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with neurodevelopmental disorders
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Abstract

Background Children with neurodevelopmental disorders (NDD) can have emotional and behavioral symptoms
affecting not only the child, but the whole family. Since family members have a strong impact on each other, studies
highlight the need to offer effective family interventions to strengthen the wellbeing of the family. The aim of the
current study is to clarify whether there is a difference between parents™ opinions regarding their child’s emotional
and behavioral condition immediately after Dialogical Family Guidance (DFG) has ended and after a three and six
month follow-up.

Method Fifty families with a child with NDD were randomized into two groups. Group 1 received DFG with an
immediate starting point, and Group 2 received DFG after a three-month waiting period. Parent experiences of
treatment response regarding their children’s emotional and behavioral symptoms were estimated before and after
DFG using the parent version of the Strengths and Difficulties Questionnaire (SDQ-p) at baseline, and after three and
six months. Additionally, comparisons between boys and girls, and the age of the child were analyzed.

Results The total difficulties score between Group 1 and Group 2 showed no difference immediately after DFG,

or after three months. Regarding subdomains boys had more peer problems than girls, and at baseline, children
between 3 and 6 years appeared to have more conduct problems than children between 7 and 13 years. Subdomain
prosocial behavior increased statistically significantly during the study period in Group 1. Other SDQ-p subdomains
remained constant in both groups between baseline and three and six month follow-up.

Conclusions The result does not show any differences between parents™ opinions regarding their child immediately
after or three months after DFG regarding SDQ-p total difficulties scores in either group. The difference between
younger and older children regarding conduct problems at baseline, and the difference between boys and girls
regarding peer problems is worth paying attention to in the clinical setting. Because of the small sample, it is not
possible to draw relevant conclusions regarding the intervention's effect regarding the child’s mental health
dimensions, gender, or age. Nevertheless, Dialogical family Guidance represents one intervention that can be used.
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Background

Neurodevelopmental Disorders (NDDs) are a group of
disorders involving neurological and psychiatric defi-
cits, also described as neuropsychiatric disorders. NDDs
have a starting point in early childhood and can include
multiple disorders affecting learning, language, intellec-
tual capacity, motor development issues such as coor-
dination, or appear as attention deficit hyperactivity
disorder (ADHD), autism spectrum disorder (ASD), tic-
disorder, oppositional defiant disorder (ODD), or obses-
sive-compulsive disorder (OCD). Overlaps within these
impairments are common, as well as the presence of
supplemental impairments, usually called as comorbidi-
ties [1-4]. Common comorbidities can be for example
ODD and behavior and anxiety disorders that result in
difficulties to manage the complicated and difficult symp-
toms [5]. The prosocial dimension of social competence
(for example empathy, cooperating skills) can also be
affected, although children's self-perception can be dif-
ferent compared to adults’ experiences [6]. The adverse
effects, symptoms, and the profile of NDDs may change
especially during the childhood period, and Gillberg [7]
presents these multiple NDD symptoms under a concept
called ESSENCE (Early Symptomatic Syndromes Elicit-
ing Neurodevelopmental Clinical Examinations).

Usually, NDDs run in the family, signifying a high
heredity factor. Family studies show a strong familial
incidence with NDDs, for example 80% in ASD [8-10]
and 76% in ADHD [11]. This means that a child with an
NDD in the family often implies that there is a major pos-
sibility that at least one another family member may also
have an NDD, or symptoms of an NDD [12].

There is no doubt that NDD symptoms appear strongly
among family members, and parent-child genetic similar-
ity is a naturally influencing factor via parenting behav-
ior. However, targeted work with children and parents
has been shown to be effective in empowering parenting
skills and improving the parent-child relationship [3, 4,
13-15].

Non-pharmacological methods are recommended
for children in this target group. Training and interven-
tions for children can target multiple different deficits
under the NDD umbrella, and for example, cognitive
training programs targeting executive function deficits
offer acceptable and feasible interventions. These kinds
of interventions can reduce problematic symptoms,
improve executive function deficits, and potentially
enhance social functioning in school aged children [16,
17]. Treatment planning for pre-school aged children

(35 years old) can be complicated because their develop-
mental and physiological differences can vary. The identi-
fication of symptoms and consideration of interventions
can take place before or at the beginning of school-age.
However, only little is known about non-pharmacological
treatment options for pre-school children, compared to
treatment options regarding school-aged children [18,
19].

Multimodal and psychosocial treatments offered to
children with ASD and ADHD have shown promising
results among all age-groups. Because of their individu-
ality and developmentally appropriate approach, they
have been found to be effective in reducing behavior
problems. But it is not only the comorbid conditions or
developmental level of the child that specifies the form
of intervention, and family factors like economic condi-
tions, ethnicity, and parental health like psychopathology
and cognition are involved [20, 21].

