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Objectives of the presentation
Importance of conceptualizing service users’ needs and concerns for the design and
development of a culturally resonant and socially relevant intervention
◦ Using multiple family therapy (MFT) in helping Chinese families of children with
attention deficit hyperactivity disorder (ADHD) as an illustration
Report on the results of our cross-disciplinary study, which assessed the treatment
efficacy of multiple family therapy (MFT) in helping Chinese families of children with
ADHD from the parents’ and children’s perspectives
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Part One
•

What is ADHD?

Symptomology (APA, 2013)
Inattention

Impulsivity

Hyperactivity

Prevalence
12.0%
11.2%

10.0%
8.0%
6.0%

7.0%

6.3%

6.1%

4.0%
2.0%

2.4%

0.0%
Hong Kong
(Lam & Ho, 2010)

USA
(Singh, 2004)

Australia

UK

Taiwan

(Hinshaw et

(National Institute for (Hou et al., 2003)

al., 2011)

Health and Clinical
Excellence, 2000)

Unfavorable impacts of ADHD on children
Consequence

Attention Deficit

- attention deficit 
learning difficulties

Impulsivity &
Hyperactivity
- poor peer
relationship, social
difficulties

- Low self-image

Being
misunderstood

- Deprivation of learning
opportunities

mistaken as bad kid

- Self-harm or aggressive
behavior
-Being socially isolated

Part Two

• How is ADHD treated in Hong
Kong?

ADHD in Biomedical perspective
Neurodevelopmental disorder in early childhood
(Asherson et al., 2005)

Highly heritable (Thapar et al.,
1999)

Genetic (Asherson et al., 2005)

Contributions of socio-cultural factors
Unfavorable context of upbringing
◦ Child abuse
◦ Family poverty
◦ Drug abuse of the parents
◦ Maternal depression
◦ Parental ADHD
◦ Harsh parenting (Richards, 2013)

Traditional service model in Hong Kong
Early
assessment

Treatment
Behavioral
therapy

Medication
Referral

Uneven distribution of social welfare resource
Social Welfare system

Medical & educational
system

Children & parents’ views on traditional service
A child with ADHD

Parent
“I attended many talks: benefits and side
effects of medication, attention training, etc.
I am familiar with all these… but the
problem is I am never able to put it into
practice.”

“Those behavioral training is effective
on me…but I am not a dog! I don’t
need to be trained repeatedly! I am a
human being! I have the right of
freedom!”

An integrated framework: Bio-psycho-social perspective
Social context
Family

Child
ADHD

Service gap: psychosocial service needs of the
family

Parents not actively
involved
(Ma & Lai, 2014)

Overlook the
developmental needs of
children and their
families

Deficit perspective

Families in Hong Kong

Limited family quality time
• Long working hours
(Lau, Ma, Wong & Lai, 2013)

Lack of social network
• lack of support from extended
family
• Weak neighborhood
• Strong social stigma (Mak & Kwok,
2010)

• Parent-blaming attitude (Ma & Lai,
2014)

Environmental stress
•
•
•
•

Financial difficulty
Dual roles of parents
Overcrowded living condition
Competitive & academicallyoriented education system)
(Hsiao & Wan, 2001)

Unfavorable impact of ADHD on families
Parents Being:

Family life
becomes
organized
around the
symptom

Restrict family
interactions
Limit the family’s
options &
possibilities in
coping

Powerless
Being socially
misunderstood
Being submissive
Poor Parenting
competence
(Eisler, 2005)

Parent-child relationships


 Evidence

Maltreatment in parent-child
relationships (Ma, Lai & Wan, 2015)

 Good relationship
during play time

Parents of children with
ADHD tend to use harsh
and dominating parenting
skills

Child
rebellion

 Difficulties/conflicts
between parent and child
concerning children’s study
(Ma & Lai, 2014)
 Fathers’ role in older
children’s competence (Ma,
Lai & Lo, 2017)

Children with ADHD and parents’ stress
stress from
marriage

health issues

stress of family
caring

Parental stress

Child Behavior

Influence of school

Teachers are
distracted and have
difficulties in
teaching

Children with social
and learning
difficulties could not
behave well in class
without assistance

