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Abstract
Background  The psychosocial needs of families in which a parent is affected by life-threatening illness and has 
dependent children are extensive. However, few family-based interventions have been scientifically evaluated and 
even fewer have been evaluated long term. Therefore, the specific objectives of this study were to describe the 
parents’ perceptions of the timing and length of FTI in relation to the illness trajectory, to explore what activities learnt 
by the FTI still were practiced in the long-term and what content of FTI was perceived as most valuable to cope in the 
long-term.

Methods  This qualitative study involved a follow-up with nine parents (ill parents, n = 3, coparents, n = 6) 4 to 5 years 
after participating in FTI, where one parent was cared for in specialised palliative homecare. FTI is a psychosocial 
family-based intervention that consists of 6–11 manual-based meetings with the families led by an educated 
interventionist. FTI focuses on facilitating family communication about illness-related subjects, supporting parenting, 
and making the children’s needs visible. The data collection consisted of interviews and was analysed according to 
the phenomenographic method, focused on variations in perceptions.

Results  The parents perceived FTI as a way to alleviate feelings of loneliness, and some families were still using the 
obtained communication tools at the time of the interview. They also perceived that FTI contributed to the children 
being more open about their own feelings and thoughts. However, the parents wanted extended support after FTI 
ended based on their individual needs, for example, during and after bereavement, deteriorated health or occasional 
challenges faced by children in crisis. The parents perceived the peer support gained in conjunction with FTI as 
important social and emotional support both during and after the intervention. The interventionists were perceived 
as professional persons who promoted open and honest communication during FTI.

Conclusion  FTI is found to promote family communication both in a short- and long-term perspectives according 
to parents. They also found FTI useful in reducing their feelings of loneliness. Support over a longer period of time is 
desired and extra FTI meetings may strengthen the family as a whole in parallel with additional support for parents 
and children during the illness trajectory and in bereavement. They received support in dealing with strong and 
difficult emotions and learned conversational techniques that they still used at the time of the interview, indicating 
that the lessons learnt was integrated and valuable many years after the last FTI meeting.
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Background
Communication within the family in general is what 
binds family members together into a unit, which is done 
by helping them learn from each other, develop self-
confidence, express thoughts and feelings to each other, 
maintain family rules, present expressions and behav-
iours and resolve conflicts [1, 2]. However, when a fam-
ily is affected by life-threatening illness, they are forced 
to talk about difficult topics and family communica-
tion becomes challenging. The challenges become even 
greater as there are dependent children in the family 
and the parents have to talk to them about topics such as 
prognosis and impending death.

Life-threatening illness in parents with dependent chil-
dren has been shown to be associated with high risks of 
psychosocial distress for all family members [3, 4]. The ill 
parents struggle to cope with their illness and treatment 
while upholding family routines and maintaining parent-
ing roles [5, 6]. Similarly, the coparents strive to assume 
the roles of both parents while managing their partners’ 
care and balancing their own needs with the needs of 
their partner and children [7, 8]. Furthermore, the chil-
dren go through distressing experiences, such as uncer-
tainty in the parents’ illness progression, changed family 
life, worry and fear of death and dying [9]. A common 
concern for both parents and their children is how to 
communicate about the illness [5, 6]. Parents often find 
it difficult to talk to their children about death and dying 
[6, 8, 10]. Previous research has shown that open com-
munication within the family may lead to increased sat-
isfaction related to a well-functioning family life among 
parents and have positive effects on children’s psycho-
logical health [6, 11, 12]. Family communication can be 
improved by involving the entire family in an interven-
tion because it often enhances family members’ under-
standing of their own and each other’s perspectives and 
impacts and consequences of the parent’s illness [2, 13, 
14]. This suggests that interventions aiming to strengthen 
families’ communication strategies might be an appropri-
ate approach. The children are often aware that some-
thing is wrong and want honest information, feeling that 
they are given sparse information about the parent’s ill-
ness, but the children do not want to bother their parents 
with questions and concerns [6, 14–17].

Despite this, systematic reviews have shown that there 
are few evaluated family interventions for families with 
dependent children [18–20]. Even fewer family inter-
ventions have been evaluated in a long-term perspec-
tive. A psychosocial family-based intervention (Family 
Talk Intervention, FTI) that was originally developed 

for families in the psychiatry context was pilot-tested 
among families with dependent children where a parent 
had a life-threatening illness [21–23]. The main goals of 
FTI are to facilitate family communication about illness-
related subjects, support parenting, and making the chil-
dren’s psychosocial needs visible, which corresponds 
with what earlier research has found that these families 
need. In the evaluations in conjunction with the end of 
FTI [21–23], our research group found that the parents 
reported that family communication improved as family 
members learned communication strategies that facili-
tated open sharing of thoughts and feelings. A majority 
of the families found FTI well-structured and adaptable 
to the needs of each family [21]. The children reported 
that they felt seen, heard and acknowledged during the 
intervention period, but also that FTI increased their 
knowledge about the illness and that they felt it became 
easier to talk to their parents [14, 24]. However, to date, 
no long-term evaluation of FTI has been carried out, and 
we therefore wanted to identify what perceived value the 
intervention had for the families in the years following 
participation. Knowledge of how sustainable the effects 
of FTI are important to explore for further development 
of the intervention. The specific objectives of this study 
were to describe the parents’ perceptions of the timing 
and length of FTI in relation to the illness trajectory, to 
explore what activities learnt by the FTI still were prac-
ticed in the long-term and what content of FTI was per-
ceived as most valuable to cope in the long-term.

Methods
Design
This is a qualitative long-term follow-up study with par-
ents participating in FTI during 2017–2018 [21]. A phe-
nomenographic approach was applied.

The family talk intervention
FTI is manual-based and is led by FTI-educated inter-
ventionists, which, in the present study, included a social 
worker and deacon. The interventionists were solely 
responsible for the implementation of the intervention 
and did not participate in either the interviews or the 
data analysis. FTI has an eclectic approach that includes 
psycho-educative, narrative and dialogical ways of work-
ing. The psycho-educative element focuses on increased 
knowledge about the illness and related subjects. The 
narrative element involves the family’s own stories and 
is central in FTI; family members share their stories with 
each other and create a joint family history. The dia-
logical way of working focuses on making problematic 
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situations visible by making the children’s voices heard, 
sharing experiences within the family and seeing all the 
family members’ different perspectives [25]. FTI entails 
six meetings, with intervals of one to two weeks between. 
If the intervention is interrupted unexpectedly and can-
not be finished as scheduled because of extraordinary 
circumstances, extra meetings (7–11 in quantity) are 
available. (Table  1). The meetings in FTI are organised 
within the same family, which meant that the meetings 
were not open to other families or other external parties.

