





Figure 3.3. Comparisons of responses by participants within and between questionnaires, and
between those who did and did not complete the study.

D represents mean differences between responses. Analyses were by a paired t-test when data
was paired within participants, and by a non-paired t test when data was compared between
participants who did and did not complete the study. See Section 3.1.2 Data Analysis for further
explanation.
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3.2.5. Narrative Responses to Open Ended Questions

On the initial questionnaire, participants were asked to open-endedly describe why they chose
therapeutic riding for their child and also why they chose a particular facility. Answers varied,
but generally parents had heard promising things about the benefits of therapeutic riding and/or
were also looking to provide their child with a different form of therapy (that either did not feel
like therapy or was more enjoyable, and/or provided their child with additional benefits that they
may not have been receiving in their more traditional/other therapies).

Parents noted many different reasons why they had chosen therapeutic riding for their
child. Some parents mentioned how their child loves animals/horses and took an interest/liking
to the new activity of riding. These parents often mentioned that they had heard great things
about therapeutic riding. Additional families elaborated that their child loves horses and riding,
and therapeutic riding helped their child learn a new skill and build confidence. Other parents
also mentioned how animals seem to calm their child down and how it seemed more enjoyable
than other therapies. Some parents chose therapeutic riding for their child because they hoped
that their child would enjoy riding and that it would calm their child, and they thought that their
child would enjoy the responsibility of taking care of an animal. Another parent elaborated how
they wanted a therapy for their child that didn’t feel like therapy. Their child did not look
forward to going to any of the other therapies and actually complained about going. However,
their child never complained about going to horse therapy. One parent noted that due to some
issues, the participant’s child was not able to attend school and needed one-on-one tutoring.
They had a lot of open time and wanted to fill the time with therapeutic and community activities
rather than staying at home. Their child loves animals and they calm him when he touches them,

so they thought grooming and riding would be something that he would enjoy. Overall,
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enjoyment seemed to be a big factor in why therapeutic riding was chosen for the children riders,
in addition to many other benefits. This indicates that people seem to be drawn to therapeutic
riding activities because of the perceived benefits as well as due to how enjoyable it is for the
participants.

Other families chose therapeutic riding for their child because they had received funding
through a grant and some chose to try therapeutic riding because they felt that therapeutic riding
addresses many things that cannot be duplicated in traditional therapy sessions. Many families
hoped that riding would help their child’s muscles and self-confidence. Another family added
that they wanted their child to experience some social interaction. Furthermore, that family’s
child also has special physical needs and they believe that therapeutic riding would help with
trunk strengthening, muscle tone, flexibility, and motor skill improvement and maintenance.
Additional families also noted these reasons, as well as balance and core strengthening as why
they were drawn to therapeutic riding. Another family wrote that they were drawn to therapeutic
riding because they believed it would help strengthen their child’s legs and back so that they
could gain the strength to walk. Many parents noted that they wanted a therapy to help their
child’s trunk stability, spasticity, and/or muscle strength and flexibility for movement.
Additionally, benefits to attention span and improvements to fine and gross motor skills were
also mentioned as reasons parents cited for choosing therapeutic riding for their child. Other
parents mentioned social and speech improvements as reasons for choosing therapeutic riding for
their child as well. Many families were drawn to therapeutic riding because they wanted to give
their child a variety of therapeutic services. Horseback riding involves both physical and
mental/education benefits. One family noted how they were drawn to therapeutic riding because

it combined physical therapy, occupational therapy, and exercise techniques. Therapeutic riding
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also allows the rider to experience non-stop activity/exercise during the entire lesson, where they
can also focus and learn to follow directions. Benefits to bonding and learning to paying
attention were surprise benefits to some parents. These parents felt that the structure of the
therapeutic riding lessons was appropriate and clear/rigid in what needed to be done to benefit
the riders, but there were also unexpected benefits, like the horse/child partnership. Initially,
some children were “scared to death of horses,” but most quickly began to bond with them to the
point where they call the horses their “best friends.” One parent noted that they had always
known the therapeutic value of horses, as the parent had grown up riding. They believed in the
therapeutic benefits, such as core strength and balance, and that horses can help teach respect and
responsibility and give an emotional outlet and sense of accomplishment.
3.3 Results, Summary and Discussion

3.3.1. Evaluation of CARS-2 and Children’s Sleep Habits Questionnaires

Reviewing the results as a whole, 2/16 subjects (14 and 30) showed improvements on
both CARS-2 and the Children’s Sleep Habits questionnaire, whereas 3/16 (20, 28 and 33)
showed worsening on both questionnaires, and 11/16 (02, 03, 06, 07, 10, 24, 26, 27, 34, 35, 40)
showing mixed results. Table 3.7 summarizes the demographic data of each participant. Those
that improved on both questionnaires had anxiety and high functioning autism as diagnoses.
Those that worsened between questionnaires had chromosomal abnormality 2q37 deletion,
ADHD/ODD, and cerebral dysgenesis as diagnoses. Subjects varied by age, gender, farm, and
duration of equine therapy experience. No conclusions regarding the efficacy of equine assisted

psychotherapy could be made based on these results.
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3.3.1.1. Summary of CARS-2 Results

The CARS-2 questionnaire was selected to specifically address socialization and
communication skills. Tables 3.3 and 3.4 summarize the overall results of the CARS-2
questionnaire. Overall, 9 out of 16 participants recorded a worsening of behavior, with an
average change of -4.94%, indicating a slight worsening of behaviors. When inspected
according to age, gender, prior experience, farm, or diagnosis, the results of the CAR2-2 indicate
no strong trends in the data could be discerned (Table 3.7).

Table 3.5 and 3.6 show the CARS-2 results for the subset of riders with autism spectrum
disorder. The average percent change for riders with an autism spectrum diagnosis is a positive
1.117%, but is not sufficient to draw any conclusions. There was a possible age effect in
participants with an autism diagnosis, improvements only being seen in children older than 9
years. This could possibly suggest that equine-assisted activities and therapies may be more
beneficial in older children with an autism spectrum disorder, but more research would be
needed to validate this claim.

When the CARS-2 questionnaire was broken down per question (Tables 3.9 and 3.10),
there were no strong trends towards an improvement or worsening. However, one of the
strongest positive changes was seen in Question 14 (31.3%: Is responsive to social initiations
from others). However, one of the most negative changes was seen in Question 16 (43.8%:
Sustains an interaction with others in an easy, flowing, back-and-forth manner). During the
course of equine-assisted activities and therapies, children may be learning to initiate and
respond to conversations and social cues from others more readily. However, they may be

unable to sustain these interactions. This is contrast to previously published research which has
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shown improvements in the initiation of social interactions in children with an autism spectrum
disorder following an equine-intervention, including a maintenance of these interactions
(Ghorban, 2013).

3.3.1.2. Summary of Children’s Sleep Habits Questionnaire Results

The Children’s Sleep Habits Questionnaire was used as a non - invasive method to look
at stress, anxiety, and the HPA axis and to reveal any stress reducing aspects of equine-assisted
activities and therapies. It was felt that sleep might be disturbed if anxiety is high, and therefore
that sleep patterns could indicate disruption of the HPA axis. Tables 3.11 and 3.12 summarize
the overall results of the Children’s Sleep Habits Questionnaire. Overall, there is an average
change of -2.48% (Table 3.12), indicating a slight worsening of behaviors, but insufficient for
statistical significance.

Table 3.13 and Table 3.14 show Children’s Sleep Habits Questionnaire results for the
subset of riders that had an autism spectrum disorder diagnosis. The average percent change
overall is -1.53 %. Although negative, the change is insufficient to draw any conclusions about
the efficacy of Equine Assisted Psychotherapy in reducing stress and improving sleep habits in
autistic children.

Overall, a trend to improvement or worsening was not seen in the Children’s Sleep
Habits Questionnaire (Tables 3.16 and 3.17) when viewed on a per question basis. The most

positive changes were seen in Question 11(31.3%: Child is restless and moves a lot during sleep)
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and Question 6 (26.7%: Child needs special object to fall asleep (doll, special blanket, stuffed
animal, etc.)). The most negative changes were seen in Question 2 (26.7%: Child falls asleep
within 20 minutes after going to bed) and Question 20 (26.7%: Child wakes up very early in the
morning (or, earlier than necessary or desired)). These results do not show a clear trend
towards improvement or worsening.
3.3.2. Evaluation of Perceived Pre and Post Enjoyment and Benefits

Much information was provided by the pre and post survey questions. Specific questions
focused on the parents’ (raters/participants) perceived enjoyment and benefit of the equine-
assisted sessions for their children, and significant differences were detected. Participants who
did not complete the study rated previous therapies significantly more highly than those who did
complete the study. Furthermore, participants who did not complete the study tended to rank
upcoming (equine) therapy more highly than those who did complete the study. Also, in
participants who completed the study, there was a tendency to expect less benefit from the
upcoming therapy than from previous therapy (Figure 3.3). It is unclear why those that ranked
the upcoming equine therapy more highly were also more likely to not complete the study.
Participants may still be taking their child to their equine sessions but failed to respond to the
researcher. It could also be possible that those who failed to complete the study had unrealistic
expectations about the therapeutic experience. According to existing literature, parents generally
perceive benefits for their children while they participate in an equine-assisted therapeutic
activity. Benefits are generally perceived to be psychological and physical, with reports for
perceived improvements in relationships, communication, confidence, independence, and senses

of achievement and overall well-being (Lemke, 2014).
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Of the 16 participants who completed the study, 7 (44 %) felt that the equine therapy
received was "extremely" helpful, while 9 (54%) felt it "very" helpful. While the participants did
not feel that the received therapy was superior to their previous therapy, their impression of the
received therapy nevertheless appeared to be consistent with their high expectations.
Furthermore, the benefits were felt to be consistent with the child's enjoyment of the experience.
In other words, there did not appear to be a significant difference between the child's enjoyment
of the received therapy versus parents' feelings about benefits of the therapy received previously,
or versus parents' expectations of the equine therapy they received (Figure 3.3). Previous
research has suggested that parents perceive equine-assisted therapies and activities to be
beneficial to multiple areas of functioning, and it is a source of enjoyment, self-confidence, and
normalcy for the children participating (Lemke, 2014). However, there is limited previous
literature addressing expectations versus perceived outcome of therapy received in terms of
participant retention.

Overall, the responses to subjective questions indicated that the equine-assisted
therapeutic activity was enjoyable and beneficial to the children. Since parents/participants pay
large sums of money for equine-assisted activities and therapies, one would expect that the
perceived enjoyment and benefits would be high. Therefore, these results would indicate that
people feel that they receive the benefits from equine-assisted therapies that they expect to
receive. Reports of negative experiences were few in this study, especially in follow-up
measures. However, this observation may be biased since those that did not perceive enjoyment
or benefit from this form of therapy may have stopped participating and might not have

submitted a follow-up questionnaire.
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Even though objective results, based on the CARS-2 and Children’s Sleep Habits
questionnaires, do not allow us to conclude anything about the efficacy of equine assisted
psychotherapy, the subjective data indicate a perceived benefit consistent with expectations.
Because people continue to return and pay for these therapies they presumably consider them as
beneficial and enjoyable.

