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Abstract
This study was undertaken to examine touch between human and equine in the

therapeutic context from ¢hperspective of the clinician conducting an equine facilitated
psychotherapy session. Thirteen practitioners, twelve from the mental hedligmt one life
coach, participated in a single sestiuctured irdepth interview. The practitioners were
guestioned on their views of touch between themselves and their clients, and betweandorse
client. They were also asked if their touch practices changed with the presancanahal, as
well as what outcome they saw due to clients touching the horse, and in which situatiens. T
findings showed that the majority of practitioners found they touched their chéhtmnore

frequency in the presence of animals, and that touch allowed the client to attechnmial

and thus work more safely from a sexbase on a variety of therapeutic goals.



Equine Embrace:
Touch and the Therapeutic Encounter in Equine Facilitated Psychotherapy from the

Per spective of the Clinician

A project based upon an independent investigation, submitted in
partial fulfillment of the requirements for the degree of Master of
Social Work.

Ann Marie Sexauer

Smith College School for Social Work
Northampton, MA 01063

2011






Acknowledgements

This thesis could not have been accomplished without the help of many whose
gifts are invaluable and gratefully acknowledged here.

| wish to thank Gael McCarthy for her tireless help even when | was not a student
in her class; my practice professors for their contribution to my professiona
development; Susanne Haseman for her quiet availability and presence; NARHA Region
One conference for providing a format in-which to present my results; Lo8MTI& for
running a beautiful program at which | could volunteer; Louise Jones for giving me the
space in which tdalance all responsibilities; Daniel Baslock and Amy Burns for their
interest and support; and Alyson Bull for her strength and dedication.



Table of Contents

ACKNOWLEDGEMENTS..... e e eaa e iL.
TABLE OF CONTENTS. ...t e e e ii..
CHAPTER

I INTRODUGCTION. ..tttk e S e e e e e e e e e s 1
I LITERATURE REVIEW.. ... e 3
' METHODOLOGY ...ttt e e e e e e ennnaas 23
IV FINDINGS Lo et e et e e e ek e e e e e e nnnn e e e e eennes 28
V' DISCUSSION. ...ttt ettt i e et e e e e e e et et e et e e bbb n e e e e eeeaes 70
REFERENGCES . ... ettt e e et e e e e e e e e e e bbb as 79
APPENDICES

Appendix A: HSR APProval LEter.......cooiiii i e e 82
Appendix B: Recruitment Email............cooooiiii i 83
Appendix C: Interview QUESLIONNAITE ........cciviiiieeeeeciiaieeeteriiiiesse s e e e e e eeeeeeeeeeeasnennnnnn 84

Appendix D : INformed CONSENL.......ccooii i e e s 86



Chapter I
Introduction

The purpose of this study is to explore touch between client and horse during equine
facilitated psychotherapy (EFP) from the perspective of the clinician. hTawring the
therapeutic encounter is a controversial subject whertitredn a traditional therapeutic setting.
However, in an EFP setting, touch between the client and the horse is expected anddone coul
argue required. How do clinicians who arrange these encounters view this? Vidiahsen
they make regarding thikerapeutic technique, what results do they see and from whom?
Research evaluating EFP has begun to appear in the literature with both poditined
results, but much more specific research is needed to further evaluate spexifiths and
weakneses of this modality. This study aims to explore one unique aspect of this form of
therapy in an effort to deepen our knowledge of this intervention and its potentialdenefit

The inclusion of a horse into a therapeutic setting automatically makes ikisegxce
quite different from a traditional office setting. The location is usually deitsiothes
appropriate to this location must be worn, and the presence of the animal itsek aitanting
behavior and actions sets a different stagafdrent. Within this context, one particular
difference the animal offers is the presence of touch. The animal and human touétoofte
the first ‘meet and greet’ session to every subsequent session through gromimiggcatching,
leading and gesral handling. Potentially, touch between client and therapist would occur in the
same session as touch between client and horse. To understand more fully howscBaiwia
these interactions, and how they utilized this difference that is specifis toiim of therapy,
thirteen practitioners were engaged in adepth interview on the subject. They were asked a

series of questions covering their views on touch between client and clinician, amtetueen



client and horse, as well as if they saw difference in responses to touch amongst their own
client base.

One of the results that came from these interviews was the fact that cliniciads fou
touch between human and equine in a therapeutic setting to be potentially healing @atmallpote
triggering. Since a powerful reaction is possible, they stressed the need of aenerpesind
engaged clinician to oversee the process in order to titrate the process itHitteeweeds and
abilities of the client at that present moment. This findimgart, marks the importance of this
study and others like it. The more information obtained to elucidate the potentiat beredil
as outline the potential harm, the more chance clinicians have to tailor theiemiens for the
health of their clients. If there is a potential for wounding, it is important to theveecessary
knowledge to avoid the instances where such potential is likely.

Touch is also a highly debated subject in therapeutic circles. Though manyizecog
the human need fdouch and its potential benefits, the possibility of harm to the client make
many adopt a no-touch policy. Or, the possibility of touch being misconstrued bietite cl
could end in a lawsuit for a therapist. Thus, the benefits of touch come with risks. Hofvever, i
there are alternative vehicles that can deliver some of the benefits of touamts with lower
risk then those vehicles deserve consideration. This study is designed to igoem$nderation
the vehicle of equine human touch. The following pages explore touch in the therapgagc set
through existing literature, then more fully explain the methods and results dfidiyendtile

also suggesting the implications this has for the field of socid.wor



Chapter 11
Literature Review
Introduction

What does the physical contact between horse and client in an equine facilitated
psychotherapy (EFP) session mean to the clinician who is conduction the sedsioliterature
review intends to support this question by examining three lmatadories: animals and human
health, touch in the traditional therapeutic encounter, and finally the possible syotiesach
between horse and client in a therapeutic encounter. The first section stagdvaad look at
animals and their relamship to both physical and mental health through history, touching on
practices and publications used in past times, and ending with a look at the ionatrgbups
and debates seen today. The focus is then specifically shifted to horses in theutioesafiing,
how that field developed, what it looks like today, and the research and theories used to support
it. The second section explores touch in the therapeutic encounter, starting witmathen
moving into the relevant studies outliningthossible benefits and drawbacks of touch between
therapist and client. Attention will also be paid to which therapists decide to toucthdyow t
make that decision, and what clients say about how touch did or did not benefit them. Abuse of
clients thraigh sexual relationships between client and therapist will be noted, as well as a
cultural critique of touch in Western culture. The review will end with a sumofaagme
possible overlaps between the first two sections, more closely examining teeatite of

touch between horse and human in a therapeutic encounter.



Animals and Human Health

In ancient Greecand Rome, dogs were kept in holy temples or shrines and partnered
with individuals who feared for their sanity. Those with such fears kept the dogsocioregeict
their mental health. In the 1700’s the York Retreat introduced companion animals tafpgychi
patients and continues to support this concept today (Hallberg, 2008). Florence dighting
noted in American history for her contributions to the field of nursing, stated in 1858afh s
pet is often an excellent companion for the sick, for long chronescaspecially.”In 1980, the
first paper discussing animals as therapeutic agents was publishearraraly recognized
medical journal. This studgemonstratethat owning a pet significantly increased the one year
survival rate of patients discharged from a coronary care unit compared to ners@widrine
et al, 2002). Studies have demonstrated positive results in hggcpl and psychological
symptoms in various populations when animals are incorporated into the treatmant milie
(Klontz et al, 2007).

The international Association of Hum&mimal Interaction Organization (IAHAIO) was
formed in 1990 as an advisor to the United Nations and in 2004 was awarded working partner
status with the World Health Organization in recognition of the importance of the boreebetw
humans and animals and its contribution to human health. The IAHAIO, in cooperation with
Purdue University, publishes a peer reviewed journal called Anthrozoos, which publishes
professional articles focusing on the human-animal bond in an effort to provide the needed
literature to bring validity to the field (Hallberg008).

Odendaal, a South African author, helped begin an international dialogue on animal-
human interaction by publishing several articles in international journals. Cidisrm@search

focuses on the human need for attention. He posits that the therapeutic role of a companion



animal is toprovide this attention. Further, he notes the benefits are most seen among
populations he describes as “weaker” such as the elderly, chronically méhpeople,

prisoners, substance abusers, and anyone who cannot compete “on an equal basigfor attent
among healthy, adult people because of their place in society in relation to thesraicle
activities.” Odendaal suggests humans typically receive the needed attengorofamal

health from other humans, but that research has shown that acamafer similar
companionship. Thus, the ability to exchange a human for an animal is at the root of the
therapeutic value of animals (Hallbe&908).

In 1988, Barker and Barker embarked on research that led to the conclusion that dog
owners were as emotionally close to their dogs as to their closest family member. In fact, one
third of the dog owners who participated in their study, were ranked closer tddgsithan to
any human family member. This study, in combination with other literandeheories already
published, provoked some to question Odendaal’s findings. Is it possible that Odendaals notion
of “weaker” populations is broader than he imagined? If so, what does that mean for the
growing field of animal assisted therapies, anthhns relationship to animals in general?
(Hallberg 2008).

There is a growing body of literature that documents the healing power of compani
animals. Between 1988 and 1992 fifty-two scientific papers documenting resethreHield of
animal assigtd therapy were published. All 52 studies concluded animals were beneficial for
humans either emotionally or physiologically. However, relatively little celmgasive research
has been published in peer review journals that document hdwitbeis physcally and

mentally healing for humans (Hallberg, 2008).



Horses in the Therapeutic Setting
History

The written record supporting horses as therapeutic agents is slim, althouglrendhbar
1780, Tissot of France wrote in his baddkdical and SurgicalGymnastics that when astride a
horse, the walk was the most beneficial gait. In 1870 Chassaine, a studentravénsity of
Paris, published his thesis about the horse as a treatment modality for patlentuwwological
disorders (Hallberg, 2008). Since that time horses have moved from the realm of iaddstry
production to pleasure, recreation, and competition. Their formalized potential to found a
industry based on their ability to heal or teach humans began in thefatergary.

In 1969, North American Riding for the Handicapped Association (NARHA) wasedreat
to help oversee this transition of horses from working or competing animals ints #upg can
heal or teach. NARHA focuses solely on horses and at that time focused on phifsieaices.

In 1990, NARHA acknowledged that horses could be psychologically healing for humank as we
(Hallberg 2008). A subsection of NARHA called EFMHA (EquiRacilitatedMental Health
Association) was formed and by 1997 had 225 members. EAGALA (equine assistdu aynd
learning association) is another nationally recognized group that proviohsgirand support to
practitioners. In addition, numerous programs and facilities offer equied basvices in the

fields of personal development independently, affiliated with no national organizdatbdrg,
2008). EFP is also associated by some in the field with concepts of biophilia and
ecopsychology. These ideas study the human need for interconnection with natuts farail

(Hallberg, 2008).



Within the US, there are at least 700 centers that incorporate horses into nedtitadhe
educational goals. There are three internationally recognized asswiaith thousands of
members designed to provide support to practitionerglgems who access these methods.
Eighty therapeutic boarding schools in the United States utilize equineatadlgrogramming
as part of their therapeutic programming. Some residential treatment centedsngthe Betty
Ford clinic, follow a similar practice. Corporate training experts, focused on team building and
professional coaching, are also starting to use equine facilitated methadstidns of higher
learning now offer degrees in this subject at the undergraduate and graduateNardal
health professionals are billing insurance companies for their work witlisched horses. The
idea that horses can help humans better access themselves, while not nesessdifigally
validated, is gaining momentum in several industflitallberg 2008).

Research

Horses are effective therapy animals because their large size commands rdspect. T
experience is both physical and social (Ewing e28l07). Additionally, you can ride a horse,
an activity not many other therapy animeisrently in use can provide (Vidrine et al., 2002).
Mounted activities on horseback have been shown to benefit children with ceretyal pal
(Liptak, 2005) and to aid in the development of self-identity in typically developing youth.
Researclsuggests that the horse can reinforce congruence in humans between the spoken word
and body language (Vidrine et al., 2002).

A studyconducted in 1993 examined 46 fifth and sixth grade girls with emotional and
behavioral problems who engaged in a therapeutic riding (TR) program. The study found
improved social acceptance, close friendships, and globakedlh-(Vidrine et al.2002). A

2001 study of at-risk adolescents engaged in a TR program found a significantelgcreas



depression. A 2003 study of adolescamferred by residential treatment centers to a TR
program found significant increases in feelings of self-esteem and irtaras of control. In
addition, participants reported feelings of social acceptance and peer pgp#goostiest
evaluationof participants in a TR program with physical disabilities demonstrated inciefases
self-esteem. A gualitative study in 2002 conducted with children in a residential, center
demonstratednproved relationship building and increased communication amanmigipants.

A 2004 study of a five day TR program demonstraigdificant decreases in anger among-able
bodied children (Ewing et al., 2007). Therapeutic riding programs have demonsfrattive
impact on quality of life for people with disabilii€York et al. 2008).

Horses have also been used as a part of psychotherapy as a way to avoid entrenched
defenses and habitual reaction. This allows participants to be more receptiwedeamsand
behaviors. As riding is not a languagased therap it draws more on the right brain, in effect
not engaging the detailed analysis of the left brain (Vidrine ,€2@02). Horses, due to their
size and status as prey animals, can elicit a broad range of emotions and rattionans.

This, in a therapeutic setting, can be used as a catalyst for personal grdathaaeness
(Klontz et al, 2007).

Though these initial results examining horses in various therapeutic setengs se
promising, there is a need for greater empirical and quantitative &ualyq et al, 2007). In
addition, some studies show mixed results. A nine week TR program that served ijfouth w
severe emotional disorders was evaluated, with the hypothesis that there waigluflmant
increase in the youth’s sense of sdteem,nterpersonal empathy, internal locus of control and
a decrease in feelings of loneliness and depression. None of the above hypotleeses wer

supported with quantitative measures. However, qualitative measures apgiedame study



showed positive results, including two children being mainstreamed into typical setiog)ss
(Ewing et al, 2007).

Touch and the Therapeutic Encounter
History of Touch in Western Psychotherapy

Touch has been an important foundation of healing traditions in many cultures
throughout time. Although sexual contact between healers and patients was destsimesg)
the writings of Hippocrates, the suggestion that therapists should not touch theispsi@ent
relatively new one tied to the historical development of psychgsisgKertay 1993).
Historically, Freud linked eroticism, gratificatipand touch closely together (Greg8601). He
believed that optimal therapy required the therapist to be a blank screen on whits patiéd
project fantasies, which could then be worked through. Self-disclosure or touch werd tieeme
diminish the neutrality of the therapist, and thus compromise the treatment. Movouid also
be to gratify a patient’s infantile sexual desires, which meant these desiresnwbbe
recognzed and worked through and further damage the analysis. Due to these theoretical
stances, touch of any kind was seen as inherently sexual and inappropriate,ingltientuture
of touch in the field for years to come (Bonitz, 2008).

