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Severe disabilities in children can cause high levels of stress within families, and scientific literature reports 
a few studies about using Eye Movement Desensitization and Reprocessing (EMDR) group therapies for 
reducing parents’/caregivers’ stress. This research, based on a pre–post study design, aims to verify (a) if 
the EMDR Integrative Group Treatment Protocol is an effective therapy in reducing perceived stress and (b) 
if EMDR Integrative Group Treatment Protocol is effective in reducing some psychopathologic caregivers’ 
symptoms. The participants consisted of 15 parents with severely disabled children who underwent therapy 
sessions of 100 to 120 min each administered by 2 trained EMDR therapists with a specific training in this 
protocol. At baseline, the Perceived Stress Scale and the Symptoms Checklist-90 were administered, with 
respect for anonymity, by the same 2 trained therapists who conducted the sessions. At the end of these 
sessions, a week later, the same scales were administered along with a parent’s statement questionnaire. 
These scales and the questionnaire were administered again after 3-month posttreatment. The results 
demonstrated an important improvement of the caregivers’ stress (Perceived Stress Scale raw score 
from 33.33 to 22.86 after a week [t value 9.92 × 10−9, P < 0.05], and the score decreased also after 
3 months posttreatment [t value 3.06 × 10−4, P < 0.05]), and a substantial decrease of the parents’ 
worries (statements reported from parents as “reduction of future worries”, “more information to copy 
with”, and “feeling less alone”) emerged from the anonymous questionnaires administered a week and 
3 months posttreatment.

Introduction

   Eye Movement Desensitization and Reprocessing (EMDR) [  1 –  3 ] 
is a well-known evidence-based treatment recommended by 
some guidelines ( https://www.apa.org/ptsd-guideline/ptsd.pdf  
[  4 ]) for the treatment of posttraumatic stress disorder ( PTSD) 
and  trauma memories [  5 –  7 ]. The standard EMDR protocol con-
sists of a structured set of procedures based on the Adaptive 
Information Processing (AIP) model [  8 ]. The AIP model was 
developed to explain the rapid change toward positive resolution 
that is observed in EMDR memory reprocessing [ 7 ]. AIP 
assumes “an inherent system in all of us that is physiologically 
geared to process information to a state of mental health” [ 7 ]. 
The AIP system may be disrupted by trauma, severe levels of 
stress, or other variables like the influence of psychoactive drugs 

[  9 ]. When a negative experience overwhelms the information 
processing system of the brain, we are unable to process the 
experience to resolution, and the memory is maladaptively 
encoded. The pathogenic memories associated with the trau-
matic events generate symptoms and become the focus of treat-
ment. The EMDR therapy is based on 8 phases that describe the 
procedural steps, the course of treatment from the first moment 
to the last session as well as evaluating the target memory itself 
[ 9 ]. During these phases, fast bilateral stimulation is used to 
activate the client’s inherent information processing system for 
20 to 30 s at a time with a brief check in to ensure that the process 
is moving. The desensitization and the reprocessing of the trau-
matic memory allow to integrate the trauma and to create more 
adaptive associations and a cognitive and emotional restructur-
ing [  10 ]. The assumption of EMDR therapy is that this procedure 
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has the capacity to activate a neuropsychologically innate mech-
anism of the information processing [  11 ]. According to some 
authors, “some types of stimulations produced by the therapist, 
with the dual attention to the external stimulus and to the flow 
of mental processing, activate an effective process of accelerated 
and ecological information processing” [ 10 ] (p. 210). It is there-
fore assumed that the patient has the needed resources for the 
emotional and cognitive processing of a traumatic memory and 
that the therapist has the role of facilitating this process [  12 ].

   Furthermore, many therapists use EMDR therapy not only 
for the treatment of PTSD but also for other clinical disorders, 
such as anxiety disorders, panic disorder [  13 –  18 ], depressive 
symptoms [  19 ,  20 ], somatization disorders, dissociative disor-
ders, eating disorders, and sexual disorders [  21 –  24 ].

   Although EMDR therapy has had great success, it still has 
a long way to go [  25 ].