In the absence of any measured objective effects, it is not clear if the perceived benefits
of equine assisted psychotherapy which we have identified merely represent a placebo effect, or
a valid treatment effect we have failed to capture. It is possible that factors dealing with
expectations and feelings are affecting growth and healing, and they may also be important for
showing the effects of this form of therapy. This could be a future direction that may be valid in
other psychotherapies. There is an abundance of anecdotal evidence in the field of equine-
assisted activities and therapies. Although meta-analyses of these reports might show
statistically significant trends, variability in study designs make comparisons difficult.

3.3.3. Evaluation of the Methodology

Previous literature in the field of equine-assisted activities and therapies have some
methodological issues. This study tried to address those issues. Most of the literature is plagued
by small sample sizes, lack of proper control groups, and inconsistent methodologies (Aetna,
Inc., 2009, Aetna, Inc., 2016; Bachi, 2012; Hofmann, 2010). This study aimed to collect a
variety of qualitative and quantitative data in order to help demonstrate the effectiveness of
equine-assisted activities and therapies in the emotional, physical, psychological, and
physiological healing process. The lack of consensus regarding the appropriate methods for an
equine intervention and/or evaluation. Consequently, there is great variability in the length of

treatment/intervention, types of interventions, group versus individual setting, the number and
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type of facilitators/professionals, the types of questionnaires or other assessment tools, etc.
(Bachi, 2012; Hofmann, 2010; Lentini, 2015). The design of this project was somewhat
hampered by lack of any consistent methodology in the literature.

Although wide variety of qualitative and quantitative data were collected at various sites,
the same methodology was employed across multiple farms and states. To our knowledge, this
is the first study in equine-assisted psychotherapy in which multiple farms have participated with
a consistent methodology. Having additional farms and participants in the future would be
desirable. Each farm displayed interest in this project, whether they could participate or not.
Individuals were used as their own controls. The nature of this field makes comparing waitlist
individuals (or those not yet receiving treatment/interventions) to those that are currently
receiving treatment/interventions difficult, when access to waitlists is not always available or
granted. A repeated measures ANOVA, as initially desired, where individuals could be
compared to themselves, would be ideal for this type of study. However, there were not enough
participants to employ this method in the present study. Nevertheless, individuals were still
compared to themselves and between individual comparisons were performed on a case-by-case
basis.

Although this project has merit, it presented some notable challenges. First, the breadth
of this project was large. Many farms were contacted within a large area. With initial
questionnaires, follow-up questionnaires, and facility questionnaires, it was a lot for one
researcher to collect and organize. Although a great deal of data was collected, more data per
farm is needed, as well as per diagnosis and age. This would help to show the impact of the
equine interventions across various demographics and allow for more valid statistical analyses.

In retrospect, the amount of data that needed to be collected would probably exceed the resources
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available for this study. It is recommended that multiple researchers collaborate in future studies
in order to collect more data under the same methodology. In this study one researcher collected
and compiled the data for subsequent analysis. It is possible that studies in equine-assisted
psychotherapy may be conducted more effectively using large registries of patient data
accumulated by collaborators in which many patients are followed for long periods of time
(Gliklich & Dreyer, 2014).

Unfortunately, we did not have sufficient resources to collect physiologic data, such as
blood or salivary cortisol. These types of samples are more invasive to the participants but can
provide a direct assessment of the HPA axis. Heart rate monitors for participants is also an area
to explore in the future, being less invasive than taking blood or salivary cortisol samples.
Similarly, heart rate monitors on the horses could be used to evaluate stress and physical activity
of the “equine-co-therapists” during interventions.
3.3.3.1. Comparison with Other Studies

Of other studies in this field, a valuable comparison can be made to a 2015 study
conducted by Dr. Robin L. Gabriels and colleagues (Gabriels et al., 2015). This is a randomized,
single blinded clinical trial, preceded by a 2012 pilot study (Gabriels, 2012). Both studies looked
into the effects of therapeutic horseback riding in children with an autism spectrum disorder
diagnosis in a highly controlled environment. In the full study, the effectiveness of therapeutic
horseback riding was examined in relation to the self-regulation, socialization, communication,
adaptive, and motor behaviors in children with an autism spectrum disorder. Subjects were
randomly assigned to one of two groups: an intervention group that participated in a weekly
therapeutic riding activity for 10 weeks and a barn activity group that went to a barn, but did not

interact with a real horse. Participants could not be blinded to the intervention (both children and
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caregivers). Participants were evaluated within one month pre- and post- intervention. While
evaluators were blinded to the intervention received by the participants, non-blinded caregiver
questionnaires were also used. The study was conducted at a premiere PATH-certified center.

The selected participants were between 6 and 16 years, met the autism spectrum disorder
screening cut off of greater than or equal to 15, as according to the Social Communication
Questionnaire (SCQ). In addition, they had an autism spectrum diagnosis, met the clinical cut-
offs for autism based on the Autism Diagnostic Observation Schedule (ADOS), and had a
combined score on the Irritability and Stereotypy subscales of the Aberrant Behavior Checklist-
Community (ABC-C) of 11 or greater and a Leiter-R Brief nonverbal 1Q standard score of 40 or
greater. Exclusion criteria included having a previously identified genetic disorder with a
presentation similar to an autism spectrum disorder, medical or behavioral histories that would
have made participation dangerous, histories of animal abuse or a phobia of horses, and having
had more than two hours of equine-assisted activities and/or therapies within in the past 6
months.

There were 116 participants in this study (58 per subject group). Both types of
interventions lasted a minimum of 45 minutes and consisted of 2-4 participants. Many visual
aids, praise, and use of personal interests to engage a participant were used. A major difference
between groups was that the barn activity/control group had no contact with a horse. They
interacted with a life-size, stuffed horse while learning horsemanship skills. Many different
assessments were used to determine pre/baseline and post functioning levels. The data showed
significant improvements in the treatment group compared to the control/barn activity’ group,
specifically when looking at measures of irritability (P = 0.02), hyperactivity (P = 0.01), social

cognition (P = 0.05), and social communication (P = 0.003). These results were seen by week
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five of the study. Significant improvements were also seen in the treatment group on measures of
social cognition and social communication. Overall, the researchers believed that their results
were consistent with literature. However, they noted that non-blinding of patients and caregivers
could have led to bias and a possible placebo effect. The researchers hope for better blinding
methods in the future, but true double-blinding may be impossible in this type of study, due to
the impossibility of creating a surrogate placebo treatment to replace a live horse. Participants
and caregivers may always be aware which group they are in. The researchers also suggested
needing some objective observational measures and looking in to the nonverbal communication
aspect between horse and rider during future projects (Gabriels, 2015).

A major difference between the present study and that of Gabriels (2015), is that the latter
was a randomized clinical trial conducted at a single facility, attended by participants solely for
the purpose of the study, all of whom had an autism diagnosis. Participants were not receiving
concurring therapeutic riding lessons at another location, regardless of whether they were riding
or part of the barn activity group. Exclusion criteria for participation in the Gabriels (2015)
project included having had more than two hours of equine-assisted activities and therapies
within in the past 6 months. Thus, participants were not riding at any other farm and may not
have ever ridden before the study. The present study was conducted at the farms where
participants were regularly riding — they did not have to stop riding before participant or move to
a different farm. Nevertheless, the timeline of data collection in Gabriels (2015) was similar to
the present study and both studies included a pre and post assessment. The large pool of subjects

and selection of autism patients is a significant advantage of the Gabriels (2015) study.
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The conditions of the Gabriels (2015) study were heavily controlled and may not
represent entirely what is encountered in the field. In contrast, the patients in the present study
varied greatly in demographics and case history, which hindered our ability to detect therapeutic
effects. In other words, the data presented in this thesis may be more representative of what
patients, parent, and clinicians may encounter in equine assisted psychotherapy programs in the
present study or more typical facilities (Mdéller, 2011).
3.3.3.1.1. Randomized Double Blinded Control Studies (RDBC)

Randomized double-blind, placebo-controlled (RDBC) studied are considered to be the
“gold standard” for clinical trials (Misra, 2012). In these types of studies, some participants are
given the treatment, while others are given a surrogate/control treatment (placebo) (Misra, 2012;
Patsopoulos, 2011). Interventions are randomly assigned and methodologies are designed to
help control for most, if not all, biases (often with extension inclusion and exclusion criteria)
(Patsopoulos, 2011). Neither researchers nor participants know which intervention participants
receive until the study is finished, thus researchers are “blind” to the treatment conditions (Misra,
2012). In contrast, Gabriels (2015) reported a single blinded where the researchers were blinded,
but non-blinded caregiver reports were also used. Parents and participants in that study could
easily infer to which group they were assigned because “barn activity” participants did not
interact with a real horse.

A randomized double-blinded, placebo-controlled study design is considered to be
advantageous because it can help demonstrate causality and draw inferences about potential
effects on target populations (Misra, 2012). However, these studies can be expensive and time
consuming (Misra, 2012; Patsopoulos, 2011). These studies have also been prone to non-

compliance, withdrawals after randomization, attrition/losses to follow-up, as well as ineligible

143



patients enrolled and misclassifications of outcomes (Misra, 2012). Furthermore, their
applicability to the “real world” may be questionable (Patsopoulos, 2011).

Thus, although randomized control-group studies are considered the gold standard of
evidence-based medicine, these studies may not always be fully generalizable (Méller, 2011;
Patsopoulos, 2011). In other words, randomized double or single-blinded studies may have high
internal validity, but limited external validity (Méller, 2011; Patsopoulos, 2011). Participants are
usually strictly selected or excluded based upon specific characteristics or qualifications. This
may not illustrate everyday clinical practice or the average participant (Moller, 2011;
Patsopoulos, 2011). More researchers have been advocating for a more “real world” approach in
effectiveness studies (Moller, 2011), or at least for the consideration of nonrandomized
approaches in systematic reviews (Paulus, 2014).

In recent years, “effectiveness studies,” also called “real world studies” or “pragmatic
trials,” have been gaining popularity and increasing in importance in the field of evidence-based
medicine (Moller, 2011; Patsopoulos, 2011). “Pragmatic trials” can produce data that is more
reflective of the “real world,” and thus more likely to be a representative sample of the study
population and therefore more generalizable to that population (Kelley, 2003; Patsopoulos,
2011). Survey research, appropriately conducted, maybe in such studies (Kelley, 2003). Policy
makers are also keenly interested in pragmatic study designs because they can possibly help
answer questions relevant to their area of interest, to help determine whether interventions are
effective in routine practice in the “real world,” along with cost-effect analyses (Patsopoulos,

2011).
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Effectiveness studies are designed to show the effectiveness of treatments under real-
world conditions with participant samples that are more representative of everyday clinical
practices. These studies can have a randomized-control approach, but a less demanding design is
also allowed. Blinding in these studies is not always necessary and participant selection is not as
restrictive, allowing for factors such as comorbidity and co-medication (Mdller, 2011;
Patsopoulos, 2011). Effectiveness studies are not immune to methodological problems (Mdller,
2011; Patsopoulos, 2011), such as those in the field of equine-assisted activities and therapies.
This makes results challenging to interpret. Including participants with additional confounding
variables and parameters and a non-blinded design can induce different biases. In addition,
increases of a trial’s “within study” heterogeneity may not necessarily increase its external
validity (Patsopoulos, 2011). Thus, caution should always be applied when interpreting any trial
results. Studies can also be designed to have aspects that are pragmatic and other aspects that are
explanatory, and some explanatory studies are needed to verify the pragmatic ones (Patsopoulos,
2011). Effectiveness/pragmatic studies may not be better than classical RDBC methodologies,
but they can provide a complementary picture of reality (Moller, 2011; Patsopoulos, 2011).