Setting and participants
The present qualitative study involved interviews with 
a purposive sample consisting of nine parents (ill par-
ents n = 3, coparents n = 6) four to five years after par-
ticipating in FTI in families in which one parent had a 
life-threatening illness and was cared for in specialised 
palliative homecare in Stockholm, Sweden (Table 2). The 

specialised palliative homecare service provided 24-hour 
support to patients and their families by multiprofes-
sional teams who had specialist competence in palliative 
care. In Sweden, a palliative home care team may consist 
of palliative medicine specialists, specialist nurses, nutri-
tionists, occupational therapists, psychologists, social 
workers, physiotherapists, and priests [26, 27]. Eligible 
families for FTI were those that included a parent with a 
life-threatening illness and who was enrolled in special-
ised palliative homecare service from March 2017 to Feb-
ruary 2018. In line with the World Health Organization 
(WHO), we have referred to life-threatening illness as the 
parent’s diagnosis most likely to result in death within 
the foreseeable future, but without giving a specific time 
frame [28]. The families needed to be able to speak and 
write Swedish and have at least one child aged between 6 
and 19 years, at the time for the intervention.

Table 1  Organisation of FTI meetings implemented in 2017/2018
Meeting No. Attendees Meeting agenda
1 and 2 The parent(s) Their experiences of the situation, as well as the consequences of the diagnosis for each family mem-

ber. During the meeting, each child’s situation will be discussed, including strengths, problems, worries, 
the situation in school and with friends, their social network and the child’s knowledge of the disease.

3 The child(ren) The child’s life situation, feelings, understanding of the disease, hobbies, the relationship with their 
parent(s) and siblings and the social network. The interventionists identify protective factors from the 
child’s narrative (e.g., well-functioning school), as well as risk factors (e.g., poor social network).

4 The parent(s) Focuses on planning the family meeting. The family members narratives are taken into account and 
serve as a guide for the upcoming family meeting.

5 The family ‘The family talk’. It consists of questions and issues raised earlier by the family members. This family 
meeting can be seen as a starting point for communication within the family.

6 The family A follow-up with all family members. The meeting is guided by the family members’ needs, for ex-
ample, regarding communication and parenting.

7–11 If the intervention is interrupted unexpectedly and cannot be finished as scheduled because of ex-
traordinary circumstances, extra meetings are available.

Table 2  Demographic characteristics of participants and their familie
Gender Man (n = 1)

Woman (n = 8).
Age
(min- max)

40–61 (median = 49).

Ethnicity Families of Swedish ethnicity (n = 6)
Families of mixed ethnicity (n = 2)
Families of non-European ethnicity (n = 1).

Role within the family Ill parent (n = 3)
Coparent (n = 6)

Diagnosis of ill parent Cancer (n = 9).
Relationship status Widow (n = 5).

Married (n = 3).
Single (n = 1).

Years since parent’s death 5 years (n = 5)
Number of children (min-max) 1–4 (median = 2)
Children’s age
(min- max)

4–22 (median = 12).

Number of children participating in the interview (min-max) 0–2
Duration of interview
(min- max)

16–67 min (median = 30 min)
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Out of 20 families that were included in FTI [21] 12 
families participated in a survey one year after they had 
participated in FTI (2017–2018). At the end of the sur-
vey, we asked the parents if we could contact them in the 
future. Of the 12 families, 10 consented to be contacted 
for eventual additional data collection. These 10 families 
were contacted by telephone (by MLö, UK) during the 
spring 2022, with an invite to participate in an interview 
study about FTI. Nine participants consented. The reason 
for not participating (n = 1) was lack of time. The families 
themselves decided which family members would par-
ticipate in the interviews. In all the families, one of the 
parents (ill or healthy) chose to take part. In five of the 
families, the ill parent had died. In the remaining four 
families, three families consisted of two parents (partici-
pating in the study: ill parents n = 2, coparents n = 1), and 
one family consisted of an ill single parent. All but one 
of the interviewed parents were women. All participat-
ing ill parents had a cancer diagnosis, and all coparents 
lived/have lived with a partner with cancer. The families 
had between one and four children (median 2), and the 
parents’ ages ranged between 40 and 61 years (median 49 
years).

Data collection
The interviews were carried out between March and May 
2022 in a place chosen by the families (families home 
n = 4, digitally n = 5) and were primarily conducted with 
the parents. However, the children were physically pres-
ent in three of the interviews. Some of these children 
contributed by confirming what the parents expressed 
during the interviews. A semi structured interview guide 
was used, and initially, the parents were encouraged to 
openly describe their memories and perceptions of par-
ticipating in FTI. The interview guide was structured in 
such a way that each topic corresponded to a specific 
objective. Thereafter, in line with the objectives, the par-
ents were asked about their perceptions of the timing of 
the intervention and what they may have applied in the 
years since. In addition, the parents were encouraged 
to share their perceptions of what else might have been 
needed in FTI and how they ideally wanted to be sup-
ported. The length of the interviews ranged from 16 to 
67 min (median = 30 min).

Data management
Before the interview, the families gave informed consent, 
both verbally and in writing. Regional Ethical Review 
Board in Stockholm and the Swedish Ethical Review 
Authority (Dnr. 2017/7–31/1 and 2021–05295) approved 
the study.

The primary material in the research project, that is, 
the interviews, was processed only by the research group 
and stored in a secure cloud service at the university. 

Thereafter, in line with Swedish and European regula-
tions, the data will be archived at the university and 
destroyed after 10 years [29].

Data analysis
Phenomenography was chosen as the method of analy-
sis in order to uncover the qualitatively different ways 
the parents perceived FTI in the long term (cf. 29–32). 
Through the phenomenographic analysis, similarities and 
differences in perceptions were discovered both on an 
individual and collective level, and clusters of common 
meanings defined the descriptive categories. The findings 
are presented in an outcome space, which covers the dif-
ferent descriptive categories and their logical relationship 
[30]. There are various ways to conduct a phenomeno-
graphic analysis [31–34], which is done with accompany-
ing analysis steps. In the present study, the analysis was 
carried out in seven steps, as inspired by Hyrkäs et al. 
[35]. In line with the phenomenographic method, empha-
sis was placed on the second order perspective, that is, 
how the parents perceived FTI [30].

Step 1 involved repeatedly reading transcripts and 
listening to voice recordings of the entire material to 
obtain an overall picture. Step 2 consisted of selecting 
the comments of interest for the research aim, and step 
3 consisted of comparing the comments of interest with 
the content of the transcripts to ensure a proper under-
standing. Steps 1 to 3 were initially conducted by the first 
author. The comments and preliminary understanding 
were then discussed in the research group. Step 4 con-
sisted of the formation of pools of meanings by grouping 
the comments of the previous stage. In step 5, the simi-
larities and differences of the pool of meanings, nam-
ing the emerging categories, and further testing them, 
by comparing them with the entire data (code-recode). 
Step 6 involved the generation of descriptions of cat-
egories and their interrelationships, that is, if they were 
hierarchically, horizontally or vertically linked. During 
steps 4–6, the research group compared and critically 
examined pools of meanings, categories and outcome 
space until a consensus had been obtained, using quota-
tions to make the decision trail visible [36]. Finally, step 
7 consisted of renaming the categories using concepts 
that describe the material as well as possible. The analysis 
process consisted of going back and forth in the different 
stages of analysis, and all stages of the analysis and out-
come space were discussed until a consensus had been 
reached in the research group.