Part Three

• Service innovation:
Multiple Family Therapy

Definition of MFT
“Therapeutic work carried out with a group of families and their
individual members, all experiencing similar difficulties, in a setting
that permits mutual sharing, understanding and transparency.” (Asen
& Scholz, 2009; p. 1)

“MFT is a therapeutic method that brings together several families
affected by the same pathology (Gelin, Cook-Darzens & Hendrick,
2017; p. 2)

Rationale of adapting MFT

Evidence-based

Cost-effective

Consistent with our
understanding of the
problem

Organization of MFT
• 4 to 7 families per group
• P.1-P.6 children with ADHD

4

32
Psychohours education talk hours

4 full-day
program

6

2 reunions

hours

42 hours in total, complete in 6 months
• 12 groups completed, 66 families participated in the MFT

•

Duration: 2013 - 2015

First phase of our study
Aimed to develop a culturally unique and socially relevant
model of MFT for Chinese families of children with ADHD

Classification of the activities
1. Group Process Building

4. problem-focused

3.Intra family

2. Inter family

5. Mindfulness

Feedback from families
Parent
I am satisfied with the group in general
5

4

3

2

1= Strong dissatisfied/disagree/disengaged
5= Strong satisfied/agree/engaged

4.58

The activities help me to understand the developmental needs of child
4.38

Child

The activities could facilitate intra-family interaction and support Satisfaction with the group in general
3

4.28

The activities could facilitate inter-family
interaction and mutual support

0

1

2

4

4

The degree of devotion to the group activities

1

4.38
3

Satisfaction with this session

2

4.36

1 I am satisfied with this session

4.21

5

4.05
06

1

2

3

4

5

6

Feedback from the families
Child
“With more freedom……Because those prizes
and gifts only push you to work harder, but I
like freedom, letting me run around …… I don’t
feel like I am being trained.”

Parent
“I used to think there was a special method for
parenting children with ADHD. I used to put
limitations on myself...... I kept solving problems as
he had so many problems. But now, I realize he is
just like any other ordinary kid. Things that happen to
any ordinary kid happen to him. I mean I felt
isolated.”

Research output from the first phase of our study
Ma, J. L. C., Lai, K. Y. C., and Wan, E. S. F. (2017). Multifamily group intervention for Chinese
parents and their children with attention deficit hyperactivity disorder in a Chinese context. Social
Work with Groups, 40(3), 244-260, DOI:10.1080/01609513.2015.1132028.

Part Four

•Second phase of study:
Treatment efficacy of MFT

Research design
Control group

Pre-test

Psychoeducation
Talk

Post-test

• N=53 parents (42 children, 18 fathers, 32 mothers; 42 families)
•No. of psychoeducational talks = 8 talks

Experimental
group

Pre-test

MFGT

Post-test

• N= 61 (43 children; 22 fathers, 39 mothers; 43 families); 40 completed pre-and post-treatment

assessment, attribution rate 25.6%

•No. of MFT = 8 groups in this phase study

We hypothesized
Compared to parents in the control group, Chinese parents of children with
ADHD who have gone through MFT will have the following outcomes
◦ More positive perception of their children’s ADHD symptoms
◦ Decreased parenting stress.
◦ Higher quality of parental efficacy
◦ Higher level of hope
◦ Increased perceived social support

Socio-demographic characteristics of the parents
The control and experimental groups had similar socio-demographics
characteristics except that parents of experimental group were of higher level of
education than parents of the control group.

Results of our study

Change of parents
Positive change of parents’ perception of their children’s
ADHD behaviors
◦ Less serious and pathological
◦ Dropped to the cutting point suggesting no need to have
medication (Ma, Lai & Xia, 2018)

Fathers
◦ Improved parent-child relationships

Mothers
◦ Increased sense of competence (Lai, Ma & Xia, 2018)

Children’s perspective
 Effect of MFT on Children’s perception of





Competence
Hopefulness
Parent-child relationship
Perceived social support

 was statistically insignificant (Ma, Lai, Wan & Xia, 2018)

Qualitative inquiry on children’s (n = 13)
subjective experiences of MFT
Five themes
◦ Full of fun
◦ Building friendships through common experiences
◦ A happy family time
◦ Safe space
◦ Positive parental responses and communications (Ma, Lai, Wan &
Xia, 2018)