It can be argued that the current methodology is representative of the “real world” and
typical of the participants, farms, and practices in the field. In contrast, highly controlled studies
may eliminate some important variables. As long their limitations are recognized, "real world"

studies may play an important, if limited, role in advancing knowledge.
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3.3.3.2. The Future of Equine-Assisted Therapy and Psychotherapy Research

As previously mentioned, effectiveness studies are a necessary direction for current and
future research in the field of equine-assisted activities and therapies and psychotherapies.
Studies with less control and restrictions may allow for the inclusion of more participants and
provide a more “real world” depiction into what these therapies can achieve.

Clinical trials often involve a comparison of a novel treatment to an existing control arm,
which is usually a placebo or a standard of care (Viele, 2014). However, there is a growing
interest for using an individual’s historical data as the control arm of a study, or single-arm
studies (Hobbs, 2012; Philip, 2014; Viele, 2014). Single-arm studies evaluate longitudinal
outcomes in cohorts of subjects that receive a single intervention where there is no concurrent
control group. These studies can be observational or experimental. Single-arm studies may
report comparative statistics or qualitative analyses and can compare results with historical data
or with existing databases. Quantitative synthesis of randomized and nonrandomized studies, and
single-arm studies in particular, are uncommon in medical literature (Paulus, 2014).

Large amounts of clinical data are available prior to the start of the study. Relevant
historical data of an individual can provide the information for the control “arm” of a study.
More resources can be applied towards the novel treatment, instead of developing a control
treatment. Estimates of control parameters can be determined from an individual’s history — and
patients can serve as their own control (Viele, 2014).

Single-arm studies lack a direct, concurrent comparison/control group. Therefore, they
are often deemed as non-informative in comparative effectiveness measures (Paulus, 2014).
However, a single-arm study design can provide more accurate point estimates, increased power,

and reduce Type I errors in clinical trials — if the historical information that is collected is
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sufficiently similar to data obtained from the study (Viele, 2014). This study design relies on
before-after, implicit, or historical comparisons as the proxy for the ideal comparison group.
These designs may also be able to provide information on causal treatment effects by
extrapolating expected outcomes (Paulus, 2014). Using this design may allow for statistical
results to be obtained from studies that are smaller in participant numbers (Philip, 2014; Viele,
2014). An unequal randomization may be used to place proportionately more (or all) individuals
in the experimental treatment arm. It may make statistical (and financial) sense to capitalize on
historical data whenever it is possible (Philip, 2014; Viele, 2014). Proper balancing of risks and
benefits regarding the borrowing of historical information can help develop methodologies that
can streamline research in many different fields (Philip, 2014). Single-arm approaches are most
appropriate for experimental therapies, and where there is a well-defined historical control
database available (Paulus, 2014; Philip, 2014).

Single-arm studies are often used in systematic reviews of therapeutic interventions and
can provide valuable evidence, particularly in emerging treatments, such as equine-assisted
activities and therapies where certain control groups may be inaccessible or where measuring
individual change is more desirable. Systematic reviewers considering a single-arm approach to
their research are encouraged to seek the help of epidemiologists and statisticians to assure that
assumptions are made accurately (Paulus, 2014).

Once necessary tools and outreach are in place, continuing to build a soundly developed
registry of participants that can be constantly updated would be a valuable tool for future,
longitudinal analyses in the field (Gliklich & Dreyer, 2014; Paulus, 2014; Philip, 2014).
Different states have developed their own autism registries. In 2007, the Kennedy Krieger

Institute launched the first national autism registry (Autism Speaks, 2018b). It was designed to
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drive autism research forward (Autism Speaks, 2018b), as large samples are required to uncover
epidemiologic trends (Daniels, 2012). Parents of children with an autism spectrum disorder
engage online and provide genealogical, environmental, and treatment data, which enables
researchers to explore hypotheses from a pool of data (Autism Speaks, 2018b). Many studies are
often not completed because researchers cannot find enough qualified participants in a timely
manner. The ongoing development of registries will help facilitate the process of research
recruitment (Autism Speaks, 2018b). Research has been conducted to verify parent-reports of
professional autism spectrum disorder diagnoses to autism-related databases. Results of these
studies have suggested that information collected from parents participating in online autism
registries is valid and researchers can confidently use this data in their studies (Daniels, 2012).
Continuous updates and ongoing participation are needed in registries (Philip, 2014) and may
prove difficult to achieve, but may be especially suited to the study of equine-assisted activities
and therapies. Web-based planning and analysis is a possibility for the future where participants
could reach out to the researchers. As registries grow, they may be continuously refined (Philip,
2014). This could be in the future for equine-assisted activities and therapies—if researchers and
farms collaborate effectively. Detecting large changes in individuals over time may demonstrate
the effectiveness of this approach.

The current study employed a single-arm design where there was no control group.
Participants served as their own control with their initial/historical data used as the tool for
comparisons. More participants will be needed to determine effectiveness in equine-assisted
activities and therapies. More individuals can be placed in the treatment/experimental arm of the

study (Philip, 2014; Viele, 2014). This can help address the issues of sample sizes as well as
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some control issues, where participants are serving as their own controls. Using historical
references for controls and using participants as their own controls, while also using less
exclusion criteria will allow for a better reflection of the real world.

3.3.4. Future Studies and Conclusions

Overall, these data did not show major statistically significant benefits of equine
activities. Nevertheless, this study has provided a possible framework for analysis of more cases
on additional farms and states through which statistical significance and power might be
achieved on parameters of clinical importance.

From a more subjective approach, based on participant interviews, and after watching
riders participate in equine activities, it is apparent that the lessons are being enjoyed and have a
positive impact. Although it was not a primary objective of this study, there may be merit in
trying to capture narrative responses in a more systematic way. Families continue to seek for
various forms of therapy, are drawn to equine therapies, speak highly of their benefits, and pay
large sums of money even when they are not covered by insurance. Although the present study
detected, at best, a very modest therapeutic benefit, the subjective positive impact of equine
activities appears high on patients and their families, and merits further study.

In addition, the way to approach research in the field of equine-assisted activities and
psychotherapy may not be through a randomized, double-blinded, heavily controlled approach.
Instead, studies based on information accumulated in large patient registries and databases may
provide new insight, since it is in the variable and sometimes unpredictable environment of a

stable where these experiential therapies occur and show their effectiveness.
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APPENDICES

Appendix A. Facility Questionnaire

Facility Questionnaire:

Address Name of facility:

1. Briefly describe your facility and what you do.

2. Do other riding lessons take place at your facility? Are there boarders? Is your facility
strictly run as a therapeutic riding facility?

3. Briefly describe the certification process that your instructors and horses have to go
through before they can teach therapeutic riding lesson.

4. Briefly describe what happens in a therapeutic lesson. How much grooming and
groundwork is involved? How much riding is involved? Is the same trainer/guide
present at each lesson or do instructors rotate?

5. How long is each therapeutic riding lesson?

6. What is the pricing structure for your therapeutic lessons? Do people pay per lesson or a

block of lessons? How much do you charge per lesson? Does insurance help cover these
costs?
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Appendix B. Cover Letter of the Initial Participant Questionnaire

You are invited to participate in a research project being conducted by Amy Hofmann, a
graduate student in the departments of Animal and Veterinary Sciences, Psychology, and Social
Work at the University of Maine. The faculty sponsor is Dr. Robert Causey of the Department
of Animal and Veterinary Sciences at the University of Maine. The purpose of the research is to
learn about the effects of equine assisted activities in children with autism spectrum disorders,
but anyone is welcome to participate.

What Will You Be Asked to Do?

If you decide to participate, you will be asked to fill out two simple questionnaires. The
questionnaires assess behaviors and sleep patterns of children. These are questionnaires
designed for parents to fill out, so your children will not be asked to do anything for this project,
aside from continuing in their regular riding sessions as usual. We would like you to fill out the
questionnaires once at the beginning of your child’s session period and once at the end of a 7-
week period. In order to conduct the follow-up questionnaires, you will be asked to provide an
address in order for us to be able to contact you, if you choose.

Risks

Except for your time and inconvenience, there are no risks to you from participating in
this study (approximate time to complete the questionnaires is 30 minutes). The demographics
could possibly identify families to the researchers. However, all of the answers/data will remain
confidential. The data will be reported only in summary, and the demographics will be used to
describe the sample in general. Findings will be reported in a way that will not identify specific
individuals in any way.

Benefits

While this study will have no direct benefits to you, this research may help us learn more
about the effects of equine therapies on the social and communication skills in children and how
to help yours and other children in the future.

Compensation

If you complete the follow-up portion of the questionnaire and send it back to Amy
Hofmann (stamped and addressed envelopes will be sent to you with the questionnaire), we
would like to offer you a $25 Amazon gift card for your efforts.

Confidentiality

Data will be kept in the faculty advisor’s locked office. Only Amy Hofmann, faculty
advisor, Dr. Robert Causey, and graduate committee members (Dr. Marie Hayes, Dr. Sandra
Sigmon, Dr. Robert Lehnhard, Dr. Shihfen Tu, and Dr. Steve Butterfield) from the University of
Maine will have access to the data. Your name or other identifying information will not be
reported in any publications. Identifiable data will be destroyed after one year and any de-
identifiable data entered into a private computer will be stored with secure software and will be
kept indefinitely.
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Voluntary

Participation is completely voluntary. Your participation will not affect the services
given to your child in any way. If you choose to take part in this study, you may stop at any
time. You may also skip any questions you do not wish to answer.

Contact Information

If you have any questions about this study, please contact me (Amy Hofmann) by email
at amy.hofmann@umit.maine.edu. You may also reach the faculty advisor on this study by
email at robert.causey(@umit.maine.edu. If you have any questions about your rights as a
research participant, please contact Gayle Jones, Assistant to the University of Maine’s
Protection of Human Subjects Review Board, at 207-581-1498 (or e-mail
gayle.jones@umit.maine.edu).

Your signature below indicates that you have read the above information and agree to
participate. You will receive a copy of this form.

Signature Date
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Appendix C. Cover Letter of the Final Participant Questionnaire

Thank you for participating in the research project conducted by Amy Hofmann, a
graduate student in the departments of Animal and Veterinary Sciences, Psychology, and Social
Work at the University of Maine. The faculty sponsor is Dr. Robert Causey of the Department
of Animal and Veterinary Sciences at the University of Maine. The purpose of the research is to
learn about the effects of equine assisted activities in children with autism spectrum disorders,
although anyone is welcome to participate.

