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A BST R A C T
Therapeutic horseback riding (THR) is an adaptive sport that has received a great deal of
attention recently for people with disabilities and, most recently, for military veterans
with disabilities. Working collaboratively with equine partners and a therapeutic team,
there have been anecdotal comments in the literature attesting to the therapeutic impact of
this intervention for veterans. This exploratory study examined the impact of THR on
five veterans who completed a North American Riding for the Handicapped (NARHA)

Horses for Heroes program. It was hypothesized that post-test scores on physical selfefficacy and self-esteem would increase from pre-test upon completion of an 11-week
THR program. Results supported the research hypotheses. Implications for future
research and practice are examined.
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C H A PT E R 1
INTRODUC TION
Many researchers are beginning to study and appreciate complementary and
alternative therapies (Iribarren, Prolo, Neagos, & Chiappelli, 2005), finding them to be a
viable supplement to traditional therapies (Lechner, Kakebeeke, Hegemann, &
Baumberger, 2007). Adaptive sports programs, one such type of alternative therapy, are
becoming increasingly popular among people with disabilities, both as therapeutic tools
and as recreation. Involvement in adaptive sports and therapeutic recreation has been
shown to increase overall quality of life (Zabriske, Lundberg, & Groff, 2005) as well as
to improve confidence and self-efficacy (Bandura, 1989a). Adaptive sports allow people
with disabilities to take on the role of an athlete, which heightens feelings of self-worth
and improves overall feelings of satisfaction (Zabriske et al., 2005). As the need for
participation in a physically active lifestyle becomes more and more urgent in the United
States due to obesity rates and cardiovascular health issues (Centers for Disease Control
and Prevention, 2008), it is evident that more recreational activities need to be developed
for people with disabilities as well. Therapeutic horseback riding (THR) is one form of
adaptive sport used as an alternative therapy.

Background of Therapeutic Horseback Riding
According to Lessick, Shinaver, Post, Rivera, and Lemon (2004), THR enlists the
use of an equine partner to provide therapeutic gains and recreation to individuals with
disabilities. There are numerous proposed clinical benefits to THR, as it is used to
achieve physical, psychosocial, and educational goals. Physical benefits include:
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improved balance, strength, coordination, and reaction times; decreased spasticity;
increased range of motion in joints; and improved motor skills and visual-spatial
perception. Psychosocial benefits include: improved self-confidence, self-esteem,
emotional control, interpersonal skills, and a shift in locus of control and a sense of
normality. Educational benefits include learning safe behaviors for handling horses, horse
care, and riding skills (Lessick et al., 2004). Furthermore, due to the broad context in
which THR can be beneficial, it can be used in the rehabilitation process of a myriad of
disabilities, including: traumatic brain injury, autism, mental retardation, emotional or
behavioral problems, spinal cord injury, cerebral palsy, learning disabilities, multiple
sclerosis, cardiovascular problems, cognitive disabilities, substance abuse, spina bifida,
amputations, and audio or visual impairments (Lessick et al., 2004).
During a THR session, horse and rider work together as a team with the
collaboration of trained instructors, staff, and therapists. The movement experienced
while mounted provides riders with a very liberating sensation (Lessick et al., 2004). The
rhythmic stride of the horse simulates human movement, requiring riders to constantly
make adjustments to stay balanced and in control of their horse. These constant
UHDGMXVWPHQWVRIULGHUV¶ERGLHVVWLPXODWHDPXOWLWXGHRIQHXURmuscular functions
(MacKinnon et al., 1995).
People who participate in THR experience benefits both directly after each
session and over an elapsed period of time. Bizub, Joy, and Davidson (2003) found that
riders were able to indicate the gains they had experienced up to 6 months after sessions
had ended. Some individuals, due to an increase in positive self-concept, participated in
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activities that they previously avoided. Others were compelled to set their goals toward
independent living. According to Farias-Tomaszewski, Rae, and Keller (2001),
investment in rehabilitation and feelings of empowerment increase due to THR. They
also suggest that treatment be community-based so as to foster feelings of belonging and
normalcy.
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C H APT E R 2
LIT ERA TURE RE VIE W

