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Introduction
In the field of psychotherapy, a wide variety of treatment modalities and interventions
have been developed to facilitate the therapeutic process and reduce client symptomology.
Among these interventions, lies Equine Assisted Psychotherapy (EAP), an experiential approach
that uses horses to address treatment goals. This intervention has been implemented to treat
clients with a variety of presenting problems, ranging from domestic violence, to anxiety,
depression, post-traumatic stress disorder (PTSD), eating disorders, behavioral problems, and
more. The literature in this young field is composed primarily of self-report and qualitative data.
When reading the descriptions that participants used in a self-report on their interaction with a
horse in EAP, participants used words such as: "mirroring", "sensitive", "unconditional love',
"stays with you", and "safety" (Meinersmann, 2008). It is not uncommon for EAP enthusiasts to
refer to the horse as a “therapist”. With such strikingly parallel terms between EAP and more
traditional talk therapy as well as observed client benefit, this form of treatment has acquired
increasing interest as a legitimate, albeit unconventional, form of therapy. Despite the
enthusiasm surrounding the apparent change observed in clients with a variety of presenting
problems, empirical evidence is scarce. For the purpose of this study, the population of focus will
be individuals suffering from PTSD as defined by the Diagnostic and Statistical Manual of
Mental Disorder IV (DSM-IV TR) in determining effectiveness of EAP.
Through this study I hope to determine:
1) If empirical evidence suggests that EAP reduces symptoms of PTSD.
2) If EAP reduces symptoms of anxiety and/or depression.
3) If participant sense of life satisfaction increases after EAP.
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Literature Review
Prior to defining EAP, it is important to note that there are several challenges to initiating
research when measuring the effects of EAP, the most critical of which, is a lack of agreement
on the definition of EAP. When looking specifically at EAP as a form of horse assisted therapy,
there are two dominating organizations that dictate certification and regulation of this therapeutic
approach. They are known as The Equine Assisted Growth and Learning Association
(EAGALA) and the Professional Association of Therapeutic Horsemanship International (PATH
Intl.	
  formerly the North American Riding for the Handicapped Association or NARHA).
EAGALA refers to their approach as “Equine Assisted Psychotherapy”, whereas PATH Intl.	
  
refers to their approach as “Equine Facilitated Psychotherapy”. Because these terms are often
used interchangeably in the literature, among other terms, including Equine Assisted Counseling,
the term “EAP” will be used throughout this work. The approach of these two organizations is
equal in their treatment goals and yet there are distinct differences between the two in terms of
how the horse is used in therapy. PATH Intl.’s approach to EAP involves the use of the client on
horseback, whereas EAGALA’s approach is strictly groundwork. These differentiations have not
been highlighted in previous literature and the differences between the EAGALA and PATH
Intl., among other variations of equine therapy, may result in confusion as well as varying levels
of effectiveness. Because both organizations have equal goals and involve at least groundwork
and because EAGALA specializes in the practice of EAP whereas the EFP branch of Path Int’l is
relatively new, the EAGALA model is being used for this study to determine effectiveness of
EAP.
Overview of EAP
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EAGALA defines EAP as an experiential approach that utilizes horses for emotional
growth and learning. EAP emphasizes that this is an experiential modality. This means that
participants learn about themselves and others by participating in activities with the horses, and
then processing (or discussing) thoughts, beliefs, behaviors, and patterns. EAP is a collaborative,
team approach which consists of a licensed therapist and horse professional working with the
clients and horses to address treatment goals. EAP consists of a sequence of interactive horse
activities and experiences for the purpose of goal setting, building awareness and trust,
stimulating problem solving skills, and processing (Mandrell, 2006). EAP facilitators seek to aid
clients in the development of insight and skills that transfer to their lives after they have
completed the activities (Mandrell, 2006).