Part Five

•Discussion

On the parents’ perception of their children’s ADHD symptoms……
Positive change
in parent’s
perception of
children’s
symptoms

Possible
Interactive
treatment
efficacy

• Strengths-based, family centered and developmental
programme
• Facilitate intergenerational dialogues and exchanges
• Challenged parents’ view of their children’s pathology
• Parents appreciate children’s talents and strengths more

• Positive changes in parents’ perception of their children’s
ADHD symptoms were statistically significant only for those
parents with secondary school education
• Highly educated parents more resourceful and might have
already acquired a strengths-perspective in viewing their
children’s symptoms

Take home messages from our research
Multiple family therapy and psychoeducational talk has positive effects on fatherson relationships

Differential effects of our helping on fathers and mothers

Importance of father’s active involvement in family centered intervention for
children with ADHD

On parenting stress……
Significant
increase in
parenting stress

• Parenting stress in the experimental group had significantly
increased in the post-treatment
• Post-treatment data was collected a week before examination
period
• Possible negative spill-over effects of children’s school
examination

On parents’ perceived social support……
Mutual help
strengthens social
connection

• Overall perceived social support of all the parents and of the
mothers in the experimental group had significantly
increased
• Mutual sharing and mutual support in the group ameliorated
their sense of isolation and strengthened their social
connection

Reasons for no statistically significant change of
the children with ADHD
Small sample
Insensitivity of the measuring instrument to detect changes
Standardized questionnaire is too long for the children with ADHD to respond to
(Ma, Lai, Wan & Xia, 2018)

Contributions of the study
 Academic contributions
 First research on treatment efficacy of MFT for Chinese families of children
with ADHD in Hong Kong from the parents’ and children’s perspectives
 Enrich understanding on the general situation faced by the parents
 Contributions to social service
 Service innovation: evidence-based intervention for families of children
with ADHD
 Expand the existing service model and develop a socially relevant,
culturally specific and clientele-specific model of group practice

Limitations of the study
Research design not a randomized control trial (RCT)

All measures adapted were self-reported
Posttreatment data were collected one month after the MFT program,
sustainability of the positive effect detected remains unknown
No. of fathers participating not large enough, weaken comparison of the
treatment responses between the fathers and mothers

Challenges in the study process
Recruitment
o How to recruit participants of the experimental and control groups?
o How to involve and engage more fathers in our MFT intervention?

Data collection
◦ How to collect the children’s data?
◦ How to ensure the participants of the control group to respond to the post-treatment questionnaire?
◦ How to increase the response rate of the experimental group in the post-treatment phase”

Implementation of the MFT intervention
◦ Team building of our research team
◦ Ethical issues to be considered (e.g., handling of maltreatment between parent-child relationships)

Recommendations for future research
 RCT as the research design with larger sample size at multi-treatment centers

 More fathers should be encouraged to participate in MFGT and the study
 Longitudinal design (6 months and 12 months)
 Research on the process of MFT and the therapeutic factors

 (e.g., group cohesion)

Implications for future service
development
IN HONG KONG AND OTHER SOCIETIES

Transformed helping approaches for children
with ADHD
Adapted
interventio
n model

Service users’ needs

Evaluation
A developmental and strengthoriented approach

Current Service Model

Ideal Service Centre for
Families of Children with
ADHD

A need for holistic service system development
Active
parental
engagement

School &
social service
support

Develop children’s
potential &
improve parentchild relationship

Enhance interfamily resource

Enhance
intra-family
resource

Social impact of our research
 Practice project on MFT for the support of Chinese Families of Parent(s) in Recovery of Major
Depression
 Duration: 2016-2019
 Co-organized with New Life Psychiatric Rehabilitation Association

 Development of MFT model for Chinese families of adolescents with ADHD
 Thesis title of Ms. Julia Lo (current PhD student of the department, MFT research team member):
Development of an Ecological Multi-Family Therapy for Chinese Families of Adolescents with Attention Deficit
Hyperactivity Disorder: A Mixed-method Study

 Research project on the treatment efficacy of MFT for Adults with Asperger Disorder /HighFunctioning Autism Spectrum Disorder in collaboration with SAHK in May 2017