Physical Self-Efficacy
According to %DQGXUD¶V6RFLDO&RJQLWLYH7KHRU\ self-efficacy is a situationVSHFLILFEHOLHILQRQH¶VRZQFDSDELOLWLHVWRPDQDJHDQGFRSHZLWKDJLYHQWDVN %DQGXUD
1977). Therefore, perceived self-efficacy can greatly influence choice of activities or
WDVNV6LWXDWLRQVDUHYLHZHGDVWKUHDWHQLQJZKHQWKH\DSSHDUWRH[FHHGRQH¶VSHUFHLYHG
abilities. Low perceived self-efficacy causes difficult tasks to be viewed as intimidating,
however, high perceived self-efficacy causes these same tasks to be viewed as
challenging, rather than threatening. Efficacy expectations also play a role in determining
the amount of perseverance and effort expended when presented with challenging
situations. Those who cope with the situation and succeed will reinforce their sense of
self-efficacy, while those who choose to abandon the situation will remain fearful
(Bandura, 1977). These self-efficacy beliefs develop through four means of experiencing
an event: direct mastery, observing success achieved by a person viewed as similar to
oneself, social persuasion, and judgments of somatic information (Bandura, 1989b). This
concept can be directly related to the principles of THR. Direct mastery of tasks is
achieved by students in THR, such as mastering the walk before attempting the trot.
Students interact with one another, and get to witness each other's success as well as offer
social support for one another. Lastly, riders can observe and feel the physical changes in
their bodies, for example, increased motor control and muscle tone.
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Ryckman, Robbins, Thornton, and Cantrell (1982) recognized the need to
examine individual components that influence self-efficacy which subsequently resulted
in the development of the Physical Self-Efficacy Scale (PSE). Physical self-efficacy is
GHILQHGDVRQH¶VSHUFHLYHGDELOLW\WRSHUIRUPDSK\VLFDOWDVNDQGFRQILGHQFHLQRQH¶V
physical self-presentation (Farias-Tomaszewski et al., 2001; Ryckman et al., 1982).
Farias-Tomaszewski et al. (2001) demonstrated that physical self-efficacy improved in a
sample of adults with disabilities following a 12-week THR program. The researchers
also reported that pre-test measures of physical self-efficacy were related to the length of
time participants were in a THR program (40% of the sample had previous experience
with THR). They concluded that THR provided a means through which people with
disabilities can experience repeated success through controlled challenges (FariasTomaszewski et al., 2001). ThLVILQGLQJVXSSRUWV%DQGXUD¶V6RFLDO&RJQLWLYH7KHRU\
which posits that self-efficacy beliefs are developed through direct mastery experiences
(Bandura, 1977).

Self-Esteem
According to Ryckman et al. (1982), physical self-efficacy is correlated with
greater self-esteem. Self-esteem may be defined as a positive or negative attitude toward
oneself (Rosenberg, 1965) and the extent to which an individual has a sense of self-worth
or self-value (Blascovich &Tomaka, 1991). According to Blascovich and Tomaka
(1991), self-esteem is considered a component of the self-concept, which Rosenberg
 GHILQHVDVDQLQGLYLGXDO¶VFRJQLWLRQVDQGEHKDYLRUVLQUHIHUHQFHWRRQHVHOI
Furthermore, self-esteem can be divided into global self-esteem and specific self-esteem
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(Rosenberg, Schooler, Schoenbach, & Rosenberg, 1995). Global self-esteem is linked to
psychological well-being, whereas specific self-esteem is more related to behavior
(Rosenberg et al., 1995). To relate these concepts to equine therapy, Lechner et al. (2007)
found that hippotherapy had a positive effect on psychological well-being, suggesting
that global self-esteem may also be positively affected. Although hippotherapy differs
from THR in that the focus is more on physiotherapy goals rather than learning a new
skill (Britton, 1991), one could speculate that a similar process may be present in the
context of THR.
Gecas and Schwalbe (1983) offer another perspective on self-esteem. They
suggest that self-esteem is based on efficacious action and, therefore, members of
stigmatized groups should have lower self-esteem than members of majority groups. For
an example relevant to the current study, people with disabilities may have lower selfesteem than people without disabilities due to functional limitations and environmental
barriers. Self-esteem is decreased due to the lack of environmental control and perceived
efficacious action (Gecas&Schwalbe, 1983). Furthermore, Gecas and Schwalbe (1983)
conclude:
By focusing upon efficacious action as a source of self-esteem, we can see how
social-structural conditions can shape possibilities for individuals to act
efficaciously and to experience this in a way that enhances feelings of selfesteem. (p. 86)

7
This statement suggests that self-esteem can be influenced by self-efficacy beliefs, which
form through direct mastery experiences (Bandura, 1977). Thus, an example of a direct
mastery experience could be THR.

Military Veterans and Therapeutic Horseback Riding
Although THR has become very popular among the general public, no research
was found on the efficacy of therapeutic riding programs used to rehabilitate military
veterans. The actual practice of veterans participating in equine-related therapy is in its
infancy. The North American Riding for the Handicapped Association, Inc. (NARHA)
established a nationwide program, Horses for Heroes, in 2007, which has 33 centers
throughout 23 states (Alaska, Arizona, California, Colorado, Connecticut, Florida,
Georgia, Illinois, Maine, Maryland, Massachusetts, Minnesota, Michigan, New Jersey,
New Mexico, New York, Ohio, Oregon, Pennsylvania, Texas, Vermont, Washington, and
Wyoming) that offer a THR program specifically for veterans. The NARHA works
directly with the Department of Veteran Affairs (VA) and its subdivisions (Voluntary
Services, the Blind Rehabilitation Services, and Recreation Therapy Services) to provide
services to injured veterans. According to the Department of Veterans Affairs (2008),
48% of veterans were on active duty and 52% were in the Army Reserves or National
Guard. The largest age group in the military is represented by 20- to 29-year olds,
comprising 52% of those enlisted. Of those who filed service-related disability claims,
69% received compensation. The necessity for additional treatment options for veterans
increases every day, with approximately 10,000 people injured or traumatized while
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VHUYLQJLQ,UDTDQG$IJKDQLVWDQ 2¶0HDUD ,QDGGLWLRQPRVWOLYLQJYHWHUDQVKDYH
served during wars.
Sporner et al. (2009) found that veterans with disabilities who participated in the
National Veterans Wheelchair Games and the Winter Sports Clinic reported an
improvement in their quality of life. Furthermore, these researchers recommend that
veterans participate in similar activities due to the psychosocial benefits. Carlin-Levy and
Jones (2006) studied the psychosocial benefits of scuba diving for adults with acquired
physical disabilities. They found that participating in the activity led to improved selfconcept. Kinney and Coyle (1992) suggest that therapeutic recreation can benefit people
with physical disabilities, based on their finding that self-esteem influences life
satisfaction. Although Carlin-Levy and Jones (2006) and Kinney and Coyle (1992) did
not study samples of veterans, it seems plausible that the psychosocial benefits gained
from a therapeutic recreation program, such as THR, would generalize to a sample of
veterans with acquired disabilities. In addition, this hypothesis is further supported based
on the findings and recommendations of Sporner et al. (2009).