By definition, Equine Assisted Psychotherapy is first and foremost an experiential
approach. Experiential learning defined within the context of EAP is learning by doing
(Mandrell, 2006). EAP expert, Patti Mandrell (2006), states that biologists and
neuropsychologists argue that humans are “hardwired” to learn by doing; reporting that it is
estimated that while we may only remember 20% of what we hear and 50% of what we see, we
retain 80% of what we do. Significant interest has developed to understanding the nature and
impact of experiential education, as well as how to make better use of the way the human
nervous system is developed to learn (Smolowe, Butler & Murray, 1999; Mandrell, 2006). The
Association for Experiential Education (AEE) defines experiential learning in a manner that is
consistent with EAP, stating that experiential learning occurs when thoughtfully chosen
experiences are supported by reflection, critical analysis and synthesis. These experiences call
for the client to take initiative, make decisions and be accountable for results, requiring the client
to be actively engaged in questioning, investigating, experimenting, being curious, solving
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problems, assuming responsibility, being creative, and constructing meaning. According the
AEE, clients are engaged on multiple levels including intellectual, emotional, social, soulful,
and/or physical. The AEE finds that this involvement produces a perception on behalf of the
client that the learning task is authentic. The results of this experiential learning process are
personal and thus form a platform for additional future experience and learning (American
Association for Experiential Education [AEE], 2011). Relationships change as they are
developed and nurtured and may include relationships between client to self, client to others, and
client to the world (AEE, 2011). Finally, AEE outlines the facilitator’s primary roles as
consisting of setting appropriate experiences, posing problems, establishing boundaries,
supporting clients, ensuring physical and emotional safety, and facilitating the learning process.
Meinersmann (2008) touched on the unique benefits of experiential approaches in an excerpt
from an EAP participant, “I was so sensitive and so defensive that it was hard for me to hear
those things. And I’m a very visual person. So this [EAP] worked perfect for me. You can read
all the books in the world and can be told a lot of things. But I’m very visual and kinetic. So to
have that [EFP] was very validating, and it was a very easy learning experience for me.”
The EAGALA model of EAP is the foundational basis for this study. Consequently,
details on EAGALA’s form of EAP will be outlined in detail as dictated by the EAGALA
manual. EAGALA was formally founded in July of 1999 as a non-profit organization to,
“address the need for resources, education, and professionalism in Equine Assisted
Psychotherapy and Equine Assisted Learning.” Due to the widespread use of horses in
intervention and differing areas of specialization, EAGALA was formed. In the EAP community,
EAGALA strives to set the standard for legitimate practice with a technical, intensive
certification program, developed code of ethics, an ethics committee, established standards of
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practice and required continuing education to maintain certification in EAP. In an effort to
establish clear guidelines for the practice of EAP, the EAGALA model was developed and is
composed of four essential parts: the team approach, focus on the ground, solution-oriented, and
code of ethics.
Also uniquely distinct from traditional talk therapy, EAGALA utilizes a team approach
when treating a given client. EAP under EAGALA’s standards requires that there be a qualified
team of professionals in the treatment of a given client. Each session requires a treatment team
that is composed of a mental health professional (MH) and an equine specialist professional
(ES). This approach requires that the mental health professional be licensed in their appropriate
state (i.e. licensed psychologist, licensed professional counselor, licensed social worker, etc.). In
addition, it is best practice that both professionals be certified in EAP by EAGALA; however,
only one certification in EAP is required between the two professionals to treat a client. The
Equine Specialist (ES) is designated to create the horse-assisted activities to help meet the
treatment goals. Their specialized knowledge of horses helps ensure that both client and horse
are physically safe and assists in reading the horse’s body language, mood, as well as other nonverbal communication and redirects the attention in the session to the horse. Body language is an
important aspect of the process. Ideally, the ES will make note of body language, and the MH
will then take that information to a “deeper level” with the client (Equine Assisted Growth and
Learning Association [EAGALA], 2006). For example, an ES may prompt a client by saying,
“What was the horse doing when you were just speaking about…” as a way of redirecting the
attention to the client and horse. This offers the MH an opportunity to prompt the client further
about what this may imply for the client.
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Other responsibilities of the MH include making sure informed consent is acquired, that
treatment plans are developed, progress notes are taken, knowledge of client medications are
noted as well as their potential side effects, and ensuring that the legal and ethical standards of
EAGALA are followed. The MH is accountable for monitoring client progress and symptom
reduction, as well as ensuring interventions are related to the treatment goals. Although each
professional has different specializations, mutual knowledge and experience often increases team
cohesion and openness of discussion, leading to discussion from both on how to best treat the
client and reach treatment goals.
EAP under the EAGALA model consists solely of groundwork with the horse. It is a
typical pre-conception that using a horse as part of a therapeutic intervention would include
riding or being on the horse. This is not the case in the EAGALA model of EAP. Because the
horse has its unique sensibility to mood, it is vital that the horse be in a state that promotes these
qualities. EAP specialists find that mounted work requires more instruction detracts from the
process. Participating in mounted work also increases safety hazards as the majority of horserelated injuries occur when riding. According to EAGALA, there are two activities that tend to
“sour” horses. These activities include having several beginner riders ride them in a variety of
ways as well as having several people picking feet. Picking feet is a tactic that involves
individuals attempting to lift the horse’s foot. Being on the ground allows the horse to be more
natural and fulfill their role successfully in the practice of EAP.