Results
The analysis revealed an outcome space consisting of one 
main category, ‘A way to alleviate feelings of loneliness’, 
and three descriptive categories consisting of parents’ 
qualitatively different perceptions of participating in FTI, 
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all described on a collective level. The descriptive catego-
ries were as follows: [1] support from professionals and 
peers [2], strategies to manage strong emotions and dif-
ficult issues, and [3] Supporting children to manage the 
situation. In this context, the term ‘support’ is directly 
linked to which aspects the participants in the study per-
ceived as supportive in FTI.

The main category summarises the findings at a higher 
level of abstraction and could be further understood by 
the descriptive categories. ‘Strategies to manage strong 
emotions and difficult feelings’ and ‘Supporting children 
to manage the situation` were mutually influencing, but 
superior to ‘support from professionals and peers’. The 
latter descriptive category, contains descriptions of per-
ceptions of FTI as a phenomenon, and is a prerequisite 
for the remaining two descriptive categories.

The Outcome space can emerge differently in various 
studies and settings, in terms of various hierarchies [34]. 
The outcome space i.e. the relation between the main cat-
egory and descriptive categories in the current study, is 
illustrated in Fig. 1. The figure is organised hierarchically, 
starting from the descriptive category “support from pro-
fessionals and peers” and moving upwards to the main 
category “A way to alleviate feelings of loneliness”.

A way to alleviate feelings of loneliness
The main category is made up of perceptions that partici-
pation in FTI is a way to alleviate feelings of loneliness. 
At the same time, the parents perceived that if this was 
to be achieved, the structure and timing of the inter-
vention needs to be adapted to the families’ individual 
needs. Parents’ perceptions of the timing of FTI varied 
both according to individual preferences and according 
to where the ill parent was in the course of the illness at 
the time of the intervention. Some perceived it as benefi-
cial to participate while the ill parent was still alive and, 
thus, able to share thoughts and feelings with the rest of 
the family; the parents perceived that the intervention 
contributed to greater openness within the family. How-
ever, the ill parent’s participation required that the par-
ent still was healthy enough to participate. In cases where 
families were not able to share their thoughts and feelings 
because of cognitive limitations that made this impos-
sible, the coparents perceived that the intervention came 
too late. Greater openness within the family seemed to 
prevent loneliness, whereas a lack of openness appeared 
to increase the level of perceived loneliness.

Parents who perceived it as positive that the interven-
tion came early in the course of the illness described that 

Fig. 1  Illustration of the main category, the descriptive categories and their relationships
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it reduced feelings of chaos and loneliness. Some per-
ceived a relief from the structure FTI provided because 
it supported decision-making. Others expressed a desire 
that FTI should be a mandatory intervention for fami-
lies in difficult situations because it is easier to attend 
meetings than to initiate support services on one’s own. 
On the other hand, there were families who perceived 
that FTI came too early because the chaos they were in 
was initially overwhelming, making them unresponsive 
to support provided by the intervention. These families 
were in greater need of other forms of support, such as 
crisis management. Support by means of FTI provided 
when the family is receptive prevents loneliness, while 
FTI to not mentally ready and/or motivated families is 
counterproductive.

In addition to the timing of FTI, parents stressed the 
need for more support after the FTI had ended. The 
majority of parents perceived that FTI should consist of a 
greater number of meetings and that the meetings should 
take place over a longer period of time, that is, over the 
course of illness and also after the death of those fam-
ily members left behind. They suggest that the extended 
support should be adapted to the individuals’ needs and 
different phases of the illness trajectory, that is, percep-
tions of content related to practical issues such as adapt-
ing the home to the needs of the ill parent, information 
and preparation of the children for the death of the par-
ent, financial issues such as sickness benefits and wills 
and bereavement support. The perception of loneliness 
was strengthened when support meetings through FTI 
ended and the parents felt left alone with unmet needs.

Support from professionals and peers
This descriptive category was a prerequisite for the main 
category and consists of varied perceptions regarding the 
meaningful traits of the professional interventionists, FTI 
as an intervention programme in itself and new friend-
ships acquired in conjunction with FTI.

Through FTI, families were able to meet FTI-trained 
interventionists. A common perception among both ill 
and coparents was that it was positive to meet someone 
outside the family who was a professional with specific 
knowledge in palliative care.

. It was nice to be able to share thoughts with other 
people who understood the situation and did not 
back down. They were not afraid to get into this con-
versation. ….
Participant number; four.

There were variations in what parents perceived as mean-
ingful in the professional support they received through 
FTI. Some emphasised that professionals with a genuine 
understanding of the situation were important, as well 

the certainty that they in their role and competence dared 
to raise sensitive issues. Others emphasised that FTI was 
a part of a research project, which contributed to the par-
ents’ perceptions of the intervention as a promising form 
of support. Previously demonstrated promising effects 
through scientific testing gave the parents faith that the 
intervention could also help them in their situation.

… For those who are sceptical, you can say that this 
is based on science. The intervention is based on 
research and follows a pattern, and it has proven to 
be helpful … I think that is an important argument 
to emphasise. ….
Participant number; seven.

FTI interventionists mainly facilitated family commu-
nication, but also some practical help (e.g., organising 
meetings with the school, assisting with the procurement 
of aids, help with filling in applications, etc.). This was 
perceived as positive by both the ill and coparents.

The interventionists contributed to the possibility of 
meeting others in the same situation as themselves by 
facilitating contact with other families. The parents per-
ceived FTI as positive, and their new network was used 
in different ways: discussions about difficult feelings and 
emotional support, practical help and people to socialise 
with for pleasant events.

. Yes, we have a difficult loss in common. But it’s 
not like we always sit and cry … we have fun when 
we meet, we are friends and we have a good time 
together. ….
Participant number; two.

For most parents, the friendships created during their 
participation in FTI were still ongoing today, years after 
the intervention was over. Just knowing that there were 
others in the same situation as themselves, whether they 
saw them or not, was perceived as helpful and made 
some parents feel less alone.

Strategies to manage strong emotions and difficult issues
This descriptive category was built on the perceptions of 
how FTI facilitates strategies to manage strong emotions 
and difficult issues through family communication. The 
perceptions varied in the parents’ attitude prior to the 
intervention, involvement of the children and the contin-
uation of family meetings post intervention.

There were variations among parents’ perceptions of 
both participating and family communication before 
FTI started. Some perceived FTI as ‘a gift from above’ 
and that the interventionists had come to relieve them 
of everyday challenges. Some coparents were hesitant 
at the beginning of the intervention but had positive 
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experiences both during and afterwards. They were wor-
ried that challenging topics could be difficult to manage 
because, before FTI, there had been challenges within 
families to have these dialogues, and these perceptions 
were independent of the family situation. However, par-
ticipating in FTI was perceived by the parents as giv-
ing strategies to manage strong emotions and difficult 
situations within the family, and some still perceived the 
participation as meaningful as they continued using the 
learned strategies. Several coparents perceived that FTI 
brought family members closer together, both during 
and after FTI. They perceived that these conversations 
on sensitive issues would probably not have taken place 
without the given strategies:

… you got into these difficult things … what would 
happen, are you afraid of dying? … and really diffi-
cult things like this. And we couldn’t talk about that 
with each other at all! ….
Participant number; eight.