Objective and Hypotheses
Many therapeutic riding centers are becoming interested in working with
veterans, but again, there is a severe lack of empirical research on program effectiveness.
Therefore, the objective of this research was to study the effects of therapeutic riding on
samples of military veterans with disabilities. Due to the many physical and psychosocial
benefits of therapeutic horseback riding cited in previous research within the adult
population (Bizub et al., 2003; Farias-Tomaszewski et al., 2001; Lechner et al., 2007;
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Lessick et al., 2004; MacKinnon et al., 1995; Zabriskie et al., 2005), it was hypothesized
that those benefits would generalize to a sample of veterans. Specifically, this research
study identified the following research hypotheses:

I.

3DUWLFLSDQWV¶SRVW-test scores of physical self-efficacy will be statistically
higher than their pre-test scores after participating in a therapeutic
horseback riding program.

II.

3DUWLFLSDQWV¶SRVW-test scores of global self-esteem will be statistically
higher than their pre-test scores after participating in a therapeutic
horseback riding program.
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C H A PT E R 3
METHOD

Participants
Participants in this study were 5 military veterans who had been diagnosed with a
physical or psychiatric disability and were enrolled in the NARHA Horses for Heroes
Program. Individuals ranged in age from 23 to 60 years old, with a mean age of 40.2
years. Of the 5 participants, 4 were male and 1 was female. Likewise, 4 were Caucasian
and 1 was Native American. Participants reported the following disabilities (several
reported multiple disabilities): general cognitive deficits, traumatic brain injury, posttraumatic stress disorder, back injury, post-concussion syndrome, borderline personality
disorder, dysthymic disorder, and multiple sclerosis. The mean length of time with a
disability was 8.8 years. Participants reported serving in: Vietnam, Operation Iraqi
Freedom, and the Global War on Terrorism, with a mean of 1.73 years spent at war.
Three participants had previously taken therapeutic riding lessons for a mean total of 19
sessions. Prior to acquiring their disabilities, participants reported a mean activity score
of 8.6 on a scale of 0 to 10, with 0 indicating not at all active and 10 indicating extremely
active. After acquiring their disabilities, participants reported a mean activity score of 3.0.

Instruments
The Physical Self-Efficacy Scale (PSE) is a 22-item self-report questionnaire
which measures perceptions of physical skill level and confidence (Farias-Tomaszewski
et al., 2001; Ryckman, Robbins, Thornton, & Cantrell, 1982). It consists of two
subscales: Perceived Physical Ability (PPA), which includes 10 items with a possible
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range of scores from 10 to 60, and Physical Self-Presentation Confidence (PSPC), which
includes 12 items with a possible range of scores from 12 to 72. The total range for the
PSE is 22-132. The PSE is rated on a 6-point Likert scale, with higher scores indicating
greater physical self-efficacy (Ryckman et al., 1982). In terms of reliability estimates,
Ryckman et al. (1982) reported satisfactory test-retest reliability (r = .80) and internal
consistency estimates D = .82). The PSE was found to have good convergent validity, as
it was moderately correlated with the Tennessee Physical Self-Concept subscale (r = .58,

p < .001). Concurrent validity was also examined, as those who scored high on the PSE
also had high levels of self-esteem. Satisfactory discriminant validity was also established
with the parent self-consciousness measure (Ryckman et al., 1982). (See Appendix A for
PSE questionnaire).

The Rosenberg Self-Esteem Scale (RSE) is a 10-item self-report measure of global
self-esteem related to perceived self-worth and self-acceptance (Rosenberg, 1965). Items
are rated using a 4-point scale with responses ranging from strongly agree to strongly
disagree (Rosenberg, Schooler, &Schoenbach, 1989). The possible range of scores is 0 to
30, with higher scores indicating greater global self-esteem (Rosenberg, 1965; Rosenberg
et al., 1989). Rosenberg (1965) reported a test-retest correlation of.88. In addition, the
RSE has been shown to have satisfactory construct validity with measures of depression
and anxiety (Rosenberg, 1965). (See Appendix B for RSE questionnaire).

Demographic Questionnaire.
The demographic questionnaire was used to collect LQIRUPDWLRQRQSDUWLFLSDQWV¶
gender, age, ethnicity, type of disability, length of time with a disability, war experience,
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experience with THR, and involvement in other therapies. (See Appendix C for
demographic questionnaire).