The taboo against touch may be rooted in earlier traditeawell. It has been suggested
that since psychotherapy developed in Germanic, English and American sdbigtialready
had social prohibitions against touch, the growing psychoanalytic movement simplyeabso
this taboo from their parent culture. It also reflects a body-mind split often foundsiadAaw
and Christianity. Western medicine expresses this idea as it divides@nacsiinto those who

touch the body and those who do not, or physiciangaychiatrist{Durana, 1998).
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In the early history of psychoanalysis, touch was divided roughly into two camps; thos
that used touch and those that did not. Those that did use touch sometimes founded their own
schools and formalized a specific technique. Therapists espousing a humaseistation,
including gestalt, were much more likely to view touch as a permissible technigusoni@
occasions, the promoters of these ideas became sexually involved with theis patrérering
the divide between the two schools of thought (Bonitz, 2008).

Reich was an early dissenter from Freud’s view of touch. He observed tham tensi
muscles and breathing patterns seemed to correlate with character traits aodativlotks.

He developed a techniquépressing his fingers against the tight muscles of analysands as a way
of breaking through resistance to treatment. His break with Freud signabéiiceal break

between talk therapy and body work (Greez@01).

Touch in Development

The importancef physical touch in the experience of the infant is crucial and hard to
overestimate. Stern (1990) states it simply; “The ultimate magic of attachment i8 touch
(Toronto, 2001). Harlow (1958) suggests that this importance of touch extends not only to
humans. In his classic study of nurturing in monkeys, he found that young monkeyegrefe
touch over food (Durana, 1998). Infant resealeimonstratethe large amount of growth that
children experience in the early months of their life. This growtuis well before significant
structures in the psyche have developed. Trauma during this time may becomeylosiolecs
representation, as it is beyond the child’s capacities to form representatitins point. In later
therapy, this may result in only a superficial response to a verbal interpretation which requires a

certain amount of intellectual understanding (Toronto, 2002).
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Research suggests a division between transference based on symbolic language and
nonverbal transference coming from they and from early, preverbal experiences. These
early experiences are often accessible only through nonverbal channels. frReautsdies of
touch deprivation in early childhood suggest that it leads to badgd adaptation expressed
through body language and gestures. If this is the case, therapists must ¢tmnsietective
they can be in accessing preverbal or body-based impasses through hamnbals (Toronto,

2002).

Our ideas of what exists outside of ourselves is based on information receivedrfsem se
of touch, which is mediated by the skin. Humans can live without sight, hearing, tastlpr s
but cannot survive without functions the skin is able to provide (Toronto, 2002). The skin
provides information about the environment to the central nervous system. Beyond phoadiologi
functions, it also functions as an organ that allows an organism to experience touatih, At bi
touch is the most highly developed sense and the one on which infants most depend. It provides
an orientation to the outside world and generates input responsible for the development of a
sense of self. The skin has psychological and social functions as well, allowmdjadual to
interact in a social world (Kertagt993). Touch as a sense implies relationship, movement, and
the meeting of inner and outer boundaries. Hearing and sight can be experiertisthata,
but touch requires contact and suggests intimacy (Leder, 2008).

When Words Are Not Enough

The body may harbor deep-set and preconscious modes of ‘speaking’ through such habits
as hyper vigilance and contraction. Language may be an insufficient mediddréssa
preconscious patterns, and difficult to grasp during times of acute distilsess. Touch may

speak in terms the body may bettederstand (Leder, 2008). Even if insight is achieved it may
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not be enough to change a negative emotional complex. Negative affect or commhsvier
can attach itself to the physical body in a way verbal methods alone may not lzerablkzht
(Greene2001). Language can never completely supersede touch, the earlier form of
communication. Touch has the power to reinforce, negate, and change verbal sngssdge,
1995). Occasionally in sessianpatient will regress to the point that interpretations will fall on
deaf ears. The goal at this point is not to analyze or interpret, but to make humahicanta
meaningful way that lets the client know the therapist is present with them in a signfaya
Touch can provide that connection (Toronto, 2002).
Effects of Touch in Therapy

There is significant research supporting the positive effects of touch. Makeea@y
has been shown to positively effect blood pressure, immune system functioning,idepagss
state anxiety. Contact comfdrétween infants and caregivers has been found to lead to affective
bonding, which subsequently impacts a person’s relational style for the wholer aichhieilife.
In a psychotherapeutic setting, touch can be used to bring about considerable Healmng ef
(Bonitz, 2008). Research exploring touch used in the therapeutic setting, suggestskhhas
restorative and organizing effects on an individual. It can also increase gvolyement,
awareness of boundaries, feelings of physical and mental closeness, ancdetress and
anxiety. Touch can also have positive effects on growth, breathing, heart rate jiambloes
of infants (Sakiyama, 2003).

The results of recent studies on touch support a considered use of touch with clients who
show a need or ask for supportive contact. These findings contradict earlier thieatries

‘gratifying’ a patient through touch will impede the therapeutic procestheRaouch may help
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alleviate shame and tolerate pain allowing them to work througéssaore quickly or deeply
(Horton, 1995).

Studies conducted by Pederson (1973) suggested touch was related to greater self-
disclosure on the part of the client. Studies by Hourard and Friedman’s (1970) sudgssted t
clients who received contact alsayaged in more selxploration and evaluated therapeutic
experience more positively. Dies and Greenberg (1976) examined touch in a grou@sdtting
their findings suggested that increased touch enhanced willingness to takiavisteble
attitudes towed self and others, and enhanced feelings of closeness (Durana, 1998). Bassya
(2002) interviewed four psychoanalytically oriented therapists that used toanhrasrvention
in therapy, examining five cases in which touch was used. Four reported positvaesitc
including integration, relief of pain, increased safety, and grounding in the pres@einm In
the fifth case the outcome was not known. Horton, Clance, and Sterk-Elifson (1995) surveyed
231 clients who were actively involved in psycho#psr at the time of survey. Sixty nine
percent indicated that touch fostered trust, openness, and a stronger bond with trst.therapi
Forty-seven percent indicated that touch increaseeesédem. Touch was also perceived as a
factor that allowed thenotfeel valued, which helped them to feel better about being in therapy.
Therapists report that touch may meet a client’s need for containmentipatfacid parenting,
as well as mirroring content and exploring the unconscious (Phelan, 2009).

Goodman and Teicher (1988) saw touch as helping the client be able to verbalize
feelings. Touch can facilitate the release of feelings that are held deeply RisédiE)(2009).

A number of studies suggest that client’s view therapists who use touch to communicate
reassurance more positively, though the literature is not universally supporthie paint.

Alagna, Whitcher, Fisher, and Wicas (1979) reported an increased positive evatdidlie
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counselor experience when touch was used with clients compared to a control groupes. Hubbl
Noble, and Robinson (1981) found that touch by a therapist resulted in the perception by the
client that the therapist was more trustworthy and had greater expertise aeraouch
therapist. However, there are importaeneents to consider when studying touch between
therapist and client. This one simple intervention is based on a complex relationslegnbidisy
perceived intention of the therapist, the expectation of the client, and thesgigat’experience
with touch (Phelan, 2009).

Touch has many potential benefits, but also much potential harm can come from it as
well. This can be seen in the sexual exploitation of clients, reenactment céti@oraterial, or
in the imposition of societal power dynamicslsas a male therapist touching a female client
who may not feel the agency to protest. There is also the risk of the clierterpigting the
touch, and possibility of fostering dependency (Bonitz, 2008). Further, touch may weaken the
therapist’s abilly to tolerate negative transference from a client (Dyra8@8).
Touch and Culture

Touch as a sense is embedded in cultural expectations and assumptions that influence its
meaning in a particular context. The cultural meaning of touch for botl ahertherapist must
be examined. A Latina therapist states that refusing to touch her Latins alzuit be
perceived as cold and foreign by her clients. In certain countries, likee@giand Switzerland,
a refusal to shake hands with a client could be considered rude and insulting (Bonitz, 2008).
Though cultural norms are important to consider, it is most important to examine wlhat touc
means to each client based on their unique history (Sakiyama, 2003).

Touch in Japan, for example, is viewed quite differently than traditionally viewed in

America. Within Shintou, the historical religious core of Japanese sociaty ateeno
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preconceived notions that the body is evil and the mind is good. Instead, it is takentixa gra
that the body-mind is one and that the body is sacred and connected to the gods or sacred
spheres. The Japanese recognize the oneness of the body and mind, as the bodysesaarhpas
only flesh physically, but also an expanded state of mind, heart and spirit thatsnaflneles as

well as theself (Sakiyama, 2003). Thus, touch in the therapeutic encounter in Japan is
experienced within the context of this history and philosophy, often with the goals of
reconnecting people to the shared space and the community. Touch is @mameatng rather
than invasive. Western cultures, rooted in the Judeo-Christian tradition, in contrast can b
viewed as touch deprived and individualistic (Sakiyama, 2003).

Therapy embedded in American culture also responds to the cultural nasmes it |
within. For example, greater touch is reported in female dyads, whicbtsejleneral research
that shows touch is more prevalent between women than between men (Stenzel, 2004). It has
been argued that American culture is also highly sexualizedtelus, which gives therapists
a natural caution when using touch. If American culture was more permissive, s@me ha
argued touch would be a more acceptable intervention in both physical and mertiaddtaalys
(Phelan 2009).

Erotic Contact

Detractors of touch state that although it may not lead directly to sexual exploitation o
clients, it is involved in incidents of abuse. Although most touch clearly does not leadab se
exploitation of clients, such exploitation does take place and should not be taken lightly.
Holroyd andBrodsky (1977) surveyed licensed psychologists and found that when all erotic
contact was considered, 10.9 percent of male practitioners and 1.9 percent of fantaieners

reported erotic contact with patients. These findings were consistent witlstutties (Kertay,
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1993). Although Holroyd and Brodsky (1977) found that almost one third of humanistic
therapists reported non-erotic touching as opposed to 5% of psychodynamic and CBTtsherapis
the number of sexual abuses did not differ based on therapeutic orientation (Durana, 1988).
Holroyd andBrodsky (1980), in a follow up report, reanalyzed their data in an effort to further
examine the relationship between erotic and non-erotic touch. They found that thevhpist
differentially touched opposite sex patients were at higher risk for $gxdi@nding. Thus, the
therapist’s attitude toward touch was a significant issue contributing tol sdouse of patients
(Kertay, 1993). More recent surveys (Pope, 1990; Stenzel & Rupert, 2004) indicate that sexual
contacts between therapist and client have been reported less and less asstone glmevever,
this trend may not reflect an actual decrease but also more awareness of ethigaland le
penalties which &use practitioners to not report instances of abuse (Bonitz, 2008).
How to Decide to Touch

Given the potential benefits and risks, what considerations should a therapist take into
account before deciding to touch a patient? Touch can soothe a patient who is djjsitgsse
care must be taken to make sure the touch does not soothe the therapist insteady,General
therapists must be clear about their motivations to touch and be willing to takepalhsgility
for their patient’s and their own reaction to the touch. Ongoing supervision or pegiatTs
is advisable (Kertgyl993). Practitioners who decide they are not comfortable using touch
should make this clear to the client, so that the client may avoid shame for drigmgaaysical
contact. Since therapist’s attitude toward touch has been linked to abuse of clients, a ednsider
and thoughtful inventory of therapist’s intentions and attitudes toward touch is als@eation,

1995).
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What situations suggest touch might be beneficial? Caldwell suggestsstsetapch
when they want to convey symbolic mothering, acceptance of the client, tolstreagiense of
reality when a client is threatened by anxiety, and to help with regulategssipr of anger
(Phelan 2009).

If touch is used often, or as a formal intervention, there are those who recommend a
thorough training in body awareness that uncovers practitioners own blocks so thely are
communicated to the client. This enhances respect for boundaries (Greene, 2001). Though
personal experience of touch in the therapeutic encounter can beneficially afwactitioners’
view, adequate theoretical and technical skill are also advised to profi@edtithically apply
this technique (Stenzel, 2004; Phela@09).

Which Therapists Touch?

There are significant differences between therapists who use touch and those who do not
Humanistic therapists are more likely to touch than CBT or psychodynamic gigyégmnale
practitioners more likely than male. Also, therapists who consider touch to beghedip have
had positive experience of touch in their own therapies, those who have received imaining
touch, and those who had supervisors who supported its use are all more likely to touch their
clients (Bonitz 2008).

When therapists were confidentially surveyed, high percentages revegledd¢eouch
and found it to be a successful component in their work. Tirnauer, Smith, and Foster (1996)
reported that 87% of therapists reported touching their clients. Other studies found 85% of
practitioners hugged their clients (Pope, Tabachnick, & Keith-Spiegel, 1987); amst aime
third of psychotherapists in another study stated they utilized some form of tabdhei

clients (Holroyd & Brodsky, 1997). Strozier, Krizek, and Sale (2003) reported that 9% of t
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social workers who responded to their survey stated they had used touch with cleags at

some of the time, and 29% used touch often or very often. The types of touch examined in these
studies were diverse but included handshakes; touch to the arm, shoulder, and neck; hugging;
holding; stroking; and patting. A survey that included 470 practicing psycholodists$ @sout

their touch behaviors during session. Almost 90% never or rarely touch clients durapyther
The handshake was the only form of contact that occurred with some regularity. a\tierlid
occur, typically it was not discussed (Sten2€l04). Wilson (1982) found in his work that many
clinicians used touch, but did not seem to trust the professional dialogue enough to de able t
participate in it. This, in addition to the variances due to profession or theoregcahtion,

could explain the variety in numbers of clinicians who report touch (Phelan, 2009).

Who Benefits from Touch?

There aresome populations that seem to have a better response to touch than others, and
some populations where touch would not be indicated. Schizoid clients with bonding and
attachment deficiencies often respond well to touch. Clients that function highlyibly at
an intellectual level can benefit from therapeutic touch, as well as clienthinkatneed for
closeness is shameful (Bonitz, 2008). Patients who identified sexual problemsryadfist
sexual abuse, or fears and phobias saw touch much more beneficially than those who did not
identify these problems (Horton, 1995). Clients that have issues of engulfment oryadfist
poor boundary control are not recommended for touch as an intervention (Bonitz, 2008).

Using touch with clients who have astary of physical or sexual abuse is debated.

Touch might result in reenactment, violence or dissociation, and further trauma. Habese

survivors who experienced touch respectfully and appropriately during sessioedeport
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therapeutic benefits. Ese benefits included trust, self-esteem, an opportunity to set limits, and
an experience of touch that was not violent or sexual (Bonitz, 2008).

The question of who benefits from touch in therapy has rightly been put to clients who
experience touch irherapy. Receiving touch in therapy is a mutual partnership, not just one
party passively receiving the action of the other. The patient must actigelyed¢ouch,
allowing the clinician to guide them in a process they may not be able to acloesd ader,
2008). Geib (1998) found four recurrent themes associated with a client’s feetitmutttawas
helpful. The four themes artte client has a sense of being in control of the cantasgemed
to respond to their need and not the therapiststaiich was verbally processed after it occyrred
and the touch was congruent with the overall level of intimacy alreadyisiséabbetween
therapist and client (Leder, 2008).

Some studies indicate patients find it difficult to ask for touch and t@sgmegative
feelings about the therapy. Generally, touch is perceived positively whenstlee@igh depth
in the therapy relationship to openly discuss the relationship as it is occurringelateo r
thoughts and feelings about the therapist to the therapist. Such an act requiresppedngs
not something that can be readily expected. Ironically, touch may play an intgoléain
helping to reach such openness by affirming the relationship and allowing the fatake
deeper risks. The inability to speak openly with the therapist about the relatianistiked to
negative perceptions of touch. Even if the touch is initially perceived as positiveityrtabil
later address potentially negative reactions was linked to negative repiodsiobverall. Not
surprisingly, then, patients that ranked high on scores of therapeutic alliarcalseeranked

highly on perceptions of touch (Horton, 1995).
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Though there is no firm agreement in the literature, studies have supported using touch
with the following clients and at the following times; suicidal crisis, psychotic bovaks] grief
and trauma, anxious and severely depressed clients and the elderly. Wilson (1982)alotiss t
used best during the working phase and during crisis points, but is also appropriate during
termination to express love and celebration (Durana, 1998).