The challenging dialogues consisted of fear of death, 
dying and grief, difficult emotions such as anger, anxiety 
and depression combined with the physical expression of 
difficult emotions. The strategies obtained through FTI 
were perceived as particularly valuable in families where, 
for example, difficult emotions were rarely talked about:

… It’s especially important for families [us] who 
come from other cultures, to get that support and 
that help because it’s not as common to talk about 
… especially about one’s feelings and anxiety and 
depression and stuff like that. ….
Participant number; three.

FTI was perceived as valuable support for the families, 
both by the participating ill parents and by the coparents 
because they were all in a difficult situation, which had 
previously made it difficult to bring these sensitive issues 
up with their children. At the same time, there were par-
ents, both ill and coparents, who perceived that the chil-
dren were reluctant to engage in this dialogue, which 
made it difficult for their parents to support them. This 
was experienced both during and after the intervention, 
and some thought it was related to the children’s indi-
vidual needs. The parents perceived that each child had 
individual needs and that this did not necessarily come 
out clearly via FTI because of the few meeting times. 
Most parents perceived that they needed more help in 
how to support their children and that more meetings 
would help them meet their children in a more appropri-
ate way. There was also uneasiness among the parents in 
relation to the future development of mental illness in the 
children, which came several years after the parent had 

passed away. Worrying about the children’s psychological 
development was perceived as an extra burden to carry 
in an already challenging everyday life for most parents. 
The parents wished that the interventionists had followed 
up with each individual child over time. In addition, they 
also wanted to be supported in their parenthood during 
difficult events such as bereavement: ‘… I think you can 
do this, your children seem to need this …’ Participant 
number; one.

There were variations in the parents’ perceptions of 
how they maintained the family meeting structure that 
FTI also included after FTI had ended. Some families 
structured their daily lives to allow more time for fam-
ily meetings and communication since participation in 
FTI. This was perceived as particularly important among 
coparents, who, after death, managed everyday chal-
lenges on their own. On the other hand, after the death of 
the ill parent, there were those who found it challenging 
to do things together as a family, including family meet-
ings, because of changed family dynamics. The deceased 
parent had left a space that was difficult to fill, and fam-
ily activities were no longer perceived in the same way. 
When the ill parent was alive, several of the families also 
received additional support (e.g., contact with psycholo-
gist, counsellor and support groups) after FTI, and they 
were then able to handle the family meetings. After the 
parent’s death, the support disappeared, and it became 
more challenging to maintain the family meetings again.

Supporting children to manage the situation
This descriptive category is built from the parents’ per-
ceptions regarding the children’s experiences of FTI, indi-
vidual versus group meetings and unmet needs in the 
children. The most frequently mentioned motivation for 
participation in FTI was the parents’ wish for more sup-
port for the children.

There were variations in the parents’ perceptions of 
what benefit the children had from FTI, both during 
and after the intervention. In some families, the parents 
perceived that their children had received sufficient sup-
port during the intervention, as evidenced by their chil-
dren being calmer and more confident in the situation 
afterwards.

Some coparents perceived that FTI was of the great-
est value to the child, while other parents, both ill and 
coparents, perceived that support was insufficient for the 
children after FTI. These parents were still worried that 
the children did not speak about their feelings, which was 
perceived as a risk to their mental well-being.

… My son really needs to go talk to someone! He 
reacts in exactly the way you understand he really 
should; he reacts with anger … And I hope that he 
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takes that opportunity to get help sometime instead 
of him possibly crashing. ….
Participant number; five.

There were variations in perceptions regarding whether 
individual or group meetings with peers were the best 
solution for the children’s support needs. Some parents 
perceived that it was positive that the children had sepa-
rate meetings during FTI because that gave opportunities 
to speak openly about their own feelings. Both ill parents 
and coparents described how FTI had made the children 
talk about things that worried them, thus giving the fam-
ily an opportunity to deal with the children’s concerns 
related to sleeping alone, nightmares, fear of the ill parent 
hurting themselves and perceptions of the parents being 
angry. Concerns were not always known by the parents.

… I do not think individual conversations are always 
the best for the children. They should be given the 
opportunity to join groups and meet others and 
share each other’s experiences and grief in some way. 
….
Participant number; nine.

There were also variations in the parents’ perceptions 
of what kind of support their children needed. Some 
perceived that their children wanted support to lead a 
normal life and that they should receive more support 
regarding that during FTI. Others perceived that the chil-
dren should get early help from professionals and should 
be told that all emotions, regardless of what they may be, 
are normal.

Discussion
The participants perceived FTI to be both meaningful 
and useful when it came to facilitating family commu-
nication both during and after the intervention. In addi-
tion, they found meaning and usefulness in FTI’s support 
for their children and for their own professional and peer 
support. Through the various ways in which the families 
found support from FTI, it contributed to the parents 
perceiving less loneliness. Loneliness is a phenome-
non known in studies done both on life-threateningly 
ill patients and their caregivers and is a serious condi-
tion that can develop into negative health challenges 
if it is not addressed [37–39]. Within death and dying, 
three different conditions of loneliness are referred to: 
social, emotional and existential loneliness [38]. None of 
the participants in the current study described percep-
tions that characterised existential loneliness, therefore 
the focus of the further discussion will be on social and 
emotional loneliness. However, it is important to men-
tion existential loneliness, as both social and emotional 

loneliness can develop into existential If not recognized 
by health care services.

Social loneliness refers to a general experience of sad-
ness and lack of a supportive and encouraging network 
[38]. Emotional loneliness is characterised by not being 
able to express one’s feelings and missing someone to feel 
a genuine connection and belonging with [38]. Existen-
tial loneliness is characterised by an unsustainable per-
ception of loneliness that is difficult to handle, even with 
assistance and support from others. Existential loneliness 
can appear in two different ways: to perceive oneself as 
totally disconnected from the world and other people or 
to experience emotional aspects such as isolation, alien-
ation, emptiness or abandonment [37, 38]. To prevent 
development of existential and other kinds of loneliness, 
it is crucial to find support measures that are perceived as 
useful and meaningful to the families.

For families to perceive FTI as providing optimal use-
fulness and meaning, the findings in the current study 
have indicated that timing for the individual family is 
important. In a palliative care setting, flexibility is a key 
factor. Participation in an intervention may be affected by 
the symptom burden in the ill parent and by overwhelm-
ingness because of the caregiver burdens in the coparents 
[40, 41]. Interventions in palliative care should use adap-
tive designs, allowing for changes in intensity and dura-
tion and focusing on the needs of patients and family 
members at given times [42]. The participants in the cur-
rent study perceived a need for more continuity in FTI 
and that there should have been more meeting times in 
general. Most prominent was the widows’ needs for more 
follow-up, even after their partner had died. The desire 
for more continuity and more meeting times was also 
highlighted during earlier evaluations of FTI, where the 
intervention was evaluated after a shorter period of time 
[21, 24]. The experience that formal support disappears 
immediately after a family member dies is also supported 
by other studies [43, 44]. A recent study [45] highlights 
the challenges the bereaved may face and what service 
providers must focus on to achieve a successful outcome. 
Service providers must deal with administrative and 
financial issues, maintaining parental roles, enduring the 
memories of the circumstances of the spouse’s/partner’s 
death, reorganising daily life, facing the loneliness of wid-
owhood and expressing the effects of bereavement.