Procedure
Participants were recruited from THR centers offering the NARHA Horses for

Heroes program. Unfortunately, there were very limited numbers of veterans enrolled in
THR at the time of data collection, with most centers working with only one or two
veterans. It was also learned that the majority of programs have an open enrollment
system that allows riders to attend as they please. Therefore, there are few programs that
have established beginning and ending dates. Due to these circumstances, only one
centered, located in Colorado, agreed to take part in the study. Participants had already
signed up for the THR program. Riders received weekly group lessons for a duration of
11 weeks. All of the riding instructors and volunteer staff were certified by NARHA. On
average, there are 4 to 5 volunteers present to assist riders each day.
This study used a one group pre-test/post-test design, and involved forwarding
individual research packets to the program coordinator who, in turn, distributed them to
potential participants. With each research packet, an implied informed consent form (see
Appendix D) and two research instruments were included. The program coordinator
explained the study to potential participants, ensuring that they understood that
participation is voluntary. Informed consent forms were then distributed to those who
were interested.
On the first day of the program, participants were given the PSE, the RSE, and
the demographic questionnaire to obtain baseline scores. Each packet was numbered and
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the program coordinator maintained a confidential list of the packet number each
participant received. The THR lessons, taught by a Master's-level psychotherapist
specializing in traumatic brain injury and post-traumatic stress disorder, included a
variety of mounted activities used as part of the therapeutic process to address each
LQGLYLGXDO¶VJRDOV0RXQWHGDFWLYLWLHVLQFOXGHd exercises to improve: flexibility, range of
motion, respiration and circulation, patience, self-confidence, emotion control, selfdiscipline, and sense of normality. Upon completion of the 11-week program, participants
took a post-test which consisted of the previously taken inventories. Each participant
received the same packet number as they had for the pre-test.
The program coordinator returned the completed questionnaires in a postage -paid
envelope to the researcher. Mean, range, minimum, maximum, and standard deviation
scores were calculated for each questionnaire. A paired t-test was then used to analyze
pre- and post-test scores of self-esteem and physical self-efficacy. Statistical significance
was set at the .05 level.
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C H A PT E R 4
R ESU L TS
Correlations between the Physical Self-Efficacy Scale (Ryckman et al., 1982) and
the Rosenberg Self-Esteem Scale (Rosenberg, 1965) were not statistically significant,
suggesting that each measure was assessing an independent construct. Mean, range,
minimum, maximum, and standard deviation scores for pre-tests and post-tests of the
PSE and the RSE are shown in Table 1. Mean post-test scores for the PSE ( M = 82.00,

S D = 6.47) were higher than pre-test scores (M = 82.00, S D = 6.47). Similarly, scores on
the RSE increased from pre-test (M = 18.60, S D = 6.12) to post-test (M = 21.40, S D =
7.48). Range scores from pre-test to post-test on both questionnaires were consistent over
time.

Table 1

Descriptive Statistics for Study Instruments
________________________________________________________________________
Questionnaire
Range
Min
Max
Mean
SD
________________________________________________________________________
PSE Pre-test

17

73

90

82.00

6.47

PSE Post-test

18

80

98

89.00

5.90

RSE Pre-test

17

8

25

18.60

6.12

RSE Post-test
16
12
28
21.40
7.48
________________________________________________________________________
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Results of a paired t-test indicated a statistically significant increase in scores
from pre-test to post-test on both the PSE (r = .922 , p = .026) and the RSE (r = .995, p
= .000) (See Table 2). 7KHVHILQGLQJVVXSSRUWWKHK\SRWKHVHVWKDW D SDUWLFLSDQWV¶SRVWtest scores of physical self-efficacy will be significantly higher than their pre-test scores
after participating in a THR program, and E SDUWLFLSDQWV¶SRVW-test scores of global selfesteem will be significantly higher than their pre-test scores after participating in a THR
program. Given the small sample size, individual means of each participant were
examined to assess whether there was an outlier which could have affected the overall
mean change. Inspection of the data indicated that two participants, in comparison to the
other three participants, reported higher levels of global self-esteem (M = 23.5) at pretest. Post-test scores on the RSE were also higher for these two participants (M = 26).
Analysis between demographic variables and outcome measures showed that pre- test
scores (r = .94, p = .02) and post-test scores (r = .91, p = .03) on the RSE were related
to participants' level of experience with horses. This finding indicates that the more
experience participants had with horses, the higher their global self-esteem. No other
demographic variables were significantly correlated with the outcome measures.
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Table 2

Paired T-test Correlations for Study Instruments
________________________________________________________________________
Questionnaire
N
Correlation
Significance
________________________________________________________________________
PSE Pre-test
and
PSE Post-test

5

.922

.026*

RSE Pre-test
and
5
.995
.000**
RSE Post-test
________________________________________________________________________
Note: * p < .01, ** p < .0001
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C H A PT E R 5
D ISC USSI O N
In this study, a sample of five military veterans with disabilities took part in an
11-week Horses for Heroes therapeutic horseback riding (THR) program offered by the
North American Riding for the Handicapped Association (NARHA). Participants in this
program reported higher physical self-efficacy on the Physical Self-Efficacy Scale
(Ryckman et al., 1982) and higher global self-esteem on the Rosenberg Self-Esteem
Scale (Rosenberg, 1965) from pre-test to post-test after 11-weeks of THR. This finding
indicates that THR increased the physical self-efficacy and global self-esteem of this
group of veterans and, therefore, supports the hypotheses of the present study. The
finding that THR increases physical self-efficacy corresponds with the findings of FariasTomaszewski et al. (2001).