Research outputs
Ma, J. L. C., Lai, K. Y. C., Wan, E. S. F., Xia, L. L. (2018). Multiple family therapy for Chinese

families of children with attention deficit hyperactivity disorder: treatment efficacy from the
children’s perspective, and their subjective experiences. Journal of Family Therapy, 0:1-2. Doi:
10.1111/1467-6427.12240.
Ma, J. L. C., Lai, K. Y. C., & Xia, L. L. (2018) Treatment efficacy of multiple family therapy for Chinese
families of children with attention deficit hyperactivity disorder. Family Process. Doi:10.1111/famp.12297.
Lai, K., Ma, J. L. C., & Xia, L. L. (2018). Multi family therapy for children with ADHD in Hong Kong: The
different impact on fathers and mothers. Journal of Attention Disorders, 0 (0), 1-9,
DOI:10.1177/1087054718756195.
Ma, J. L. C., Lai, K., & Wan, E. S. F. (2017). Multi-family group intervention for Chinese families with a
child suffering from attention deficit hyperactivity disorders in a Chinese context. Social Work with Groups,
40(3), 244-260. DOI:10.1080/01609513.2015.1132028.

Research outputs
Ma, J. L. C., Lai, K., & Lo, J. W. K. (2017). Impact of Age and Symptoms Severity on Parent-Child Relationships and
Self-Perception among Chinese Children with Attention Deficit Hyperactivity Disorder, Social Work in Mental Health,
15(5), 538-554. http://www.tandfonline.com/doi/full/10.1080/15332985.2016.1261752.

Wan, E. S. F., Ma, J. L. C., Lai, K., & Lo, W. K. (2016). The Subjective Experiences of Attention Deficit and
Hyperactivity Disorder of Chinese Families in Hong Kong: The Co-construction of Meanings in Multiple
Family Group. Health & Social Work, 1-9. Doi: 10.1093/hsw/hlw023
Ma, J. L. C. & Lai, K. (2016). Paternal and maternal experiences in caring for children with attention deficit
hyperactivity disorder in a Chinese society. Asian Social Work and Policy Review. 1-15.
Doi:10.1111/aswp.12089.
Ma, J. L. C., Lai, K. Y. C. & Lo, W. K. (2016). Perceived social support in Chinese parents of children with
attention deficit hyperactivity disorder in a Chinese context: Implications for social work practice. Social
Work in Mental Health, 15(1), 28-46, DOI:10.1080/15332985.2016.1159643.
Ma, J. L. C., Lai, K., & Wan, E. S. F. (2015). Maltreatment in parent-child relationships in Chinese families
with children suffering from attention deficit hyperactivity disorder in Hong Kong: A qualitative study.
British Journal of Social Work, 1-19, doi-10.1093/bjsw/bev079.

Acknowledgement
The Research Grants Council (RGC) of Hong Kong financially supports this study
(RGC Ref. No. CUHK449012)

THANK YOU

Measures
Children

• ADHD symptoms
(Strengths and Weakness of ADHDsymptoms and Normal Behaviors Scale
(SWAN)
(SWAN, Swanson 2005)
• Parent-child Relationship Scale
(Ghanizadoh & Shams, 2008)

• Parenting Stress Index

(Abidin, 1990)

• Parent’s Sense of Competence Scale
(Gibaud-Wallston & Wandersman, 1978; Leung et al., 2003)

• Perceived social support scale
(modified from Ma, 1998)

• Parental Hope Scale

(Farran et al., 1990)

孩子(Child)

(Parent)

Parents

• Children’s hope scale

(Snyder et al., 1997)

• Global Self-Worth Index

• Children’s perceived social support
(Lau, 2001)

• Parent-child relationship

(Harter, 1985)

Table 1b. Socio-demographic characteristics of the parents
Overall
(N = 114)

Control Group
(N= 53)

Experimental
Group (N=61)

Chi-square Test of the
difference between the two
groups

No. (%)

No. (%)

No. (%)

χ2 (df)

14 (12.3)
36 (31.6)
1 (0.9)

8 (15.1)
17 (32.1)
0 (0.0)

6 (9.8)
19 (31.1)
1 (1.6)