NDD symptoms may affect all aspects of the child’s life.
The symptoms and their impact change during the years,
including for example academic difficulties, social skills,
and parent-child relationships. The impact is among
other things also dependent on the child's age and the
demands, support and understanding of their environ-
ment. An environment that is sensitive and aware of the
individual needs of the child is vital. Targeted parenting
advice and support is evident to optimize the develop-
ment of the child's self-esteem and long-term mental
health development [22]. Parents have their own personal
experiences of family life, which is known to have an
impact on how the questionnaires are filled out and can
result in more specific gender-related information [23].
Accordingly, this study is aimed to target both parents.

Children with NDD often pose a challenge to parents,
causing increased stress and difficulties in raising these
children consistently and with confidence as parents.
The child's impairments can have a negative effect on
the child's development, but they also bring difficulties
to the parents’ management of their child's symptoms.
A dysfunctional family system can also lead to nega-
tive effects on parent mental health. Symptoms such as
heightened stress levels and feelings of anxiety or depres-
sion can follow as symptoms of parents’ illbeing. High
levels of parenting stress itself may also have negative
effects on family functioning and relationship factors
inside the family. But despite a knowledge of the asso-
ciation between child ADHD and parental stress, our
understanding alone is not enough if we do not success-
fully develop and offer accurate family interventions [24].
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The family environment naturally has a crucial role in
children's physical, psychological, and emotional devel-
opment. Consideration of parent-child relationships,
parental functioning, and family dynamics combined
with the prevailing family climate can offer an insight
into understanding the possible risks faced in families.
But particularly, families with children with NDDs can
struggle with day-to day problems to a much greater
extent than other families [25, 26].

Although it is known that NDD symptoms “run in the
family’, only little is known about how parenting and
family systems operate and how they influence the fam-
ily system. Thus, more effort is needed to better under-
stand what works when it comes to supporting parents
and children in family interventions [13]. Early family
interventions play an important role in families with a
child with NDDs, and increasing parents’ understanding
regarding their child with NDDs may reduce the risk of
dysfunctional parenting and parental stress. This paper
describes the use of Dialogical Family Guidance (DFQG)
in families having a child with NDDs. The assumption
is that family interventions can promote positive par-
ent practices and increase their understanding of their
child's behavior, which may in turn lead to improvements
in the child's behavior. However, further controlled stud-
ies concerning families with children with NDDs and tai-
lored family interventions are needed to confirm this [25,
27].

An SDQ-screening of children can help the early detec-
tion of NDDs and identify groups at-risk. When using
SDQ-p as a screening tool for NDDs, studies reveal that
problems with conduct, hyperactivity, and low prosocial
behavior can characteristically be seen as a comorbid-
ity in ASD and ADHD in 6-12-year-old boys [28]. Also,
a study by Bjornsdotter et al. [29] report that the SDQ-
questionnaire can be filled by primary health care work-
ers, teachers or parents as an initial tool for detecting
psychiatric problems used within the context of screen-
ing, assessment and evaluation of interventions. Par-
ticularly, younger children with ADHD appeared to have
more hyperactivity-inattention symptoms and more peer
problems, compared to older children. Their study also
revealed a significant gender effect, where girls had more
emotional and prosocial behavior problems compared
to boys. Problems with conduct, hyperactivity/inatten-
tion, peer problems and total difficulties scores showed
no gender differences. Differences between psychomet-
ric evaluations have been reported depending on coun-
try, geographical populations, culture, and the mother's,
father's or teacher's reporting regarding SDQ [23, 29,
30]. However, a study by Girela-Serrano [31] predicts that
adolescents with ADHD are probably going to need men-
tal health services as adults if they present more severe
symptoms of hyperactivity/impulsivity and emotional
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dysregulation based on SDQ-p scores obtained during
adolescence.

In our study, we used the SDQ-p questionnaire to
compare parent experiences of possible changes in
their child's behavior. The aim of this study is to clarify
whether there is a difference between parents’ opinions
regarding their child's emotional and behavioral condi-
tion immediately after the DFG intervention has ended,
and after a three-month follow-up. We also wanted to
study if there is a difference between boys and girls, and
whether the age of the child (4-6 years old and 7-13
years old) makes a difference regarding the SDQ-p total
difficulties score or its subdomains.

The Psychiatric Ethical Committee of the Helsinki Uni-
versity Hospital approved the study (106/13/03/03/2012).
Informed consent was obtained in writing from all the
participants (legal guardians, parents to children) who
took part in the study.

Methods

Participants

Families with children with NDDs were invited to par-
ticipate in the study. The children were referred to an
actual neuropsychiatric unit for assessment and to be
given treatment plans by a multidisciplinary health-care
team. The team included a child neurologist, child psy-
chiatrist, pediatric nurses, occupational therapist, speech
therapist, psychologists, and social workers. Also, the
treatment of the child could be carried out at this unit, or
outside the clinic more closely to the child’s home.

All of the families in this study have a child with NDDs,
for example ADHD, ASD, tics, or/and OCD. The chil-
dren were aged between 4 and 13 years old, and the main
diagnosis was most often ADHD and/or ASD along with
additional comorbidities. Parents required adequate
Finnish language skills to participate and were required
to be the biological parent or stepparent of the child.