Limitations
Although findings from this exploratory study make an important contribution to
the rather limited body of empirical research on therapeutic horseback riding, as well as
serving as the first known empirical documentation of the benefits of THR and veterans
with physical disabilities, there are several limitations to this study. The design of the
study was limited to persons who voluntarily participated in THR and, as a result, they
may have had some proclivity toward wanting to enhance physical self-efficacy and
global self-esteem aspects. For example, all participants viewed themselves as being
moderately to extremely active prior to acquiring their disabilities. This outcome suggests
that THR may improve physical self-efficacy and self-esteem in people who were active
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before acquiring a disability, but it may not generalize to people who are inactive or
slightly active. It is also important to mention that two participants exercised regularly,
which may be a contributing factor to post-test scores.
Scores may have also been confounded due to testing effects caused by the pretest measures of physical self-efficacy and global self-esteem. Participants may have
responded differently on the post-test due to sensitivity caused by the pre-test. Desire to
respond in a socially acceptable way may have also influenced some participants
responses. Participants' pre-conceived notions about the expectancies of the study and/or
administrator bias may have also affected outcome scores. In addition, the study did not
use a true experimental design such as using random assignment for persons who
received the THR treatment versus a no-treatment group. As a result, it could be that
therapeutic effects may have resulted from a host of other explainable factors that had
nothing to do with the treatment. Furthermore, a larger sample would have helped to
alleviate these potential threats to validity.
A final problem is that the reported treatment effects, while observed, only apply
to this one THR program. Whether these same effects are observed in other THR
programs is unknown. Emphasis must be placed on the fact that the instructor of this
particular program is a master's level psychotherapist. Other Horses for Heroes programs
may not have an instructor with these qualifications, therefore, the results obtained in this
study cannot be generalized to all NARHA Horses for Heroes programs. For these
reasons, it is important to conduct further study from multiple settings that use this
intervention.
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Implications and Future Research
The findings of this study offer several clinical implications for therapists and
rehabilitation professionals treating veterans with physical disabilities, as well as for the
United States Department of Veterans Affairs. THR programs for veterans developed by
NARHA may improve the physical self-efficacy and global self-esteem of participants.
These THR programs provide participants with the opportunity to experience success
through controlled challenges (Farias-7RPDV]HZVNLHWDO VXSSRUWLQJ%DQGXUD¶V
(1977) theory that self-efficacy beliefs are improved through mastering tasks perceived as
FKDOOHQJLQJ,QDGGLWLRQWKHUDSLVWVVKRXOGEHDZDUHRIFOLHQWV¶SDUWLFLSDWLRQLQ7+5and
should make every effort to discuss the outcomes of the program with them. Furthermore,
it would be even more beneficial for clients if therapists would meet with THR
instructors to discuss improvements, and perhaps even attend a THR session. The United
States Department of Veterans Affairs should also recognize the importance of utilizing
THR as a treatment option for veterans with physical and psychological disabilities.
An additional conclusion of this study is that veterans with disabilities, who had
previously been engaged in a physically active lifestyle prior to acquiring their
disabilities, can once again engage in an activity that allows them to assume an athletic
identity. This conclusion is also supported by Zabriskie et al., (2005). Investment in the
rehabilitation process may also increase as a result of increased physical self-efficacy and
reestablished athletic identity. THR programs may also help veterans with disabilities be
more involved within the community, as many riding facilities offer lessons to people
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without disabilities as well. This allows THR participants to socialize with other
members of the community.
Future research should focus on acquiring a larger sample size and, if possible,
should utilize an experimental design. It would also be beneficial to incorporate
qualitative dataLQFRQMXQFWLRQZLWKWKHTXDQWLWDWLYHGDWDWREHWWHUDVVHVVSDUWLFLSDQWV¶
feelings about the program and perceived benefits. One method of obtaining qualitative
data is to conduct pre- and post- interviews, using structured questions, with participants
and their families and friends. Furthermore, longitudinal studies would help to determine
the long-term benefits of THR, therefore, several follow-up studies should be conducted.
The demographic questionnaire used in this study would benefit from the addition of an
assessment of participants' functional impairments. As mentioned previously, the
education and qualifications of THR instructors likely play a critical role in program
success. Future studies should aim to examine these factors and how they impact success
from program to program. Lastly, according to Lessick et al. (2004) there are many
physical, psychosocial, and educational gains from participating in THR that have not
been examined in this study. Therefore, exploring the benefits of other constructs is
warranted.

21
R E F E R E N C ES
Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change.

Psychological Review, 84, 191-215.
Bandura, A. (1989a). Human agency in social cognitive theory. A merican Psychologist,

44, 1175-1184.
Bandura, A. (1989b). Regulation of cognitive processes through perceived self-efficacy.

Developmental Psychology, 25, 729-735.
%L]XE$/-R\$ 'DYLGVRQ/  ³,W¶VOLNHEHLQJLQDQRWKHUZRUOG´
Demonstrating the benefits of therapeutic horseback riding for individuals with
psychiatric disability. Psychiatric Rehabilitation Journal, 26(4), 377-384.
Blascovich, J., &Tomaka, J. (1991). Measures of self-esteem. In J. P. Robinson, P. R.
Shaver, & L. S. Wrightsman (Eds.), Measures of personality and social

psychological attitudes, Volume I. San Diego, CA: Academic Press.
Britton, V. (1991). Riding for the disabled. London, England: B. T. Batsford Ltd.
Carlin-Levy, G., & Jones, D. (2006). Psychosocial aspects of scuba diving for people
with physical disabilities: An occupational science perspective. Revue
&DQDGLHQQH'¶HUJRWKpUDSLH(1), 6-17.
Centers for Disease Control and Prevention, (2008). Physical activity for everyone.
Retrieved April 1, 2008 from www.cdc.gov
Farias-Tomaszewski, S., Jenkins, S. R., & Keller, J. (2001). An evaluation of therapeutic
horseback riding programs for adults with physical impairments. Therapeutic

Recreation Journal, 35(3), 250-257.

