms reflects and
influences the whole family, including marital problems.
Naturally, the stressful and demanding nature of NDD symptoms may elicit marital miscommunication and inconsistencies in parenting, or a low frustration tolerance between
parents. Marital dysfunction was not profoundly examined
in this study, but according to Hartley et al. (2010), the risk
of divorce is significantly high in parents of children with
autism and reminds us of the need to pay attention to the
relationship of the parents during family interventions.
Obviously, the families in this study have children with
a different range of NDD disorders. A child’s behavior can
evoke negative reactions between family members and result
in dysfunctional parenting practices. Repetitive unsuccessful
parental efforts to control the child’s behavior can decrease
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the parent’s self-esteem, emotional well-being, and negatively affect their parenting identity. The parents in this study
expressed that positive feedback about their own parenthood
was important and that DFG was a rewarding experience
as a parent. It appears that getting positive feedback from
professionals about one’s parenthood and parental skills
has strengthening impacts on parenthood identity. Also, the
experience of getting practical guidance, having good discussions, and being heard during the DFG sessions seemed
to be meaningful for parents.
Coping as parent in daily life was connected to family
functioning, family health, and social support. The parents
in the intervention group received advice and practical guidance to help them in their daily lives, and this helped them
manage better with their child with NDD. This is in line with
the study by Craig et al. (2016) which indicated that increasing parents’ knowledge and skills can reduce stress and offer
parents empowerment. Having enough knowledge as a parent can foster a sense of independence and give confidence
in managing something that they had previously found to
be difficult.
Based on several studies (Biederman & Faraone, 2005;
Chen et al., 2017; Hudziak et al., 2005; Tick et al., 2016a),
due to a high heritability rate, there is an increased prevalence of the same kinds of symptoms or even diagnoses in
parents and siblings of children with NDD. In this study,
approximately one-third of the parents agreed that more than
one family member had neurodevelopmental disorders, and
several parents answered positively to the question concerning parents having long-term illness or a neuropsychiatric
disorder themselves. According to Rucklidge et al. (2007),
men and women with ADHD, regardless of gender, struggle
significantly with their own psychosocial functioning.
The role of parental attributions in children’s responses to
treatment is essential. A study by Caicedo (2014) claims that
families need interventions to improve health and functioning for both the parents and the children. In this study, nearly
all the parents reported that all of the family members had
been taken into consideration, and a family system perspective had been put into practice. Ansari et al. (2016) have also
confirmed that relationships among individuals within the
family are known to have a unique influence over the overall family system and that professionals can help parents in
establishing positive thinking towards the child.
Nearly all the parents, including those in the comparison
group, felt that the DFG intervention had been well-timed
and that DFG should be delivered to families very quickly
after the child’s initial appointment at the clinic. It could
be that families have already had the experience of struggling for several years, and a 3-month wait for DFG does
not cause much of a problem in comparison. According to
Moen et al. (2015), social support and support from community health services are strongly positively associated with
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family functioning. Thus, the knowledge of an upcoming
DFG intervention can probably provide families with comfort and alleviate their feelings of stress to some degree.
It is well-known that the family environment is an important factor in the development of every child, and family
dysfunction may serve as a risk factor that poses a bad influence on the child’s development and presentations of NDD
symptoms. It can be that a dialogic approach offers help to
identify aspects of parenting that are demanding in families’
daily life. The use of open dialogue (Seikkula & Trimble,
2005) throughout the DFG intervention process allows professionals to confirm families’ emotions, expectations, and
disappointments. With the help of dialogue, family members
get an opportunity to process and share their experiences,
combined with psychoeducation and guidance in practical issues. This study supports the findings of Evans et al.
(2015) that parents need space to discuss their worries and
reflect on their thoughts and feelings. This can be considered as an important factor in family interventions. However,
because only parents’ perceptions were studied, the results
of this study need to be seen as rather preliminary, and they
can only be considered to determine the parents’ perceptions
of the acceptability and usefulness of DFG. Furthermore, as
this study only provides limited information about the objective effects of DFG, there is a need for research using more
objective, observational measures to further ascertain the
effects of this intervention. Nevertheless, this study helped to
reveal many interesting aspects and factors, and these could
be evaluated in more detail by using a structured parental
interview in addition to the FAFHES instrument.

Limitations and Future Research
The FAFHES instrument has been tested in studies since
2002 (Astedt-Kurki et al., 2002, 2009) and has been found to
be a reliable tool in terms of construct validity and internal
consistency, as well as to have good psychometric properties with a Cronbach’s alpha for family functioning 0.92,
family health 0.80, and social support 0.98 (Astedt-Kurki
et al., 2009). These values are in line with the values from
the modified FAFHES instrument used in this study as at
T1, family functioning was 0.90, family health 0.86, and
social support 0.95, and at T2 family functioning 0.92,
family health 0.88, and social support 0.95. Although the
instrument was modified and tested in a pilot study and was
deemed applicable for families of children with NDD (Cavonius-Rintahaka et al., 2019), it needs to be noted that the
modified FAFHES instrument has been used only in these
two studies.