The decision to include fifty families was made prior
to starting the data collection, based on the approximate
number of new children visiting the clinic during the
study period (January 2016 and December 2018). Sev-
enty-nine families met the inclusion criteria during the
data collection period. Families that refused to take part
in the study (n=29) gave the following reasons: problems
with time-schedules (n=17), having a long journey to the
clinic (n=3), feeling they did not need or were not inter-
ested in DFG (n=5), other policlinic visits coming up
(n=3), and language issues (n=1). A total of thirty-five
(N=35) families completed all the phases of the study.

Study design and data collection

Parents, who's child had a referral to the neuropsychiat-
ric unit for the first time were invited to participate in this
study when they arrived. Nurses delivered the invitation
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to parents, informing them about the study both orally
and in writing. Families who gave their consent started
by filling in the baseline questionnaires together. Families
were randomized into two different groups (Group 1 and
Group 2) through alternate allocation (Fig. 1). Parents
could not choose what group they were placed in, and
the answers given in their baseline questionnaires did
not affect their group allocation. Randomization in this
study were carried out by placing every second family in
Group 1 and every second family in Group 2. The nurse
informed the parents of what group they were placed
in. Families who were placed in Group 1 were delivered
DFG with a quick starting point (baseline) simultane-
ous with ordinary clinical treatment. Families in Group 2
were delivered DFG after three months of waiting, mean-
ing three months after the baseline. Families in Group 2
were on waitlist for Dialogical Family Guidance, receiv-
ing ordinary clinical treatment during this time. This
randomization process model was seen as an ethical one,
giving all families who hoped to receive DFG a possibil-
ity to get it, although the starting point varied between
families. (Fig. 1)

In addition to parent questionnaires, official medical
reports were used to include the diagnosis of the chil-
dren to form baseline demographics. The diagnoses of
the children were defined by medical doctors and usu-
ally determined before (diagnosis already on the referral)
or during the ongoing clinic visit to the neuropsychiatric
unit. Any additional potential diagnoses received after
the study period were not included.

Questionnaire

The questionnaire included the demographic character-
istics of parents and children, and the parental version
of the Strengths and Difficulties Questionnaire (SDQ-p).
The demographic data of parents and children was col-
lected at the baseline stage of the study. The demographic
data of parents included their gender, age, marital sta-
tus, basic education, professional education, number

Measure schedule: baseline, 0 months (T1) RANDOMIZATION
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of children, the quality of the relationship between par-
ents, other members of the family with NDD or related
diagnoses, parents’ self-reported health, and parental
long-term illnesses. The demographic data of children
included their gender, age, the child's daytime activity,
diagnoses mentioned on the medical referral, and the
effect of the child's NDD on his/her daily life according
to the parents.

The parental version of the SDQ (SDQ-p) is aimed
to briefly screen the emotional and behavioral condi-
tion of children and adolescents (SDQ-p 4-17 years),
and to assess their strengths and difficulties. The SDQ-p
includes 25 items, where 10 items reflect strengths, and
15 items reflect difficulties. Four subscales reflect difficul-
ties (hyperactivity-inattention scale, emotional symptoms
scale, conduct problem scale, and peer problem scale),
and a total difficulties score can be formed by summing
these subcategories. One subscale called the prosocial
behavior scale reflects strengths. Each subscale consists
of five items and the items are scored from 0 to 2 (0=not
true, never, rarely, 1 =somewhat, sometimes true, 2=cer-
tainly true, often) [32-34, 35].

Decke et al. [36] report a SDQ-p score over 13 to be
considered as indicative of a mental health problem. SDQ
has been widely used as a screening instrument in com-
munity screening programmes to potentially increase the
detection of child psychiatric disorders [37-39]. Studies
report the psychometric properties of the SDQ-p in dif-
ferent countries and cultures, for example Portugal [40],
Latvia [41], Finland [42, 43], Italy [44], and Norway [45].

Procedures and intervention

Dialogical Family Guidance (DFG) is a family interven-
tion tailored with help of a pilot study [46]. The DFG
tailoring process focused specifically on creating a suit-
able family intervention for families with a child with
NDD. Clinical experience from practice, theory-based
research, and the findings of a pilot study form the basis
of the DFG intervention. DFG is aimed to help all family

3 months (T2) 6 months (T3)

GROUP 1

T1 n=25,T2 n=23,T3 n=14

GROUP 2

T1n=25,T2 n=22, T3 n=21

Fig. 1 Study design and data collection
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members receive knowledge and gain an understanding
of NDDs, providing a reflective space for family members
to discuss their worries, thoughts, and feelings. The DFG
includes three guidance areas: psychoeducation (didactic
element), practical guidance for daily life (skill training),
and emotional guidance. Emotional guidance includes
family members' personal stories and unique experi-
ences. Alongside the psychoeducation, the identification
of the challenges and needs of all family members are
seen as important [46-48].