22
Gecas, V., &Schwalbe, M. L. (1983). Beyond the looking-glass self: Social structure and
efficacy-based self-esteem. Social Psychology Quarterly, 46(2), 77-88.
Iribarren, J., Prolo, P., Neagos, N., &Chiappelli, F. (2005). Post-traumatic stress disorder:
Evidence-based research for the third millennium. eCAM, 2(4), 503-512.
Kinney, W. B., & Coyle, C. P. (1992). Predicting life satisfaction among adults with
physical disabilities. Archives of Physical Medicine and Rehabilitation, 73(9),
863-869.
Lechner, H. E., Kakebeeke, T. H., Hegemann, D., & Baumberger, M. (2007). The effect
of hippotherapy on spasticity and on mental well-being of persons with spinal
cord injury. Archives of Physical Medicine and Rehabilitation, 88, 1241-1248.
Lessick, M., Shinaver, R., Post, K. M., Rivera, J. E., & Lemon, B. (2004). Therapeutic
horseback riding: Exploring this alternative therapy for women with disabilities.
7KH$VVRFLDWLRQRI:RPHQ¶V+HDOWK2EVWHWULFDQG1HRQDWDO1XUVHV(1), 46-53.
MacKinnon, J.R., Noh, S., Lariviere, J., MacPhail, A., Allan, D. E., &Laliberte, D.
(1995).A study of therapeutic effects of horseback riding for children with
cerebral palsy. Physical and Occupational Therapy in Pediatrics, 15(1), 17-34.
North American Riding for the Handicapped Association, Inc., (2008). Horses for heroes.
Retrieved April 1, 2008 from www.narha.org
2¶0HDUD1:  ³,ZLOOQHYHUOHDYHDIDOOHQFRPUDGH´1$5+$¶V6WULGHV1-5.
Rosenberg, M. (1965). Society and the adolescent self-image.Princeton, NJ: Princeton
University Press.

23
Rosenberg, M., Schooler, C., &Schoenbach, C. (1989). Self-esteem and adolescent
problems: Modeling reciprocal effects. American Sociological Review, 54, 10041018.
Rosenberg, M., Schooler, C., Schoenbach, C., & Rosenberg, F. (1995). Global selfesteem and specific self-esteem: Different concepts, different outcomes. A merican

Sociological Review, 60(1), 141-156.
Ryckman, R., Robbins, M., Thorton, B., & Cantrell, P. (1982). Development and
validation of a physical self-efficacy scale. Journal of Personality and Social

Psychology, 42, 891-900.
Sporner, M. L., Fitzgerald, S. G., Dicianno, B. E., Collins, D., Teodorski, E., Pasquina, P.
F., et al. (2009). Psychosocial impact of participation in the national veterans
wheelchair games and winter sports clinic. Disability and Rehabilitation, 31(5),
410-418.
United States Department of Veterans Affairs, (2008). F act sheet. Retrieved April 2,
2008 from www.va.gov
Zabriskie, B. R., Lundberg, N. R., & Groff, D. G. (2005). Quality of life and identity: The
benefits of a community-based therapeutic recreation and adaptive sports
program. Therapeutic Recreation Journal, 39(3), 176-191.

24
A PPE N D I X A

T he Physical Self-E fficacy Scale
Instructions: Below is a list of statements dealing with how confidently and
how well you view yourself to be able to perform physical tasks. If you
strongly agree with the statement, circle 1. If you agree, circle 2. If you
agree somewhat, circle 3. If you disagree somewhat circle 4. If you
disagree, circle 5. If you strongly disagree, circle 6.

(R) ,KDYHH[FHOOHQWUHIOH[HV  «««««««««««««
2. I am not agile anGJUDFHIXO  «««««««««««« 1

2

3

4

5

6

5 ,DPUDUHO\HPEDUUDVVHGE\P\YRLFH  ««««««««
5 0\SK\VLTXHLVUDWKHUVWURQJ  ««««««««««««
6RPHWLPHV,GRQ¶WKROGXSZHOOXQGHUVWUHVV  ««««««
,FDQ¶WUXQIDVW  «««««««««««««««««
,KDYHSK\VLFDOGHIHFWVWKDWVRPHWLPHVERWKHUPH  «««
8. I GRQ¶WIHHOLQFRQWUROZKHQ,WDNHWHVWV
LQYROYLQJSK\VLFDOGH[WHULW\  «««««««««««««
(R) 9. I am never intimidated by the thought of a
VH[XDOHQFRXQWHU  «««««««««««««««« 4

5

6

10. People think negative things about me
EHFDXVHRIP\SRVWXUH  «««««««««««««««
(R) 11. I am not hesitant about disagreeing with
SHRSOHELJJHUWKDQPH  «««««««««««««««
,KDYHSRRUPXVFOHWRQH  ««««««««««««««
,WDNHOLWWOHSULGHLQP\DELOLW\LQVSRUWV  «««««««
(R) 14. Athletic people usually do not receive
PRUHDWWHQWLRQWKDQPH  «««««««««««««« 1