Work Status
Part time
Unemployed
Missing value
Occupation
Administrative staff
Professional
Service operatives
Unemployed
Missing Value
Monthly household income
<HK$6,000 (<US$769)
HK$6,000 (US$769) – HK$10,000 (US$1282)
HK$10,000 (US$1282) – HK$20,000 (US$2614)
HK$20,000 (US$2614) – HK$30,000 (US$3846)
>HK$30,000 (>US$3846)
Missing value
Medication status of the child
Not on medication
on medication
Missing value

10.19 (6)
30 (26.3)
12 (10.5)
33 (28.9)
36 (31.6)
3 (2.6)

15 (28.3)
4 (7.5)
17 (32.1)
17 (32.1)
0 (0.0)

15 (24.6)
8 (13.1)
16 (26.2)
19 (31.1)
3 (4.9)
1.55 (4)

7 (6.1)
10 (8.8)
31 (27.2)
17 (14.9)
29 (25.4)
20 (17.5)

4 (7.5)
7 (13.2)
17 (32.1)
10 (18.9)
14 (26.4)
1 (1.9)

3 (4.9)
3 (4.9)
14 (23)
7 (11.5)
15 (24.6)
19 (31.1)

42 (36.8)
61 (53.5)
11 (9.6)

27 (50.9)
15 (28.3)
11 (20.8)

15 (24.6)
46 (75.4)
0 (0.0)

Table 1a. Socio-demographic characteristics of the parents
Overall
(N = 114)

Control Group
(N=53)

Experimental
Group (N=61)

Chi-square Test of the
difference between the two
groups

No. (%)

No. (%)

No. (%)

χ2 (df)
.201(1)

39 (34.0)
75 (66.0)

17 (32.0)
36 (68.0)

22 (36.0)
39 (64.0)

Sex
Male
Female
Age

6.36 (5)
<30
31-35
36-40
41-45
46-50
>51

3 (2.6)
20 (17.5)
27 (23.7)
41 (36.0)
16 (14.0)
7 (6.1)

Marital status
Married
Divorced
Widowed
Educational background
Primary
Junior secondary
Senior secondary
College or above
Missing value
Notes: *p < .05; **p < .01; *** p < .001

101 (88.6)
12 (10.5)
1 (0.9)
8 (7.0)
32 (28.1)
32 (28.1)
41 (36.0)
1 (0.9)

0 (0.0)
3 (4.9)
13 (24.5)
7 (11.5)
12 (22.6)
15 (24.6)
18 (34.0)
23 (37.7)
6 (11.3)
10 (16.4)
The control and3experimental
groups had similar socio4 (7.5)
(4.9)
demographics characteristics except that
parents
1.48
(3) of
experimental group
were of higher level of education
48 (90.6)
53 (86.9)
than parents of7the
control group.
5 (9.4)
(11.5)
0 (0.0)
1 (1.6)
11.63 (3) **
8 (15.1)
0 (0.0)
11 (20.8)
21 (34.4)
13 (24.5)
19 (31.1)
20 (37.7)
21 (34.4)
1 (1.2)
0 (0.0)

Table 1c. Socio-demographic characteristics of the children
Overall
(N = 88)

Control Group
(N=45)

Experimental
Group (N=43)

Chi-square Test of the
difference between the two
groups

No. (%)

No. (%)

No. (%)

χ2 (df)
1.40 (2)

69 (78.4)
19 (21.6)
8.19

33 (73.3)
12 (26.7)
7.91

36 (83.7)
7 (16.3)
8.49

41 (46.6)
31 (35.2)
16 (18.2)

11 (24.4)
20 (44.4)
14 (31.1)

30 (25.6)
11 (68.9)
2 (4.7)

Sex
Boy
Girl
Age (mean)
Medication
Yes
No
Missing
House income
<HK$6,000 (<£596)
HK$6,000 (£596) – HK$10,000 (£993)
HK$10,000 (£993) – HK$20,000 (£1,985)
HK$20,000 (£1,985) – HK$30,000 (£2,978)
>HK$30,000 (>£2,978)
Missing value
Parents’ marital status
Married
Divorced
Widowed
Others
Notes: *p < .05; **p < .01; *** p < .001