Why Does Touch Heal?

The importance of touch as a sense and in human development has been well
documented. But what about touch exactly gives it the potentiaal, and what gives a
practitioner “the healing touch?” Touch as a medium can create a close embodiecdifiogu
the end it might not be something the clinician or the patient does, but something that unfolds in
the space between, and supportssipeece that contains it (Led&008).

Remen, an American medical doctor surveyed by Moyers (1979), observed:

You know, touching is a very old way of healing. We don’t touch each other in this

culture, and touching is often misunderstood or even sexualized. As a physician, | was

taught that you touch people only to diagnose them, and if you touch them in any other
way, even in a comforting way, they may misunderstand. And yet, touch is the oldest

way of healing. Touch is deeply reassuring and nurturing (p. 355) (Sakiyama, 2003).

There has been a reluctance to speak about touch in traditionally oriented (psyaghot
due in part to the historically taboo nature of the intervention. However, it can atalnged
to the practical difficulties of accurdy describing and capturing the gestures, postures, and
sounds that therapists use that move therapy further. And yet, not discussing wisainocc
therapy is a likely way to increase the kinds of boundary violations the professustoeavoid.

It also denies therapists access to information about potentially beneficsa{ foobnto, 2002).
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Breckenridge (2000) holds that nonerotic touch is ‘no more inherently problematic than
any other type of relational interaction in psychoanalysis’ (pp. 19-20). Dwitogbrtance as a
human need, the strict avoidance of it is not neutral but rife with meaning. Theabgen
emphasis on bodily experience, of either patient or therapist, has been so strikiggrasr
charges of defensiveness (Toronto, 2002). In light of all the potential growth a=soatt
touch, thoughtlessly denying it can put treatment and patient at risk (Phelan, 2009).

Touch, Horses, and Therapy

Rhythm

Hirai (1996) found a relationship between rhythm used when applying touch, and
feelings of ease. Patting an individual on the shoulder was more effective in tseipjagts
feel more comfortable than maintaining a consistent touch. This was exahrimeght heart
rate of the subjects. The patting rhythm also broughtfestafe states more pleasantly and
energetically. The data indicates that patting also helps people feelondmtable in groups.
Other researchers support the relationship between rhythm and movement as &l potesttial
for evoking emotions (Sakiyama, 2003). Rhythm is a fundamental building block of all schools
of riding. In the hands of clinician skilled in mental health and riding, rhythm could besised a
powerful tool to guide a session.
Body Congruence

Dissonance between spoken and non-verbal information is an important window into the
mind of the client and the transference. This dissonance speaks for the themapikslasuld
they hold such dissonance. The body stance of the therapist, whether it be asledpided
arms,or a pointed finger can express as much if not more than carefully chosen wolnés. If t

therapist’s body and words do not match up, this can be a source of confusion and alienation for
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clients attempting to relate to the therapist (Gre2081). It hasbeen suggested that, due to
their nature as prey animals, horses have the ability to reinforce eogrin humans between
the spoken word and body language. They do this by portraying with their own bodies their
reaction to those around them. In thigy they can act as a mirror, reflecting a person back to
themselves (Vidrine et al., 2002). The potential benefits of this mirroringh@sageutic tool in
therapy are only beginning to be explored and documented.

Support for therapeutic methods that work with the body has been increasing. However,
many of these newer methods do not access the insight and interpretation avaihedbn-
called depth therapies. Those who practice depth therapies could expand their methods to
deliver a moe wholistic approach by deliberately including the body (Greene,)2@01
blending of therapies that provides access to historically developed approachesoiidlag
the body in a direct experiential way that can include touch, is what this stebkiag to
clarify through its examination of touch between a client and a horse in a sesdieahlgy a

professional mental health clinician.
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Chapter 111
Methodology

Research Design

The hypothesis of this study is that touch in the therapeutic etecomiti be a valuable
and unique aspect of equine facilitated psychotherapy (EFP). The aim is to finmhout fr
clinicians exactly what benefits or drawbacks they see from the use @dhisgue. The
research method is qualitative and the study is exploratory in nature. A ssrhirst
interview will be employed to question 13 clinicians or professionals who are ¢yrrent
practicing or have practiced EFP. Each interview will last approximately 4% noinutes in
length, and will be designed to thoroughly explore the clinicians’ observations of theanggort
of touch to EFP. The interview will specifically concentrate on the clinichaaiss of touch
generally in the therapeutic encounter, as well as within this specifiditgodene interview
will examine what results they have achieved through this intervention, and witipoywation
and in which specific situation or phase of treatment. Finally, the cliniciabavidsked how
important they think touch is to EFP and if touch within this modality differs from touchén ot
therapeutic circumstances. The interviews will be recorded, transcrilaednalyzed for
themes. Each theme will hopefully more fully elucidate the potential usdsRpfas well as
areas for further research.

Internal validity in this study will be questionable as there are many factaimngy
affect the therapeutic encounter besides touch. By focusing on one variable, the thhape is t

more specific knowledge to this growing field about an aspect of this thérapg unique. By
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closely examining the perceptions of clinicians concerning this partiasgeect of the
therapeutic encounter, this researcher hopes not to establish causal refetjdnghather to
suggest areas of further research.

Exterral validity shows similar weakness. This study is not generalizable. Due to
sampling methods this study will not examine the observations of representatple s&
clinicians, nor the experience of the client’s themselves, nor specific outobthesapies that
use human-equine touch compared to those that do not. Rather, it will reflect moageccu
clinicians who selselect to participate in this interview, and their particular views. However, it
is hoped by examining 13 individuals, the themes that emerge will point to larger trends more
generally consistent with the combination of EFP and equine touch. A future stsely,dm
these findings, could further elucidate the trends and strengths of this formapithaerhaps
suggesting specifipopulations more likely to benefit from what it has to offer.

Sample

The sample must be clinically qualified and a current or past practitioneiPof EF
Clinically qualified is defined as practicing therapy as defined by thedatheir stateof
residence. The educational background might vary to include an MSW, LCSW, LADAC
LMHC, or the variations of these degrees as specified by state regslaihey may work for
an agency or be in private practice. They must speak English. EFP is defingchashesapy
that includes the horse, and would be considered therapy if the horse was not predesit. Furt
these EFP sessions must include touch, or physical contact between the client arsthe hor
This touch may take the form of riding, grooming, or groundwork but must include contact with
the animal. Exercises that include herd observation, general horse carecomsiadgement

will not be considered sufficient for inclusion in the study.



25

This is a non-probability sample, gathered through convenience sampling and snowball
sampling. This researcher had the names of two clinicians who fit the dhitenugh past
employment experiences, and gained their consent to participate in the sbuidi ttmail.
During the course of the interview they were asked if they knew other ahsieiho would be
willing to participate. They indicated that they did, and asked the resetydbewrard them an
email describing the study, which they then forwarded on to their contacts who could the
contact the researcher directly. Several people did contact the researcher, ford/iatded the
email on further to people they knew, and some of these persons contacted the reseatuker
way, through snowball sampling, the sample size of 13 veaheel.

From this sample, all are female and 12 identified as white. The ages rang@®a fimm
73, mean age being 51.5. All identified as American citizens. Years of fiaofalsexperience
ranged from 5 to 39, average being 17.1 years. Clinicieswithed using several modalities
including CBT, narrative therapy, EMDR, reiki, cranio-sacral work, psycharand family
systems work. Seven were licensed social workers, 2 were licensed mental hewdéiors, 2
were psychologists, one a psychiatric RN, and 2 had more than one degree in miéntal hea
thirteenth participant holds a certification as a lifecoach, and was incifteged brief
discussion as she meets all other criteria. However, this was done with theanailegsthat 12
participants needed to obtain a valid qualitative sample did have strictly clinaiaroands.
The first 13 who contacted the researcher who fit the criteria for the streyselected.
Data Collection Methods

The data to be gathered is the responses of the clinicians questioned about the ienportanc
of touch to the therapeutic encounter experienced in EFP. An audio recording devieeimvill

the room where the interview takes place to do this. The interview will be sestiistd, with
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a set of quegins to be covered in a flexible order, with an emphasis on using neutral probes to
further encourage clinicians to share their observations.

The interview itself should not by design touch on any sensitive or potentiallyuharmf
information. Rather, it should focus on the clinicians’ professional opinion and experience of
particular therapeutic technique, and an evaluation of this technique. The clgician’
participation in this research is kept confidential, as well as the inforntaggrshare. Tib
study was approved by the Smith School for Social Work Human Subject’s ReviewtBoar
ensure that the rights of all participants would be protected. Participarntdchof their rights
as participants and asked to sign an informed consent form detailing those Tigeysare also
told of their right to withdraw from the study by April"152011 and given an opportunity to ask
guestions.

Once a sample size was reached, a location for the interview to take place wadetkgoti
If it was feadble for this researcher to travel to interview in person, that was done. However, in
several cases this was not possible and interviews took place over the phone. Thesgsnter
were recorded with the program Google Voice and access to those filpassasrd protected.

Each interview was transcribed by this researcher and analyzed for major.themes
Commonalities will be pulled from different clinicians to suggest more general ttsmdes
applications for EFP. The possibility of misinterpretatioruldarise in the faulty analyzing of
data or in the asking of inappropriate or leading questions.

Data Analysis

The collected data will be coded by theme and participant. The data from each

participant will be analyzed for themes using open coding. Once each interview has been coded,

the data under each code from all interviews will be pulled together and syathesce again
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to further refine themes. Any theme occurring in more than 6 interviewbawlbnsidered a
major theme, while any theneecurring in more than 3 interviews will be considered a minor
theme. As an exploratory study, it is hoped that these themes will point morallgeerard
the efficacy and potential of the use of touch in EFP. By bringing all themed&om
professional together, the hope is to more fully answer the question, what does taeambet

human and horse mean to EFP?
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Chapter IV
Findings

After conducting 13 semi-structured interviews, each interview was coded rfioeshe
The themes were then gathered thgefrom all interviews under one document and analyzed
again for major or recurring points within that theme. The themes and major points found using
this process are listed below, followed by representational quotes to suppoheraeh The
number of times each theme was referenced, as well as the number of clinfmassoke about
a certain theme, is listed next to each heading.

Every participant in the sample selentified as female and American, and with one
exception white. This woman identified herself as Eurasian. The sample included nadnen, a
no practitioners under the age of 29. Due to the small sample size and convenience sampling
techniques, these findings are not generalizable to all practitioners tifdfapy. However,
these findings can offer a view, a window, into the possible ways in which one specifiquechni
within a specific form of therapy is viewed by some of the people who pratctice i

There were twice as many secondary finding as primary findings as mebgumacshber
of typed pages. Secondary findings are defined as those not specificadigl telthe original
research question but still relating to this particular form of therapy. Thid beiubr a number
of reasons. First, as the field of EFP is stiigg general questions might be more expected and
practitioners versed in that vein rather than on focusing exclusively on one patachlaque.
Secondly, either the interviewer or the interviewee might have shown discooai@tiom,

disinterest oresistance to the topic due to the potentially polarizing nature of touch within the
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therapeutic field. Thirdly, there could have been errors within the interviewszdaself in
terms of the same questions not being adhered to or administered in a leading or unsound
manner. Despite these possibilities, practitioners did come together to produapfthemes
that did suggest some consistency and durability when discussing their dbeerghequine-
human touch in a therapeutic setting.
Primary Findings

There were 11 major themes involving touch and 2 minor themes. The major themes are:

1) Involvement of the client’'s body

2) Possibility of differentiating touch for client

3) Safety of equine-human touch (EHT)

4) Movement of riding

5) Clients need to touch horse

6) Calming effect of EHT

7) EHT as connection

8) Horse’s ability to touch a client in ways a clinician cannot or should not

9) Clinicians touch their clients with more frequency when horse is around

10) Clinicians plan EHT as a specific intervention

11) Clinicians discuss touch (between themselves and client and EHT) more in barn.

The minor themes are

1) Control over touch

2) Horses provide a physical holding environment.

Each theme will be examined in more detail below.
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Major Themes
#1 The involvement of the client’s body: 42 references, 12 clinicians
As somebody who’s worked in mental health for 25 years I've seen that we've
progressively left the body out of the healing equation more and more and more. And so
really the only way the body kind of gets involved in therapy these days is becoming a
vehicle for med administration.
This theme can be broken down into three main parts: EFP is an active therapy involving
movement and physical change of space, EFP can easgy $argsory integration issues, and
EFP can utilize sensory experience to put a client back in touch with their own bodwoSur
of abuse were patrticularly referenced in this section. Clinicians notethé¢haltysical, sensory
experience of the barmuald “activate their [the clients] psychomotor systems a little bit and give
them a little, add some good serotonins into their system, provide a little relief &od jogm.”
Especially in reference to children, four clinicians noted that being outs@eng a client’s
body and moving location, seemed to aid in the therapy.
One clinician noted a sensory exercise she developed specifically forosgmiabuse
that involved EHT. This gradual, step by step exercise was designed to bringatkssocishut
down clients back to their body, and involved smelling the horse, touching the mane to the
client’s face, and touching the horses’ face with the hand. One clinician repuetpdrticipant
of this exercise just began crying in the stall and of course | went in to talkaodhehe said
that this was the first time she had been able to feel her body since the ragasridlt so
good to her to be back in touch with that and it was a real opening and healing moment for her.”

Another clincian states
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We know that touch is essential to development, that’'s not a theory that's been proven
many times. Whether it's the Romanian orphans that were permanently braigedm
and did not develop because they were not held and did not receivergterpipysical
stimulation, or whether its someone who’s muscles atrophied after they’'ve had an or
injury or because of disease, parts of the body and the brain only develop when they're
stimulated you know at the neuronal level. Touch is essential for typical neurotablogi
development. So experience with horses can absolutely assist with that,ligspecia
somebody who's been medically compromised, you know developmerithdy leas a
disorder or delay.
Touch from a horse could be used to awaken a depressed client, or one shut down from trauma.
Touch could also be used to take a client “out of the intellectual mode and into the body
in a way that talk therapy really doesn’'t.” This allows for repressed @sensurface with
more ease, and a viseésense that clinicians felt stayed with a client perhaps longer than verbal
interpretations alone might. While riding, a client’s body might also be positioned gdoonl
correct and safe riding posture, but also to challenge or reveal embodietkattiOne clinician
describes a highchieving client who struggled with an eating disorder. She states
She would ride the horse all hunched over like you would a bike, and it took us probably
five sessions to sit up straight. But in the process of that she had to let go of some
things...she had to let go and trust the horse, myself and the assistant...and ageshe star
to do that, it probably took 6 riding sessions but she was able to do that, sit up straight

pretty much. | felt it was a real letting émr he, it was a trust thing.
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Not only are emotional patterns noted and explored verbally, but they can be seenentke cl
body, and new methods can also be enacted in the client’s body to furtheatenteg healing
process.