What Will You Be Asked To Do?

If you decide to participate, you will be asked to fill out two simple questionnaires. The
questionnaires assess behaviors and sleep patterns of children with autism spectrum disorders.
These are questionnaires designed for parents to fill out, so your children will not be asked to do
anything for this project, aside from continuing in their regular riding sessions as usual. Since
you have filled out an initial questionnaire, we are sending you this follow-up
questionnaire.

Risks

Except for your time and inconvenience, there are no risks to you from continuing to
participate in this study (approximate time to complete the questionnaire is 30 minutes). The
demographics could possibly identify families to the researchers. However, all of the
answers/data will remain confidential. The data will be reported only in summary, and the
demographics will be used to describe the sample in general. Findings will be reported in a way
that will not identify specific individuals in any way.

Benefits

While this study will have no direct benefits to you, this research may help us learn more
about the specific effects of equine therapies on the social and communication skills in children
and how to help yours and other children in the future.

Compensation

If you complete this follow-up portion of the questionnaire and send it back to Amy
Hofmann (stamps and an addressed envelope will be sent to you with the questionnaire), we
would like to offer you a $25 Amazon gift card for your efforts.

Confidentiality

Data will be kept in the faculty advisor’s locked office. Only Amy Hofmann, faculty
advisor, Dr. Robert Causey, and graduate committee members (Dr. Marie Hayes, Dr. Sandra
Sigmon, Dr. Robert Lehnhard, and Dr. Shihfen Tu) from the University of Maine will have
access to the data. Your name or other identifying information will not be reported in any
publications. Identifiable data will be destroyed after one year and any de-identifiable
data entered into a private computer will be stored with secure software and will be kept
indefinitely.
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Voluntary

Your continued participation is completely voluntary. Your participation will not affect
the services given to your child in any way. If you choose to continue to take part in this study,
you may stop at any time. You may also skip any questions you do not wish to answer.

Contact Information

If you have any questions about this study, please contact me (Amy Hofmann) by email
at amy.hofmann@umit.maine.edu. You may also reach the faculty advisor on this study by
email at robert.causey(@umit.maine.edu. If you have any questions about your rights as a
research participant, please contact Gayle Jones, Assistant to the University of Maine’s
Protection of Human Subjects Review Board, at 207-581-r1498
(or email gayle.jones@umit.maine.edu).
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Appendix D. Pre-Assessment, Researcher Designed Questions

Start date of riding lessons: Anticipated end of Today’s date:
riding lessons:

Address/Email Address for follow-up Gender: Male Female
(of child)
Current age of child:

Professional diagnosis (circle Asperger High Functioning Other:

one): Syndrome Autism

Is this your child’s first time riding a horse? Yes/No

Is this your child’s first time receiving a therapeutic riding lesson? Yes/No

If this is not your child’s first time receiving a therapeutic riding lesson
1. Approximately how long has your child participated in a therapeutic riding activity?

2. Is this your child’s first therapeutic riding lesson at this facility? Yes/No

3. Ifthis is not your child’s first lesson at this facility, approximately how long has your
child participated in a therapeutic riding activity at this facility?

1. What types of therapy has your child had so far?

2. How would you rate your child’s therapeutic experience thus far? (Choose one)

Not helpful

Slightly helpful

Very helpful

Extremely helpful

3. Why did you choose therapeutic riding for your child?

4. Why did you choose to come to this particular riding facility?

5. How beneficial do you think your child’s therapeutic riding experience will be? (Choose

one)

Not helpful

Slightly helpful

Very helpful

Extremely helpful
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Appendix E. Post-Assessment, Researcher Designed Questions

Start date of riding lessons:

Anticipated end of riding

lessons:

Today’s date:

Address

Gender:
(of the child)

Male

Female

Current age of the child:

1. How many weeks were in this riding session and approximately how many hours per
week did your child participate in a therapeutic riding activity?

2. Have you noticed any changes in your child since they started this session of riding
lessons? If yes, please describe.

3. Do you plan to continue bringing your child for riding lessons? Yes/ No, why?

4. What does your child like and not like most about riding lessons?

5. How much does your child enjoy riding lessons? (Choose one)

No Enjoyment

Enjoyed Slightly

Enjoyed very much

Enjoyed Extremely

6. How beneficial do you think your child’s therapeutic riding experience was? (Choose

one)

No Enjoyment

Enjoyed Slightly

Enjoyed very much

Enjoyed Extremely
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Appendix F. Participant Questionnaire — CARS-2

QUESTIONNAIRE FOR PARENTS OR CAREGIVERS

CARS2-QPC

Date: Date of birth of person to be rated:

Case ID Number: Name of person to be rated:

Your name: Your relationship to the person being rated:
Instructions

This form asks about behaviors in several areas where people may have difficulty. The
person you are rating may or may not have ever shown these behaviors.

For each behavior listed, please make a check mark under the description that best
described the person you are rating. Check the box under Don 't Know if you do not have enough
information about a behavior to give a rating. It is important to provide an answer for every
behavior. After each section, there is a space for you to give one or more brief, specific examples
that relate to your ratings in that section. Use the blank page at the end of the form if you need
extra space. The final section of this questionnaire provides spaces where you can describe any
other behaviors that you would like us to know about.
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SECTION 1

How does the person you are rating communicate?

Not a Mild to Severe Not a Don’t
problem Moderate problem problem now, | know
(Does very Problem (Often or but was in the
well) (Sometimes always a past
a problem) problem)

1. Imitates sounds,
words, and movements
of others.

2. Responds to facial
expressions, gestures,
and different tones of
voice used by others.

3. Responds to his or
her name being called
by turning and making
eye contact with the
person calling his or
her name.

4. Directs facial
expressions to others to
show the emotions he
or she is feeling.

5. Uses a variety of
gestures (pointing,
nodding the head,
showing the size of
something) that are
coordinated with
words or used to
explain things when he
or she doesn’t have
words to do so.

If the person you are rating is not using words, skip ahead to SECTION 2.
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Not a Mild to Severe Not a Don’t

problem Moderate problem problem now, | know
(Does very | Problem (Often or but was in the
well) (Sometimes always a past

a problem) problem)

6. Uses made-up words
or repeats specific
words or phrases.

7. Has an unusual tone,
rhythm, loudness, or
rate of speech.

8. Speech is overly
formal; for example,
uses vocabulary that
seems more
sophisticated than usual
for a person of his or
her age or for the
situation.

9. Carries on a
conversation with
another person that
flows back and forth, at
a level you would
expect for someone of
his or her age.

10. Can talk with
another person about
that person’s interests.

Examples: Give one or more brief, but specific, examples of the problem behaviors rated above.
If you need more space to write, use the blank pages at the end of this form.
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SECTION 2

How does the person you are rating relate to others and show emotion?

Not a Mild to Severe Not a Don’t
problem | Moderate problem problem now, | know

(Does Problem (Often or | but was in the

very | (Sometimes a always a past

well) problem) problem)

1. Makes eye contact when
speaking or listening to
another person.

2. Points to and shares
things of interest with
others.

3. Follows another
person’s gaze or points
toward an object that is out
of reach.

4. Is responsive to social
initiations from others.

5. Initiates social
interactions with adults
and peers (not just to get a
basic need met).

6. Sustains an interaction
with others in an easy,
flowing, back-and-forth
manner.

7. Makes and maintains
friendships with peers of
same developmental level.

8. Shows a range of
emotional expressions that
match the situation (for
example, smiles, frowns,
conveys different emotions
through eyes and facial
expressions, etc.).

9. Understands and
responds to how another
person may be thinking or
feeling (for example, tries
to comfort someone in
distress, does something
because he or she thinks
the other person will like
it).
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Examples: Give one or more brief, but specific, examples of the problem behaviors rated above.
If you need more space to write, use the blank pages at the end of this form.

Examples cont.:

SECTION 3
How does the person you are rating move his or her body?
Not a Mild to Severe Not a Don’t
problem | Moderate problem problem now, | know
(Does Problem (Often or but was in the
very (Sometimes always a past
well) a problem) problem)

1. Has unusual ways of
moving fingers, hands,
arms, legs; or spins or
rocks body.

2. Does things that might
result in self-injury, like
scratching, head banging,
or picking at his or her
skin, etc.

3. Is clumsy, stumbles, or
has an awkward walk or
run.

4. For school-aged
children or adults: Has
difficulty tying shoes or
difficulty with
handwriting or other
tasks that require fine
motor coordination.
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SECTION 4
How does the person you are rating play?
(For an older individual, how did he or she play as a child?)

Not a Mild to Severe Not a Don’t
problem | Moderate problem problem now, | know
(Does Problem (Often or but was in the
very (Sometimes always a past

well) a problem) problem)

1. Uses only parts of toys
instead of whole toys, or
plays with objects (e.g.
opens and closes toy barn
doors, spins wheels on
cars, wobbles or spins
household objects).

2. Plays with the same
things in the same way
over and over.

3. Uses toys or other
materials to represent
something they are not
(e.g., uses a banana as a
phone or microphone).

4. Engages in make-
believe play, taking on a
role (not based on scripts
from movies or TV
shows).

Examples: Give one or more brief, but specific, examples of the problem behaviors rated above.
If you need more space to write, use the blank pages at the end of this form.
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SECTION 5

How does the person you are rating react to new experiences and changes in routine?

Not a Mild to Severe Not a Don’t
problem | Moderate problem problem now, | know

(Does Problem (Often or but was in the

very (Sometimes always a past

well) a problem) problem)

1. May show anxiety or
worry in facial
expression or body
movement, or by
becoming overly
impatient.

2. May show worry
about the same thing
over and over.

3. Copes with changes in
routine or the
environment (for
example, moving
furniture).

4. Has specific routines
or specific ways things
must be done by self or
others.

5. Has special interests or
topics (for example,
dinosaurs, trains, clocks,
weather, or license
plates, etc.).
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SECTION 6
How does the person you are rating use his or her sense of vision, hearing, touch, and
smell?

Not a Mild to Severe Not a Don’t
problem | Moderate problem problem now, | know

(Does Problem (Often or but was in the

very (Sometimes always a past

well) a problem) problem)

1. Tends to look at
objects from unusual
angles or out of the
corner of his or her eyes.

2. Is overly interested in
light from mirrors or
light reflecting off
objects.

3. Is overly sensitive to
some sounds, smells, or
textures; seeks some out,
actively avoids others.

Not a Mild to Severe Not a Don’t
problem | Moderate problem problem now, | know

(Does Problem (Often or but was in the

very (Sometimes always a past

well) a problem) problem)

4. Has an unusual
response to touch; may
overreact to touch or pain
or may not respond to
things that others would
find uncomfortable or
painful.

Examples: Give one or more brief, but specific, examples of the problem behaviors rated above.
If you need more space to write, use the blank pages at the end of this form.
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SECTION 7

Other behaviors

1. Does this individual have any extremely unusual mathematical, reading, or artistic abilities?
No Yes

If yes, please explain.