6 (6.8)
9 (10.2)
28 (31.8)
13 (14.8)
21 (23.9)
11 (12.5)
73 (83)
11 (12.5)
1 (1.1)
3 (3.4)

6.97 (7)
20.38 (2) ***

(4)
The control and experimental groups 1.26
had similar
socio3 (6.7)
3
(7)
demographics characteristics except that children of
6 (13.3)
3 (7) are on mediation more than children
experimental group
13 (28.9)
(34.9)
of the control15group.
7 (15.6)
6 (14)
10 (22.2)
11 (25.6)
6 (13.3)
5 (11.6)
2.60 (4)
38 (84.4)
35 (81.4)
5 (11.1)
6 (14)
0 (0)
1 (2.3)
2 (4.4)
1 (2.3)

Pre-post Tests Comparison of Control Group
Table 2. Results of the Paired Samples T-Test of the outcome achieved by all the parents, fathers and mothers in the
control groups after psychoeducational talk
Overall (N=53)
Mean (SD)

SWAN
ADHD - C
ADHD - I
ADHD - HI
PCR
PSOC
PSOC - Total
PSOC – Efficacy
PSOC – Satisfaction
PSI
PSS
PSS – C
PSS – Satisfaction
PHS

Pre

Post

.89 (.69)

.81 (.71)

1.12 (.68)

Father (N=17)
T (df)

Mean (SD)

Pre

Post

.947 (51)

.55 (.52)

.53 (.65)

.96 (.82)

1.71 (51)

.33 (.81)

.67 (.90)

.69 (.74)

-.14 (50)

3.58 (.48)

3.66 (.53)

-1.69 (50)

3.00 (.34)

3.06 (.32)

3.00 (.57)

Mother (N=32)
T (df)

Mean (SD)

T (df)

Pre

Post

.11 (15)

1.05 (.71)

.95 (.70)

1.23 (34)

.49 (.64)

.88 (16)

1.27 (.66)

1.11 (.79)

1.47 (34)

.80 (.64)

.64 (.79)

.83 (.90)

.78 (.77)

.49 (34)

3.43 (.31)

3.64 (.30)

.65 (15)
-2.23*
(15)

3.65 (.53)

3.67 (.61)

-.34 (34)

-1.23 (51)

3.10 (.34)

3.22 (.39)

-1.26 (16)

2.95 (.33)

2.98 (.26)

-.56 (34)

3.26 (.54)

-1.55 (51)

3.34 (.55)

3.53 (.69)

-.97 (16)

3.00 (.55)

3.13 (.40)

-1.19 (34)

2.81 (.59)

2.76 (.49)

.86 (51)

2.83 (.61)

2.84 (.48)

-.04 (16)

2.80 (.58)

2.72 (.49)

1.10 (34)

3.22 (.43)

3.20 (.53)

.26 (51)

3.12 (.33)

3.08 (.50)

.33 (16)

3.27 (.46)

3.26 (.54)

.07 (34)

2.62 (.37)

2.60 (.34)

-.28 (50)

2.65 (.34)

2.74 (.26)

-1.09 (16)

2.60 (.39)

2.53 (.36)

1.39 (34)

2.63 (.52)

2.67 (.43)

-.69 (50)

2.65 (.47)

2.79 (.32)

-1.24 (16)

2.61 (.54)

2.60 (.47)

.06 (33)

4.27 (.43)

4.11 (.47)

2.17* (51)

4.10 (.37)

4.10 (.42)

-.02 (16)

4.36 (.44)

4.11 (.50)

2.98** (34)

Except the mothers’ significant decrease on the ADHD-Inattention subscale, no significant changes on other scales has been found .