   Following Hurricane Pauline in Mexico, which caused 230 to 
500 deaths and 300,000 displaced people in 1997 (“Initial Disaster 
Appeal Mexico Hurricane Pauline”. Relief Web. 1997-10-24; Roth, 
David M. “Hurricane Pauline - October 3-10, 1997”. Tropical 
Cyclone Rainfall. United States Weather Prediction Center), a 
group of EMDR therapists, Ignacio Jarero and Lucina Artigas, 
started treating the traumatic event, and subsequently, the mem-
bers of the Mexican Association for Mental Health Support in 
Crisis developed a protocol to be able to cope with such a catas-
trophe: Thus, EMDR-IGTP (Eye Movement Desensitization and 
Reprocessing-Integrative Group Treatment Protocol) was born.

   The EMDR-IGTP is a group therapy that combines the 
EMDR therapy of 8 standard phases with a group therapy 
model and uses a particular form of self-administered bilat-
eral stimulation called the Butterfly Hug [  26 ], together with 
the use of drawing tasks [  27 ]. The protocol is structured as a 
form of play therapy but has been successfully applied to 
disaster survivors with ages ranging from 7 to over 50 [  28 ] 
and to support rescuers and third-type victims.

   The advantages of the application of this protocol, apart from 
its simultaneous applicability to several subjects, are connected 
by the no specificity of the setting, which must no longer be 
necessarily a “private” space, thus difficult to find in emergency 
situations. In addition, the IGTP does not ask the subjects in the 
group to verbalize the information regarding the trauma. The 
therapy can be applied over several consecutive days; there are 
no specific tasks to carry out between sessions, and treating sev-
eral subjects at the same time makes it possible to rapidly assist 
many parts of the affected community.

   The EMDR-IGTP originally was developed to use with chil-
dren [  29 ]. The developers have adapted the EMDR-IGTP so 
that it can be used with adults [  30 ]. This therapy has been used 
in the field of early intervention, and there are studies in the 
literature that demonstrate the effectiveness and usefulness of 
this intervention [ 27 ,  31 ]. EMDR-IGTP was also adapted for 
emergency situations in Italy by Maslovaric and Fernandez 
[  32 ,  33 ]. In fact, in Italy, following some disasters, EMDR group 
was implemented [  34 ]. This intervention was applied to differ-
ent levels of exposure to the traumatic event and to different 
age groups. EMDR-IGTP treatment aims to facilitate the man-
agement and processing of traumatic material present after the 
event, also offering support and treating the greatest number 
of people within the same context. EMDR-IGTP has also been 
adapted by Jarero et al. for the processing of ongoing trauma 
related to the recurring stressful situations that are still occur-
ring in the life of the patients [ 30 ,  35 ].

   In the literature, EMDR group therapy is used with parents 
of children with a rare life-limiting illness and with children sub-
jected to traumatic events or with important disabilities [  36 ]. 
Some examples are the study conducted by Passoni et al. [ 34 ] on 
caregivers of patients with  dementia  and some projects involving 
parents with children with disabilities and autism spectrum dis-
orders [  37 –  39 ]. In Passoni’s research, 44 primary caregivers 
entered the study. They were randomly assigned to either the 
“immediate” branch, who received the treatment soon after 
recruitment, or to the “delayed” branch, who received it 2 months 
after recruitment. The treatment consisted of 8 group sessions 
(1 per week) spanning over 2 months. Emotional distress was 
measured before the treatment, immediately after the end of it, 
and 2 months later (follow-up), by means of several clinical scales 
(Impact of Event Scale-Revised, Caregiver Needs Assessment, 
Caregiver Burden Inventory, and Anxiety and Depression Scale-
Reduced Form). The “immediate” branch improved significantly 
more than the “delayed” (control) branch on The Impact of Event 
Scale-Revised, the Anxiety, and the Depression scales; however, 
after treatment, such an improvement was maintained only in 
the first scale. The “delayed” branch took less advantage of the 
treatment, showing significant reduction only on the Depression 
scale, an effect that disappeared at follow-up. These results dem-
onstrate that EMDR-IGTP may reduce stress-related symptoms, 
anxiety, and depression in caregivers of patients with dementia 
(as discussed by Passoni et al. [ 34 ]).

   Severe disability represents a factor of high family stress 
[  40 –  44 ] and the daily healthcare burden management risk to 
develop psychopathologic symptoms [  45 ].