When the ill parent’s health started to deteriorate, both 
parents in the current study perceived a form of social 
loneliness. The most prominent were challenges in talk-
ing together within the family. This is also supported by 
other studies, which have shown that family communica-
tion can be demanding when the family is affected by a 
life-threatening illness. A lack of family communication 
also makes it difficult to give each other emotional sup-
port [46–48]. A recent review study [49] also shows that 
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both the healthy parent and children have a tendency 
to suppress their own feelings to avoid burdening each 
other. FTI helped facilitate this through structured fam-
ily meetings, with specific topics for each meeting that 
helped to promote talking about difficult issues within 
the family. In the current study, the structure and the 
content of FTI was highlighted as a positive factor. The 
same result was found in an earlier study, where the par-
ticipants evaluated the intervention one year after com-
pletion [21]. This indicates that the structure of FTI itself 
can have a long-term effect on families. FTI differs from 
other interventions by being one of the few manual-based 
interventions within its context [50]. In a new study [51], 
the need for effective educational interventions when a 
dying parent has dependent children is highlighted. On 
a general basis, the overall structure of the way pallia-
tive care is organised has been highlighted as an area of 
improvement in a relatively new review study [52].

In the final phase of the intervention, the parents 
reported that they experienced an increased sense of 
security for the future, for both the family and children 
[23]. In the current study, there were some who still held 
this view, but there were also several who perceived an 
uneasiness about the children’s development. Some par-
ents perceived that the children needed to talk more with 
professionals to avoid developing negative health chal-
lenges. This has been supported in a recent review study 
[49] that points out that open communication with the 
children will help them cope with the situation in a bet-
ter way. However, previous studies have also shown that 
some children prefer distraction and retreating from the 
illness [53, 54]. The participants in the current study also 
had different perceptions of the support the children 
had received from participating in FTI. The fact that 
FTI could benefit from implementing a child-centred 
approach for all children to be active participants has 
previously been highlighted [55]. Children as bereaved 
individuals grieve in a different way than adults, due to 
varying degrees of cognitive maturity and the ability to 
process difficult emotions. After losing a parent, the chil-
dren are exposed to unique emotional and behavioural 
challenges that require follow-up from well-trained 
healthcare professionals. Well-trained healthcare pro-
fessionals should have the ability to communicate about 
death in a child-friendly and appropriate manner, recog-
nise and normalise children’s grief reactions, as well as 
support the bereaved parent in managing children’s grief 
reactions [56].

The participants in the current study perceived profes-
sional and peer support as important. The intervention-
ists’ professional background and the fact that they had a 
duty of confidentiality meant that the parents perceived 
that they were met with genuine understanding and were 
given the opportunity to be completely honest. This was 

something they also pointed out in the one-year evalua-
tion of the FTI [21]. In a new study [57] carried out both 
with families and staff within palliative care, the staff’s 
role is also highlighted; the study highlights the impor-
tance of the right professional competence and experi-
ence, along with the individual carer’s ability to accept 
death and talk openly with both patients and relatives 
about this.

Several parents in current study perceived that their 
social networks began to distance themselves when an 
life-threatening illness struck the family. By being put in 
contact with families in similar situations, the parents 
perceived that they had someone to share both joys and 
sorrows with, but above all, someone who really under-
stood what they were going through. This could be con-
sidered a measure to prevent both social and emotional 
loneliness. In a relatively recent review study [58], peer 
support is also highlighted as a potentially effective mea-
sure to achieve an increased quality of life within pal-
liative care. The same results have been found in peer 
mentorship in another study [59]. On a general basis, 
families who are in a palliative care situation often pre-
fer support from informal caregivers, such as family and 
friends, rather than formal caregivers [43].

Strengths and limitations of the study
All of the present article’s authors have a nursing back-
ground, the majority of whom also have clinical expertise 
within palliative care, so we were conscious of ensuring 
that the participants’ perceptions were correctly repro-
duced, which helped us to keep our preconceptions at 
a distance (credibility) [36]. Credibility was also main-
tained by having several researchers discussing how 
we understood the perceptions that emerged from the 
interviews. By having a conscious relationship with the 
phenomenon that is FTI, it became possible to take a 
step back and attempt to put one’s preconceptions aside 
to the greatest extent possible [30, 31]. Credibility was 
also ensured by the fact that the participants were inter-
viewed by researchers whom they knew from before and 
felt confident in, which provided rich data.

Auditability was sought by asking open-ended ques-
tions that promoted reflection. The interviewers asked 
follow-up questions to achieve clarity, which came in 
addition to the participants being asked to provide con-
crete examples [60]. During the interviews, the partici-
pants were also given follow-up questions and a summary 
at the end of the interview.

Fittingness was ensured by allowing the participants to 
choose where they wanted to conduct the interview. This 
contributed to them being in a safe atmosphere and, thus, 
better equipped to give reflected and varied input. The 
parents who took part in the present study formed a var-
ied group in terms of ethnic background, socioeconomic 
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status and family composition, hence resulting in a 
range of informants representative of the group of par-
ents focused on [60], except for gender, as only one male 
participated. Greater variation in the participants’ gen-
der would probably have resulted in a broader gender 
perspective.

In some of the interviews, the children were also pres-
ent, which may have affected the participants’ ability to 
be completely honest in their statements through with-
holding or moderation of responses. However, the chil-
dren’s presence can also be considered a strength because 
the parents received confirmation that their statements 
agreed with the children’s perceptions. In addition, only 
half of the families asked agreed to participate in the 
study, so one must take into account that these may be 
participants who were most positively disposed of FTI in 
the first place which may have resulted in an overstated 
and favoured impression of the intervention. If more 
families had agreed to participate, we could have gained 
perceptions related to existential loneliness, which we did 
not see in the current participants. The number of par-
ticipants was relatively small, but within phenomenog-
raphy, as with other qualitative methods, the focus is on 
the in-depth knowledge of the interviews rather than on 
a large number of participants [36]. Some of the inter-
views were also relatively short in duration. Despite the 
limited length of some of the interviews, we still experi-
enced a form of richness because not much new infor-
mation appeared in the interviews we conducted. In 
addition, phenomenography emphasises that the number 
of participants cannot be so large that it becomes chal-
lenging to handle the collected data [36]. Despite this, the 
respondents gave comprehensive answers that contrib-
uted to rich data material.

Conclusion
The parents perceived FTI as meaningful and useful in 
relation to support in dealing with strong and difficult 
emotions and learned conversational techniques, both 
during the intervention and at the long-term follow-up, 
which was four to five years after participation, indicating 
that the lessons learnt was integrated and valuable many 
years after the intervention. Some parents perceived that 
FTI was useful for the children and their ability to talk 
openly about feelings and thoughts, but there was still 
more room for individual adaptations and more follow-
up after the end of the intervention. Parents perceived 
the interventionists as genuine and professional persons 
with whom they could speak openly and honestly. Peer 
support that was organised by the interventionists under 
FTI was perceived as valuable by the parents, and several 
benefited from this social network.