2. Are there other unusual behaviors you have noticed that you would like to tell us about?
Please list the specific behaviors, and give an example or two.

Additional Behavior Examples or Comments:

Please specify the number of the question that is related to your example or comment:

Additional Behaviors Examples or Comments:

Please specify the number of the question that is related to your example or comment:

Additional Behaviors Examples or Comments:
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Appendix G. Participant Questionnaire — Children’s Sleep Habits Questionnaire

CHILDREN’S SLEEP HABITS QUESTIONNAIRE
(ABBREVIATED)
The following statements are about your child’s sleep habits and possible difficulties with sleep.
Think about the past week in your life when you answer the questions. If the last week was
unusual for a specific reason, choose the most recent typical week. Unless noted, check Always
if something occurs every night, Usually if it occurs 5 or 6 times a week, Sometimes if it occurs
2 to 4 times a week, Rarely if it occurs once a week, and Never if it occurs less than once a week.

BEDTIME
Write in your child’s usual bedtime: Weeknights: : am/pm
Weekends: : am/pm
7 5-6 2-4 1 0

Always | Usually | Sometimes | Rarely | Never

1. Child goes to bed at the same time at
night.

2. Child falls asleep within 20 minutes
after going to bed.

3. Child falls asleep alone in own bed.

4. Child falls asleep in parent’s or
sibling’s bed.

5. Child falls asleep with rocking or
rhythmic movements.

6. Child needs special object to fall
asleep (doll, special blanket, stuffed
animal, etc.).

7. Child needs parent in the room to fall
asleep.

8. Child resists going to bed at bedtime.

9. Child is afraid of sleeping in the dark.

SLEEP BEHAVIOR
Write in your child’s usual amount of sleep each day (combining nighttime sleep and naps):
hours and mins
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7 5-6 2-4 1 0
Always | Usually | Sometimes | Rarely | Never
10. Child sleeps about the same amount
each day.
11. Child is restless and moves a lot
during sleep.
12. Child moves to someone else’s bed
during the night (parent, sibling, etc.).
13. Child grinds teeth during sleep (your
dentist may have told you this.)
14. Child snores loudly.
15. Child awakens during the night and is
sweating, screaming, and inconsolable.
16. Child naps during the day.
Write in the number of minutes the nap usually lasts: minutes
WAKING DURING THE NIGHT
7 5-6 2-4 1 0
Always | Usually | Sometimes | Rarely | Never
17. Child wakes up once during the night.
18. Child wakes up more than once
during the night.
MORNING WAKE UP
Write in the time child usually wakes up in the morning: Weekdays: am/pm
Weekends: : am/pm
7 5-6 2-4 1 0
Always | Usually | Sometimes | Rarely | Never

19. Child wakes up by him/herself.

20. Child wakes up very early in the
morning (or, earlier than necessary or
desired).

21. Child seems tired during the daytime.

22. Child falls asleep while involved in
activities.
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Appendix H. Raw Demographic Data of Participants

ID | Farm | Gender Age Diagnosis Types of Therapy
01 1 F 7 Asperger, ADHD, Neuro-feedback
Turner syndrome,
Aortic Bicuspid Valve
02 2 M 4 Autism, Global Delay Therapeutic play, Floor time, PT,
OT, Equine
03 2 M 18 Physically/Cognitively delayed Vision, OT, PT, ST
(severe)
04 2 M 8 High functioning autism OT, ST
05 2 F 6 Autism ABA, OT, PT, ST, Music, Dance,
Swim, Biomedical, Diet
06 3 M 15 Developmental disorder,
Tourette’s syndrome
07 3 M 9 Autism OT, ST, Equine
08 3 M 9 Asperger OT, PT, ST, Behavioral
09 3 M 18 PDD-NOS OT, ST, Equine
10 4 M 8 ADHD, Learning disability OT, PT
*Twin
11 4 M 8 ADHD, Learning disability OT, PT
*Twin
12 4 F 9 Tetrasomy 13 mosaic, OT, PT, ST, Hearing,
Dandy Walker Syndrome Sign Language, Equine
13 4 F 11 Multiple disabled OT, ST, PT
14 5 F 6 Anxiety Counseling, Medication
15 5 M 11
16 5 F 10
17 5 F 8
18 5 F 9 Other Retention of memory
19 5 F 11 None
20 6 F 29 Chromosomal abnormality 2q37 OT, PT, ST, Aquatic therapy
deletion
21 6 F 10 Asperger syndrome, Bipolar, OT, PT, ST, Mobile therapy, under
ADHD care of psychiatrist
22 6 M 11 Other OT, PT, ST
23 6 F 18 Autism OT, ST
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24 6 M 11 Autism, PDD-NOS OT, PT, ABA Therapy,
Hippotherapy
25 7 M 10 High functioning autism OT, PT, ST, Mobile therapy, TSS
Services, education support
26 7 M 11 Asperger, developmental OT, PT, Social skills therapies
coordination disorder
27 7 F 10 Kabuki syndrome OT, PT, ST, Equine
28 7 F 9 ADHD/ODD One-on-one cognitive behavior
therapy
29 7 F 6 Cockayne syndrome Horseback riding,
water therapy
30 7 M 10 High functioning autism OT, PT, ST
31 7 F 14 PDD and scoliosis OT, ST, Group therapy
32 7 M 15 Asperger Therapeutic riding lessons
33 8 M 15 Cerebral dysgenesis OT, PT, ST
34 8 M 8 Autism OT, ST,
EI Intervention for PT
35 8 M 12 Interstitial deletion 22 OT, PT, ST, Swim
36 8 F 7 High functioning autism OT, PT, ST,
Hippotherapy
37 8 F 9 High functioning autism OT, Swimming, Riding
38 8 F 32 Cerebral palsy PT
39 8 F 11 High functioning autism OT, PT, ST,
Therapeutic riding
40 9 M 8 Static motor encephalopathy, OT, PT, ST
ADHD, Low tone, apraxia
41 9 F 25 High functioning autism, OT, PT, ST, Therapeutic riding
Cerebral palsy
42 10 F 4 Speech class
43 11 M 9 Asperger OT, ST, social group therapy, wrap

around behavioral health, out-
patient psychological therapy, DIR
floor time therapy

*Numbers that are highlighted indicate participants that completed an initial and follow-up questionnaire and were

included in the full analysis
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Appendix 1. Riding History of Child

Participant First time First time First How long receiving How long riding
on a horse? receiving therapeutic therapeutic lessons? at this facility?
therapeutic lesson at this
lessons? facility?
01 Y Y Y 3 months
- Y Y Y 1 month N/A
N N N 7 years 4 years
04 Y Y
05 N N Y 1 year
- N N N 6 years 6 years
N N
08 N N N 3 years 3 years
09 N N N 4 years 4 years
_ N Y 13 months 13 months
11 N Y 13 months 13 months
12 N N N 7 years 5 years
13 Y N N 1.5 years 1.5 years
_ N N N 2 years 2 years
15
16
17
18 N N N 5 years 5 years
19 Y
[ 20 ] Y Y N/A N/A N/A
21 N N N 2 years 2 years
22 N N N 2 years
23 N N N 2 years 2 years
N N N 4 years 7 months
N N N 2.5 years 2.5 years
Y Y N/A N/A N/A
N N N 1 year 1 year
Y N N 2 years 2 years
N N N 2 years 1 year
N N N 5 years 5 years
N N N 2 years 2 years
N N N 3 years 3 years
N N N 4-5 years 4-5 years
Y Y
N N N 7+ years
36 N N N 3 years 3 years
37 Y Y
38 N N N 1 year 1 year
39 N N N 7 years 7 years
_ N N N 3 years 3 years
41 N N N 20 years 20 years
42 N Y N/A N/A N/A
43 N N N 3 months 3 months

This table shows a brief look at the riding history of each participant. Participants in dark
gray were individuals that completed an initial and follow-up questionnaire. Other participants
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only completed an initial questionnaire. This table shows how long a rider has been riding and
how long they have been riding at the facility where the parent was interviewed.
Appendix J. Qualitative and Demographic Results

Within each questionnaire set, there was a variety of qualitative data that was also
collected. These data included age and diagnoses of the riders, and therapies used, as well as
how long the riders had been riding and how helpful the parents believed the individual
therapeutic techniques to be. It was also asked why parents chose therapeutic riding for their
child and even why they selected the particular facility. The qualitative data comes from the pre
and post assessments in the questionnaire documents. These questionnaires were written by the
researchers for the purpose of gaining additional demographic and qualitative information.
These questionnaires, along with all other questionnaires, can be found in the Appendix of this
document. Selected raw data on each participant can also be found in the Appendix of this
document.

There were 43 participants that completed at least the initial portion of the questionnaire.
This included 21 male riders and 22 female riders that were evaluated by their parents. Ages
ranged from 4-32 overall, and 4-18 for males and 4-32 for females. The average age of the 43
riders being evaluated was 11.37 years. The average age for male riders was 10.86 years and the
average for female riders was 11.86 years. Participants with older children were allowed to
participate if they wished. Some noted that their older children had the mental capacity of
someone much younger. Participants were told that some questions of the questionnaire might
not apply to their child because the questionnaires were designed for children and adolescents.
They were not turned down if they wished to include their child. Of the 43 participants, 16
completed the initial and the follow-up questionnaire. Of the 16 participants that completed all

of the requirements for the study, the ages of the riders ranged from 4-29. The average age was
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11.44 years. There were 12 male riders and 4 female riders. Ages for the male riders ranged
from 4-18 and 6-29 for the female riders. The average age for male riders within the 16
participants was 10.75 years. The average age for female riders within the 16 participants was
13.5 years.

The 43 participants noted that their children had various diagnoses/reasons for receiving
treatment. Even though the main focus of this study was to be on autism spectrum disorders,
participation was open to anyone that wished to participate. Of the 43 participants, 21 of them
noted an autism or an autism-related diagnosis for their child (including Asperger and PDD). Of
the 16 participants that completed the initial and follow-up portions of the questionnaire, 6 of
those individuals noted an autism or autism-related diagnosis for their child. There was an array
of diagnoses amongst the riders. There were various psychological and physical diagnoses. In
order for a better analysis regarding the effects of equine-assisted activities and therapies per
diagnosis, greater numbers per diagnosis should be represented in future studies.

Of the 43 participants that completed a portion of the questionnaire, 38 participants noted
various other therapies that their children were receiving or had received (as asked in the pre-
assessment questionnaire). Only one person included only therapeutic riding lessons as the type
of therapy that their child had received so far. ABA therapy (Applied Behavior Analysis),
aquatic therapy, behavioral therapy, biomedical therapy, counseling, dance therapy, diet
changes/monitoring, education support, EI Intervention for PT (Early Intervention for Physical
Therapy), equine therapies/hippotherapy/therapeutic riding, DIR/floor time therapy
(Developmental Individual-difference Relationship-based model), group therapy, hearing
therapy, medication, mobile therapy, music therapy, neuro-feedback therapy, occupational

therapy, one-on-one cognitive-behavior therapy, out-patient psychological therapy, physical
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therapy, retention of memory therapy, sign-language training, social skills therapies, social group
therapy, speech class or therapy, swim therapy, therapeutic play, TSS Services (Therapeutic
Support Staff), under care of psychiatrist, vision therapy, water therapy, and wrap around
behavioral health were the other therapies/therapeutic techniques that the participants included as
the types of therapies that their children had received so far. This collection of data from 38
people clearly demonstrates the fact that equine therapies and activities are usually seen as an
adjunct to an existing therapeutic framework and are commonly combined with other therapies
(Klontz, 2007; Hofmann, 2010; Millhouse-Flourie, 2004; Nimer, 2007; Yorke, 2008).