Pre-post Tests Comparison of Experimental Group
Table 3. Results of the Paired Samples T-Test of the outcome achieved by all the parents, fathers and mothers in the
experimental groups after the MFT intervention
Overall (N=61)
Mean (SD)

SWAN
ADHD - C
ADHD - I
ADHD - HI
PCR
PSOC
PSOC - Total
PSOC – Efficacy
PSOC – Satisfaction
PSI
PSS
PSS – C
PSS – Satisfaction
PHS

Pre

Post

1.11 (.74)

.71 (.72)

1.16 (.78)

Father (N=22)
T (df)

Mean (SD)

Pre

Post

5.07*** (60)

.91 (.48)

.55 (.66)

.78 (.75)

4.45*** (60)

.96 (.52)

1.07 (.84)

.63 (.80)

4.54*** (59)

3.41 (.47)

3.45 (.56)

3.02 (.37)

Mother (N=32)
T (df)

Mean (SD)

T (df)

Pre

Post

3.16** (21)

1.23 (.84)

.80 (.75)

3.99*** (37)

.62 (.72)

2.60* (21)

1.27 (.89)

.87 (.77)

3.58** (38)

.86 (.64)

.49 (.76)

3.08** (21)

1.20 (.92)

.72 (.82)

3.50** (37)

.05
(59)

3.32 (.38)

3.51 (.58)

-1.18 (21)

3.62 (.58)

3.54 (.61)

.911 (37)

3.14 (.35)

-2.29* (59)

3.10 (.29)

3.24 (.29)

-1.86 (21)

2.97 (.40)

3.08 (.37)

-1.53 (37)

3.15 (.58)

3.25 (.55)

-1.23 (59)

3.04 (.59)

3.19 (.56)

-1.12 (21)

3.21 (.58)

3.29 (.55)

-.687 (37)

2.79 (.62)

2.90 (.62)

-1.32 (59)

3.05 (.50)

3.13 (.41)

-.76 (21)

2.64 (.64)

2.76 (.69)

-1.08 (37)

3.10 (.60)

3.36 (.80)

-2.61** (59) 2.99 (.35)

3.12 (.61)

-1.16 (21)

3.16 (.71)

3.50 (.88)

-2.35* (37)

2.61 (.34)

2.70 (.40)

-1.93* (60)

2.62 (.32)

2.68 (.40)

-.65 (21)

2.60 (.35)

2.71 (.41)

-2.06* (38)

2.57 (.47)

2.75 (.52)

-2.47* (59)

2.59 (.38)

2.77 (.42)

-1.68 (21)

2.55 (52)

2.74 (.57)

-1.84 (37)

4.00 (.62)

3.88 (.57)

1.44 (60)

3.90 (.58)

3.92 (.57)

-.01 (21)

4.04 (.64)

3.85 (.58)

2.09* (38)

After the MFT intervention, the parents perceived significant improvement of their children’s behavior, perceived social support and
the sense of parenting competence.

Table 4. Univariate/Multivariate analysis of the variance of the change scores between experimental and control groups
Overall
Experimental group
Control group
(Valid N=60)
(Valid N=51)
Mean (SD)
Mean (SD)
SWAN

F

ADHD - C
ADHD - I
ADHD - HI

-.42 (.62)
-.40 (.66)
-.44 (.75)

-.06 (.57)
-.13 (.64)
.01 (.76)

3.47*
9.87**
4.58*
10**

PCR

.04 (.46)

.08 (.32)

.17

PSI

.09 (.78)

-.02 (.44)

.12 (.40)
.10 (.63)
.12 (.40)

.06 (.34)
.15 (.68)
-.05 (.46)

.10 (.39)
.19 (.58)

-.01 (.29)

PSOC
PSOC - overall
PSOC - efficacy
PSOC_satisfaction

Partial eta squared (
MANOVA)
or R squared (ANOVA)
.089
.083
.040
.084

Adjusted
R
Squared Cohen’s d

.075
.032
.076

.55
.42
.57

(.002)

-.007

.10

.849

(.008)

-.001

.18

.78
.716
.137
2.35

.021
.006
.001
.021

-.003
-.008
.012

.16
.08
.40

2.93
2.00

.026
.018

.017
.009

.32
.29

.045

(.000)

-.009

.44

PSS
PSS - C
PSS -overall
satisfaction

PHS
-.12 (.64)
Notes: * p < .05, ** p < .01, *** p < .001

.04 (.45)
.14 (.53)

Table 5. Results of the Multivariate analysis of the variance (MANOVA) of the score changes of SWAN
Tests of Between-Subjects Effects
Multivariate Tests