The combination of the various measures imple-
mented during FTI led to several parents experiencing an 

alleviated feeling of loneliness with the prerequisites that 
the intervention is timed according to the family’s needs 
and life situation, individualised adaptations and conti-
nuity for both parents and children.

To date, just over 50 people have completed their FTI 
training with focus on families with palliative care needs 
and are thus qualified to lead FTI. The FTI-education 
involving families with palliative care needs where depen-
dent children are involved is available at Marie Ceder-
schiöld University in Stockholm, Sweden. FTI is also 
running as full-scale studies now, effectiveness-imple-
mentation hybrid design, in several different contexts, 
but also as bereavement support [61]. FTI is also now 
being trialled in a digital format to increase accessibility 
and efficiency for both interventionists and participants.

Abbreviations
FTI	� Family talk intervention

Supplementary Information
The online version contains supplementary material available at ​h​t​t​​p​s​:​/​​/​d​o​​i​.​​o​r​
g​/​1​0​.​1​1​8​6​/​s​1​2​9​0​4​-​0​2​4​-​0​1​6​1​1​-​3​​​​​.​​

Supplementary Material 1

Acknowledgements
We are grateful to the participants who generously shared their experiences.

Author contributions
Study design was conducted by E.B, C.O, M.L, M.Lö and U.K, data collection 
were performed by M.Lö and U.K, transcription of the interviews were 
performed externally, data analysis was conducted by E.B, C.O, M.L and 
M.Lö,E.B performed the manuscript preparation, supervision and critical 
review was conduted by C.O, M.L and M.Lö. All authors’ reviewed and 
approved the final manuscript.

Funding
Open access funding provided by Karlstad University.
Open access funding provided by Karlstad University. Emily Beatrice Bergersen 
was a PhD student with funding provided by Region Värmland, Sweden, when 
the study was running. This research was funded by the Erling Persson Family 
Foundation (grant number 545 02) and the Gålö Foundation.

Data availability
The datasets generated and/or analysed during the current study are not 
publicly available because individual privacy could be compromised but are 
available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The Regional Ethical Review Board in Stockholm and the Swedish Ethical 
Review Authority (Dnr. 2017/7–31/1 and 2021–05295) approved the study. The 
study took place in accordance with ethical guidelines for nursing research in 
the Nordic countries [62] and the Declaration of Helsinki—Ethical Principles 
for Medical Research [63]. This means that the participants were informed 
in writing and verbally about the study, participation was voluntary, and 
they had the opportunity to withdraw from the study at any time and that 
data was handled confidentially. All participants provided written informed 
consent. The participants were also given the opportunity to see a counsellor 
after the interview if the interview provoked negative reactions and emotions, 
but no one expressed a need for this.

https://doi.org/10.1186/s12904-024-01611-3
https://doi.org/10.1186/s12904-024-01611-3


Page 11 of 12Bergersen et al. BMC Palliative Care          (2024) 23:281 

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Karlstad University, Universitetsgatan 2, Karlstad 651 88, Sweden
2Inland Norway University of Applied Sciences, Box 400, Elverum  
2418, Norway
3Lovisenberg Diaconal University, Lovisenberggata 15B, Oslo  
0456, Norway
4Great Ormond Street Institute of Child Health, University College 
London, 30 Guilford Street, London WC1N 1EH, UK
5Marie Cederschiöld University, Box 11189, Stockholm 100 61, Sweden

Received: 9 June 2023 / Accepted: 2 December 2024

References
1.	 Anderson H. Conversation, language, and possibilities: a postmodern 

approach to therapy. New York: Harper Collins; 1997.
2.	 Wright LM, Leahey M. Nurses and families: a guide to family assessment and 

intervention. FA Davis; 2005.
3.	 Thastum M, Watson M, Kienbacher C, Piha J, Steck B, Zachariae R, et al. 

Prevalence and predictors of emotional and behavioural functioning 
of children where a parent has cancer: a multinational study. Cancer. 
2009;115(17):4030–9.

4.	 Caruso R, Nanni MG, Riba MB, Sabato S, Grassi L. The burden of psychosocial 
morbidity related to cancer: patient and family issues. Int Rev Psychiatry. 
2017;29(5):389–402.

5.	 Semple CJ, McCance T. Parents’ experience of cancer who have young chil-
dren: a literature review. Cancer Nurs. 2010;33(2):110–8.

6.	 Dalton L, Rapa E, Ziebland S, Rochat T, Kelly B, Hanington L, et al. Communi-
cation with children and adolescents about the diagnosis of a life-threaten-
ing condition in their parent. Lancet. 2019;393(10176):1164–76.

7.	 Park EM, Deal AM, Yopp JM, Edwards T, Stephenson EM, Hailey CE, et al. End-
of-life parental communication priorities among bereaved fathers due to 
cancer. Patient Educ Couns. 2017;100(5):1019–23.

8.	 Hanna JR, McCaughan E, Semple CJ. Challenges and support needs of par-
ents and children when a parent is at end of life: a systematic review. Palliat 
Med. 2019;33(8):1017–44.

9.	 Phillips F. Adolescents living with a parent with advanced cancer: a review of 
the literature. Psychooncology. 2014;23(12):1323–39.

10.	 Aamotsmo T, Bugge KE. Balance artistry: the healthy parent’s role in the fam-
ily when the other parent is in the palliative phase of cancer - challenges and 
coping in parenting young children. Palliat Support Care. 2014;12(4):317–29.

11.	 Huizinga GA, Visser A, van der Graaf WT, Hoekstra HJ, Hoekstra-Weebers JE. 
The quality of communication between parents and adolescent children in 
the case of parental cancer. Ann Oncol. 2005;16(12):1956–61.

12.	 Weber M, Alvariza A, Kreicbergs U, Sveen J. Communication in families with 
minor children following the loss of a parent to cancer. Eur J Oncol Nurs. 
2019;39:41–6.

13.	 Pihkala H, Cederström A, Sandlund M. Beardslee’s preventive family interven-
tion for children of mentally ill parents: a Swedish national survey. Int J 
Mental Health Promotion. 2010;12(1):29–38.

14.	 Eklund R, Alvariza A, Kreicbergs U, Jalmsell L, Lövgren M. The family talk inter-
vention for families when a parent is cared for in palliative care – potential 
effects from minor children’s perspectives. BMC Palliat Care. 2020;19(1):1–10.

15.	 Sveen J, Kreicbergs U, Melcher U, Alvariza A. Teenagers’ reasoning about a 
parent’s recent death in cancer. Palliat Supportive Care. 2016;14(4):349–57.