A strong collaboration exists between the DFG-ther-
apist and family members, who seek for effective parent
strategies and skills to strengthen family members" rela-
tionships with each other. By using dialogue, it is possi-
ble to meet family members' individual goals, and share
knowledge about the family system, family strengths,
parenthood, the parents® relationship, family crises, and
siblings” reactions within the family. Usually, NDD have
different impacts on family members. Open dialogue
can help family members to become aware of the family
dynamics and communication inside the family, and so
initiate a mutual learning process. Although it is impor-
tant to teach parents effecting parenting strategies, many
parents may simply need the space to discuss their per-
sonal worries, thoughts, and feelings.

To become a certified DFG-therapist, you need to be
a health care professional, with an own motivation and
willingness regarding family-oriented working methods.
Mainly registered nurses and social workers were attend-
ing the three-day training program before offering DFG
to families participating to this study. These profession-
als had all at least three years’ experience from the field
working with persons within neuropsychiatry. DFG
educational program includes reflective discussions e.g.
about family dynamics, family functioning, parenthood,
siblings, dialogue. All the themes were connected to neu-
ropsychiatry. Theoretical core topics e.g. parenthood and
a child with NDDs, family systems theory, parental NDD,
coping mechanisms in the family were offered side by
side with the reflective discussions. Supervision and con-
sultation were available for the DFG-therapists during
the study proceedings by the researcher. The whole DFG-
training program and DFG interventional details are
published by Cavonius-Rintahaka et al. 2020. (47, 49-50).

The DFG collaborative working process generally
includes six meetings (90 min per session) completed
within a 3-month period. The initial session consists of
dialogue between the DFG-therapist and parents, fol-
lowed by completing an initial plan for the other upcom-
ing five sessions. A session checklist is used to monitor
content adherence, and a DFG-manual is provided to
give structure during the DFG process. The manual con-
tains suggested themes for each session (child's develop-
ment and demands in daily life, communication in the
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family, family resources and network, relation between
siblings) [47].

All the families were receiving continuous ordinary
clinical treatment for their child during the DFG inter-
vention period. In the neuropsychiatric unit, care is
focused mainly on the child including assessments to
clarify their diagnosis, treatment planning, and some-
times the habilitation of the child is fulfilled within the
unit. DFG was offered in addition to the ordinary clinical
treatment. Usually, only the child with the referral gets
attention at the clinic, and the other family members do
not get any family interventions at that time.

In the study, every family participated in six sessions
during their DFG, but the number of family members
participating varied during the intervention, depending
on the family’s needs and wishes.

Statistical analysis

Statistical analysis was carried out using IBM SPSS Sta-
tistics for Windows, version 29 [51]. Differences between
group 1 and group 2 in terms of parents’ demographic
variables and children’s demographic variables were
tested with Crosstabulation and Chi-square tests. Five
subscales of SDQ-p were calculated by summing the
items and dividing them by the number of items. The
total difficulties score was calculated by summing the
items that reflect difficulties. The reliability of all six sum
variables was checked by Cronbach's alpha. Five sum
variables were normally distributed, except for Emotional
problems at T1. The Mann-Whitney U-test were used to
test differences between Group 1 and Group 2, between
boys and girls, and between age groups in SDQ-p scores.
The Wilcoxon Signed Ranks Test were used to test
change in SDQ-p scores from baseline to three-month
and six-month after intervention. The level of signifi-
cance (p) was set as <0.05.

Results

Sociodemographic and participant data

Group 1 and Group 2 consisted at baseline of a total of
50 families. A total of 60 parents took part in this study.
At baseline, 32 parents took part in Group 1 (12 fathers
and 20 mothers), and 28 in Group 2 (8 fathers and 20
mothers). There were no statistically significant differ-
ences in background variables between these two groups.
The mean age of the parents at baseline was 38 years (SD
5), and the mean age of parents in Group 1 was 37 (SD
5) and Group 2 was 39 (SD 6). In both groups, the mean
number of children was 2 (SD 1, minimum 1 and maxi-
mum 6).

Twenty-nine parents were under 38 years of age (48%)
and thirty-one parents more than 38 years of age (52%).
Most parents were married/cohabiting (75%) and the rest
reported not living together (25%). The education level
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of the parents was reported as university level for thirty-
four parents (57%) and college level or under for twenty-
six parents (43%).

The quality of the relationship between parents was
reported to be excellent or good according to thirty-nine
parents (65%) and moderate/poor or very poor accord-
ing to twenty-one parents (35%). Other members of the
family with neurodevelopmental disorders or diagnoses
were reported to exist in seventeen families (28%), and
not present in forty-three families (72%). Parent’s self-
reported health was reported as very good or good by
forty-six parents (77%) and moderate, poor, or very poor
by fourteen parents (23%).

The characteristics of the children in Group 1 and
Group 2 were quite similar (Table 1). The median age of
all children was 6 (Q; 5; Q3 7): in Group 1 it was 6 (Q, 5,
Q3 7) and in Group 2 it was 7 (Q; 5, Q; 8). The median
age of the child when parents first became concerned
regarding their neuropsychiatric problems was in Group
1: 3 (Q, 2, Q3 3) and in Group 2: 3 (Q; 2, Q5 4). The mean
number of the child's visits to the hospital or clinic
before DFG were 5 (SD 3).