2

3

4

5

6
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15. I am sometimes envious of those better
ORRNLQJWKDQP\VHOI  ««««««««««««««« 6
6RPHWLPHVP\ODXJKHPEDUUDVVHVPH  «««««««« 1

2

3

4

5

6

(R) 17. I am not concerned with the impression
P\SK\VLTXHPDNHVRQRWKHUV  ««««««««««« 1

2

3

4

5

6

18. Sometimes I feel uncomfortable shaking
KDQGVEHFDXVHP\KDQGVDUHFODPP\  «««««««« 1

2

3

4

5

6

(R) 19. My speed has helped me out of some
WLJKWVSRWV  ««««««««««««««««««« 1

2

3

4

5

6

5 ,ILQGWKDW,DPQRWDFFLGHQWSURQH  ««««««««« 1

2

3

4

5

6

5 ,KDYHDVWURQJJULS  «««««««««««««««« 1

2

3

4

5

6

(R) 22. Because of my agility, I have been able to do
WKLQJVZKLFKPDQ\RWKHUVFRXOGQRWGR  «««««««. 1

2

3

4

5

6
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T he Physcial Self-E fficacy Scale Scoring
The scale is a 22-item, 6-point Likert scale with items answered from strongly agree to
strongly disagree. The scale consists of two subscales: Factor 1-Perceived Physical ability
(the number 1 in parentheses following questions indicates Factor 1) and Factor 2Physical Self-Presentation Confidence (the number 2 in parentheses following questions
indicates Factor 2).

Scoring:
1 = 1 point
6 = 6 point

2 = 2 points

3 = 3 points

4 = 4 points

5 = 5 points

Items with an (R) in front of them are reverse scored.
1 = 6 points
6 = 1 point

2 = 5 points

3 = 4 points

4 = 3 points

5 = 2 points

Sum the scores for the 22 items. The higher the score, the higher the
physical self-efficacy.

27
A PPE N D I X B

Rosenberg Self-Esteem Scale
Instructions: Below is a list of statements dealing with your general feelings
about yourself. If you strongly agree, circle SA. If you agree with the
statements, circle A. If you disagree, circle D. If you strongly disagree,
circle SD.

1.

On the whole, I am satisfied with myself.

SA

A

D

SD

2.*

At times, I think I am no good at all.

SA

A

D

SD

3.

I feel that I have a number of good qualities.

SA

A

D

SD

4.

I am able to do things as well as most other people.

SA

A

D

SD

5.*

I feel I do not have much to be proud of.

SA

A

D

SD

6.*

I certainly feel useless at times.

SA

A

D

SD

,IHHOWKDW,¶PDSHUVRQRIZRUWKDWOHDVWRQDQHTXDO SA
plane with others.

A

D

SD

8.*

I wish I could have more respect for myself.

SA

A

D

SD

9.*

All in all, I am inclined to feel that I am a failure.

SA

A

D

SD

10.

I take a positive attitude toward myself.

SA

A

D

SD
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Rosenberg Self-Esteem Scale Scoring
T he scale is a ten-item L ikert scale with items answered on a four-point scale, from
strongly agree to strongly disagree.

Scoring:
SA = 3

A=2

D=1

SD = 0

Items with an asterisk (*) are reverse scored.
SA = 0

A=1

D=2

SD = 3

Sum the scores for the 10 items. The higher the score, the higher the selfesteem.
The scale may be used without explicit permission. TKHDXWKRU¶VIDPLO\
however, would like to be kept informed of its use:
The Morris Rosenberg Foundation
c/o Department of Sociology
University of Maryland
2112 Art/Soc Building
College Park, MD 20742-1315
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A PPE N D I X C
Demographic Q uestionnaire
Directions: Please answer the following questions as accurately as possible by checking the
appropriate boxes or filling in the blanks provided.
1. W hat is/are your disability/ies? Please list.
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
2. How long have you had your disability? Please fill in the blanks.

______________years and _____________months

3. W hat is your age? Please fill in the blank.
_______________ years old.

4. W hat is your gender? Please check the appropriate box.
M ale
F emale

5. Please check the box which best cor responds to your racial/ethnic identity (if you
VHOHFW³RWKHU´SOHDVHILOOLQWKHEODQN 
W hite/C aucasian
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Black/African American
H ispanic/L atino
Asian
Native A merican or Alaska Native
Native H awaiian or Pacific Islander
O ther: ________________________
6. W hat war did you serve in and for how long? Please list.
Name of war: ________________________ Y ears: ____________ Months: ____________
Name of war: ________________________ Y ears: ____________ Months: ____________
Name of war: ________________________ Y ears: ____________ Months: ____________

7. H ave you ever done therapeutic horseback riding before? Please check the
appropriate box.
Y es
No
8. Prior to this therapeutic horseback riding program that you are cur rently enrolled,
what level of experience do you have riding horses? Please check the appropriate
box.
None (have never ridden a horse)
Novice (have ridden a few times with assistance)
Intermediate (have walked, trotted, and cantered on own)
E xpert (have performed advanced maneuvers, jumping, etc.)
9. Prior to this therapeutic horseback riding program that you are cur rently enrolled,
what level of experience do you have handling horses? Please check the appropriate
box.
None (have never handled a horse)
Novice (have led a horse with assistance)
Intermediate (have led and groomed a well-behaved horse)
E xpert (have successfully handled horses with behavioral problems)
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10. H ave you started your therapeutic riding lessons yet? Please check the appropriate
box.
Y es
No (if no, go to question 12)
Since the therapeutic riding program began, how many lessons (days) have you had in
WKLVSURJUDP" ,I\RXGRQ¶WNQRZWKHH[DFWDPRXQWSOHDVHHVWLPDWH 3OHDVHILOOLQ
the blank.
_________________lessons (days).
11. O n average, how often do you ride or expect to ride in your therapeutic riding
program each day and during the week?
__________ time(s) per day
____time(s) per week
12. A re you cur rently involved in any other therapeutic recreation programs? If so,
please explain.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