16.	 Bergersen EB, Larsson M, Olsson C. Children and adolescents’ preferences for 
support when living with a dying parent – an integrative review. Nurs Open. 
2022;9(3):1536–1555. https:/​/doi.or​g/10.10​02/n​op2.11872022

17.	 Bergersen E, Larsson M, Lövgren M, Olsson C. Adolescents’ and young 
people’s needs and preferences for support when living with a parent 
with life-threatening cancer: a grounded theory study. BMC Palliat Care. 
2022;21(1):1–12.

18.	 Niemela M, Hakko H, Rasanen S. A systematic narrative review of the studies 
on structured child-centred interventions for families with a parent with 
cancer. Psychooncology. 2010;19(5):451–61.

19.	 Kühne F, Krattenmacher T, Beierlein V, Grimm JC, Bergelt C, Romer G, et al. 
Minor children of palliative patients: a systematic review of psychosocial fam-
ily interventions. J Palliat Med. 2012;15(8):931–45.

20.	 Ellis S, Wakefield C, Antill G, Burns M, Patterson P. Supporting children facing 
a parent’s cancer diagnosis: a systematic review of children’s psychosocial 
needs and existing interventions. Eur J Cancer Care. 2017;26(1):e12432.

21.	 Alvariza A, Jalmsell L, Eklund R, Lövgren M, Kreicbergs U. The family talk inter-
vention in palliative home care when a parent with dependent children has 
a life-threatening illness: a feasibility study from parents’ perspectives. Palliat 
Support Care. 2021;19(2):154–60.

22.	 Eklund R, Lövgren M, Alvariza A, Kreicbergs U, Udo C. Talking about death 
when a parent with dependent children dies of cancer: a pilot study of the 
family talk intervention in palliative care. Death Stud. 2022;46(10):2384–2394. 
https:/​/doi.or​g/10.10​80/0​7481187.2021.19474152021

23.	 Weber Falk M, Eklund R, Kreicbergs U, Alvariza A, Lövgren M. Breaking the 
silence about illness and death: potential effects of a pilot study of the family 
talk intervention when a parent with dependent children receives specialized 
palliative home care. Palliat Support Care. 2022;20(4):512–518. ​h​t​t​​p​s​:​/​​/​d​o​​i​.​​o​r​g​
/​1​0​.​1​0​1​7​/​S​1​4​7​8​9​5​1​5​2​1​0​0​1​3​2​2​2​0​2​1​​​​​​​​​​​

24.	 Eklund R, Jalmsell L, Kreicbergs U, Alvariza A, Lövgren M. Children’s experi-
ences of the family talk intervention when a parent is cared for in palliative 
home care—A feasibility study. Death Stud. 2022;46(7):1655–1666. ​h​t​t​​p​s​:​/​​/​d​o​​
i​.​​o​r​g​/​1​0​.​1​0​8​0​/​0​7​4​8​1​1​8​7​.​2​0​2​0​.​1​8​2​9​7​4​7​​​​​​​​​​​

25.	 Beardslee W. Out of the darkened room: protecting the children and 
strengthening the family when a parent is depressed. London: Boston: Little, 
Brown and Company;Time Warner; 2002.

26.	 National Council on Palliative Care. What is palliative care? (In swedish) u.a [ 
https:/​/www.nr​pv.se/o​m-nr​pv/vad-ar-palliativ-vard/

27.	 Klarare A, Lind S, Hansson J, Fossum B, Fürst CJ, Lundh Hagelin C. Leader-
ship in specialist palliative home care teams: a qualitative study. J Nurs Adm 
Manag. 2020;28(1):102–11.

28.	 World Health Organization. Palliative Care 2023 [ ​h​t​t​​p​s​:​/​​/​w​w​​w​.​​w​h​o​​.​i​n​t​​/​e​u​​r​o​​p​
e​/​n​e​w​s​-​r​o​o​m​/​f​a​c​t​-​s​h​e​e​t​s​/​i​t​e​m​/​p​a​l​l​i​a​t​i​v​e​-​c​a​r​e​​​​​​​

29.	 Regulation (EU). 2016/679 of the European Parliament and of the Council 
of 27 April 2016 on the protection of natural persons with regard to the 
processing of personal data and on the free movement of such data, and 
repealing Directive 95/46/EC (General Data Protection Regulation) (Text with 
EEA relevance), (2016).

30.	 Marton F, Booth S. Learning and awareness: Routledge; 2013.
31.	 Barnard A, McCosker H, Gerber R, Phenomenography. A qualitative research 

approach for exploring understanding in health care. Qual Health Res. 
1999;9(2):212–26.

32.	 Dahlgren L-O, Fallsberg M. Phenomenography as a qualitative approach 
in social pharmacy research. J Social Administrative Pharmacy: JSAP. 
1991;8(4):150–6.

33.	 Sjöström B, Dahlgren LO. Applying phenomenography in nursing research. J 
Adv Nurs. 2002;40(3):339–45.

34.	 Uljens M. Phenomenography – research on perceptions (in Swedish). Lund: 
Studentlitteratur; 1989.

35.	 Hyrkäs K, Koivula M, Lehti K, Paunonen-Ilmonen M. Nurse managers’ concep-
tions of quality management as promoted by peer supervision. J Nurs Adm 
Manag. 2003;11(1):48–58.

36.	 Bowden JA, Green P. Doing developmental phenomenography. Australia: 
RMIT University; 2005.

37.	 Bolmsjö I, Tengland P-A, Rämgård M. Existential loneliness: an attempt 
at an analysis of the concept and the phenomenon. Nurs Ethics. 
2019;26(5):1310–25.

38.	 Ettema EJ, Derksen LD, van Leeuwen E. Existential loneliness and end-of-life 
care: a systematic review. Theor Med Bioeth. 2010;31(2):141–69.

39.	 Gray TF, Azizoddin DR, Nersesian PV. Loneliness among cancer caregivers: a 
narrative review. Palliat Support Care. 2020;18(3):359–67.

40.	 Verkissen MN, Hjermstad MJ, Van Belle S, Kaasa S, Deliens L, Pardon K. Quality 
of life and symptom intensity over time in people with cancer receiving 
palliative care: results from the international European Palliative Care Cancer 
Symptom study. PLoS ONE. 2019;14(10):e0222988.

41.	 Grande G, Rowland C, van den Berg B, Hanratty B. Psychological morbidity 
and general health among family caregivers during end-of-life cancer care: a 
retrospective census survey. Palliat Med. 2018;32(10):1605–14.

https://doi.org/10.1002/nop2.11872022
https://doi.org/10.1080/07481187.2021.19474152021
https://doi.org/10.1017/S14789515210013222021
https://doi.org/10.1017/S14789515210013222021
https://doi.org/10.1080/07481187.2020.1829747
https://doi.org/10.1080/07481187.2020.1829747
https://www.nrpv.se/om-nrpv/vad-ar-palliativ-vard/
https://www.who.int/europe/news-room/fact-sheets/item/palliative-care
https://www.who.int/europe/news-room/fact-sheets/item/palliative-care


Page 12 of 12Bergersen et al. BMC Palliative Care          (2024) 23:281 

42.	 Ratcliff CG, Vinson CA, Milbury K, Badr H. Moving family interventions into 
the real world: what matters to oncology stakeholders? J Psychosoc Oncol. 
2019;37(2):264–84.