Effects on the child based on SDQ-p regarding the onset of
DFG

There was no difference between the mean (SD) SDQ-p
total difficulties scores between Group 1 and Group 2 at
baseline: mean 17.68 (SD 5.39) in Group 1, and 16.68 (SD
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5.18) in Group 2. Accordingly, the other SDQ-p domains
were similar at baseline between Group 1 and Group 2.
(Table 2)

When comparing Group 1 and Group 2 between base-
line and six months, Group 1 finalized DFG three months
earlier (3 months follow-up) and Group 2 finalized DFG
at this stage. There was no difference in mean (SD)
regarding SDQ-p total difficulties scores between Group
1 and Group 2 at six months: mean 18.93 (SD 5.90) in
Group 1 and mean 18.71 (SD 5.57) in Group 2.

A statistical difference (p=0.033) was found regarding
the Prosocial subdomain between Group 1 and Group
2: mean 4.71 (SD 2.09) in Group 1 and mean 6.047 (SD
1.69) in Group 2. (Table 2)

Families in Group 1 received DFG with a quick start-
ing point (baseline), and families in Group 2 were deliv-
ered DFQG after three months waiting. The statistic result
means that subdomain Prosocial behavior regarding chil-
dren in Group 1 increased during the study period, indi-
cating that children's social skills increased. In Group
2 families were waiting three months for DFG to begin,
the subdomain Prosocial behavior decreased during the
study period, although these families also received DFG.

Comparison between genders at baseline, three and six
months based on SDQ-p

At the baseline, the Peer problems subdomain scores
showed statistically significant differences between boys

Table 1 Demographics of the children with NDD in families taking part in the study

All children Group 1 Group 2
Background variables % n % n % n p
Gender 0.247"
Girl 16.0 8 240 6 8.0 2
Boy 84.0 42 76.0 19 92.0 23
Age (years) 0.0412
<7 62.0 31 76.0 19 48.0 12
>7 38.0 19 24.0 6 520 13
Child’s daytime activity 0.037?
In daycare 66.0 33 80.0 20 520 13
At school 349 17 20.0 5 48.0 12
Main diagnose of the child -
Attention-deficit/hyperactivity disorder 220 11 200 5 24.0 6
Autism spectrum disorder 280 14 24.0 6 320 8
Delayed milestone 200 10 320 8 80 2
Speech and language disorders 120 6 120 3 12.0 3
Specific learning disorder 8.0 - - 16.0 4
Other (motoric or psychiatric 10.0 5 12.0 3 80 2
problems, unclear)
How the child’s NDD problems affect his/her daily life -
No symptom/hardly any symptoms 6.0 3 4.0 1 80 2
Symptoms occasionally 100 5 4.0 1 16.0 4
Symptoms often 40.0 20 48.0 12 320 8
Symptoms disturbing all the time 44.0 22 44.0 11 44.0 11

"Fisher’s exact test; 2Chi-Square test



Cavonius-Rintahaka et al. BMC Psychology (2024) 12:189 Page 7 of 12
Table 2 Comparison between Group 1 and Group 2 at baseline, three months and six months based on SDQ-p

Baseline (T1) 3 months (T2) 6 months (T3)

Group 1 Group 2 Group 1 Group 2 Group 1 Group 2

(n=25) (n=25) (n=23) (n=22) (n=14) (n=21)
SDQ-p M (SD) M (SD) P M (SD) M (SD) P M (SD) M (SD) p
Total difficulties score 17.68 (5.39) 1668 (5.18) 0263 1843 (4.50) 1782(6.33) 0759 18.93 (5.90) 18.71(557) 0748
Emotional problems 2.24(2.09) 2.72 (2.05) 0.297 91 (2.09) 3.32(2.46) 0614 2.07 (2.23) 9(2.09) 0.154
Conduct problems 3.36(1.89) 3.04 (2.15) 0518 3.26 (1.66) 3.59 (2.40) 0.638 1(1.86) 343 (2.16) 0.658
Hyperactivity, inattention  6.84 (2.90) 6.36 (2.34) 0356  7.13(2.34) 6.23 (2.62) 0.201 7.14(2.03) 6.38 (2.56) 0414
Peer problems 5.24(2.18) 4.56 (2.26) 0.225 3(2.51) 4.68 (2.147) 0.492 21(2.86) 452 (2.02) 0.496
Prosocial behavior 516 (1.77) 5.24 (2.45) 0.589 5.00 (1.88) 5.64 (2.06) 0.375 1(2.09) 6.047 (1.69) 0.033
Mann Whitney U-test
M=Mean
*T1=baseline, T2=3 months, T3=six months
Table 3 Comparison between Boys and Girls at baseline, three and six months based on SDQ-p