   In scientific literature, there are a few studies on the use of 
EMDR group therapy to reduce parental/caregiver stress [  46 ]. 
Incerti et al., in a study of 2020, reported some preliminary 
results of the effectiveness of an integrative group treatment 
protocol in reducing the posttraumatic symptoms in a group of 
parents with disabled children [  47 ]. In this study, the partici-
pants were 39 parents, and the treatment consisted of 10 group 
sessions. Emotional distress, coping strategies, and posttrau-
matic growth were measured before treatment and 3 months 
after the project, comparing the average scores of several clinical 
scales. These preliminary results reveal an improvement in the 
Post-Traumatic Growth Scale scores after treatment.

   The caregivers of children with neurodevelopmental disorders 
experience high levels of stress, and the daily caregiving burden 
increases the risk of developing psychopathologic symptoms such 
as PTSD (as discussed by Incerti and Cavalera [  48 ]). The goal of 
Cavalera’s study is to assess the effectiveness of EMDR Integrative 
Group Therapy for Ongoing Traumatic Stress in reducing post-
traumatic symptoms and improving psychological well-being in 
caregivers of children with neurodevelopmental disorders. This 
study was a monocentric prospective study with a process–out-
come design, employing a 2-arm, single-blind protocol, and the 
participants will undergo 6 120-min group sessions facilitated by 
certified EMDR practitioners. A control group will be included for 
comparison. The expected results from this study were that the 
caregivers experienced a significant reduction in posttraumatic 
stress symptoms, an improvement in adaptive coping strategies and 
caregiving competency, and enhanced psychological well-being.

   This present study research aims to verify if the EMDR-IGTP 
could be an effective therapeutic approach in reducing perceived 
stress in family members and at the same time to detect a possible 
reduction of some psychopathological aspects related to the daily 
management of the disability.
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   It is also a contribution for researchers and professional 
healthcare providers to enhance the EMDR-IGTP as a sup-
port program for caregivers especially in the public health 
services.   

Methods
   This research involved 15 parents with children supported by 
the Child Neuropsychiatry of Udine (Italy) with important 
diagnoses in the field of childhood disability. Children were 
not involved, and this research was a 1-arm, pre–post repeated 
measures design. The treatment was proposed to 20 parents 
selected among the current patients by 2 trained EMDR-IGTP 
healthcare practitioners, but only 15 of them agreed to partici-
pate in this research study. The purposes of the research, the 
methods of carrying out the sessions, and the pre- and post-
anonymous questionnaires were explained to the participants, 
and they signed a written consent in which the possibility of 
publication was explicitly stated and that the participants’ 
rights, their privacy, and well-being would be respected. The 
sessions of 100 to 120 min each were conducted by 2 qualified 
EMDR therapists. Before the first meeting, participants were 
administered the Perceived Stress Scale (PSS) and the Symptoms 
Checklist-90 (SCL-90) (for the evaluation of some psycho-
pathological components) in an individual session conducted 
by the same therapist. During this pretreatment assessment, 
the EMDR group therapy was explained in detail, data were 
collected, and the anonymous questionnaires were adminis-
tered. At the end of the sessions, a week later and 3 months 
posttreatment, the tests and the parent’s statement question-
naire were administered again. The statistical test used to deter-
mine the significance of the scores was the Student t test, and 
the P was 0.05, as reported in the tables.  

Questionnaires

• � SCL-90 (Derogatis LR, 1973–Italian adaptation by Sarno I  
et al., 2011): The SCL-90 is a self-administered question-
naire that assesses a broad spectrum of psychological 
problems and psychopathological symptoms, measuring 
both internalizing symptoms (depression, somatization, 
and anxiety) and externalizing symptoms (aggression, 
hostility, and impulsivity). It is a 90-item questionnaire 
on a Likert scale from 0 to 4, and it is validated in a large 
sample aged between 13 and 70 years. Mean scores equal 

to or greater than 1 for each area were of clinical interest. 
In this study, only the areas with a score above 1 have 
been considered.

• � PSS (Cohen S, et al., 1983 and 1988–Italian translation 
by Andrea Fossati, Vita-Salute San Raffaele University of 
Milan, 2010): The PSS is the most widely used psycho-
logical instrument to measure the perception of stress. It 
consists of 10 items and is based on a Likert scale from 0 
to 4. A total score greater than 27 is clinically significant 
and identifies an overload of stress.

• � Anonymous parent’s statement questionnaire and the sat-
isfaction questionnaire: The parent’s statement question-
naire was based on free impressions and considerations 
collected from the parents and regarding their feeling 
after the group treatment. The satisfaction questionnaire 
used was based on a Likert scale from 1 to 5 and investi-
gated satisfaction regarding the treatments received, the 
location, the duration, the therapist’s skills, and general 
satisfaction. It was settled by the 2 EMDR practitioner 
therapists before starting the sessions.