43.	 Leonard R, Horsfall D, Rosenberg J, Noonan K. Carer experience of end-of-life 
service provision: a social network analysis. BMJ SUPPORTIVE & PALLIATIVE 
CARE. 2020;10(2).

44.	 Hudson P, Hall C, Boughey A, Roulston A. Bereavement support standards 
and bereavement care pathway for quality palliative care. Palliat Support 
Care. 2018;16(4):375–87.

45.	 Plaud C, Urien B. Bereavement meanings and the conditions for successful 
social support service encounters. J Serv Mark. 2022;36(2):154–67.

46.	 Corney R, Puthussery S, Swinglehurst J. Couple relationships in families 
with dependent children after a diagnosis of maternal breast cancer in the 
United Kingdom: perspectives from mothers and fathers. J Psychosoc Oncol. 
2016;34(5):413–31.

47.	 Bachner YG, Carmel S. Open communication between caregivers and termi-
nally ill cancer patients: the role of caregivers’ characteristics and situational 
variables. Health Commun. 2009;24(6):524–31.

48.	 Koerner AF, Cvancara KE. The influence of conformity orientation on com-
munication patterns in family conversations. J Family Communication. 
2002;2(3):133–52.

49.	 Wray A, Pickwell-Smith B, Greenley S, Pask S, Bamidele O, Wright B, et al. 
Parental death: a systematic review of support experiences and needs of 
children and parent survivors. BMJ SUPPORTIVE & PALLIATIVE CARE; 2022.

50.	 Eklund R. Barns erfarenheter av the family talk intervention: att leva med en 
svårt sjuk förälder som vårdas inom specialiserad palliativ hemsjukvård. Ersta 
Sköndal Bräcke högskola; 2020.

51.	 Cockle-Hearne J, Reed E, Todd J, Ream E. The dying parent and dependent 
children: a nationwide survey of hospice and community palliative care sup-
port services. BMJ Supportive Palliat Care. 2022;12(e5):e696–704.

52.	 Schofield G, Dittborn M, Huxtable R, Brangan E, Selman LE. Real-world ethics 
in palliative care: a systematic review of the ethical challenges reported by 
specialist palliative care practitioners in their clinical practice. Palliat Med. 
2021;35(2):315–34.

53.	 Melcher U, Sandell R, Henriksson A. Maintainingeveryday life in a family with 
a dying parent:teenagers’ experiences of adapting to responsibility. Palliat 
Support Care. 2015;13(6):1595–601.

54.	 Sheehan DK, Mayo MM, Christ GH, Heim K, Parish S, Shahrour G, et al. Two 
worlds: adolescents’ strategies for managing life with a parent in hospice. 
Palliat Supportive Care. 2016;14(3):177–86.

55.	 Eklund R, Kreicbergs U, Alvariza A, Lövgren M. Children’s views are not taken 
into account in Accordance with Article 12 of the United Nations Convention 
on the rights of the child in the family talk intervention when a parent is 
cared for in Palliative Care. Omega: J Death Dying. 2022;85(1):126–54.

56.	 Kentor RA, Kaplow JB. Supporting children and adolescents following 
parental bereavement: guidance for health-care professionals. Lancet Child 
Adolesc Health. 2020;4(12):889–98.

57.	 Gilad D, Goldblatt H, Zeilig G. End-of-life conversation from both sides of the 
bed: voices of family and staff. Disabil Rehabil. 2022;44(12):2774–83.

58.	 Aslakson R, Ast K, Carroll T, Dzeng E, Frechman E, Goett R, et al. Opportunities 
for Palliative Care in patients with burn Injury—A systematic review. J Pain 
Symptom Manage. 2020;59(4):916–31.

59.	 Catherine W, Diane R, Lynn C, Lynda A, Robert C, Suzanne S, et al. Peer sup-
port to maintain psychological wellbeing in people with advanced cancer: 
findings from a feasibility study for a randomised controlled trial. BMC Palliat 
Care. 2020;19(1):1–13.

60.	 Sandelowski M. The problem of rigor in qualitative research. Adv Nurs Sci. 
1986;8(3):27–37.

61.	 Marie Cederschiöld University. The different parts of the research program 
2024 [updated 19 august 2024. ​h​t​t​​p​s​:​/​​/​w​w​​w​.​​m​c​h​​s​.​s​e​​/​e​n​​g​e​​l​s​k​​a​/​m​a​​r​i​e​​-​c​​e​d​e​​r​s​
c​h​​i​o​l​​d​-​​u​n​i​​v​e​r​s​​i​t​y​​/​r​​e​s​e​​a​r​c​h​​/​r​e​​s​e​​a​r​c​h​-​p​r​o​g​r​a​m​m​e​s​/​f​t​i​-​-​-​t​h​e​-​f​a​m​i​l​y​-​t​a​l​k​-​i​n​t​e​r​v​e​
n​t​i​o​n​/​t​h​e​-​d​i​f​f​e​r​e​n​t​-​p​a​r​t​s​-​o​f​-​t​h​e​-​r​e​s​e​a​r​c​h​-​p​r​o​g​r​a​m​.​h​t​m​l​​​​​​​

62.	 Northern Nurses Federation. Ethical guidelines for nursing research in the 
nordic Countries. Nordic J Nurs Res. 2003;23:1–19.

63.	 Association WM. Declaration of Helsinki – ethical principles for medical 
research involving human subjects 2013 [ ​h​t​t​​p​s​:​/​​/​w​w​​w​.​​w​m​a​​.​n​e​t​​/​p​o​​l​i​​c​i​e​​s​-​p​o​​s​
t​/​​w​m​​a​-​d​​e​c​l​a​​r​a​t​​i​o​​n​-​o​f​-​h​e​l​s​i​n​k​i​-​e​t​h​i​c​a​l​-​p​r​i​n​c​i​p​l​e​s​-​f​o​r​-​m​e​d​i​c​a​l​-​r​e​s​e​a​r​c​h​-​i​n​v​o​l​v​i​
n​g​-​h​u​m​a​n​-​s​u​b​j​e​c​t​s​/​​​​​​​

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://www.mchs.se/engelska/marie-cederschiold-university/research/research-programmes/fti---the-family-talk-intervention/the-different-parts-of-the-research-program.html
https://www.mchs.se/engelska/marie-cederschiold-university/research/research-programmes/fti---the-family-talk-intervention/the-different-parts-of-the-research-program.html
https://www.mchs.se/engelska/marie-cederschiold-university/research/research-programmes/fti---the-family-talk-intervention/the-different-parts-of-the-research-program.html
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/

	﻿The family talk intervention prevent the feeling of loneliness - a long term follow up after a parents life-threatening illness
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Design
	﻿The family talk intervention


	﻿Setting and participants
	﻿Data collection
	﻿Data management
	﻿Data analysis
	﻿Results
	﻿A way to alleviate feelings of loneliness
	﻿Support from professionals and peers
	﻿Strategies to manage strong emotions and difficult issues
	﻿Supporting children to manage the situation

	﻿Discussion
	﻿Strengths and limitations of the study

	﻿Conclusion
	﻿References