Sensory stimulatio is readily available at the barn, partially through the touch of the
horse. One clinician notes “I think kids with sensory issues find the touch of the furevgry
soothing, | think it feels very nice to them. A lot of them don’t want to touch the mane though.
The mane is much more coarse but they do love touching the body.” Through the available
stimulation a clinician can guide a client to areas that soothe as well as challenigelpaa
client learn how to meet and handle these challengediniéian notes “as we’re working with
the child we’ll pick up on what their challenges are, and then go from there. dfaltigd who’s
always overly startled ‘I don’t want him to scream again’ we’ll explain ¢éasans behind the
whinnying helping the child to make sense to understand the reasons, why the pony is doing
things, its not just to startle the child...and that helps for most kids.” Another clinicies ‘hot
think that for kids who are autistic or have other sensory touch issues payin@atieiiat
with the horses or paying attention to what they like or don’t like can help them to know what
they do or don’t like.” In this way, clinicians use EHT to challenge, soothe andteducizent
about their own sensory challenges and needs.

“There is so much of this [trauma] and it collects in the body...And body work is

important, if you know what you’re doing in very strict clinical situations.”

#2 Differentiation of touch: 9 references, 7 clinicians

The horses body can become a laboratory to explore what kind of touch is appropriate.
One clinician notes “ this particular girl did a great job of discovering ndirgedoesn’t like

soft touch he likes firm touch. And we explored that, how do we know he didn't like it, he kinda
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moved away. And when she gave him good firm touch he just kinda settled into it. So we
looked at those kinds of what is the kind of touch, what is the quality of the touch that’s ok.”
Touch that is acceptable to the horse can broaden into a wider discussion of boundaries in
general. One clinician notes “and sometimes they’ll touch them too hard df binesh them
too vigorously and you know working on appropriate or positive touch.” A second clinician
notes that clients, especially those with autism, might slamoh@ horse “and those aren’t
connecting ways of touching you know? So | feel that some kids have to learn dtiscastd
then you hope the rest follows.” Learning to appropriately touch a horse can alsheodeort
to empathy as well as boundariég3ne interviewee states
And a lot of people | work with need boundaries, so touching or non-touching or
appropriate touching is a real good way to teach them boundaries. And it's a god way
use the horse because there’s places a horse doesn’t wartbteched either so you
teach them to respect the, you don'’t just touch them there because you feellikayg
to think about how the horse feels about it too.
Exploring different types of touch through the horses body enables client’s tanenle
limits as well as open a focus onto empathy, should the clinician deem those focassamec
Touching a horse can also “help them understand that there are positive touches and
painful touches...how they can be assertive without being mean.” Thizeazspecially helpful
to clients who have experienced trauma. As one clinician notes “and for those who have

experienced bad touch it can help them to sort of have a corrective experience andddade abl

distinguish good touch from bad touch be able to set boundaries and limits and have control over

good touch versus bad touch to be able to sort of reawaken themselves at a snatagidesel,

to enjoy good touch because they have been so shut down.” Although EHT can have many
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benefits in the hands of a skilled clinician, caution is warranted. Clinicianshabtéduch can
mean different things to different people” and “I think the horse is an extensioraghaefor
the therapist often, and | think you have to be extremely careful about what and tokil¢thar
adult is interpreting that touch.” This warning is only compounded by the sometimpkexom
and layered nature of EFP. One clinician notes “you have no clue, lets say you're oiking w
and you have an equine specialist who happens to be a male and you've got a female patient, a
young adolescent girl who may have a crush on this guy...the touching of the hodskasaua
whole other meaning you're not even privy to.” Although the potential for the diffatientof
touch can be healirfgr a client, misinterpreting that touch has the potential to weaken the
therapeutic alliance and cause misattunement and thus care must be used wheg &irlings
an intervention.

#3 Clinicians plan EHT as a specific intervention: 9 clinicians, 12 references

When asked if they viewed EHT as a specific intervention, or planned it as such, nine
clinicians responded that they did. In addition to the serseakening exercise described
above, one clinician notes “with women who have been sexually abusléchount them on a
horse with a bareback pad so there’s a lot of contact in that intimate area amdl tften
provoke a lot of emotional discussion, reaction and discussion, opportunity for discussion. So
those are two times that | very specifically say touch is what I'm after here.” Another clinician
states “I want them touching that horse, | want the sensory input, the connectiontd A thi
clinician stated she planned touch specifically when thinking of clients witbryensegration
challenges. These clinicians seemed to be very aware of EHT and to use it often in thei

sessions. Further, 8 clinicians stated that it would not be possible, or would be vang lionit
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practice EFP without EHT. One clinician stated simply “I suppose you could, towtdimt
want to.”

#4 Safety of EHT: 30 references, 10 clinicians

When clinicians stated EHT was safe, they had four basic ideas in mind; 1) EHT is
genuine, objective, and believable 2) EHT is puolgmental 3) It carries no social pressurd an
4) EHT is nonerotic contact. The idea that horses “don’t come in with opinions about the people
so that there is a safety” was repeated several times. Thus, when a horse reachegzatdo n
client, that affection can be seen as more genuine than a therapists “because thi@’hgettin
paid to do that.” In turn, when a client reaches out to touch a horse this gesture can @&so be se
as more genuine. A clinician notes “and everything that the client does in totlohingrse we
know for sure just comes from the client. There’s no concern that they might bg,fkledin
from a human they might be feeling pressure to accept a hug. With the horseisischjing
the from the client, so you know its coming from their heart and its sincere anckthet/’
responding to any kind of pressure.” This seems to encourage an honesty betweanctlient
horse that might not be so easily applied to client therapist touch interactiomsia@s also
saw the fact that a horse cannot sexually abuse a client as a piece of the safetiyldlquamdl
also a part of their enthusiasm as clinicians for prescribing it. One alimoias “the kids
realize ‘oh he’s not gonna hurt me he’s really safe this is a safe animatamallow, | can
touch them and | can allow them to touch me.” The differentiation between erotic andtimoner
touch is quite stark with the horse, while much murkier with the therapist. One dlisasathis

as a cultural critique, noting other countries were much freer with thachthe United States.
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Ironically, though 10 clinicians referenced the safety of EHT 30 times, Qiahsic
referenced harmful touch coming from horses 32 times. This touch could come in the form of
biting, bolting, rearing, kicking, snapping, nipping, stepping on clients, or spooking. One
clinician noted the reins pulling through a clients hands and hurting her; “yeatk ttiat was
her last ride.” However, clinicians do not see this physical danger as alPbaohician notes
“the horses ats have their other touch which is actually very educational for people who have
great difficulties of their own with boundaries.” Another clinician dessrdo@éme her horse
reared with a client: “at first the client was like ‘yeah I'm ok that was diffethat was cool’ but
then later she was able to say ‘that was really scary’ and | was like ‘yeahathegally scary’
and it was a real moment for her.” The safety considerations inherent in mgpteeticlient as
fully as possible from potential g&ical harm, according to many clinicians necessitated
additional physical contact between the client and themselves.

#5 Clinicians touch their clients with more frequency in the presence of the horse:

10 clinicians, 13 references

Seven clinicians notetthat, although their personal rules for touching a client, such as
asking permission, did not change in the barn, the nature of the work often necessitéteg tha
touch their clients with more frequency. This included assisting with mountinguiimg,
and sometimes using a hand-over-hand technique to demonstrate a specific skdl such a
grooming. Clinicians also note that when instructing how to ride they may touemtsdieg or
back to educate them in the correct posture. Safety considerations such as horseg spooki
quickly may also necessitate that the clinician push a client or move them cquuckliythe way
of danger. Beyond practical considerations, four clinicians noted that the infdmadphere of

the barn also made touch seem more appropriate. One clinician stated “and it'sraareich
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informal setting that touch really seems more appropriate.” Two clinin@tesl the lack of
sterility, and two clinicians noted an increased feel of intimacy. She stades’t know if its
because they're touching the horse so they feel more comfortable like having iydwnhiheir
shoulder or something like that. | dunno it just feels like a more intimate situatimm'’t khink
its so much drastically more.” Though there may be more contact betweeractigherapist
for reasons of safety, practicality, or because of feelings of infognzadd intimacy, the rate of
how much more clients are touched, their feelings about it, or the effects on tipetltiera
encounter were not explored.
#6 Horses can touch clients in ways I can’t: 14 references, 7 clinicians
“The equine, at that point, really becomes a conduit, and can tap into so many issues that
have to do with touch, and | think it's a really valuable part of the experienceiti@is also
noted that the horse could provoke psychological issues, and elicit material irhatayey as
clinicians were not capable of doing. Riding was mentioned as a physntaligte act that set
horses apart from not only clinicians but fromost other therapy animals. A clinician notes
That's actually one of the reasons | choose to work with horses becausdéyael &
much better, they’re a surrogate, for that touching relationship. They can haeha m
closer relationship in termd physicality than | can appropriately have with a client, so
that's one of the real benefits of working with horses is they can go pleae% fo.
They can touch clients in ways | can’t. They can have a physical intielat@mnship
with the clientthat | cannot.
Again caution was advised as this closeness and intimacy can lead to vulyegatdlithe

movement of the horse can trigger issues...and you never want a child cracked open before the
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can handle what may come of that.” The titratiomhas intimacy and physical closeness must
be taken on by a skilled clinician, and with the full participation and knowledge of the clie

#7 Movement of riding: 22 references, 10 clinicians

The pairing of touch with the rhythmic, repetitive motion that is riding made three
clinicians think of EMDR and the possible relationship between the two. The movement of
riding was also viewed as calming and settling. One clinician notes ‘fif §eher on the horse
and just the motion, just so settles her” and “his one hour session always shaasigdeton the
horse because the movement of the horse helps settle him down; and helps him organize so then
we can do something productive with the second half hour of the session” or “in termsgf ridi
you know they’re getting that feedback through they rhythmic movement of theWwlucdecan
be very calming to a lot of children.” Riding was also seen as helping clientsdedkeasily in
5 references. There was one couméderence in which a clinician noted that clients often
opened up spontaneously while grooming their horse, and rarely while riding. In thenprogr
however, the clinician does not teach riding but the groundwork, while in all othemedsrthe
riding was overseen by a clinician. @tltlinicians used trotting with autistic riders “to get a
genuine laugh you know that’s exciting” or to help ADHD riders focus and to oontai
themselves.

#8 Clients need to touch the horse: 12 references, 7 clinicians

Many clinicians saw clients as bgidrawn to the horse and feeling a pull to touch them.
One clinician noted “and | think a lot of people have companion animals in order to experienc
touch.” Their name, a pet, lends credence to this theory. Clients stated “thesses)eppen
a lotbecause people need to touch the horse” and “because the kids do love to touch the animal,

they do. They don’t want to touch a person, and they don’'t want a person touching them, but
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they do want to touch that animal.” One clinician told of clients “adr of selfprescribe
touch and we have these sort of individualized arrangements...like | have one clieetilsho r
needs the contact of bareback and really benefits from it and requests it.” Alietiterico
runs workshops notes that her workshop participants are “people who stop by the roadside
longingly by some fence or other to get contact, just contact, thereygetrising in us to have
contact with horses. People are so drawn to touch the horse and to want to contact them.” One
professional notes that some people are afraid, have had a bad experience or are just not
interested but “most people are very curious though.” This same professionakimatéise’ first
thing people do when they approach the horse is to raise the hand to stamgtdbushe
describes an exercise in which she deliberately forbids use of hands, “but as Swyra
given the go ahead” clients again raise their hands to contact the horgkth@taipists
observed similar reactions in their clients; “I think fdogof kids they just wanna sit there and
either touch or hug the horse” and “our mini is so little and cute that the kids jusovianth
him all over” or “I think the kids really enjoy coming because they enjoy touchinuptises
they enjoy workingvith them.” Those therapists who had more animals than just horses noted
that this desire was not exclusive to horses; “the kids really crave beetpdblch or feel or
work with the animals, not just horses.”

#9 Touch is calming: 28 references, 11 clinicians

Clinicians noted that clients breathed more slowly when working with the horse, and
reported decreased anxiety and feelings of peacefulness. Two cliniciansheategthmic
motion of both grooming and riding as adding to feeling of peacefulness. Clinicianshaited t
clients tended to be more open because they seemed more relaxed; “other kidshidtl se

they're calmed and just, | think the repetitive motion and just being able to touch thedwrse
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to ground themmake them feel safém not sure what it is, but yeah | found that kids are
relaxed and will share more information.” Clinicians described exercises ofdeanthe horse
and matching their rate of breathing to the horses to further feelingsatreteand grounding.
They noted that this touch had an effect on both sides of the equation, and that the horse was also
often calmed and soothed by the touch of the client; “it's funny, they alhasits very calming
but some of them mean that when | touch the horse it calms him down, and | often have to
clarify that with them, and then get to well what does it feel like for you whernguch the
horse, And then they are able to tell me yeah | think when | touch the horse it mgket me
good, too.” A professional notes that the horses role of receiving touch is not nassixep
“there’s a way that the horse just allows, it's a giving of the horse toathett,ttoo, so that the
horse is allowing that, inviting it, and its safe and its from a tactile perspectioeiltsng,
comforting.” Clinicians noted that they sometimes paired somewhat anxious clignts w
somewhat anxious horses so clients could face their anxiety and then expepesiteaspiral
of success when they were able to relax and calm their hArsknician states “so if we can
teach them to relax when they’re on the horse that makes the horse more relaxetemhich
makes them more relaxed which then has they'll have a better ride and theartlstgrt to see
how when they relax just in gerathings go better for them.”

#10 Discussion of touch, between client and horse and client and therapist, occurred
with more frequency: 8 clinicians, 14 references

Eight clinicians noted that they do not discuss touch with a client unless they feasthe
an issue or that it is clinically indicated “it's not something we talk about a loté cmcian
stated she would shake hands, hug if they ask, but tries to avoid touch if possible. A second

clinician stated that touch between client and thstdfs generally incredibly inappropriate, but
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there are some exceptions.” Another clinician noted regional differencéd’fvn the South

you know so people hug a lot so if they initiate a hug I'll hug them, and if itierat ¢lknow

well I might reach out and pat them if they're distressed.” Clinicians often noted themes of
asking permission, assessing for non-verbal cues of comfort or discomfort, amugveaclient
before they touched them after gaining permission to do so. However, it was not oftench topi
discussion.

When working with horses, clinicians noted that not only did they touch their clients
more, and the clients touched the horse and the horse touched the client, but that thep needed t
discuss touch more. This included touch between themselves and the client, and touch between
the horse and the client. Six clinicians noted specific exercises they dicbttucd EHT to a
client; “how do you maove into touching a horse? How does a horse permit you to touch? How
does a horse touch you?” and “and then | would teach the person how to introduce themselves to
the horse...then I would show places the horse likes to be touched” or “we’ll talk about when
you're approaching the horse and touching horses and where do they like to be touchked...we’l
talk about touch in terms of being polite...being polite to horses is important and touch is one of
the ways we’re polite to them, paying attention to what kind of touch they like and what kind of
touch they don’t.”