T1* T2* T3*

Boy Girl Boy Girl Boy Girl

(n=42) (n=8) (n=38) (n=7) (n=28) (n=7)
SDQ-p M (SD) M (SD) p M (SD) M (SD) p M (SD) M (SD) p
Total difficulties score 17.19 (5.55) 17.13 (3.56) 0.947 18.39 (5.76) 16.71 (2.81) 0.279 19.64 (5.61) 1543 (4.58) 0.090
Emotional problems 243(2.03) 2.75(2.38) 0.707 3.03(2.19) 357 (2.76) 0.646 282(2.11) 243 (2.64) 0614
Conduct problems 3.14 (2.08) 3.50(1.69) 0.649 347 (2.20) 3.14(0.69) 0.569 3.75(2.08) 2.71(1.60) 0.189
Hyperactivity, inattention  6.48 (2.54) 7.25(3.11) 0.291 6.66 (2.34) 6.86 (3.44) 0.546 6.82(2.14) 4(3.24) 0.692
Peer problems 5.14(2.27) 3.63(1.51) 0.036  524(231) 3.14(1.57) 0.020 525(234) 3.00 (1.63) 0.028
Prosocial behavior 498 (2.15) 6.38 (1.60) 0.079 5.21(1.97) 5.86 (2.04) 0.357 5.39(2.01) 6.00 (1.73) 0.680

Mann Whitney U-test
M=Mean
*T1=Dbaseline, T2=3 months, T3=six months

and girls: mean 5.14 (SD 2.27) with boys, and mean 3.63
(SD 1.51) with girls (p=0.036). After the three-month fol-
low-up (T2), the Peer problems subdomain scores were
mean 5.24 (SD 2.31) with boys, and mean 3.14 (SD 1.57)
with girls (p=0.020). At the six-month follow-up (T3)
the Peer problems subdomain scores were mean 5.25
(SD 2.34) with boys, and mean 3.00 (SD 1.63) with girls
(p=0.028). (Table 3)

The result indicates that Peer problems increased
regarding boys during the study period (T3 -T1). Regard-
ing girls, Peer problems increased likewise a little during
the study.

Comparison between children’s ages at baseline, three and
six months based on SDQ-p

The total difficulties score at baseline was statistically
significantly different in the two age groups. In the age
group 4—6 years, the total difficulties SDQ-p score mean
was 18.26 (SD 5.56), and in the age group 7-13 vyears,
mean 15.42 (SD 4.30) (p=0.038). (Table 4)

At the baseline, the Conduct problems subdomain
showed a statistically significant difference. In the age
group 4-6 years, the mean score was 3.68 (SD 1.96)
and in the age group 7-13 years mean 2.42 (SD 1.89)
(p=0.028). (Table 4)

The total difficulties score at six months (T3) was simi-
lar in the two age groups. In the age group 4—6 years, the
total difficulties SDQ-p score at six months mean was
19.545 (SD 5.43) and in the age group 7-13 years, mean
17.54 (SD 5.98). (Table 4)

The result indicates, at baseline (T1), younger children
(4—6 years) had more Conduct problems compared to
older children (7-13 years) being statistically significant.
Subdomain Conduct problems decreased a little after
three months (T2) and six months (T3) in the age group
of 4—6 years. Regarding the older children (7-13 years),
the subdomain Conduct problems increased a little
between baseline and three months (T2), and six months
(T3).

Changes during the six-month study period based on
SDQ-p

After three months compared to baseline (T2-T1),
children’s emotional problems increased (p=0.011).
In Group 1 the change regarding emotional problems
increased with statistical significance (Change: M=0.61,
SD=1.31, p=0.030). In Group 2, the change was smaller
(M=0.45, SD=1.53, p=0.151). The other SDQ-p subdo-
mains remained constant in both groups between base-
line (T1) and three-month follow-up (T2).
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Table 4 Comparison between children’s Age at baseline, three and six months based on SDQ-p

T1 T2 T3

Age Age Age Age Age Age

4-6 7-13(n=19) 4-6 7-13 4-6 7-13

(n=31) (n=30) (n=15) (n=22) (n=13)
SDQ-p M (SD) M (SD) p M (SD) M (SD) p M (SD) M (SD) p
Total difficulties score 18.26 (5.56) 1542 (4.30) 0.038 19.00 (4.97) 16.40 (6.02) 0.135 19.545 (543) 17.54 (5.98) 0.364
Emotional problems 2.55(1.96) 237 (2.27) 0.641 3.10(2.12) 3.13(2.59) 0.789 2.50(2.30) 3.15(2.30) 0.304
Conduct problems 3.68 (1.96) 242 (1.89) 0.028 3.73(1.87) 2.80(2.27) 0.138 3.91(1.85) 292(222) 0.157
Hyperactivity, inattention  5.74 (2.79) 6.37 (2.36) 0479 6.97 (2.27) 6.13 (2.90) 0.347 7.046 (2.26) 6.08 (2.50) 0.300
Peer problems 5.29(2.24) 4.26 (2.10) 0.219 5.20 (2.44) 433(2.02) 0.238 5.09(2.52) 1(2.10) 0407
Prosocial behavior 4.87 (1.78) 5.74 (2.54) 0.142 5.27(1.87) 540 (2.23) 0.855 5.32(1.99) 5846 (191) 0412

Mann Whitney U-test
*T1=Dbaseline, T2=3 months, T3=six months

At three-month follow-up (T2) compared to baseline
(T1) there were differences with boys concerning the
subdomain of Emotional problems (M=0.47, SD=1.43,
p=0.035), where increases were seen in the age group of
4—6 years (M=0.60, SD=1.25, p=0.011), but not in the
age group of 7—13 years (M=0.40, SD=1.72, p=0.359).