However, because only parents’ perceptions were studied,
the results of this study need to be seen as rather preliminary,
and they can only be considered to determine the parents’
perceptions of the acceptability and usefulness of DFG.
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Furthermore, as this study only provides limited information about the objective effects of DFG, there is a need for
research using more objective, observational measures to
further ascertain the effects of this intervention. The most
important area of future research is to examine the effects
of DFG using objective child and parent outcome measures.
Until then, the effects of DFG cannot be estimated reliably.
Other limitations are the reliance on parental report measures and the fact that the comparison group was aware that
they would receive the intervention at a later stage. Nevertheless, this study helped to reveal many interesting aspects
and factors, and these could be evaluated in more detail by
using a structured parental interview in addition to the FAFHES instrument.
All families included were clients of the same neuropsychiatric outpatient clinic at a university hospital, and therefore the results do not include any comparison between other
outpatient clinics or hospitals. The parents in this study are
representative concerning the focus group, because they all
have a child with at least one NDD diagnosis. Moreover,
the children became patients receiving ordinary care at the
university hospital during this study, and the families were
involved in the child’s assessment and treatment plan at the
baseline measure. Nevertheless, families drawn from several
different clinics could provide wider knowledge about families with diverse baseline experiences.
Several studies reveal that families of children with NDD
experience multiple challenges causing stress, burden,
exhaustion, and emotional problems. However, the families included in this study were an atypical representation
of parents with children with NDD, because surprisingly,
all the families reported moderate or good family functioning, family health and social support at baseline. Hospital
involvement can explain why the parents reported their level
of family functioning to be at least moderate already at the
baseline. These are limitations that need to be taken into
consideration when reading the results, as the relatively good
baseline family functioning and family health values most
likely affect the 3-month follow-up values. Accordingly, this
study may be seen as having limited capacity to produce
knowledge about the effects of DFG only concerning families with relatively good baseline values for family functioning and family health.
In this study, randomization was carried out in an atypical
way, as every second family that gave their consent to the
study was placed in the intervention group and every second
family to comparison group by a research assistant nurse.
Using a random number generator would have been a more
common form of randomization. According to Mohr et al.
(2009), there is little agreement or consistency concerning
the design and construction of control conditions, and yet
it is known that different types of control conditions can
produce significantly different effects on outcomes. Families

in the comparison group were at the same time waiting for
3 months to initiate their DFG intervention. This can be
considered as a limitation, as the knowledge of getting DFG
later can affect parents’ experiences and collected comparison group data. However, this was also an ethical decision,
because it seemed important to give all families meeting the
inclusion criteria in this study an opportunity to be provided
with DFG.
The treatment used in this study (DFG) was manualized,
its implementation monitored, a checklist was used during
DFG by professionals, and the intervention was carried out
by trained and supervised professionals (Cavonius-Rintahaka et al., 2020). The professionals worked in pairs when
delivering the intervention. In this way, the DFG interventions provided to families were aimed to be homogeneous
in quality and delivered in-line with the laid-out DFG intervention structure. The professionals received their DFG
education from the same educator, and this made the training equal for implementers. These procedures can be seen
as factors improving the intervention quality and reducing
any variability among professionals. On the other hand, the
impact of the professionals’ implementing DFG cannot be
completely ignored. According to Firth et al. (2020), interactions with professionals and differences between individual
professionals make the study vulnerable, and differences in
the skill levels of therapists are always possible. These therapist-related effects between those implementing DFG and
family outcomes should be considered in the future delivery
of DFG, and research conducted within this context. This
may have implications on the application of research evidence, and the outcome and delivery of DFG.
In this study, although the children were taking part in the
DFG sessions, they did not fill in their own questionnaires
and the children’s opinions are not featured in the results.
The results therefore involve only the parents’ perceptions,
and the children’s voices have not been heard, which is an
issue regarding follow-up research. More research is needed
using objective, observational measures to further ascertain
the effects of this intervention. Furthermore, there is a need
for knowledge about DFG’s effectivity in families with low
family functioning and family health at the baseline, and
studies on whether this treatment is effective with other diagnostic, or disease groups would be of interest.
Support given during a 3-month period to the entire
family can already increase families’ experiences of family health and social support. Managing in daily life as a
parent and the relationship between parents was associated
with family functioning and family health. Responses from
the DFG parent questionnaire report that practical guidance, information, dialogue between professionals and
parents, and positive feedback on one’s parenthood can be
strengthening factors. According to the parents, the advice
and practical guidance given in the intervention had helped
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them manage better with their child with NDD. Based on
the parents’ reports, it can be assumed that in addition to
the information provided, it is important to offer parents an
opportunity to engage in a dialogue about their experiences
and the emotions they face in their daily life with the child.
This study provides preliminary evidence that shows that
parents can have positive perceptions of DFG. But as the
results only present parents’ perceptions of the acceptability and usefulness of DFG, larger-scale and more rigorous
research is warranted to further ascertain the effects of this
intervention.
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