Clinicians needed to discuss touch between themselves and the client for reasons of
safety, particularly in terms of an emergency; “in an emergency situatigght have to put my
hands on my client to move them quickly and without permission, and we talk about that.”
Clinicians notd that they talked about the purpose of their touch with clients, and were willing

to negotiate with clients if safety and comfort became an issue.
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#11 Touch equals connection: 13 references, 7 clinicians

The result of a client touching a horse is that they form a relationship and connecti
that horse. One clinician notes “it [touch] is a part of connecting with them, diov$ ghem
that connection on a different level than if they don’t touch them...touching can so deepen that
relationship and maka difference in it” and “the good news is that as humans we seem to be
able to connect without touch, but | do believe that touch accelerates the connection and deepens
it” or “well its always about the relationship and the relationship is about conrmecttbthe
connection is about the touch.” A lack of touch would lead to a lack of connection as one
clinician notes “I believe you really need to have them touch, otherwiseiftdhasid is just
sitting in a chair or sitting on a bicycle, like theywlan’t be connected.” Touch can lead to
“there’s a more direct connection” between client and horse. One clinician descyiasg
girl who was selectively mute and “I think touching was her first way to comiaenath the
horse, and then she started using her voice, but it was, it broke down a barrier for her in a good
way.” Another clinician notes “being able to touch the animals you're glieathntly building
that kind of relationship with them” and “being able to groom the horse, pet the Iheesesuch
emotional connection between the kids and the horses.” The touch can lead to connection which
in turn builds a relationship which can then bring about the change desired byttheritea
goals. A clinician states “I think it was Yalom whadsthat relationship building was the one
thing in therapy that creates the most change, and | feel like by them astgllieir
relationship with the horse through touch that can kind of strengthen the relationship and ca
also bring change for some of the treatment goal’s they’re working on.” The relationship with
the horse is seen as a place of connection and potential for therapeutic chatit, @ade was

formed at least in part by the ability to exchange touch.
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Minor Themes

#1 Holding environment: 10 references, 5 clinicians

Clinicians described horses, particularly mounted work, as being able to provide a
physical holding environment for client’s who had perhaps not received ‘good enough’
parenting. One clinician describes an exeraisghich they used the horse as a metaphor to
carry her through difficult periods in the client’s life. She notes “genevaltg we get past 8 or
9 we’re not gettin carried around very much. It was really helpful to be ‘dathi®ugh those
difficult things. So that was a way we used the mounted work and the support of the horse and
the touching and the warmth.” Other clinicians noted “I do think that the client stiitige
horse and the horse taking care of them and holding them | think that's huge” and “hétirsk t
one of the strongest places and roles that horses, especially riding, playsabetause a
horse is physically carrying the client and that can be a very correctiveenqeefor the client.”
She goes on to note “I think thikere really is a correlation between the physical holding of a
horse and the physical holding of a parent.” By carefully arranging scemdrere the client
can feel assisted or carried by the horse, some clinicians see a correlateom&teimal blding
environment in a very basic, physical sense. One clinician notes “I think itnmaSdEcher
who first pointed out that the size ratio of horse to human is very similar to that ofrnwothe
infant. So if you go back to a lot of the really basic theories of early childhooddewit and
disrupted development you can look at the literature on creating a holding environmens Tha
what horses do for people a lot of the time in a very basic sense” and “there igaMménye
attachment betwegmeople and horses and animals in general.” Clinicians also tell stories of
loose horses in an arena forming a ring around a client to ‘hold space’ for thienthelgi

talked.
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One professional notes that often a client will stand and stroke a hotedadking
about something difficult. She states that during those times “there’s aatadyttimk it lets
down a guard and opens up a vulnerability at an unconscious level to let that love in. That
feeling of safety and the power, a lot of it is urlggn” Another clinician describes a scenario in
which, after about 5 months of introductory work, she would have a child mounted on a pony
laying across his back and neck, while she was led around the arena at atwthéksaine time
the clinician wouldhave her hand on the middle of the clients back and she and the equine
specialist would sing to the client. The clinician describes the client; fend/suld just zone
out, just as a child does when they’re suckling a mother’s breast or snugglingnrafegraoon
nap. This is something this child never ever had, and the pony was able to quote unquote hold
her while she was able to take in pleasurable, soothing, deeply nurturant aspests shgtthis
child never had.” This clinician describeso#rer client “and again it was one of these soothing
kind of situations where the child could then begin to take in good enough mothering a la Kohut
and to start to build a sense of self. How else do you do it? You know with a little child you’
motherng them, in a clinical situation.” The horse acts as a surrogate parent trctratieate
a physical holding environment similar to a parent rocking a child. Cliniciacsioes how
they would utilize this ability of the horse particularly with ok who had experienced trauma.

#2 Control over touch: 8 references, 5 clinicians

Clinicians noted that part of a healing, empowering process for a client idvodweng
control over the touch they experienced with the horse; “I think between the client aadtfor
less threatening to the client its sort of on their terms” and “its less threatenthgrfoand |

think clearly they have more control over it.” Some clients can take this expebeyond the
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arena. A clinician notes “so for her to be able to have a safe yet intimate relationship with
somebody, something that is much bigger than she is yet she controls and setsdsandari
limits, that is a very satisfying experience and really helps her to, slyzaralize those skills
to her daily living.” The ability to experience touch under the control of thetdéads to touch
being safe, which can then allow the touch to be nurturing or connecting.
Secondary Findings

Secondary findings compromised about two thirds of the data by vollihneesame
method of finding major and minor themes was applied to the secondary findings. frourtee
major and three minor themes were found through an open coding of the interviews. Each theme
will be explored in more detail below. The major themesar®llows:

1) EFP has all the benefits of an experiential therapy

2) Characteristics of the horse as a large, social, prey animal are crudifd to E

3) Clients form a relationship with the horse

4) Clients project onto the horse and thus have empattihe animal

5) Boundaries/Limits are established with the horse

6) Clients have improved seatsteem from mastery of new skills

7) Traditional therapy failed

8) Clients seHselect and are thus more motivated for therapy

9) EFP is a more advanceattn of therapy

10) Horses are often used as a metaphor

11) Horses and humans are often drawn to one another

12) Therapists own feelings about their work

13) Horses act as mirrors to clients
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14) EFP provides a focus off of clients and their diagnoses
The minor secondary themes are as follows:

1) There is a spiritual/mindful component to EFP

2) Access

3) Horses are an extension of play therapy
Major Secondary Themes

#1 EFP has all the benefits of an experiential therapy: 32 references, 11 clinicians

Clinicians in the ring could set up challenges where a client would be frustrated or
frightened, but within a window of tolerance. Then these challenges and sesbud be
worked through with the help of the therapist. Therapists could also use thiemtgenature
of the work to locate patterns a client could not or would not bring up in the office. A alinicia
states “so the idea is to make, to take the therapeutic issues that these kids ls@nd miake
them concrete and make them dynamic so’'tedgrced to work through them” and “its about
taking what you're seeing in the riding ring and seeing where else the samebbhapens.”
The addition of the horse allows a client to “see their behavior outside of themsaides”
experience redime consequences. A clinician recalls teaching a couple to ride a series of
exercises together, which was difficult for them until she mentioned

You know its ok to talk to your partner, and they did and then it just worked, and

afterwards Dad came running, just running up to me saying ‘I know what our problem is!

| know what it is we don’t communicate!” Now this couple had been in family thecapy f
five years, do you think they had never been told they had a communication problem, but
he got it because he experienced it and experienced ajaeims when you do

communicate.
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It also gives clients a chance to practice relational skills they have skscu®ne interviewee
states “say I've got a woman who'’s having marital problems, | wanbheve a horseho’s a
little pushy to help her set some boundaries with a husband who is aggressive or indppropria
with her.” The clinician can try to provoke an emotion, coach a client through it, and “the
opportunity to really reframe those issues takes placethghe.”

The client’s body is also actively involved in the process, which opens differentpaths
healing; “it it's a client who is not cognitively able or psychiatrically readyrtzess at the
verbal level they don't have to so that's a big benefit” and “I think its partly cua Wisual or
it's a kinesthetic experience for them, so they almost like they’re expergghaina deeper way
than if you're just talking about things.” One clinician describes working wiftoap of
women who had experienced domestic violence “so if | can, if we can have thenofighiev
their body experiences anxiety as they're getting close to their poinéwtbeo longer
manageable then when their body starts to go there they know to pull back.”

Clinicians saw this level of involvement as appealing to the strengths of different kinds of
learners; “kids who need dynamic, concrete, interactive techniques respomnal thisl! and
“some learning types its important to have something physical to kind of play @ntkeftsng
tactile, visual, something you can see and move around and touch.” The variability of input and
potential structure for EFP gives clinicians more room to tailor sessiondi¢nts strength and

learning style.
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#2 The characteristics of the horse as a large, prey animals are crucial to EFP: 27
references, 7 clinicians

There were 19 references mentioning the size of the horse. This size can command fear
and respect, and bring up issues around safety and trust. Clinicians noted that for trauma
survivors who were physically controlled by someone bigger than them “to be able & dafee
yet intimate relationship with somebody, something, that is much bigger thanyshshe
controls and sets boundaries and limits, that can be aatsfysg experience.” A horses
reaction to a client can also be a valuable source of input in a session; “andghe tihey give
that feedback and because they're so big it's harder to miss the feedback artitsohgnore
the feedback.” Facintipe size of the horse can bring up vulnerabilities for a client “you’re
standing up, you're exposed to a horse, this is a big horse, you've got all of the elments
around you, its unfamiliar territory, so you know there could be a lot more vulnigréduila
client, so they need to be ready for it.” Facing these feelings and aggekiils of grooming
and riding the horse can then lead to feelings of accomplishment and pride; “and you know some
of these horses are thousand pound animals, and for a child to be effectively moving around
something that is so large is a huge accomplishment and I think that makes trgondee
themselves which can increase motivation even more.”

The fact that the horse is a prey animal is also important to EFP; “as prey animals the
spend a lot of their energy trying to figure out if they need to flee, so théyagsakinda
evaluating, scanning, picking up on these cues.” Due to this characteristyag‘de®good at

reflecting back to us the signals that we'eading them.”
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#3 Clients form a relationship with the horse: 61 references, 13 clinicians
This theme was one of two in which 100% of the clinicians responded, and received the
most references. Relationship with the horse allowed clients to give and receive love and care,
as one client stated “I know this horse” and to feel a connection with something. Siserapi
particularly child therapists, note that the clients want the horse to like thémvowder how
the horse’s week went, and will bringegents for the horse. One clinician states “but | feel the
kids feel like there’s a partnership, and that they want to be accepted by the pooie’s kihow
if they want to be accepted, | guess, | don’t know, that’s a good research qué&itimne to
think about that, I think it has to do with the non-judgmental nature, the child and the pony are a
team.” One child was afraid of horses but wanted to ride, so she requested thatfeebgic
posted in the barn so that the horses would know her when she did find the courage to come to
the barn. Clinicians often focused on reciprocity, knowing what the horse is congavitibl
and what the client is comfortable with and insisting both be honored in interactions. One
clinician describes the momeathorse reaches its nose out to a client:
The phenomenal depth of emotional feel that happens when a big beautiful animal with
all this muscle and bone and texture and size and resonance reaches out to touch you,
that’s incalculable, and that's where thisrk happens, at that level of simplicity...so
people have to give up their stories ‘I'm just a little stupid kid that nobody loves’ in the
presence of this big sleek gorgeous horse that reaches out and snuffles us in something
that feels like love, you know, what do you do? So you get emotionally moved...you get
wave form to wave form you get touched emotionally you can’t see it yoards feel

it. So we’re actually developing in a therapeutic context the fingers beyofdgbes
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the emotional touch the hands of feeling you know. A horse can reach out and touch

someone.

Clinicians often noted that though clients might be wary of them, they would form
attachments more quickly, easily, and strongly to the horse. Once this bondalfshest, the
client felt a connection to place and a higher tolerance for the therapist anerépsy thA
clinician states “I feel the work can still be done, as long as they hawaianship with one of
the animals we’re working with, I'm just posing questions and allowing them togs ttm®ugh
things.” Some clients felt that their horse understood them, and did not want to disappoint the
horse. Clinicians stated often that they felt the client loved the horse, and@ertbait the
horse loved them. One client states “I think Bud [horse] and my’s relationship giitliémt
has been really important for her to figure out that she was a valuable persore’clBacrans
noted that a horse could be seen under the auspices of play therapy. When asked what a hors
could offer that a dollhouse could not, one clinician responded “three things, one a relationship,
two a relationship, and three....a relationship.”

#4 Clients project onto the horse and thus have empathy for the animal: 19
references, 7 clinicians

A clinician noticed that a number of her clients get “drawn to the horses they see as
needy...and um, so then that is interesting kind of grist for the mill you know who are you
saving and why and is this really your job.” Clients will often assign feelmg motivations to
horses, and often the clinician will directly prompt them to do so to bring clinicafialat¢o
the conversation. Clients can then become invested in these relationships. One stistiesa
with certain clients she will underscore how the horse is feeling and focus oyobhaan know

that. She does this because “I think part of our human development is to kind of at some point
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realize that there are other people out there and they have values and thegungius that are
completey separate from ourselves, and these kids have never slowed down enough to pick up
on that.” One clinician notes that she deliberately models this in her own tn¢aintlee horses;
“we try to teach real respect for the animals, and I think that is @pimat for treating others
better, and again that's something you wouldn’t necessarily have in a traditioral one
therapy session, but because we insist that they respect certain boundahey agalize that
the animal has feelings and stuff like that, it teaches them to relate to all living beiteys b
Some clinicians will pick a horse they think a certain client will identify with to furttine
process of projection. One clinician notes “so basically what | dois | fiyd@ horse | think
the kid will be able to identify with and use it projecting their own things onto it ay easil
possible because you know that’s...for the vast majority of the group they’rg tzdke@lg about
their own issues they’re almost always talking alibe horse ‘oh my pony does this or my pony
likes that’ and you know even if its not true you know they could make up an entire story they
really believe is the history of their pony.” One clinician notes this isc@away to see where
the client is comingrbm.”