When comparing baseline (T1) to six-month follow-
up (T3), the subdomain total difficulties score increased
regarding boys (M=1.54, SD=3.33) and was statistically
significant (p=0.025). At three-month follow-up (T2)
compared to baseline (T1) there were differences with
age group 4—6 years concerning the subdomain Emo-
tional problems (M=0.60, SD=1.25, p=0.011).

Discussion

The aim of this study was to clarify whether there is a
difference between parents’ opinions regarding their
child's emotional and behavioral condition immediately
after DFG has ended and after a three-month follow-up
compared to baseline. SDQ-p questionnaires were used
to examine the DFQG effect on the child. We also wanted
to study if there is a difference between boys and girls,
and whether the age of the child (4-6 years old and 7-13
years old) is significant. The effects of DFG from a par-
ent perspective have been studied earlier [48] regarding
family functioning, family health, and social support, and
DFG was found to be effective. However, in this partic-
ular study, we wanted to focus on the child's condition,
even though it was from the parents® point of view.

This study did not show any difference in mean (SD)
regarding SDQ-p total difficulties scores between Group
1 and Group 2 at six month follow-up. At this point,
Group 1 had ended their DFG intervention three months
earlier and Group 2 had ended DFQG at that time. Accord-
ing to this result, there was no difference regarding the
child's condition according to parents, even though they
had gone through the six sessions included in the DFG
intervention. In this study, parents did not report any
harmful nor unintended effects.

After received DFG intervention, parents in this study
did not report any remarkable change in the behavior
of their child and unfortunately, it is not possible to find
an clear answer from this study regarding the effects
connected to the onset of DFG. However, in previous
research [48] regarding family health, functionality, and
received social support before and after DFG, parents
reported an increase of their experience of received social
support and health of their family.

It can be assumed that in the NDD context, three and
six month follow-up points are too short to capture any
differences in children's behavior, although DFQG is sup-
posed to help parents in everyday situations with their
child in the home environment. It should be noticed that
the children of the parents in this study were receiving
hospital care at a university clinic at this time. This usu-
ally means that before the University clinic visits the child
has been subject to often time-consuming clinical visits
within their process of basic care before the University
clinic visit is made available. At this stage, many of these
parents are burdened and affected by long-time stress,
and so positive changes can be difficult to discern during
a short time.

Several studies [21, 22, 27] reinforce that guidance to
parents can minimize the child's behavioral symptoms
(e.g., oppositional behavior), and so enhance parental
confidence and reduce their stress. Alongside the positive
effects on the behavior of the child, parent training can
result in parents having a more positive attitude and con-
structing methods to handle their child [21, 22, 27, 52].

When looking at the results in this study regarding the
subdomains included in the SDQ-p questionnaire, there
is a statistical difference to be found between the scores
reported in Group 1 and Group 2 regarding the Prosocial-
domain, indicating strengthened positive social talents in
Group 1 after DFG. This can be seen as a positive sign,
although a longer follow-up and larger dataset is needed
to make any firm conclusions. When comparing boys and
girls, boys seemed to have more peer problems than girls
and during the study period (six months) it appeared to
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increase. This is worth giving attention in clinical setting,
although in this study we have only a short follow-up
time to report. Also, the subdomain conduct problems at
baseline seemed to be more obvious regarding younger
children (4-6 years), compared to older children (7-13
years) in this study, meaning that younger children with
NDDs can be especially demanding with their family
members and friends and most likely affecting dynam-
ics in the family and quality of relationships. At the same
time, treatment planning for preschool aged children is
reported to be demanding because their developmental
differences [18, 19]. Additionally, younger children do not
have diagnoses in early age and the awareness of NDDs
among parents is naturally not yet sufficient at that time.

In this study, we got the parent perspective on their
children’s social skills, but the study by Vuori et al. [6]
reports that informant discrepancy can appear between
parents and children. Accordingly, future research should
offer children themselves an opportunity to complete the
questionnaires from their own perspective. Additionally,
other people such as teachers, grandparents or personnel
in day care centers could offer complementary insights
and perspectives regarding child behavior evaluations.

Due to the small sample size of this study, no com-
parisons based on gender or age can be made. However,
according to Borg et al. [43], 4-9-year old Finnish chil-
dren do show gender-based differences relating to SDQ-
scores, where boys have higher scores meaning more
health-related symptoms (total difficulties scores are
reported as 9/10- borderline, and 11/12— abnormal).