Appendix9 shows some additional data that the participants provided in the pre-
assessment. This includes data from the 43 individuals that completed the initial questionnaire.
In this assessment, it was asked if it was their child’s first time riding a horse, and if this was
their child’s first time receiving a therapeutic riding lesson, to which the participant would
answer “yes” or “no.” It was also asked if this was their child’s first therapeutic riding lesson at
this facility, to which the participant would also answer “yes” or “no.” Then, it was asked for
approximately how long their child had participated in a therapeutic riding activity. Next, it was
asked if this was not their child’s first lesson at this particular riding facility, for approximately
how long had their child participated in a therapeutic riding activity at that facility. Blank spaces
indicate that there was no response from the participant and a response of “N/A” indicates that
the participant noted that the question in particular was not applicable to their case.

The data shown in Appendix9 indicates that at the time of assessment, it was usually not
the rider’s first time on a horse. There were 10 parents that chose “yes,” indicating that it was
their child’s first time on a horse. In-person interviews between parents and the primary

researcher at the time of the first assessment, as well as open-ended questions within the
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questionnaires, revealed that, in fact, no child was getting on a horse for the very first time on the
day that the initial questionnaire was answered. If “yes” was chosen as the answer to this
question, it seemed that the child had only been riding for a short duration of time. However, if a
parent had chosen “yes” to say that it was their child’s first time riding a horse and noted years
for the duration of time for how long the child had been receiving therapeutic riding lessons or
riding at the current facility (Participants 13 and 28), this obviously indicates to the researcher
that the child was not new to riding a horse. In-person interviews and/or open-ended questions
seemed to reveal that the children had never ridden before beginning their equine-assisted
activities or therapies. How a person chose to answer a question was seemingly determined by
their subjective interpretation of the question. For example, Participant 05 chose to answer that
it was not their child’s first time riding, but that it was their child’s first time riding at a new
facility. The duration of time that the child of Participant 05 had been receiving therapeutic
riding lessons was noted as 1 year. This is shorter than the duration of time that the children of
Participants 13 and 28 had been receiving therapeutic riding lessons (recorded as 1.5 years and 2
years respectively). However, both Participants 13 and 28 chose to answer that it was their

child’s first time on a horse.
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Appendix K. Open-Ended Responses

On the initial questionnaire, participants were asked to open-endedly describe why they
chose therapeutic riding for their child and also why they chose the particular facility that they
did. Answers varied, but generally parents had heard promising things about the benefits of
therapeutic riding and/or were also looking to provide their child with a different form of therapy
(that either did not feel like therapy or was more enjoyable, and/or provided their child with
additional benefits that they may not have been receiving in their more traditional/other
therapies).

Parents noted many different reasons why they had chosen therapeutic riding for their
child. Some parents mentioned how their child loves animals/horses and took an interest/liking
to the new activity of riding. These parents often mentioned that they had heard great things
about therapeutic riding. Additional families elaborated that their child loves horses and riding,
and therapeutic riding helped their child learn a new skill and build confidence. Other parents
also mentioned how animals seem to calm their child down and how it seemed more enjoyable
than other therapies. Some parents chose therapeutic riding for their child because they hoped
that their child would enjoy riding and that it would calm their child, and they thought that their
child would enjoy the responsibility of taking care of an animal. Another parent elaborated how
they wanted a therapy for their child that didn’t feel like therapy. Their child does not look
forward to going to any of the other therapies and actually complains about going. Their child
has never complained about going to horse therapy. One parent noted that due to some issues,
the participant’s child was not able to attend school and needed one-on-one tutoring. They had a

lot of open time and wanted to fill the time with therapeutic and community activities rather than
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staying at home. Their child loves animals and they calm him when he touches them, so they
thought grooming and riding would be something that he would enjoy. Overall, enjoyment
seemed to be a big factor in why therapeutic riding was chosen for the children riders, in addition
to many other benefits. This indicates that people seem to be drawn to therapeutic riding
activities because of the perceived benefits as well as due to how enjoyable it is for the
participants.

Other families chose therapeutic riding for their child because they had received funding
through a grant and those chose to try therapeutic riding because they felt that therapeutic riding
addresses many things that cannot be duplicated in traditional therapy sessions. Many families
hoped that riding would help their child’s muscles and self-confidence. Another family added
that they wanted their child to experience some social interaction. Furthermore, that family’s
child also has special physical needs and they believe that therapeutic riding would help with
trunk strengthening, muscle tone, flexibility, and motor skill improvement and maintenance.
Additional families also noted these reasons, as well as balance and core strengthening as why
they were drawn to therapeutic riding. Another family wrote that they were drawn to therapeutic
riding because they believed it would help strengthen their child’s legs and back so that they
could gain the strength to walk. Many parents noted that they wanted a therapy to help their
child’s trunk stability, spasticity, and/or muscle strength and flexibility for movement.
Additionally, benefits to attention span and improvements to fine and gross motor skills were
also mentioned as reasons parents cited for choosing therapeutic riding for their child. Other
parents mentioned social and speech improvements as reasons for choosing therapeutic riding for
their child as well. Many families were drawn to therapeutic riding because they wanted to give

their child a variety of therapeutic services. Horseback riding involves both physical and
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mental/education benefits. One family noted how they were drawn to therapeutic riding because
it combined physical therapy, occupational therapy, and exercise techniques. Therapeutic riding
also allows the rider to experience non-stop activity/exercise during the entire lesson, where they
can also focus and learn to follow directions. Benefits to bonding and learning to paying
attention were surprise benefits to some parents. These parents felt that the structure of the
therapeutic riding lessons was appropriate and clear/rigid in what needed to be done to benefit
the riders, but there were also unexpected benefits, like the horse/child partnership. Initially,
some children were “scared to death of horses,” but most quickly began to bond with them to the
point where they call the horses their “best friends.” One parent noted that they had always
known the therapeutic value of horses, as the parent had grown up riding. They believed in the
therapeutic benefits, such as core strength and balance, and that horses can help teach respect and
responsibility and give and emotional outlet and sense of accomplishment.

There are many different senses that are impacted by horses and the farm/outdoor
environment, with so many different sights, sounds, smells, and situations. Horseback riding is
such a different experience for many individuals. One family was drawn to therapeutic riding
because they believed that it would help improve their child’s ability to be around dirt and bugs.
Others noted that they wanted to expose their child to outdoor activities, different people, and
different stimulations that are “better than computer games.” Another family chose therapeutic
riding for their child because they wanted to see their child’s progress through a new experience.

Often time, doctors, counselors, or friends recommend therapeutic riding or other
therapeutic techniques to a parent. Some families in this study commented that therapeutic
riding was recommended by their child’s neuro-doctor and once the family looked into it, the

child was hooked. When their child was in contact with animals, their child becomes extremely
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happy. It has made their child so happy, proud, and confident, and they feel it has “truly been a
blessing.” Other families reiterated that therapeutic riding was recommended by their child’s
Medicaid case coordinator. Their child has also always been fascinated by and loves animals, so
it seemed like a natural fit. Other families had heard about therapeutic riding from the therapists
at their child’s school, or from a friend who also had a child receiving therapeutic riding for a
similar/same diagnosis as their child, or it was recommended by word of mouth.

Some families did talk about the cost of therapeutic riding. Often times, the costs of
therapeutic riding are not covered by insurance and parents/participants have to pay out of
pocket. This can be a major deterrent for some people, as costs can quickly become too
expensive for some families. Many families have noted how much the therapeutic riding
experience has helped their child in many different ways, often in many more ways than they had
even expected. Sometimes grants or scholarships can become available to families. One family
had tried therapeutic riding before, but had to stop at various times due to costs. They mentioned
that they had found it to be helpful for their child in the past, but due to the costs, they were
unable to afford it at certain times — they even put in a request through a neurologist insurance,
but costs were not covered. Most families try to do their best, despite the costs, because they
strongly believe in all of the benefits that their child is receiving.

Enjoyment and perceived benefits are a big factor in the employment of therapeutic
riding activities. As a generality, it is not within human nature to pay for something that is not
enjoyed, not perceived as helpful, and/or not wanted. We usually put our resources towards
things that we gain benefits, enjoyment, and/or happiness from. Generally, those that are
interviewed about therapeutic riding will almost always describe how they find it beneficial.

Those that do not find it beneficial are usually not found because therapeutic riding is generally
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paid for out of pocket. People that do not like therapeutic riding or find that they do not benefit
from it will start spending their money elsewhere.

Once the decision has been made to try therapeutic riding, a facility needs to be chosen.
There are many reasons why a facility might be chosen. Location, reputation, cost, and lesson
structure are all often cited as important factors. Some farms go through no certification
processes for their instructors and provide “therapeutic riding lessons.” These farms may have
their own merit, but they were not included in this study because only farms following the PATH
Intl. certification/structure/format were contacted. There are other certification processes as well
that other farms may follow. The facility certification/structure may be an important factor for
some parents/participants if they believe more in a certain philosophy. Specific certifications
were not cited by any of the parents in this study as reasons why they chose a particular facility.
However, some families did note that they went to an information session or open house held at
the farm where the therapist spoke about the program and they could see what the farm offered.
They realized that they liked the instructor, staff, philosophy, and/or process that they do at the
farm, as well as the rates (costs).

In most cases, the first reason that is listed for why a facility was chosen is location. If a
facility is local/“close to home,” it is more likely that one facility will be chosen over another.
One family noted that they chose their particular facility because it was closer to their home, but
they also knew the instructor. The instructor had also previously worked with their child in an
occupational therapy setting in the school system. Families often choose a particular riding
facility because it was close to home and the atmosphere at the farm was comfortable to them.
Parents noted that they often chose a facility because they found the facility and/or program

director very professional, responsive (to phone calls), and felt like the director was taking good
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care of the program. Location, as well as the facility’s responsiveness to the family’s request to
begin therapy, are important selection criteria. Scheduling ease/no waiting period are often
important factors for a facility’s selection.

Other reasons for choosing a particular riding facility were the facility’s reputation (“best
around”) and/or location (“close to home”). A recommendation from a family member, friend,
doctor/counselor/therapist, or another facility would often carry a lot of weight as well. In some
notable cases, the facility was recommended to the family because one of the staff members was
a family friend or family member or other family members were riders at the same facility.
Some family members had also previously volunteered at the chosen riding facility in some
cases. In other cases, the chosen because it was on a list of activities that a rehabilitation
organization provided or the facility and the benefits of therapeutic riding were otherwise
advertised. One family described how the facility was recommended to the family. They spoke
to the therapist at the facility before committing 100%.