#5 Boundaries/Limits are established with the horse: 18 references, 8 clinicians

Handling horses safely requires setting limits for physical safety. Eathipant in the
equinehuman pair will often show their style of limit setting and thgpezxience of boundaries
as they non-verbally negotiate for space with each other. A skilled clinicianatiserving this
process can both gain information about their client and intervene to offer insight estsugg
One clinician notes “the horsels@ have their other touch which is actually very educational for
people who have great difficulties of their own with boundaries, and the horse witlgarly

move away from, or snap, or show some kind of discontent, with the client if they are rough o
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not appropriate for them.” This ties into the size of the horse, as few alieald be able to
disrespect a boundary set by an animal weighing 1,000 pounds. The horse is also ablgeto eng
in behaviors to set boundaries, such as biting or moving away abruptly, that would be clearly
inappropriate in a human dyad. One clinician states “that's how we establish besitdarot
cognitive its animal its limbic brain and there’s a great deal of very effedfectiae learning

that can go on relative tboundaries with animals, particularly with horses.” Some clinicians use
touch and the horse as a way to establish boundaries as well. One states “and aps of pe
work with need boundaries, so touching or non-touching or appropriate touchiregigaod

way to teach them boundaries, and it's a good way to use the horse because tlcesess pla
horse doesn’t want to be touched either so you teach them to respect the, you don't just touch
them there because you feel like, you have to think about how the horse feels about ithéoo.” T
process of setting boundaries and limits with horses is often very physical andreiqiea

dynamic which works in a human-animal dyad and can open a new way to work with baindarie
and limits for a clinician. Bendaries can be too diffuse or too rigid, and both can be worked
with in this setting. One clinician states “in the case of this selectively mute chilak | th

touching [the horse] was her first way to communicate with the horse, and thenytsioeustay

her voice, but it was a, it broke down a barrier for her in a good way, where sometaples pe
need barriers to be put up.” If the horse sets boundaries with a client, a cliesdrcagnhpathy

and respect. If the client sets boundaries with the horse, they can leadewcoafihave control,

and possibly a corrective experience. Depending upon the need of the clientjanadizunc

choose a horse or arrange an experience to bring any of these threads into ghextiartence.
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#6 Clients have improved self-esteem from mastery of new skills: 29 references, 8
clinicians

Many clinicians noted that the novelty and challenge of handling horsestectse
opportunities for client’s to improve sedbteem and a sense of mastery as they acquwed ne
competence; “I think that developing a skill or knowledge or interest in something new builds
their selfesteem, and | think that energy makes someone more capable or motivated to make
positive changes.” Clients can also have feelings of overcomirchmvament; “they say
‘wow he’s really big’ or ‘I can’t ride him he’s too big’ and then they end up doing and
accomplishing these things, and there’s a real sense of pride within them for kind of
accomplishing that.” These skills can carry over to ottetapeutic areas as well. One clinician
who ran groups for prezen girls with anxiety asked their individual or family therapists if they
saw any changes in the girls. She noted “and when | ask their therapists how Hesyi
generally they say theyavbeen much more assertive or they've been speaking up in family
sessions whereas before they’d just kind of sit there.” Clinicians also noted ohiastering
fears and anxieties within themselves so that they would be able to spend tinhewviiorts.
Child therapists observed that this pride could translate into a child’s relapiavightheir
parents; “the child’s seksteem really blossoms and the parents [seeing their child ride] are like
‘that’'s my kid’ and ‘oh my oh honey!” and then you know they take photos and they talk about
it...it sum...for a child who’s coming here with problems it's a great reconnéctiae parents.”
This energy and motivation can be easily folded into the therapeutic milieu imtioe s

treatment goals.
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#7 Traditional therapy failed: 15 references, 8 clinicians

Clinicians noted that a common trend in their client base consisted of individuals who
had tried traditional forms of therapy and had not achieved the results theyeekireys They
note “they feelliey have worked on the issues in traditional therapy and it just didn’t quite get
there” and “other mental health practitioners refer kids who just areivintpin traditional
therapy.” Some therapists thought this was due to higher motivation and thus compliance; “and
it also makes the kids want to come, | mean compliance is much higher than in triaditiona
therapy.” Clinicians note some success with this individuals who have not thrived tioriedi
therapy; “I get a lot of people who have been through talk therapy that has not workesfor t
for whatever reason, and so they’re trying something different, sometimeskg and
sometimes it doesn’t” and “there’s the group of people who talk therapy haské&nior, they
seem, more of them tend to do well with this.” One clinician who runs-groups asks her
colleagues specifically for “referrals for kids who aren’t making msgiin either traditional
play therapy or just whatever therapy the person does” and makes her groupeaigraptaese
children.

Other clinicians noted that horses could push people beyond their experience of healing
in traditional therapy. One clinician notes “and if we [client and I] come asowss kind of
real tough, something they're really stuck on that's usually a sign, letslyth&ihorses and see
what happens.” This was noted in situations where a clinician had horses on property, and so
could be included or not as the situation indicated. Sometimes, when the situation wal$ diffi
that was the indication taclude the animal; “I've only done it a couple of times [family session

including a horse] and both times it was because the families were really stycketien’t
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getting it” and “a lot of the parents | was working with at the time had probleahs/ée
entrenched, so it gave us a new look at an old problem that really helped them be ableeip see t
problem in a new light.”

#8 Clients self-select and are thus more motivated for therapy: 16 references, 8
clinicians

Most clinicians noted that peopleere often motivated to come because of the presence
of horses, noting “it’s fun to be with them [horses]” but could not say exactly why psepte
drawn to the horses; “I think the kids that want to be around the horses want to becausethey |
animals and | think anybody who loves animals its one of those things that you just do its who
you are its what you’re all about, |1 don’t know that there’s a description that ki of 't
Some clinicians had private practices where clients could choesskovith the horses or do
traditional office work, some ran groups where all people worked with horses, arsllater
practices where almost all referrals were aware of the {poese and sought them out
specifically because of it. However, all agrélealt if a client was not interested or did not want
to work with the horse, they were rarely pressured to do so. One clinician notes how this
motivation can be used in the service of challenging OCD behaviors; “she was smednc
about germs and stuff she wouldn’t touch doorknobs and so, to get her to touch a dirty horse that
was quite a thing for her to master but she did and she progressed tremendousky sleea
wanted to ride so badly that she had to push through...and again how long would it have taken to
get her past dirt and germs on the office?” Compliance can also lead to good béhaior
never had to stop a session because a child misbehaved, because they usually ya know ar
motivated to comply.” This motivation is in some cliniciansidhat least in part responsible for

some of the success of EFP; “so interest in horses is a big piece of what madseisco cliell
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with EFP | think” and “I think people what are interested in horses, animals, | bati& & big
help, they don’t have to know much about them but they have to be interested in them I think,
they have to feel like they want to know more for that intervention to be valuable.”

#9 EFP is a more advanced form of therapy: 51 references, 12 clinicians

The idea that EFP is an ahced therapy was divided into four subsets; EFP requires
more skKills, it is riskier, it takes clients further faster, and there is mang ga at once than in
traditional therapy. The skills clinicians referenced were horse skillg;atlskills, andthe
knowledge base to bring these two disciplines together. The other idea that came @atuwidly
this section was that this work was not for beginners. A clinician notes “I don’t tRiRksE
something new clinicians should be doing” and “you nedxktan experienced clinician you
cannot come right out of school and expect to be able to do this work” as well as “get good
clinical skills first, otherwise nobody’s gonna refer to you or you'll havensliit on your hands
in a short time” and “I think you have to clinically know what you're doing and thexals/mot
a lot of people doing this work well as far as I'm concerned, frankly.”

When clinicians referenced risk, it often referred to physical injury. lihecian did not
screen a client aquine appropriately, the resulting match could be dangerous. One clinician
notes “its much more stressful for me than | ever thought it would be because ofgbeafat)
| think the kids are a little oblivious most of the time to how powerful thedsocan be.” If or
when a situation became unsafe, it could do so quickly, so a clinician must always akartali
“I need to believe the potential [for danger] is always there, in order for mearntamahe kind
of vigilance | feel | need to maintainRisk could also come from the physical nature of EFP, or

from riding and touching the horse. One clinician notes
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The whole sort of hypothalamus adrenal pituitary axis is not always fungiomihin

people who have been neglected, abused, had other kinds of interrupted development, so

the kinds of neural circuitry that processes touch, it doesn’t function the same anrel they’

not as intact in some of these populations we work with, so | think a big mistake would
be to assume that it [touch] feels to them the way it feels to us, that it feels as good to
them as it does to us, so it has to be carefully undertaken, carefully monitored; watch fo
verbal and nonverbal feedback, becauselieat won't always be aware.

Physical contact can also be a omene trigger for some clients who are working to
resolve a trauma. A clinician observes “we had one young lady who had been gdrigyrape
three neighbors who were brothers, she was pretty far out from that incident dvad $fgen in
office based serves, was still in office based services, yet she still was triggered by skiimto sk
with a sweaty, hot, heaving horse; the smell, the feeling, reminded her way too much of her
abuse, so there’s a lot of warning signs that a clinician would need to keapditvecause its
very intimate.” Clinicians often saw mounted work as a potential trigger and opppthati
had to be monitored closely based upon the progress of the client. One clinician ndtgk “yea
probably wouldn’t move to mounted work for a while because obviously the movement of the
horse would trigger issues, particularly if you're focusing on that [past alsgpa never
want a child cracked open before they can handle what may come of that.”

Clinicians stressed that the addition dfase into the therapeutic context would move
clients further on the arc of their goals, and get them there faster. Bastwhs the speed with
which problem behaviors surfaced while clients tried to navigate riding; “and iriea, df
would take me months to see what | can see with the kid sitting on a horse in a femssessi

an office we might be talking about it but we might not get that, but because he’saitang
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horse it was pretty clear.” Clients would also accept feedback from the that they might not
accept from the therapist. One clinician recalls
| had a man once who just kind of exuded anger, and it would take many sessions of
psychotherapy to get to the point where it would show him that people avoid him because
he exudes anger, but | took him out to watch the horses and usually they would come up
to the fence, but they all started coming to the fence and they got about 6 feiiaindm
they just stopped, so | asked him why he thought that was and he said ‘maybe they're not
friendly’ and | said ‘yeah could be, what else’ and he went through a whole bunch of
reasons and then he finally said ‘well maybe they don’t like me’ and so | said
‘hmm...why would that be?’ so again went through a bunch of reasons and so finally he
came around to ‘maybe they're afraid of me’ and | thought about it afterwards and |
thought that would have taken 3 months in an office to get to that point, and he saw it in
just one session, just by how the horses reacted.
Clinicians also noted the level of input and stimulus was much higher when conducting
EFP than in an office setting. One clinician notes “if you're a therapisyau’re looking at an
interactive situation you have to be really aware with both heart, mind and expeaied be
going alwayg back and forth, adjudicating and adjusting the situation.” Another states “and |
find as a practitioner, the level of listening is very different outside in ndiacause I'm
watching the horse while having a conversation with the client to see what theshdoig,
and I'll invite the client to watch the horse as well but its not only that groupithailing
attention to it is the environment and being a working barn a kid may interrupt you or any
number of things could happen so it requiredfarént level of listening than sitting in an office

one on one.” Though this takes more energy from the therapist, it has potential bettedit for
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client. One practitioner states “it takes more effort for me to stay presertstimare to pay
attenton to and sort of filter through; there’s more things to kind of pick from to introduce to the
session but it gives the client more opportunity to say yes or no ‘no no its not that thisit’is

In some programs in addition to the therapist, client, and horse sometiowethalayer
is added in the form of a volunteer or equine specialist who's job is to handle the helsse saf
and collaborate with the therapist in the handling of the animal. One clinicianwiaethis
can bring to a session

because not only are you paying attention to what you're bringing to the sessioova

the horse is responding and what he’s bringing but you also have the equine sgecialis

you're doing-mounted work and every piece is involved in that. You have @l clu

mean lets say you're doing work and you have an equine specialist who happens to be a

male and you've got a female patient , a young adolescent girl who may hagé ac

this guy, the touching of the horse could have a whole other meaning youéaeeno

privy to or whatever, you know what | mean so you have to really understand what the

animal piece is bringing into the session...a lot of people come to this work and just think

‘oh its easier’ or ‘you don’'t have to pay attention to la tstuff’ it drives me insane.

In sum, clinicians experienced a kind of cycle in which the high level of input both
opened up more opportunities for the client as well as more risk, and this in turn forced them
be more alert and more skilled as clinicians to nsake the risk was neutralized and
opportunity realized. If the opportunity was taken, clients could experiencedadterore
potent therapeutic progress than they might have achieved in a conventional envirovetent
again, this progress had to be closely monitored to make sure it was not too overwhaiming f

the client. All this was involved in their cautions that this work was advanced, and not for
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beginners. One clinician states “it isn’t just the horse, it is the horse andrdqadhet is tle
synthesis that's what's key it's the synthesis. You know there’s no magienctire horse
although we’ve all had our magic moments, it is psychotherapy and it is a thesiépen
equine.”

#10 Horses are often used as a metaphor: 34 references, 10 clinicians

Clinicians sight the use of metaphor as a particularly useful and critezad pf EFP.
The horse in particular can be used as a metaphor for any person in the cliefbisdifeeling,
a problem they might be facing, a relationship, the therapist, or themselweslitician notes
“I talk about the horse as the co-therapist and there being an opportunity to builthasieiat
with the horse and for them to build a relationship with the horse that then the clietaand |
talk about and compare to other relationship they have. There is potential for them &oldgar
from the horse about all their relationships by developing a relationship with ge"hémother
clinician notes “everything you need to do to be successful in a relationship with a jouna
can do with a horse, only horses are a whole lot nicer to you.” One clinician rec&ilsgvor
with a young girl who was having problems getting along with her mother. Sée “stel
sometimes the horse is cranky and sometiyoes mom is cranky and sometimes you're cranky,
and when you're cranky how long does it take for your horse to get cranky and how can
prevent that you know? The horse-human relationship becomes a model for the human-human
relationship.”

Horses can ab be metaphors for the client, something about the client, or for whole

groups & people. One clinician states
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Lots of these women are ‘oh | loved horses as a kid and lost contact with them’ or

‘they’re beautiful they're majestic they’re graceful theyfrowerful they smell good

they're soft’....they have a depth and a sweetness and a beauty to them that | think as

women we’re attracted to that. | think they show us ourselves in a way thateweuoh

with, which is why being around horses as little girls is so important. We don’t hatve a

of role models for power and beauty and majesty as women and girls and a horse

represents all that and can bring that out in us.

Another clinician notes “I recently rescued a small pony and brought him ko void
at first you know he was extremely skittish, I'm sure of humans, and it gasaametaphor for
a lot of the kids who had trauma, who came from different adoptive homes, that kind of thing, |
would work with the kids on helping him calm down ‘what are some coping skills the pony can
use’ and then I'll use it as a metaphor for them ‘what are some of the copisg/ekiltan use if
you start to get nervous.”” The use of metaphor can help a client move skills or bbesrva
from the equine to themselves, from the session to their lives.

The horse can also be viewed to represent the therapist. One clinician statds “Wel
think the horse is an extension or a metaphor for the therapist often. And | think you have to be
extremely careful about valh and how that child or adult is interpreting that,” especially in terms
of touch or physical contact. Another therapist states “the equine, at that pdnheeames a
conduit, and can tap into so many issues that have to do with touch, and I think it's a really
valuable part of the experience.” A third clinician stated “often the firsacohhave with my
clients is that my dog is out there [in the hall].” Contact with the animal can in manyweays

contact with the therapist.
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#11 Horses and humans are often drawn to one another: 13 references, 8 clinicians

Clinicians reported seeing either a horse that quickly approached a clierjent that
was drawn to a particular equine, sometimes for reasons that they could not exiptaigh T
there are some theories as to why these pairings occur, there does not ssamutiiimate
explanation. Some clients are drawn to particular activities with the horgglaOne clinician
states “I'm frequently surprised by who they're drawnaod “yeah that little boy with the
anxiety really surprised me, | thought he’d be all gung-ho wanting toark“the person |
thought would never want to ride does and does well with it or somebody | thought would be
good at it, it doesn’t grab them.” Another clinician noted “there’s alwayainéids in the
group who | anticipate are just gonna wanna ride the whole time and then I'm wgwaityto
be honest.”