ADHD - C

ADHD - I

ADHD - HI

F

Partial eta
squared

F

Partial eta
squared

F

Partial eta
squared

F

Partial eta
squared

Intervention

8.97***

.165

16.04***

.146

9.33**

.092

15.26***

.142

Medication

.53

.011

1.02

.021

.88

.019

.55

.012

Education

2.01

.061

1.93

.058

2.29

.070

1.91

.059

Intervention*Medication
Intervention*Education

1.21
3.18*

.026
.065

2.53
5.46**

.026
.104

.82
4.65*

.009
.092

2.33
4.25*

.025
.085

Medication*Education
1.08
.066
1.16
.069
.87
.054
1.25
Notes: * p < .05, ** p < .01, *** p < .001
ADHD – C = Combined subtype; ADHD – I = Inattentive subtype; ADHD – HI = Hyperactivity – Impulsivity subtype

.075

Table 6. Results of the Univariate/Multivariate analysis of the variance of the change of SWAN between experimental and control
groups with parents’ education level controlled
Parents with junior secondary school education
Overall
Experimental group (Valid N=21)

Control group (Valid N=10)

Mean (SD)

Mean (SD)

SWAN

F

.29 (1.02)
.27 (1.03)
.31 (1.12)

3.82*
5.83*
7.64**
5.79*

Experimental group (Valid N = 18)

Control group (Valid N = 12)

F

Mean (SD)

Mean (SD)

ADHD - C
-.58 (72)
ADHD - I
-.61 (.72)
ADHD - HI
-.56 (.85)
Parents with senior secondary school education

Partial eta squared

Adjusted R
squared

.215
.208
.209
.167

.135
.181
.138

Partial eta squared

Adjusted R
squared

.270
.116
.022
.267

.147
-.013
.240

Partial eta squared

Adjusted R
squared

.003
.002
.000
.003

-.024
-.026
-.023

Overall

SWAN
-.12 (.36)
-.18 (.58)
-.06 (.40)

5.00*
3.80
.64
10.18**

Experimental group (Valid N = 21)

Control group (Valid N = 20)

F

Mean (SD)

Mean (SD)

ADHD - C
-.54 (.60)
ADHD - I
-.39 (.79)
ADHD - HI
-.70 (.62)
Parents with high school or above education

Overall

SWAN

ADHD - C
-.14 (.45)
ADHD - I
-.19 (.39)
ADHD - HI
-.10 (.65)
Notes: * p < .05, ** p < .01, *** p < .001

-.17 (.31)
-.18 (.44)
-.17 (.65)

.06
.07
.00
.12

Table 7. Results of the paired sample t-test for the pre-test and posttest outcome achieved by the children in the
experimental groups and control group after the MFT intervention
Control Group ( N = 45 )

Experimental Group (N = 43 )
t

Mean (SD)

Sig (2-tailed)

Mean (SD)

t

Sig (2-tailed)

Pre

Post

.416

3.09 (.51)

3.03 (.69)

.66

.515

.73

.467

4.18 (.84)

4.22 (.93)

-.30

.767

3.72 (.88)

-.68

.503

3.76 (.96)

3.94 (.99)

-1.23

.225

3.31 (.80)

3.29 (.90)

.15

.882

3.23 (.89)

3.32 (.98)

-.64

.542

Frequency

3.59 (.74)

3.72 (.77)

-.89

.378

3.84 (.74)

3.92 (.79)

-.74

.466

Importance

3.95 (.64)

4.06 (.71)

-.79

.433

4.16 (.59)

3.92 (1.01)

1.70

.097

Pre

Post

3.03 (.58)

3.12 (.64)

-.82

Mother-child relationship

4.02 (.62)

3.94 (.64)

Father-child relationship

3.62 (.86)

Perceived Competence Scale
Parent-child relationship

Children’s Hopes Scale
Student Social Support Scale

Notes: * p < .05, ** p < .01, *** p < .001
Perceived competence scale: 1= strongly disagree, 4= strongly agree; higher score indicates higher perceived competence.
Parent-child relationship: 1 = never, 5 = always, 0 = not applicable; higher score indicates better parent-child relationship.
Children’s hope scale: 1= none of the time, 5 = most of the time; higher score indicates greater hopefulness.
Student social support scale contains two subscales: frequency and importance; 1= never/unimportant, 5 = always/very important;
higher scores denote higher frequency/importance.