A family must feel comfortable with the instructor and facility. This also goes back to
the philosophy of the facility and how an instructor will direct the lesson program. If a family
does not feel comfortable or safe, they will probably not choose a particular riding facility.
Some parents might want a private lesson/one-on-one time, while some might want their child to
experience lessons in a group setting. Parents will choose a facility where they are more likely to
get the type of experience that they want for their child. If a family enjoys their experience at a
farm and sees benefits in their child, they will also be more likely to recommend a particular
facility to another individual. For example, one family mentioned that the came for a lesson at
their current and they have been at the same facility ever since. They and their child love all of

the instructors. Their child and the horse have a special bond. They truly feel that riding has

197



helped their child’s confidence and they would highly recommend the facility to anyone else.
Other families noted that the equine professional/director was amazing to talk to when they
inquired about lessons. Some families also noted that they chose a particular facility because
they had previously worked with the therapist. Clearly, liking their experience, surroundings,
and the people that are working with their child is of utmost importance — as with almost all
cases in life. This is especially true when costs are coming out of pocket. A family, or any
person, is not likely to put money towards something that they do not enjoy, see as beneficial, or
feel comfortable with.

Similarly, lower cost/ability to pay, or scholarship fund provided are also other main
reasons that parents cite for choosing a particular facility. Facilities that offered significant
scholarships often made it possible for a family to afford therapeutic riding lessons.

On a whole, there are many different reasons why a facility might be selected as the
location where a participant receives therapeutic riding lessons. Each person has their own set of
reasons. Cost and location are often big factors for individuals as therapeutic riding activities are

often not covered by insurance companies, so all costs need to be factored into a family’s budget.
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Appendix L. Facility Information

In order to be a part of this study, all instructors/facilities had to be PATH International
(PATH Intl.) certified and follow the PATH standards. Often, a licensed occupational therapist
was the certified therapeutic riding instructor, but that wasn’t always the case. Some farms had
additional certification processes per state, such as requiring a certification through the
Pennsylvania Council on Therapeutic Horsemanship. Or, the facility itself had a required
training program that must be completed, in addition to the PATH certification.

Equine-Facilitated Therapy, Riding Therapy, Equine-Assisted Learning and Therapy,
Equine-Assisted Activities, Equine-Facilitated Psychotherapy, Equine-Facilitated Learning are
all various terms that the different facilities within this study used to describe their lesson
programs. Each term is different and has specific meanings. However, this is a challenging
aspect of research in this field because researchers may not know how to compare these terms or
realize that they can. This is a methodological issue within this field of research.

Each facility was given a questionnaire to describe their lesson programs. PATH Intl. is
not the only certification available for therapeutic riding — some farms might not even have a
certification. This does not mean that participants do not receive benefits from these farms. For
comparison purposes and to eliminate some confounding variables, PATH Intl. was chosen as
the certification process that farms had to have in order to participate. There is some knowledge
about the lesson structure/philosophy of the participating farms because they were all PATH Intl.
certified farms and instructors. However, the researchers asked further questions to learn even
more about each farm. Each facility was a little different.

Some facilities were only therapeutic riding facilities. Some facilities were some

combination of therapeutic and able-bodied lessons. Some facilities have boarders, some do not.
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Some facilities are separate entities within another farming operation — often renting stalls and
arena time in which to run their therapeutic program. Different facilities may have certain rider
requirements (usually age or weight restrictions). Certain restrictions are made for the safety of
the riders and horses. Weight restrictions are something that many participants do not
understand. These restrictions are made for the safety and comfort of the equine therapists.
Horses can generally comfortably carry 20% of their body weight. This may change with the
age and conformation of the horse and the job that the horse is being asked to do. Farms might
not have the availability of larger horses, such as draft horses, that can carry more weight.
Furthermore, larger and taller horses pose an additional challenge of how to safely hold a rider in
place, if necessary. Sometimes only smaller horses might be available. A farm certainly holds
the right to look after the safety and comfort of their equine therapists. They should not and
usually will not put their horses in an uncomfortable situation. Furthermore, facilities will
usually only accept riders that have diagnoses within their skill-base and they may connect riders
to another farm that may be able to more appropriately meet their needs. Farms may focus more
on physical therapy or psychotherapy or both, meeting a wide array of needs. Some farms may
not have the equipment necessary to help certain riders, such as ramps or lifts. This may dictate
the types of clients that a facility can accept. Some facilities are smaller larger, depending on
funding, available personnel, available horses, and their farm (leased or owned space). Some
facilities run programs throughout the year, while others only operate in the warmer months.
This may be due to amenities at a facility, such as an indoor. For example, email correspondence
with a farm in Alaska described how this farm does not have an indoor arena and the cold,
snowy winters in Alaska prevent this farm from offering lessons in the winter — especially

without an indoor arena. Other facilities might not operate lessons in the winter, even with an
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indoor, because of the decreased likelihood of riders coming when it is cold or inclement
conditions. Each facility is a little different, but they all have the larger goal of helping
individuals through the healing power of the horse-human interaction.

Facility directors described their facilities on the questionnaire that was given to them.
Some farms had lesson programs, some farms were only therapeutic farms, some farms used
leased space, some farms were huge operations, and some farms were at universities. Each farm
was a little different, but still similar and operating within their means. One facility described
themselves as a training, boarding, and lesson facility. This farm hosts a variety of students of
all levels, but they also run the therapeutic riding lessons on Mondays and Thursdays. Thus, this
particular farm is not strictly run as a therapeutic riding facility. Approximately 15% of the
farm’s business is dedicated to therapeutic riding. The facility provides therapeutic riding for
conditions such as cerebral palsy, blindness, Turner Syndrome, autism spectrum disorders,
Asperger’s, ADHD, wheelchair bound conditions, Globally Delayed, recovering alcoholics,
behavioral issues, Down Syndrome, etc. A similar facility described themselves as a farm that
provides therapeutic riding and hippotherapy, with therapeutic riding lessons being offered for
all types of conditions. However, this facility is not strictly run as a therapeutic riding facility, in
that they do have boarders and other types of riding lessons. The facility director estimated that
approximately 25% of their business is therapeutic riding. Another similar farm described
themselves as a facility that runs multiple programs — one for “able bodied” riders and one for
Equine-Facilitated Therapy. The breakdown of business for therapeutic riding at this farm is
approximately 50%. Anyone who wants to come to the facility is welcome as long as their

physician will allow them to participate.
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Another farm is strictly run as a therapeutic riding facility. They do include equine-
assisted activities for the able-bodied siblings of those with special needs. They also conduct
equine-facilitated psychotherapy and equine-facilitated learning lessons (mostly ground lessons)
and Services for Heroes (a program designed to serve the needs of veterans). 100% of this
farm’s business is nonprofit services to the disabled. They have no boarders or other activities
there. The farm provides equine-assisted activities to anyone with a disability over the age of
three. This includes physical, behavioral, emotional, and learning disabilities of great variety.
Only those conditions which present a hazard to the participant as detailed by PATH Intl.
standards are exempt. The farm also requires a physician’s referral indicating that the potential
participant does not have a contraindication to the safe participation in the activity of riding a
horse (e.g. head and neck instability). A similar facility described themselves as a privately
owned facility where they offer therapeutic horseback riding for children and adults with
disabilities. At their farm they have helped individuals with just about any disability including,
cerebral palsy, spina bifida, multiple sclerosis, Rett’s Syndrome, autism, Downs Syndrome,
intellectually challenged, ADHD, PDD, chromosomal abnormalities, vision and/or hearing
impaired, etc. Riders must have permission from their doctor. They run the program as a strictly
therapeutic riding facility.

Another facility described themselves as a small riding facility that serves the local
community with riding for people (ages 2-99) with physical, emotional, cognitive, and
behavioral issues. All physical, mental, cognitive, and/or behavioral disabilities that are not a
contraindication to riding and within the physical limits of rider and horse are welcome at the
facility. This facility is strictly run as a therapeutic riding facility. A similar facility described

themselves as a small facility for individuals living with varied mental health, physical, and
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intellectual disabilities. This facility is home to 18 program horses only and is strictly run as a
therapeutic facility. A PATH certification is required for instructors, but not required to begin
instruction.

Another facility within this study is a small organization of only 4 horses and about 50 clients
that ride on a weekly basis. This facility only provides private and semi-private lessons. The
organization is run out of a larger farm, where they lease stalls and arena time. The farm on a
whole has boarders and teaches able-bodied riders. However, the therapeutic organization is run
as a separate entity and strictly teaches therapeutic riding for almost all disabilities.

A final facility described themselves as a privately operating facility. This facility is run
at a college where they run a college equine studies program as well as therapeutic riding
instructor training programs. The equine program on a whole does offer a wide variety of
lessons/instruction in hunt seat, dressage, and other lessons. However, the specific section of the
barn for therapeutic riding is only for therapeutic riding (it is a very large facility on a whole).
Boarding at the farm is only for students of the college and for college-owned horses, but the
boarders and various lesson horses are all in separate barns. Anyone who is cleared to ride by
their doctors or those needing hippotherapy, except those with senior mental health issues, are
welcome to ride at the facility.

Similar to the varying descriptions of the farms that the directors provided, each facility
director described their lessons in a different way. There are similar themes throughout. The
biggest differences between farms are usually regarding whether they are open/operate all year
or not or sell lessons in packages/seasons or per lesson. The structure/philosophy of the

instruction period is generally similar, as per PATH Intl. requirements and individualized per
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client needs. Overall, almost all of the participants have to pay for lessons out of pocket, as they
are almost always not covered by insurance. Prices vary per region.