The fact that a client is drawn to a certain horse can sometimes be clinical infarmatio
One clinician states “folks who have been sort of battered for the most part doteodluhgs;
they'll either pick the safest horse in the barn or the most aggressive horse imtrenddiso
that was an absolutely fruitful discussion for her and she could see how she had just tegreat
pattern with men right there in the barn and how elucidating that was for her.” Anailearc
notes “I do have clients who to a certain extent can exert choice over who theyithaitkaiv
day, and you know a lot of that taps into their own issues and challenges that tvayg®f”
A child clinician notes “often times they’ll choose the horse that has the saraasthem
which is kind of interesting” and “I've noticed over the years that the kids who hasegibeh
problems themselves really gravitate towards him.” One clinician will leara no her
program so that if a client is really drawn to a horse they can establishith&ggave’ll say ‘so

and so we’re gonna put you with him’ but ‘oh no | really want to work with that horse’ well ok
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we’ll switch the schedule around because if a person is feeling really drvdlenhorse then
we’ll honor that because there’s something going on there.” That ‘sometiomg be a
projection, it could be an established behavior pattern, it could be a feelingrug alith a
horse they perceive as similar to themselves. In any case, it is importantlithiataanaotes
this draw and brings it into the session.

#12 Therapists own feelings about their work: 9 references, 8 clinicians

The majority of therapists noted that horses had impacted their own life pgsitivedy
state “I mean, | know what my riding lessons as a kid did for me as an adult” abeéitseally
good for me personally” and “they’re just a part of my energy system and lawylihndown
and I'm with them my energy comes back” as well as “I know personally thasivery
therapeutic for me as | went through some hard things.” The presence ofsthaffects the
state of the clinician as well. A therapist states “how does it affect us to be nu#tes and
have the animals there because we’re both you know such animal people so theresyydefinit
some bias there, | think that we're happier and more comfortable and so thidtimkay play
into it.” Still another clinician observes “I think | accomplish more with theé®mostly cuz |
know more about it, | think'| just, | know more about the horses and I'm more comfortdble wit
that so | tend to do that more.” A child cbran states “I'm fortunate in that | really love what |
do and | have the ability to work with animals and to work with kids at the same time.” The
ability of the therapist to be in an environment where they may have had positive past
experiences, doing an activity they enjoy, makes for a more comfortabéaiteible therapist
as reported by some. In regards to horses one clinician states “they’reeseasare of my

highest moments in life have been in horses.”
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#13 Horses act as mirrors to clients: 46 references, 13 clinicians

This theme marks the second that received comment from 100% of the sample. The
basic theme here was that the horse can accurately perceive humans emotion eact will r
uniquely to it. It is the clinician’s responsibility be able to assess the equine reaction and
dialogue with the client about it. For example, some horses can toleratet avithemgh

anxiety while others will match it by displaying their own anxiety thiotigeir body and

behavior, thus a client can see their fear acted out by a one thousand pound animal. Haw and i

clinician might choose to enact this scenario by choosing a horse they know haadtia mwill
depend much on the client and their progress. Another theme that emerged ishbiesethe
never wrong about this, “the horses are absolutely perfect barometers” artdnigfedoe more
astute than the clinician “making sure there’s not something the horse is picking up on in the
client that I'm not even aware of.” One clinician ssdtieasically the body doesn't lie, and
horses inhabit their bodies much more than human, they are embodied more consistently tha
humans, they don't get lost in their heads, and so typically you know they’re much raiie rel
than people as far as the gomence, the feedback, and the connections between emotions and

behavior.” One cliniciamecounts an incident in which

| had a young guy who, well they weren't sure whether or not he had abused dmimals
there was a strong question of it, and when we were going around doing the diagnostic
assessment, he was you know a sort of very friendly happy kind of guy but you cbuld fee
something underneath. And he went to pet one of our mares and she just backed into the
back of the stall and | thought ‘well there’s your answer right there. Somebgdyatza
superficially very welcontrolled person but is carrying a lot of anxiety or anger with

them and when they step into the stall, the horse might pick that up, you know just kind
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of in my human observation but the horse has such a stfbsen@e they might feel this

agitation coming into the stall and back away from the cliedtthat’s information for

me.

A third major component of this theme is congruence, defined as when an inner state
matches an outer presentation. Horses were said to be incapable of being incongruent, and when
they sense incongruence in another being they become agitated. Some the@ishis is in
part because incongruence is a mark of a predatory animal. Thus, a skillechisiidh aould
get clues to a client’s inner state by knowing how the horse usually ne@etdain situations.

One clinician states “and it's the horses often give me information by leywehct to the

person that helps me decide what to do next in a therapy session.” One clinician relates a
situation in which she sent a child who was upset from a bad day at school into a atah t c
horse, but the horse would not allow the child to get near him, which upset him further. The
clinician suggested that the child tell the horse what he was feeling and svbgdia as the kid
said out loud what he was feeling and why he was feeling it there was a tremieradioof$ the
kids shoulders by owning that and putting that out there on the table then the horse responded
positively to him and approached him and it was just a wonderful experience for thd kal.”
ability of a horse to read its environment, especially the intentions of predaiargls near it, is
crucial to the survival of the specied.islalso a lynchpin of EFP, and in the hands of a skilled
clinician can be used for a client’s benefit.

#14 EFP provides a focus off of clients and their diagnoses: 22 references, 8
clinicians

The presence of a third or even forth being in a sessiowsathe focus to be off the

client or ‘identified patient’ for at least some of the time. One clinician notes thaghav
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activity to mutually engage in can bring fluidity to a conversation. Shesstatd again the

focus is being taken off of thenges so it's a great way you’re not just staring at someone like
this (bugs eyes out at interviewer) but you can just talk about what happened atisdhool a
what’s going on in their life” and “the child doesn’t have to think about anything you know
we're just walking around and they can go on and on about whatever issue we’re talking about.”
Another clinician notes “it's those nice, quiet moments when they’re concentoatisgmething
else” that often lead to an advancement in therapy. A clinician rectiat a client would not
engage with her when talking about her problematic relationship with her mothegditina run

into several problems, boredom, resistance, all kinds of things” but “if | framéeitms of

working with the horse she gets itestan hear it, so it really gives me a back door entry into the
issues.” Some clinicians noted that engaging with clients in a mutually enj@ygaiviey

allowed a bond to form more quickly, which then brought them to an alliance that allowed
difficult material. A child therapist noted that having horses made them “cool” which then
meant “it makes them like us more hence they’re going to be more open to talking;iviheu
adds “we don’t always come across as therapists, more as someone thattteyne and talk

with and associate with positive things.” By building skills clients “feel like theyueh more

than their diagnosis” as they are riders and a part of the stable. The barn camdokead less
stigmatizing than the office “and why shonldtherapy be fun?” Some clinicians reported that
their clients “hated therapy, period, hated therapy, so we could pretend it waspythe

essentially, and still achieve a therapeutic result.”
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Minor Secondary Themes

#1 There is a spiritual/mindful component to EFP: 7 references, 4 clinicians

When clinicians began to explain the results they would see in EFP, they used phrases
such as “and there’s no time to sit around worrying about it, it's very much in the mi@ment
“almost like a meditation.”One clinician noted that mindfulness work was “a part of the
texture” of EFP “and goes right along with that.” Two practitioners inqadati noted themes of
spiritual evolution and a need to learn how teegest more peacefully in an integlated eo-
system. The emergence of EFP was seen as a step in that direction. One cliaies
“sections of humans are evolving spiritually and we’re seeing the intersectd the gifts of the
whales, and dolphins, and horses, so being aware of that | think is one of the underpinnings of
why this work is becoming more and more popular.” She goes on to state “I think vefiyete
a pivotal point in terms of how we've affected the environment and culturally, our economic
system, | think its all pushing @isrward because we see the need to teach people how to
facilitate change.” To partner with horses is then in this sense an example ef @éatgering
that some see as a necessary change if we are to create a sustainable future.
#2 Access: 6 clinicians, 12 references

EFP is financially expensive to start and maintain. This reality shapesamhwractice
and who has access on a physical level. One clinician who has both a privatedseche-
practice as well as affiliation with an agency notes that the clients whoeebe¥eFP services
on the whole seem to be mentally healthier; “probably at least to some egiehatle more
financial resources, so which came first they had more financial resourttes $@d more
access to better treatment or they had better outcomes because they haddewial firoblems

or they don’t have to depend on insurance the same way someone else might have to...”
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Another clinician noted “we’re metropolitan and we’re not a poofit so we see a lot of very
wealthy clients.”

This translates sometimes to a feeling of exclusivity within a session as well. The
animals can be seen as “so beautiful, so large, and that seems patrticularlgiblecces
particularly for kids who don’t have animals in their lives.” A clismxperience of becoming a
skilled equestrian “becomes like this alternative identity for a lot of them” faetirig a sense of
their identity, like they have something special that they’re good at that hidrerdriends are
doing, and | think its really nice to take them out of their environment and give them sanethi
like this.” Another clinician observers “you know its almost like there’s a clubeaa place,
they're getting the inside scoop, and | think the kids are excited to get thatatifan” and “I
don’t want to say the word privileged, but its like they're seeing the inner workivgsab’s
going on, they feel like its special information.” This exclusive access, both steagylevel
and the level of an individual psyche, is noted by clinicians who then use it in the sesatfe of
esteem and growth. Clinicians often noted their frustration at systemigiéhbarriers that
limited their ability to push forward with what they consider a potent, sucteissfapy and
simultaneously limited potentially interested clients in reaching them.

#3 Horses are an extension of play therapy: 11 references, 6 clinicians

Four of the thirteen practitioners sampled stated directly that they sawsEitd/a
therapy; “it [the horse] is anmr tool, you know a tool that is furry and fun and they can give a
lot of feedback you know they have a lot of emotions” and “if it goes anywhegss$ guwould
be under the same sort of genre as play therapy, the horse just happens to be aimibeality
way that a dollhouse can be in a certain way or a chair in a room.” Six clinicipisyetha

technique in which they asked the client to talk to the horse rather than to them, iy the wa
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clients are sometimes asked to talk to an empty chair thasesgs someone in their life, and
reported success. One clinician relates a story in which she saw a client who hacckeeérd

to college but was struggling with his last semester of high school; “he went on thedllege
and graduate high school, so that six week intervention where | didn’t even talk to theskid | j
gave him some exercises to do with the horse, and told him to go talk to the horse, and it
worked.” Child clinicians note their clients telling ‘secrets’ to the horse, sonsetitee
presence of the clinician. Clinicians surmise it is perhaps because tbeshoos ‘shocked’ or is

viewed as less threatening than the therapist.
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Chapter V

Discussion

Primary Findings

The primary findings were themes that centered directly @subject of contact
between horse and client in a therapeutic setting. The secondary findieghess that
centered on equine facilitated therapy as a subject but did not reference toush, tiBsihes
from both the primary and secondary findings@aged with relevant points in the literature to
further tie the findings into the information that has already been gdtimetiee field. If these
pairings suggest other areas for research, that is also noted. The sanmiprepesated for the
maja and minor themes in both the primary and secondary findings. Finally, the impatance
this study to the field of clinical social work and its implications are explored iinide
paragraph.
Major Themes
Using touch with clients who have expexed a bodybased trauma is highly debated in

the professional literature. However, when surveyed, abuse survivors who exqoet@rch
respectfully and appropriately duriagherapy session reported therapeutic benefits. These
benefits included trusself-esteem, an opportunity to set limits, and an experience of touch that
was not violent or sexual (Bonitz, 2008). Within an EHT context, sexual danger is removed, and
touch is relegated almost entirely by the client. Clinicians surveyed notedethstetttion
given to the bodily experience of the client, as observed in major finding # 1, and the bodily

experience of the horse seemed especially healing to survivors obasdg-trauma. If the
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same elements necessary to make cliestapist touch therapeutic are present during elient
equine touch, clinicians surveyed reported benefits to the client.

A common word clinicians used when describing eqhimeran touch (EHT) was “safe”
as described in major finding #3. When that word was defined, it meant several tichgsng
non-judgmental, accepting, and soothing to the senses. Most frequently, howevart it mea
nonerotic. Given the statistics regarding sexual abuse of clients by tteratpention to safe
touch between therapist and client is a crucial and responsible matter. Thouglttrsedial
abuse could come from the horse, contact could be triggering. EHT could also be unsafe in
terms of injury. Thus, sexual danger is replaced with physical danger. How doegtus
EHT asan intervention? What does it allow for therapeutically? The themes in the &inding
offer some suggestions to answer that question. Clinicians noted EHT seemed,calmi
connecting, empowering, grounding, allowing for differentiation, and expmarat touch.

These basic explorations, such as discovering what kind of touch is agreeableand hotv

the other participant communicates boundaries, can be safely explored in a homse-huma
relationship. This is, as one interviewee pointed out, is “kind of counter-intuitive whemgdeal
with 1,000 pounds of animal.” And yet, EHT could give clients a chance to experienoeeposit
touch safely, at their own pace. Thus, differentiation of touch, as noted in major findoam#2,
be explored from the limbisystem in basic to advanced ways.

Research suggests a division between transference based on symbolic language and
nonverbal transference coming from the body and from early, preverbal expsriéiftese
early experiences are often accessible onlyuiinanonverbal channels. If this is the case,
therapists must consider how effective they can be in accessing prerdrbdibased

impasses through verbal channels (Toronto, 2002). Some clinicians noted that one benefit of
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including horses in the therais that part of the therapy can at times be a completelyertal
exchange. At this point, entrenched defenses could be avoided and the limbic or ‘animal’ bra
was in contact with another animal brain. This relationship was seen as glidwiristo
experience deeper and prerbal structures and channels while still under the watchful eye of a
trained professional. Horton (1995) notes that language can never completely supecégde tou
the earlier form of communication. Is it possible that animals can be brought in to participate
with clients in this communication? Could this explain the connection clients feegthEHT
as described in major finding #7, "EHT as connection?" Is an animal a ppyopaate partner,
and what is the place of a practitioner in this dialogue? The latter question is energetically
debated in the literature, while the former question has received muchées®atas a possible
solution.

Another major finding involving EHT noted that horses could touch clients, both
physically and metaphorically, in ways that the therapist could not, as describagirfinting
#8. Horses are used as surrogates, extensions, substitutes of the therapisicogise to
create a place in which a client can have a deepjqgathysimitive connection to something
outside themselves. The therapist can then incorporate this connection in additioroterthe
connection to the client and their own connection to the equine to further the therapestaf goal
the session. In Harlow’s (1958) classic study of young monkeys, his researcheslitpgs
mammals prefer touch over food (Durana, 1998). Toronto (2002) noted that trauma that occurs
before a child has developed significant psychological structures mayt be $gmbolic
representation. Later, in a therapeutic situation, this child turned adult vepig a
superficial response to verbal interpretation, which requires a certain aofaotedlectual

understanding. The presence of a safe touching relationship irapytisession led many
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clinicians in this sample to feel that they had an unspoken avenue to tap into issuds. of touc
Leder (2008) notes that the body may harbor deep-set and preconscious modes of ‘speaking’
through contraction or hyper vigilance, and that language may be an insufficientmtedi
address these patterns. Many clinicians felt that EHT offered otheuesserhen verbal insight
no longer made the progress hoped for by client and clinician.