13. A re you involved in any other sports or athletics (competitively or as a
hobby)? Please check the appropriate box.
No
Y es. If yes, please explain:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
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14. PR I O R T O acquiring your disability, how would you rate your level of physical
activity? Please circle the number that best describes your activity level.
0

1

2

3

4

5

6

7

8

9

10

Not at all

M inimally

Moderately

E xtremely

Active

Active

Active

Active

15. A F T E R acquiring your disability, how would you rate your level of physical
activity? Please circle the number that best describes your activity level.
0

1

2

3

4

5

6

7

8

9

10

Not at all

M inimally

Moderately

E xtremely

Active

Active

Active

Active
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A PPE N D I X D
Implied Informed Consent Form for Social Science Research
The Pennsylvania State University
T itle of Project:

The Effects of Therapeutic Horseback Riding
Among Veterans with Disabilities

Principal Investigator: Erin Norbeck, Graduate Student
325 CEDAR Building
University Park, PA 16802
(814) 360-1834; ehn103@psu.edu
A dvisor:

Dr. James T. Herbert
314 CEDAR Building
University Park, PA 16802
(814) 863-3421; jth4@psu.edu

O RP O F F I C E USE O N L Y
DO NOT REMOVE OR MODIFY
I R B# Doc. #
The Pennsylvania State University
Office for Research Protections
Approval Date:
Expiration Date:
Social Science Institutional Review
Board

1. Purpose of the Study: The purpose of this research study is to explore how therapeutic
horseback riding impacts the self-esteem and physical self-efficacy of veterans with
disabilities.
2. Procedures to be followed: You will be asked to answer three brief questionnaires -- one
regarding general feelings about yourself, one about how confident you are regarding your
ability to perform physical tasks and a final survey that asks about demographic information
and your experience with therapeutic horseback riding. Completing these questionnaires
should only take between 10 to 15 minutes. You will be asked to complete these
questionnaires at the beginning of the first day of your therapeutic riding program. At the end
of the program, you will be asked to complete two of the same questionnaires you completed
earlier (one on general feelings about yourself, the other about your confidence in performing
physical tasks). Completing these questionnaires should only take about 10 minutes.
3. Discomforts and Risks: There are no risks in participating in the research component of the
study, as the questions asked simply inquire about your physical abilities and general
questions about how you are feeling on the particular day you complete the questionnaire.
The physical risks associated with therapeutic horseback riding, which are independent of this
study, are those that have been explained to you as part of your voluntary decision to
participate in a therapeutic horseback riding program.
4. Benefits: Answering questions regarding your feelings and physical abilities may provide
you an opportunity to reflect on these aspects but, in general, there are no apparent benefits
from answering these questions. The information that you and other participants provide will
help us in better understanding the benefits of participating in a therapeutic horseback riding
program for riders in the future, however. This information could help therapeutic horseback
riding centers improve services for veterans and may generate increased interest among
therapeutic horseback riding centers to develop new programs for veterans.
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5. Duration: It will take about 10 minutes to complete each set of questionnaires, for a total of
about 20 minutes spent.
6. Statement of Confidentiality: Your participation in this research is confidential and
anonymous. Survey questions will not ask for any information that would identify you
specifically (at the beginning and at the end of the therapeutic riding program). After you
complete your responses to the research questions, questionnaires will be collected by a
therapeutic riding instructor who will place this information in a self-addressed envelope
mailed to the principal investigator. All data collected will be analyzed as a group and only
WKHSULQFLSDOUHVHDUFKHUDQGKHUIDFXOW\DGYLVRUZLOOKDYHDFFHVVWRWKHGDWD3HQQ6WDWH¶V
Office for Research Protections, the Social Science Institutional Review Board, and the
Office for Human Research Protections in the Department of Health and Human Services
may review records related to this research study. In the event of any publication or
presentation resulting from the research, no personally identifiable information will be shared
because your name is in no way linked to your responses.
7. Right to Ask Q uestions: Please contact Erin Norbeck at (814) 360-1834 with questions,
complaints, or concerns about this research study. You can also call this number if you feel
this study has harmed you in any way. If you have any questions, concerns, or problems
about your rights as a research participant or would like to offer input, please contact Penn
6WDWH8QLYHUVLW\¶V2IILFHIRU5HVHDUFK3URWHFWLRQV 253 DW  -1775. The ORP
cannot answer questions about research procedures. All questions about research procedures
can be answered by the principal investigator or faculty advisor, Dr. James Herbert at (814)
863-3421.
8. Voluntary Participation: Your decision to be in this research is voluntary. You can stop at
any time. You do not have to answer any questions you do not want to answer. Refusal to
take part in or withdrawing from this study will involve no penalty or loss of benefits you
would receive otherwise.
You must be 18 years of age or older to take part in this research study.
Completion and return of the surveys implies that you have read the information in this form and
consent to take part in the research.
Please keep this form for your records or future reference.