One farm described a common theme amongst the facilities that were studied for this
project. Sessions at that farm, as the others, are run dependent on the individual goals and
abilities of the clients. They can incorporate grooming, tacking, and leading skills on the ground.
Most clients spend a majority of their time riding/mounted. Basic riding skills are taught,
depending on the ability of the rider. Various manipulative and arena set ups are used to
accomplish their goals. This organization tries to have the same instructor and volunteers each
week. Further descriptions go on to say that lessons try to incorporate grooming/tacking, riding
time while integrating games and riding skills, and untacking. They aim for limited to no
instructor rotation (same instructor for each rider, each week). Most lessons incorporate
exercises specifically for that particular rider. Some lessons try to incorporate some Centered
Riding, position, steering, two-point, and games to enhance the lesson, such as “find the pink
ring,” which encourages steering, color recognition, and following directions. They look toward
the participant as being as independent as possible, but taking care of their individual needs as
well. Generally, the same instructor is used, but occasionally there are substitutes. These are all
common themes

Generally, lessons can be paid in packages or as you go, per lesson, per month, or per
season. Charges vary per farm. Some lessons can be around $90 per session, which insurance
does not cover (Maryland). Other noted costs were a half hour lesson for $35 and an hour for
$45. Insurance does not cover these costs, as the state (Maine) does not consider hippotherapy
valid. Other lessons were $25 at a facility in rural Maryland for a group lesson of 5. Semi-

private lessons are $45 and $60 for private lessons. Costs for lessons at a particular New Jersey

204



farm are $35/hour or for a private lesson. They also offer a block of 6 lessons that can be paid
for together. $185 is the cost for a week of summer camp. Each lesson at a Pennsylvania farm
costs $45 per lesson and participants pay per lesson. Some participants opt to pay per month, up
front. Insurance may allow for partial coverage, however, most insurance companies do not.
Most participants pay out of pocket, or with some combination of funding and grants. Costs for
lessons are set at $150/month for lessons at another Pennsylvania farm. Parents are also asked to
contribute $60 per year to help obtain liability insurance for the volunteers at the farm.
Parents/participants pay at the beginning of each month. If someone wishes to commit to only
single lessons at a time, it is $60 per lesson. There is a one-time initial evaluation fee to assess
the applicant’s needs, goals, and to determine the equine and volunteer staff that are best suited
to meet those needs. Financial aid is offered to the best of the facility’s ability for those that
cannot pay fees. Insurance usually does not cover the costs, unfortunately. Participants pay per
session (season packages), with costs ranging from $32.50-33.75 per lesson at a New York farm
(depending on how long their season-session lasts). Insurance usually does not help at all.
Lessons cost $50 per hour for a therapeutic riding lesson or $80 for a 45 minute hippotherapy
session with the physical therapists onsite at a New Jersey farm. The therapeutic riding students
usually purchase lessons for a 10 week session. Riding every week is $500 for 10 lessons and
every other week is $250 for 5 lessons at this farm. The vast majority of students are unable to
collect insurance benefits. Only some of the hippotherapy students are able to have some costs
paid for with the help of insurance money. Finally, for costs at another farm, “tuition” is charged
for each session and it must be paid in advance. It costs $200 for an 8-week session and $175 for
the 7-week session. This farm is not an insurance provider, so insurance does not pay for

lessons. However, some organizations such as certain mental health agencies will cover all or
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part of the tuition for a rider. The farm also grants half-tuition financial aid to riders whose
families can demonstrate need. Overall, whatever the costs may be, a general consistency is that
participants get no money from insurance companies.

Some farms said that they do not run their program as “lessons.” They consider their
instruction periods as private “sessions”, which last 30 minutes. Clients can stay for as long as
they benefit. Clients are reassessed every 6 months. On other farms, lessons could be one hour
or a half hour. Lessons are run as open-ended (not as set “packages” or seasons) — and clients
can continue for as long as they would like. This facility is also open year round. Another farm
describes how lessons are set for 90 minutes. The participants help groom the horse, tack them
up, ride for about 45 minutes, then help untack and groom. The participants are well supervised.
Sometimes a student cannot tack up their own horse, but they always have the participant do
some grooming. Lessons at yet another farm typically last for about 40 minutes for a group and
25 minutes for a private lesson. Lessons runs for 45 weeks out of the year. Costs for lessons
vary between semi-private and private lessons. They also offer a blocks lessons that can be paid
for together. Groundwork and grooming is only covered in summer camp sessions. Generally,
each lesson works on riding skills, exercises, games, and horsemanship knowledge. Trainers and
volunteers are rotated, as many are being trained as well.

Other farms described their lesson protocols in a little more detail. Another farm
described how their lessons are conducted for a 45 minute period. There are no set sessions or
number of lessons that need to be committed to. Everything in the lessons are individualized.
Enrollees generally commit to one month of lessons at a time with a guarantee of four lessons in
a month. Depending on the day they choose to come, they may get in five lessons a month.

Participants can continue for as long as they believe that they are receiving benefits from the
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involvement. Aside from repeated late cancellations or “no show” incidences, only behavioral
incidents which risk injury to the student, staff, volunteers, or the horses would cause the farm to
ask the student to leave the program. Medical clearance for participation must be received
annually from the physician caring for the student. Lessons are completely individualized and
directed by the PATH Intl. certified instructor, who works with the farm as an independent
contractor. The instructor is offered suitable potential applicants and the instructor then decides
to accept the new student or not. The family and the instructor then arrange the lesson schedule
in accordance with the existing lessons scheduled and the arena use anticipated by the program.
The instructor may have the student assist with grooming and tacking the horse, or not,
depending upon the therapeutic goals and the student’s abilities. Equine preparation is
considered part of the lesson time, when applicable. Approximately 10-15 minutes of the lesson
is spent on preparation and warm-up exercises (leading the horse in the arena) prior to mounting.
Each horse, at this facility, is groomed prior to the student’s arrival by volunteers as well. Each
lesson starts with riding in an enclosed arena after a warm-up until a determination is made as to
the kind of day that it is for the student and the horse. As long as the two are working well and
the weather cooperative, a property walk is frequently included. Some students are ridden
through a “sensory trail” as part of their lesson. The “sensory trail” at this farm is on a wooded
section of the property that gives the riders the feeling of going on a “trail ride.” The rider visits
stations that stimulate their senses and offer a greater appreciation of nature. Most lessons
include games and obstacle course activities in the arena, prior to the property walk. Students
might throw and catch a soft basketball while the horse is moving at a walk or while it is
standing still. Students are expected to see themselves in the arena mirrors while mounted and

learn to correct their position. They learn to sit centered and learn to become fully aware of their
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body position relative to the horse. Exercises involving control and steering of the horse are
always included. Lessons in this facility are generally private, unless it is felt that a semi-private
lesson would benefit the students in question. Instructors sometimes fill in for each other when
necessary, but in general, the student has the same instructor and volunteers for each lesson.

Other farms go on to describe that lessons at their farms run for 45 minutes with about 15
minutes dedicated to equine-facilitated learning. 30 minutes are dedicated to mounted activities.
Lessons vary per client, based upon abilities. Some riders fatigue more quickly than others.
Some riders would rather ride than interact with the horse on the ground. Lessons are run with
the same instructor and this farm tries to keep each student with the same horse and same riding
team (side-walkers and leaders). During lessons, each rider practices a warm-up, learns riding
skills, plays a game, cools-down, and dismounts during their riding lesson. Lessons are run as
open-ended sessions where participants can ride for as often or as little as they would like, and
when they would like to.

Further farms describe how lessons at their farm are run as 1 hour group lessons or 40
minute private lessons. Lessons can also be purchased in a package of 4, 5, or 6 week sessions,
running from March to November. One hour group lessons usually have up to 4 riders.
Mounted time ranges, depending on mounting time, but they try to get riders in the saddle for 40-
45 minutes, if not more. Riders can help with grooming if they arrive early. The facility tries to
keep the same instructors/volunteers for each rider. Riders participate in games and activities
relating to their disability and the goals that they have set for themselves.

The majority of students at another farm groom and tack their horses prior to their lesson.
The farm has a handful of students that are “ride only” due to their age or ability. The majority

of the lessons that they run are private with the instructor. The entire lessons are an hour long,
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which includes 20-25 minutes of grooming and tacking and then 35-40 minutes of riding. The
instructor remains the same instructor, unless the student or family asks to switch instructors or
days/time and the same instructor is not available.

Another farm runs two 8-week sessions of lessons and one 7-week session of lessons (in
the fall). This runs from April through the end of October. Riders can choose to ride in one
session or all three. They also may return year after year, as many riders do. However, this farm
has a 1501b weight limit, so if the participants grow to reach this weight, the facility can no
longer accommodate them. The farm offers private half-hour lessons for riders who are either
too young or else too physically, mentally, or emotionally challenged to be able to help get their
horses ready to ride. These riders spend the full half-hour on their horse. Riders who are
capable of helping to get their horse ready receive a one-hour lesson. Part of their lesson is spent
helping to groom and tack up their horse prior to riding. They do so for approximately 15
minutes. The volunteers encourage the rider to do as much as he or she possibly can. Once
everyone is mounted, the instructor spends approximately 5 minutes directing warm-up
exercises. Approximately 25 minutes is spent working on a riding skill or goal-oriented tasks.
Weather permitting, this may even include a 10 minute trail ride through the fields with a stop at
the farm pond to feed the fish. Often, the last several minutes on the horses are spent playing
games such as “Red Light/Green Light” or “Simon Says.” After the mounted part of their
lessons, the riders lead their horses back to their “parking spots” where they spend about 10
minutes unsaddling and grooming their horse again. The instructors remain the same throughout
each session of lessons. Wherever possible, the volunteer helpers remain the same with each

rider for every lesson.
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Overall, there are similar themes of trying to keep things consistent with instruction for
the participants. How a particular farm is run is generally varied, as well as their payment
protocols. Each lesson is individualized for the client under the same umbrella of teaching
philosophies within PATH Intl.

How the facilities obtain their horses also generally varies within a certain range. All of
the horses go through a trial period at each farm and are slowly incorporated into a program with
on-going training. Horses have to be deemed quiet and need to have an accepting disposition.
Sometimes trial horses are brought into lessons and walked around as a lesson is instructed with
another horse. This is so the trial horse can slowly begin to experience the therapeutic setting.
Handlers work-with and slowly expose the new horse to what they might experience in a
therapeutic riding lesson. Sometimes trainers employ Natural Horsemanship or other training
techniques. Training and specialized desensitization to multiple stimuli is important. The horses
must also learn to stand quietly at the mounting ramp and mounting block for the rider to mount.
All of the horses used in a therapeutic setting are well known to their handlers and handled each
day. Some particular horses may be better with certain clients that others and thus these horses
may take on more of a lesson load than others. Horses are usually carefully monitored to make
sure that they are not strained to heavily or overworked. If a horse becomes unable to handle
therapeutic riding lessons, another home or program may need to be found for the safety of
everyone involved.

What varies per program is how the facility comes by their horses. Some horses are
owned by the directors or volunteers of the program. Some horses are leased or otherwise
borrowed. Sometimes if a horse is leased, only a certain instructor may have permission to use

that horse. Lease/borrowing agreements have specific protocols that need to be followed or the
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use of the horse may be taken away. Many of the horses have been owned by the facility for a
long time, sometimes even since birth. Horses can be owned or leased by a particular individual.
They may also be owned or leased by a specific business (the riding facility or farm). Horses
may be donated to the facility or the found/executive director. Some horses used in therapeutic
settings have very interesting stories, such as being the son of 1978 Triple Crown winner,
Affirmed. Furthermore, many farms are offered donations horses. Sometimes farms have to
turn away horse donations because the horse may not meet the needs of their facility.
Occasionally the horses that are offered for donation are old or lame horses that others are
moving on from. Therapeutic farms may want to help these horses, but may need to look for a
fitter horse that can handle the stress of riding lessons. If a horse cannot comfortably walk or trot
under saddle, or even carry a rider comfortably, the stress of riding lessons may be too much for
them. Cantering is not always done in therapeutic riding lessons, but it is used occasionally for
some riders. When horses are evaluated, all things are considered — such as what the horse can
do and what it would need to be able to do, as well as its diet and care needs. The comfort of the
horse must always be considered. If the budget allows, additional horses may be purchased as
well. Fundraising efforts are often needed when additional horses are needed for a program. All
horses go through an evaluation, orientation-trial period, and on-going training by trainers. The
amount of horses per farm varies per the size of the facility and their individual funding and

clientele.
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