Geib (1998) speaks of four recurring themesedated with patients reporting positive
feelings about touch in therapy, as noted in the review of the literature on thefttqaich.
One of those themes was that touch was verbally processed after it occimedthdihgs
report, as evidenced byajor finding #11 in the previous chapter, that the majority of clinicians
and therapists in the sample engage in dialogue about touch between human and equine, and
between therapist and client, as a practical necessity of the work. This etiovenften takes
place before, during, and after contact. What impact does this have on the ctieatisree of
touch in a session? And can these measures be applied to human animal touch, or do different
variables contribute to the effectiveness of human animal contact? However, it is more
reasonable to assume that verbally processing contact between clientrapidttiauld fit
more soundly into Gleib’s framework, and thus could help lead to more positive responses from
clients.
Minor Themes

Gleib’s secod theme centered on the client having a sense of control over the contact
between themselves and the horse. This came across as minor theme #1 in thdipdimgsy
Some clinicians felt that the touch between horse and client was on the cliens satet that
“they [the client] clearly have more control over it [touch].” How client’penence this control

can be hypothesized as a potentially positive or corrective experienegevétowithout the
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direct voice of the client, it is difficult to say for certain. The observations of some clinicians,
though, do support that crafting a relationship through a touch that is controlled bgnheanh
have healing effects. This could possibly blend into Geib’s fourth point in which touch is
perceived psitively when it matches the overall level of intimacy established in a relationship.
If a client has control over this touch, it could be postulated that it would be regulated to an
already established level of intimacy. Though comparing Geibs measusao the findings of
this study are useful and have some interesting overlap, they raise morenguésin they
answer and suggest that a study including clients direct experiencestoirt@tP could be
quite fruitful.
Secondary Findings

One stiking result of the research was that two thirds of the interviews, as raddsur
volume of typed pages, could not be directly related to EHT. Often, clinicians hdmbught
about it in terms of the bodily experience of their client, or sometimes not asraentiten and
occasionally not at all. Toronto (2002) states “due to its importance as a human ndedt the s
avoidance of it [touch] is not neutral but rife with meaning. The absence of emph&sidily
experience, of either patient or thpist, has been so striking as to garner charges of
defensiveness.” Could this absence of emphasis on the stated subject be influeoatiedtwe
cultural aversion to the subject? Sakiyama (2003) notes that Western cultusssjmaatdeo-
Christian traditions, can be viewed as touch deprived and individualistic. Stenzel (2004) notes
that therapy in the United States is embedded in the culture that surrounds it and resgiends
cultural norms in which it lives. Phelan (2009) notes that some have argued that touch would be
a more acceptable intervention in both physical and mental health settinggifipg attitudes

were more permissive. This suggests that the benefits derived from touctogrezed, but
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that cultural impositions stand ing way. Could these same cultural impositions be a factor as
conversation consistently veered away from touch?
Major Themes

Secondary major theme #5 spoke to the boundaries and limits that horses and clients
achieved between each other. These boundaries were achieved often by clearfphgbiaek
on the part of the horse. This feedback could sometimes cross the line into phygjeal dan
This danger was even viewed as some clinicians as a potential positive, githhgdegetimes
literally, to baundaries set by horses. Clinicians noted that clients could accept the feedback
from horses in ways that they might not be able to from another person. Though samuh rese
has shown that animals can offer companionship similar to a humans, and thistihto
exchange a human for an animal is at the root of the therapeutic value of animéalsr¢Hall
2008), the findings suggest this is not true in all situations. There are situatioersheheame
feedback from a human would in no way be tolerategiccepted, but that basic messages or
processes such as dividing physical space in an arena, might be better orchmsthetdubrse
rather than the human.

Horton, Clance, and Sterk-Elifson (1995) surveyed 231 clients who were actively
involved in psychotherapy at the time of survey. Sixty nine percent indicatedubhtfostered
trust, openness, and a stronger bond with the therapist. Forty-seven percent indicaiadhthat
increased selésteem. Touch was also perceived as a factor that allowed them to feel valued,
which helped them to feel better about being in therapy. Therapists report thati@aymeet a
client’s need for containment, affection, and parenting, as well as mirrammegnt and
exploring the unconscious (Phelan, 2009). The findings of this survey support several of the

secondary findings of this study as well. Secondary finding #6 refers to thasadrself-
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esteem found through mastery of skills, although estéem gained by a horse allowing or
choosing to touch a client could also be included under this heading. Secondary finding #13,
horses act as mirror to clients, is especially relevant here. In the 1995, shevapists reported
that touch may meet a client's need for mirroring content and exploring the uoaensc
Clinicians in this present study unanimously stated that what they observenl sesiseons was
the horse acting as a mirror to the client, to reflect the client back to thentbebuegh the
behavior of the equine. There was only one other theme that received the attention of 100% of
the sample. Thus, the importance of this theme cannot be understated. Although horses were
reported to accurately mirror client's inner state with their outer présentand in fact this
ability on the horse's part is what drove many clinicians to include them in their work in the first
place, touch was not always involved in this exchange. In the specific caseex#mphpists
related, this exchange between client and horse often took place acrossce distars, though
mirroring could be argued to be a critical component of EFP, touch is not necessaitilgal
component of mirroring.
Minor Themes

One minor theme, #1 in the secondary findings, was that of a spiritual or mindful theme
to EFP. This theme fits into a broader dialogue of eco-psychology and biophilia.ia@Bnic
referenced a connection to nature to the setting of barns and corrals, a cortoeutiner
through the horse, a connection to self nurtured through the therapy, and a few took itdwather
connection to a spirit or Divine presence. This theme was not as prevalent ter#terk,
particularly the literature on touch in the therapeutic encounter. Moving back tarlcult
critique, this could suggest the lack of differentiation of touch within many West#ures.

The tension between protecting clients from harmful touch, and accessing theapbeedfits
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of touch, may have tipped so that clients are denied benefit as well as harm. Whexethe dra
line on touchm a therapeutic encounter is not clear. However, a case could be made that the fact
the potential of touch, even into the spiritual realm, is not discussed points to a dearth of
possibilities in the professional dialogue and a focus on the harm. It could als@@wiother
avenue that the horse, and touch from and with the horse, could open up for clients in the
therapeutic encounter.
Conclusion

Through an examination of the relevant literature as applied to the findingssbfitlye
it would seem to suggest that EHT can be beneficial to clients. What impachiddes/e on
clinical social work? First, the possibility of a treatment that can more directi sp@re
verbal trauma or touch deprivation in a client warrants investigation. ahesssues that may
not be as easily addressed in traditional therapeutic settings. Second, touchlig detated
intervention, which some link to sexual exploitation of clients by therapistsis ihtiervention
can be delivered in a safer methoda method that is more accessible and less threatening to
clients, then that method should be considered. Third, there is increasing reseatobvibdhe
body as a potent site of healing. Therapies that can include the body can possddy tia
healing potential for the benefit of clients. Fourth, the dialogue surrounding tothch thie
therapeutic community has historically been polarized into those who believechizatirey
power of touch or bodywork and those that followed an abstinence model. The large gnay area
between, which more accurately reflected the actual practices of many in the mettial heal
community, was not explored or documented in the literature for some time. Thus, continuing
and broadening the dialogue surrounding touch in the therapeutic community contribloges to t

literature that tries to further understand touch and how it harms and how it lheedds(2008)
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notes the importance of touch as a sense and in human development has been well documented.
Touch as a medium can create a close embodied dialogue. In fheneigtit not be something

the clinician or the patient does, but something that unfolds in the space between, artd suppo

the space that contains it. If the addition of an animal or horse hatspiace between’ can

further benefit a client than the field should explore that benefit.
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Appendix A

HSR Approval Letter

ﬁ.‘ S1MITH CoO I_.I.F.(;F
> School for
Social Work

s 01064

February 16, 2011

Ann Marie Sexauer
Dear Ann Marie,

Your revised materials have been reviewed and they are fine. We are glad now to give final
approval to this very interesting study.

One small, thing, we think you should have some form of address for the email and also include
your connection with Smith. Please make it clear that you have an institutional connection as it
enhances credibility. Please send a copy of the corrected email to Laurie Wyman
(Ilwyman@smith.edu) so that it will be in your permanent file.

Please note the following requirements:

Consent Maintaining Data: You must retain all data and other documents for at least three (3) years
past completion of the research activity.

In addition, these requirements may also be applicable:

Amendments: If you wish to change any aspect of the study (such as design, procedures, consent forms
or subject population), please submit these changes to the Committee.

Renewal: You are required to apply for renewal of approval every year for as long as the study is active.

Completion: You are required to notify the Chair of the Human Subjects Review Committee when your
study is completed (data collection finished). This requirement is met by completion of the thesis project
during the Third Summer.

['know that you did start on another project which you had to give up and it must have been hard
to start over bul you have developed a very nice study that has real value. Afier reading your
application, I was thinking about how much I enjoy the physical connection, the touch o fmy two
rather large, standard poodles. They sit on the couch with me as close as they can get and it is
very therapeutic!

Good luck with your project.
Warm regards, .

M: ( {/;f}‘(.‘s”“'
Ann

Chair, Human Subjects Review Committee
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Appendix B

Recruitment Email

To Whom It May Concern:

| am a Master’s Level gstlent at the Smith School for Social Work looking for clinicians
who include horses in their therapy practice and are willing to conduct a onerat®ur
interview. | will travel to you and your information will be confidentialhis research will be
used specifically to complete my MSW thesis and more generally to advance tablavai
knowledge base in this field. Very little research is conducted in this area andthisoperk
will start filling some of the gapsThe specific topic is: equideuman touch as a specific

intervention in the therapeutic encounter from the perspective of the clinician.

If you have questions, are interested or know someone who might be please contact me at

asexaug@smith.eduor 617-543-2520. Feel free to forward this email. Thank you.

Annie Sexauer


mailto:asexauer@smith.edu�
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Appendix C
Interview Questionnaire

1) What is your age?

2) How do you identify your race, gender, nationality?

3) Briefly describe your occupation held while working with horses.

4) What are your educational/professional qualifications related to this occupation?

5) How long have you been in practice?

6) Briefly describe your client base.

7) What are some of the presenting issues you see?

8) How do you use the horses in your practice?

9) Do you use only horses or other animals?

10) What is a typical duration of treatment for a client working with the h@rdedraditional
setting?

11) Do you practice psychotherapy without animals or horses?

12) How is the horse involved in the session?

13) Is there a screening/assessment process before a client works with a horse?

14) Do you have rules for regulating touch between yourself and your clients?

15) If so, do you talk to your clients about these rules?

16) What are your touch boundaries with clients? Do you hug clients, shake hactsshoulder,
back, hand, etc?

17) What are your feelings on touch between client and therapist as a therapeuiipiethn

18) What are your feelings on touch between client and horse as a therapeutic technique?

19) Do the touch bouraties between yourself and your client change with the presence of animals?

20) What, in your mind, is the difference between touch involving client and therapist ahd touc
involving client and horse? In terms of physical description, theory, paltemtid the horse can
give vs. human, what it feels like for the client, which clients, etc. Hosvd@inician would you
orchestrate this intervention for the benefit of the client, in whiclatons, and why? Why
wouldn’t you?

21) What exactly does equidaeiman touch look like? Can you give examples?

22) Do you plan equine-human touch as a specific intervention?

23) Do you see a difference in mounted and unmounted interventions, in terms of whité clien
prefer what, therapeutic response, etc.

24) How do you match particular client with a particular horse?

25) Do you work with specific horses for specific situations? Why? Can you give examples?

26) What are the clients’ reactions to contact with horse? Can you give examples?

27) Do you think there are particular clients or situations that respondypartyowell to equine-
human touch?

28) What is the effect of touch on the horse? Do certain clients/situatioasldifferent impact on
the horse?

29) If you were to purchase a horse for your work, how would you makedcaion?

30) Is there a difference between client’s who have ridden and those who haverrh$ of
therapeutic response? Motivation? Other differences?

31) Are gains made in EFP generalizable? Are they steady on follow up?

32) I read a quote in my research‘the magic of attachment is touch, and touch takes place through
the skin...” do you see this reflected in your clinical experience?

33) Do you think there are particular clients or situations that respond poatutne human touch?
Have neutral or no response?
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34) Have you, the client, or the horse ever experienced physical danger in relagunrte-human
touch?

35) This is a growing field with lots of new clinicians entering into it. Whatmom mistakes do
you see novice EFP clinicians making as teiyt out in this field? What do you wish you knew
then that you know now?

36) What do you think accounts for client’s motivation to be with horses?

37) Do you think equine-human touch can have harmful effects on any of the participants?

38) What accounts foclient’s motivation to be with horses? Does this differ if they'ddein
before? Does this motivation change after they’ve spent more time with g hor

39) What has been your most striking clinical experience while working with $rse

40) How important do you think touch/contact is to EAP? Could it be done without it?

41) I've identified touch/physical contact as an aspect that makes EFP uaiqukere other aspects
you would identify that make this therapy different?

42) If more research was to be done be intersection of equideuman touch and therapeutic
encounter, what would you be curious to know more about?

43) Are there any questions | forgot to ask, or information you think is relevahisttopic that we
haven't covered?

44) Do you know other clinians who would be willing to participate in an interview?
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Appendix D
Informed Consent

Dear Participant,

My name is Ann Sexauer and | am a Master’s student in the Smith College School bf Socia
Work. | am studying the effects of touch within the therapeutic encounter of Equitieteati
Psychotherapy (EFP). This research will be used toward my Master’s thesis and for possible
presentation and publication.

Participants in this study must be clinicians, currently practicing or retirad.oftheir
clinical encounters must take placghin the modality of Equine Facilitatdesychotherapy, and
EFP must include physical contact between equine and human client. The partioiisé be fluent
in English. Participation in this study will include one interview, lasting betv@@and 75 minutes,
and include questions about touch in the context of EFP, as well as a few demograplunsjukesti
will conduct, audio record, and transcribe the interview.

The risks associated with this study are minimal. The information gathered wieben
part to assess the efficacy of this type of program and thus contribute to our lovenddidge of
what can and cannot be expected from touch in the therapeutic encounter. In addiboced@
critically reflect on the interventions one uses in practice might prove personally ndiic
additional compensation will be provided for this study.

The identity of participants in this study will be kept confidential. Writterereds will be
kept n a locked file cabinet at the researcher’'s home and all electronic data vealdveqod
protected. If quotes or vignettes are used, they will be carefully disguised. MydReAdsaisor
will have access to the data only after all identifying infornmatias been removed. Participants are
reminded to please not use names or identifying characteristics of clients atiessotig cases. All
data will be kept in a secure location for three years as required by Federal gaid&lmould the
materials be @eded beyond the three year period, they will continue to be kept in a secuomlocati
and destroyed when no longer needed.

Participation in this research is voluntary. Participants are free to witlasmatume before
April 15™, 2011. Should you choose to withdraw, the data and all materials pertaining to you will be
destroyed. If you have any concerns about your rights as a participant or any aspect of this study
please call the Chair of the Smith College School for Social Work Human Subjeas/Rev
Committee at 41-585-7974.

YOUR SIGNATURE INDICATES THAT YOU HAVE READ AND UNDERSTAND THE ABOVE
INFORMATION AND THAT YOU HAVE HAD THE OPPORTUNITY TO ASK QUESTIONS
ABOUT THE STUDY, YOUR PARTICIPATION, AND YOUR RIGHTS AND THAT YOU
AGREE TO PARTICIPATE IN THE STUDY. I WILL PROVIDE YOU WITH A COPY OF
THIS FORM, PLEASE KEEP IT FOR YOUR RECORDS. THANK YOU FOR YOUR
PARTICIPATION IN THIS STUDY.

Name Date

If you have any questions or wish to withdraw, please contact me at 617-543-2520 or
asexauer@smith.edu
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