Results

   Participants were parents who formed a homogeneous group 
in terms of sex, age, education, and nationality but not in occu-
pation as reported in Table  1 . 

   Table  2  shows the children’s diagnosis mostly represented, 
which were autism spectrum disorder (5 children), Down syn-
drome (2 children), rare genetic syndrome (3 children), and 
mental retardation (5 children). 

   Table  3  reports the values obtained on the PSS and on SCL-
90 at the beginning of the treatment, a week posttreatment, and 
at the follow-up at 3 months posttreatment. Table  4  reports the 
scores obtained at baseline and a week posttreatment by con-
sidering the sex variable. A score higher than 27 for the PSS is 
considered clinically significant, and a value higher than 1 
obtained at the SCL-90 parameters is clinically significant.  

   Almost all the parameters considered reported a significant 
decrease of the scores both a week posttreatment and at the 
follow-up at 3 months posttreatment (t values below P < 0.05). 
Only the INT (Inadequacy) parameter of the SCL-90 reported 
a significant decrease a week posttreatment but not at the fol-
low-up at 3 months posttreatment even if there was a slight 
decrease (t value above P < 0.05).

Table 1. Characteristics of the parents who participated in the study

Parent sociodemographic characteristics
Male 

n M (SD)
Female 

n M (SD)
Tot 

n M (SD)

 Parents 7 8 15

 Age 37.14 (3.58) 36.25 (6.29) 36.66 (5.05)

 Education (years) 12.28 (3.45) 13.62 (3.21) 13 (3.27)

 Italian nationality 7 8 15

 Occupation ﻿ ﻿ ﻿

  Employed 7 3 10

  Unemployed ﻿ 5 5
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   Table  4  shows some scores slightly different from male and 
female especially for the following parameters of SCL-90: DEP, 
ANX, and SLEEP. The hypothetical reasons have been reported 
in Discussion.

   For some additional information, the authors decided to 
administer 2 questionnaires at the end of the sessions (a week 
and 3 months posttreatment) where the participants were asked 
about their impressions and considerations and the level of 
appreciation of the sessions. All the parents fulfilled the 2 ques-
tionnaires, and the results are shown in Tables  5  and  6 . All the 
participants reported high levels of appreciation both a week 
and 3 months posttreatment.     

Discussion
   The purposes of this study were to verify (a) if EMDR-IGTP is 
an effective therapy in reducing perceived stress and (b) if 
EMDR-IGTP is effective in reducing some psychopathologic 
caregivers’ symptoms, and the data collected may confirm these 
2 research hypotheses.

   It was expected that the participants experienced a decrease 
in their stress level and in some psychopathologic symptoms 
along with an improvement in adaptive coping strategies as 
reported and compared with the recent literature in this field 
[ 36 , 37 , 45 , 48 ]. In particular, the study by Incerti et al. reports a 
significant improvement of the mental health of caregivers and 
a better quality of children’s care [ 48 ].

   The sample considered involved fathers and mothers equally, 
but the difference that is recorded concerns the occupation of 
mothers who are probably more involved in caring for their 
children, to the detriment of their working career. A piece of 
data that does not appear in the table concerns the general level 
of education, which is higher in mothers since among the par-
ticipants of the group there were more mothers with a degree 
than fathers with a degree. In the discussions at the end of the 
sessions, feelings of regret often emerged from the women who 
declared that they had given up a working career for assisting 
their children.

Table 2. Children’s diagnosis

Child diagnosis n

 Autism spectrum disorder 5

 Down syndrome 2

 Rare genetic syndrome 3

 Mental retardation 5

Table 3. PSS and SCL-90 data

Parameters
Baseline 
M (SD)