In a study by Koskelainen et al. [42] that tested the
SDQ-p questionnaire among primary and secondary
school children, boys had higher total difficulty scores
than girls in primary school. As been noticed in many
reports regarding SDQ, higher scores indicate more
behavioral difficulties, except for the prosocial subdo-
main where higher scores indicate higher resources [31,
32, 34, 37, 42]. It is notable that the boys and girls in our
study has significantly high scores, verifying that at base-
line, these children already have quite severe disorders
and disturbances. Although the results obtained after the
DEFG intervention and the show no change when looking
at the SDQ-p scores, some decrease of behavioral prob-
lems could still be possible. As previously mentioned, it
could be that the follow-up time was too short for the
parents to recognize positive changes in their child, but
when the child has NDDs, then changes towards the bet-
ter are often time and patience consuming.

Limitations

Mother and father reports of SDQ-p are not examined
separately in this study. This may give an incomplete pic-
ture of parents’ views on the child’s condition, as earlier
studies acknowledge that father involvement is usually
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minor compared to that of mothers. Obtaining sepa-
rate father and mother reports can be of importance to
highlight the difference between parents, and is rec-
ommended when studying parents’ opinions. It is also
acknowledged that informant combination can have an
impact on concordance and estimation regarding the
child’s symptoms [30, 44].

The number of respondents reduced during the study
period, and not all of the parents who attended at base-
line continued on to the six-month assessment point.
Therefore, these findings must be seen only as prelimi-
nary, and further studies are needed.

The Cronbach’s alpha value for the total difficulties
score was 0.59-0.63, and for the subscales between 0.54
and 0.76. These values can be considered as low, but are
in line with other studies, and may relate to the small
volume of data used in this study. Another perspective
on this low Cronbach's alpha is that the SDQ-p ques-
tionnaire was used as a data collection questionnaire, in
order to measure the effectiveness of the DFG interven-
tion and changes regarding child behavior. While the
SDQ-p questionnaire is used and suited to clinical pur-
poses, another questionnaire may have been more suit-
able for use in this study. The internal consistency of
different SDQ scales has been analyzed with Cronbach’s
alpha in a study by Koskelainen et al. [42], who report a
total difficulties score of 0.71, and subscale scores in the
range of 0.63—0.86. The Cronbach's alpha in the study of
Bezborodovs et al. [41] was scored as 0.786 for total dif-
ficulties and between 0.71 and 0.56 for the subscales.

Only parent reports based on the parents’ opinions
were used in this study, and any further examinations
by health care professionals and their opinions were
not included. The results are therefore only the opin-
ions of the parents who have taken part of this study and
reflect their experiences of their children. Thus, it is pos-
sible that another parent sample could include different
answers, and so yield different results.

As families received ordinary treatment alongside
DEFG, it meant discussions with professionals mainly con-
nected to the assessment of their child. In practice, the
health care needed for parents’ own child was present
and available for e.g. their questions during the study
period. This most probably affected parents” experiences
about receiving support and help to their child, although,
the rest of the family were not in focus during “treatment
as usual” period. It was only during the DFG interven-
tion, when siblings and parents received personal atten-
tion regarding issues concerning themselves or/and e.g.
family dynamics involved. It is therefore important to
give notice to circumstances of participants in this study.
This is a limitation regarding this study when effectivity
of DFG is discussed and evaluated.
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With these limitations in mind, it is noted that the
results for girls and boys are reported separately, which is
of importance regarding the knowledge needed in clini-
cal development processes. Also, the children’s age has
been considered when conducting the study and also
when reporting the results. However, in this study we
could not see any differences relating to the gender or age
of the children.

The power analysis was not made because of the small
sample size, which can be seen as a limitation regarding
the results. Most children in this study were already at
baseline according to SDQ-p in high-risk category having
behavioral difficulties of more severe kind. The sample
can therefore be seen as more typical within university
hospital care, but as not typical compared to primary
health care population level.

Although, many limitations exist, this study offers new
knowledge to professionals working with families in this
target group. This study offers clinically relevant aspects
involved when dealing with families with a child with
NDD. Above all, the importance of involving all family
members in the interventions is crucial.

Conclusions

SDQ-screening of children has been tested in many stud-
ies and is regarded as an effective way to detect children’s
early-stage psychopathological difficulties, emotional
disturbances, and hyperactivity demands. This study
addresses child symptom aspects that are familiar and
common under the NDD umbrella and highlights the
mental and peer relationship issues that are related to
NDD symptoms. The results of this study contribute
further knowledge needed when tailoring support and
treatment for children with NDDs and their families.
Although, this study could not demonstrate clear effect of
the DFG intervention on children’s mental health dimen-
sions, Dialogical Family Guidance remains a possible
intervention to be used in the given context.

Abbreviations
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NDD Neurodevelopmental Disorders
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ADHD  Attention Deficit Hyperactivity Disorder
oCh Obsessive Compulsive Disorder
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