A week later 
M (SD)

t value 
P < 0.05

3 months later 
M (SD)

t value 
P < 0.05

 PSS  33.33 (2.41)  22.86 (1.88)  9.92 × 10−9﻿  21.53 (1.39)  3.06 × 10−4﻿

 SCL-90 ﻿ ﻿ ﻿ ﻿ ﻿

  GSI  1.31 (1.13)  0.72 (0.05)  8.01 × 10−12﻿  0.70 (0.04)  1.25 × 10−3﻿

  SOM  1.15 (0.22)  0.54 (0.19)  2.09 × 10−5﻿  0.52 (0.18)  4.94 × 10−3﻿

  INT  1.49 (0.17)  0.45 (0.21)  9.28 × 10−10﻿  0.44 (0.19)  7.30 × 10−2*﻿

  DEP  2.59 (0.31)  1.33 (0.26)  4.79 × 10−10﻿  0.84 (0.05)  1.095 × 10−6﻿

  ANX  3.06 (0.39)  1.44 (0.27)  3.87 × 10−11﻿  0.87 (0.23)  4.45 × 10−7﻿

  SLEEP  2.21 (0.54)  0.99 (0.32)  1.80 × 10−8﻿  0.79 (0.17)  3.42 × 10−4﻿

Table 4. Scores at PSS and SCL-90 considering sex

Baseline After a week posttreatment

Parameters Male M (SD) Female M (SD) Male M (SD) Female M (SD)

 PSS 34.28 (1.49) 32.5 (2.83) 23 (1.53) 22.75 (2.25)

 SCL-90 ﻿ ﻿ ﻿ ﻿

  GSI 1.26 (1.13) 1.33 (0.12) 0.69 (0.05) 0.74 (0.04)

  SOM 1.03 (0.23) 1.24 (0.16) 0.63 (0.19) 0.45 (0.17)

  INT 1.42 (0.16) 1.56 (0.15) 0.51 (0.22) 0.38 (0.19)

  DEP 2.49 (0.23) 2.69 (0.35) 1.15 (0.19) 1.49 (0.19)

  ANX 3.03 (0.34) 3.08 (0.45) 1.39 (0.17) 1.47 (0.34)

  SLEEP 2.19 (0.69) 2.22 (0.42) 0.78 (0.28) 1.18 (0.23)
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   Considering the results reported in Table  3 , the level of per-
ceived stress appears high at baseline, while at the end of the 
sessions, the total score is below the critical value (cutoff 27, 
PSS raw score from 33.33 to 22.86 after a week [t value 9.92 × 
10−9, P < 0.05], and the score decreased also after 3 months 
posttreatment [t value 3.06 × 10−4, P < 0.05]). The results of 
the value of perceived stress in relation to gender are interesting 
(Table  4 ). It is observed that fathers are more stressed than 
mothers even if the greater care burden falls on mothers, and 
even at the end of the treatment, there is a slight difference in 
the score in males compared to females, although below the 
threshold value (raw score 23 for fathers versus 22.75 for moth-
ers). The reasons of this difference are not clear. The authors 
tried to find an explanation, but there were only some supposi-
tions: work-related stress; thoughts of being the only income 

provider; and little health care involvement with their children 
and consequently high level of guilt.

   The global indicator of perceived discomfort (GSI) appeared 
clinically significant and more present in mothers (0.74 versus 
0.69 in raw score), while somatization symptoms (SOM) had 
a lower value in mothers at the end of the course (Table  4 , 0.45 
versus 0.63 in raw score). The same trend was found for feelings 
of inadequacy (INT), which are reduced more in mothers after 
the sessions (Table  4 , 0.38 versus 0.51 in raw score) at a week 
posttreatment. Globally, the same parameter (INT), at 3 months 
posttreatment, had a slight decrease but not too significant, and 
the reasons for this were not clear to the authors that supposed 
that, maybe, the feeling of inadequacy needs more time to 
change in positive terms. The parameters related to tension, 
irritability, anxiety (ANX), symptoms of depression (DEP), and 
sleep disturbances (SLEEP) presented very high scores at base-
line, while they reduced at a week and 3 months posttreatment. 
It should be noted that some anxiety and depressive symptoms 
remained albeit with a significant reduction particularly in 
mothers at a week posttreatment (1.49 for females versus 1.15 
for males in DEP raw score; 1.47 for females versus 1.39 for 
males in ANX raw score). The same trend at a week posttreat-
ment had the sleep disturbances that were reduced in fathers, 
while they remained in mothers even if they presented a reduc-
tion (1.18 in females versus 0.78 in males). Globally, at the 
follow-up, at 3 months posttreatment, the 3 parameters DEP, 
ANX, and SLEEP had a significant decrease with a score below 
the cutoff (<1).

   The considerations that were most reported by the parents 
with a questionnaire (Table  5 ) at the end of the treatment and 
regarding some thematics, such as the awareness of the care 
burden, the future (after us), and other feelings, testified the 
validity of the EMDR-IGTP sessions, and the scores obtained 
in the appreciation test administered at the end of the sessions 
(a week later and 3 months posttreatment) and reported in 
Table  6  confirm this assumption.

   The issues raised in this discussion are relevant in the clini-
cal setting, and our study suggests that an EMDR-IGTP ther-
apy could be a response to the difficulties experienced by the 
caregivers, and it could enable them to better cope with the 
unavoidable sequence of stressful events. Moreover, without 
a specific parent group intervention, the caregivers’ emotional 
conditions might worsen, leading to a less responsive care for 
their children.

   This research, despite the small sample, shows that an 
EMDR-IGTP therapy might be an effective approach in reduc-
ing the stress perceived by caregivers of disabled people, allow-
ing a reduction in some anxiety and depressive symptoms 
related to the workload and uncertainty about the future of 
their family members. In our sample, the best benefits are expe-
rienced by fathers compared to mothers, especially for depres-
sive and anxious symptoms and sleep disorders. Conversely, 
somatization symptoms are more present in fathers.

   This study could offer an important contribution for the 
application of EMDR-IGTP for parents’ groups with dis-
abled children. These results could encourage healthcare 
providers to develop specific support therapies within public 
healthcare programs with the aim to enhance better quality 
of care for disabled children and their parents. Moreover, 
these results might be a basis for larger, randomized con-
trolled trials to explore the long-term effects of an EMDR-
IGTP therapy.

Table 5. Statements reported by the parents (15 participants)

Considerations
Number a week 

later
Number 3 months 

later

 Greater awareness 15 15

 Reduction of future 
worries

12 15

 More information to 
copy with

15 15

 Less alone and more 
sharing

13 15

 Mutual help 15 15

 Wish to continue with 
self-managed group

15 15

Table 6. Level of appreciation reported by the parents. Likert 
scale: 1, not satisfied; 2, not very satisfied; 3, satisfied; 4, quite 
satisfied; 5 very satisfied.

Item A week later Three months later

 General satisfaction 5 5

 Session utility 5 5

 Session time 5 5

 General organization 5 5

 Places 5 5

 Tools used 5 5

 Theme explanation 5 5

 Therapists’ skills 5 5

 Session management 5 5

 Information received 5 5

 Knowledge before the 
start of sessions

1 1

 Knowledge at the end 
of sessions

4 5
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   Further experimental research designs would bring more 
information and data supporting the effectiveness of EMDR-
IGTP, and they might consider specifically parental emotional 
distress and how a parent component of the family might facili-
tate the healthy changes.

   In terms of limits, the present results need further investiga-
tion. In fact, it should be necessary to expand the sample and 
to collect data from follow-ups after the end of the treatment, 
especially regarding distress symptoms and depressive and 
anxiety symptoms. 
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Severe disabilities in children can cause high levels of stress within families, and scientific literature reports a few
studies about using Eye Movement Desensitization and Reprocessing (EMDR) group therapies for reducing parents’/
caregivers’ stress. This research, based on a pre–post study design, aims to verify (a) if the EMDR Integrative Group
Treatment Protocol is an effective therapy in reducing perceived stress and (b) if EMDR Integrative Group Treatment
Protocol is effective in reducing some psychopathologic caregivers’ symptoms. The participants consisted of 15 parents
with severely disabled children who underwent therapy sessions of 100 to 120 min each administered by 2 trained
EMDR therapists with a specific training in this protocol. At baseline, the Perceived Stress Scale and the Symptoms
Checklist-90 were administered, with respect for anonymity, by the same 2 trained therapists who conducted the
sessions. At the end of these sessions, a week later, the same scales were administered along with a parent’s statement
questionnaire. These scales and the questionnaire were administered again after 3-month posttreatment. The results
demonstrated an important improvement of the caregivers’ stress (Perceived Stress Scale raw score from 33.33 to 22.86
after a week [t value 9.92 × 10#9, P < 0.05], and the score decreased also after 3 months posttreatment [t value 3.06 ×
10#4, P < 0.05]), and a substantial decrease of the parents’ worries (statements reported from parents as “reduction of
future worries”, “more information to copy with”, and “feeling less alone”) emerged from the anonymous questionnaires
administered a week and 3 months posttreatment.
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