The EAGALA model of EAP contains a solution-focused theoretical component.
EAGALA believes that, “whether it be their relationship with the horses or their relationship to
people, places, things, or concepts in their lives, clients have their own best solutions if just given
the opportunity to discover them.” (EAGALA, 2006). In other words, regardless of how a client
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comes to their conclusion within this experiential approach, they hold the key to their own
answer. Rather than telling the client what to do, they are given the opportunity within EAP for
self-exploration to find the answer within themselves (EAGALA, 2006). EAP re-creates life
situations that are uncomfortable and challenging for the client to promote the opportunity for
growth and change through the work with horses. Staying true to their solution-oriented
approach, EAP sessions provide a therapeutic environment that allow clients the opportunity to
work through a challenging situation, problem-solve, and ultimately practice new ways of living
(EAGALA, 2006).
EAGALA EAP sessions include the following four characteristics: directive teaching
about horses/horsemanship is not incorporated, the art of asking questions, focus on the process,
and long-term solutions. EAGALA believes that if a facilitator chooses to show a client how to
do a particular activity, it eliminates the opportunity for the client to experience the problemsolving process and find what works for them in their own unique relationship. Directive
teaching about horses also takes away from the therapy as the goal is to accomplish treatment
goals and increase problem solving, not educate the client about horses seeing as the majority of
clients do not typically encounter horses prior to treatment and will not typically encounter
horses following treatment. In reference to the art of asking questions, EAGALA sessions are
comprised of observation statements, reflective listening, and asking questions without the use of
judgment, criticism, or blame to “process” the session and guide the client toward reaching their
treatment goals and finding solutions. This method of questioning and solution-focused concept
can also be understood as the Socratic Method. EAGALA utilizes The Oxford Dictionary of
Philosophy definition which states that the Socratic method is, “the method of teaching in which
the master imparts no information, but asks a sequence of questions, through answering which

9	
  
	
  

the pupil eventually comes to the desired knowledge. Socratic irony is the pose of ignorance on
the part of the master, who may in fact know more about the matter than he lets on” (Blackburn,
1996, p. 356). The focus on the process is to facilitate growth and learning that occurs through
the course of therapy and not the goal of completing a task with a horse. Lastly, EAGALA’s goal
is for clients to get better in the long term as opposed to just feeling better in the moment.
An EAP session typically begins with a task as planned by the MH and ES. Depending
on the client and treatment plan, the task may vary from a client grooming the horse to a client
completing an activity or obstacle with the horse or horses. As the session progresses, the team
works together to facilitate the session, observe and question interactions between horse and
client, and initiate further activities based on the client’s needs. Interpretation is highly
discouraged within this aspect of therapy as it deters from the client finding their own answer
and rather promotes the facilitators to confirm their own hypothesis about the client.
Vocalization of observations made between the horse and client as well as open ended questions
are encouraged to facilitate client growth.
Benefits of EAP
There are multiple benefits to the animal-human relationship and literature on this
interaction finds that there are many positive effects that can come from it. Research suggests
that therapists who use Animal Assisted Therapy (AAT) in their practice, are perceived as less
threatening and more empathic to clients, promoting rapport between client and therapist, and
facilitating more immediate talk by the client (Fine 2000, 2004; Lefkowitz, Paharia, Prout,
Debiak, & Bleiberg, 2005). Within the context of EAP, sessions place focus on the nature of the
horse(s) which helps remove the intensity of a participant’s anxieties, promoting relaxation and
decreasing the client’s defensive barriers (Tyler, 1994; Mandrell, 2006). This encourages clients
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to develop new perspectives and insights from old relationships and behavior patterns (Tyler,
1994).
Other benefits of using animals in the context of therapy may include an increased
likelihood that clients will perceive their therapist as more open and less judgmental than more
traditional settings without animals, thus promoting client openness, rapport, and decreasing
client defensiveness. According to research, a suggested benefit of animal-assisted interventions
is that that there is an apparent increase in compliance with psychotherapy, especially with
populations who tend to be inconsistent with therapy sessions (Beck, Seraydarian, and Hunter,
1986). One study that supports this claim found that therapists who incorporated animals into
their practice (i.e. a cage of birds in a group therapy room) resulted in an increase in more regular
attendance on behalf of clients than practitioners who did not incorporate animals (Beck,
Seraydarian, & Hunter, 1986). From an evolutionary perspective, Kruger, Trachtenberg, &
Serpell (2004), find that humans judge the safety of their environment by signals of calm or
anxiety exhibited by animals. The “calm” an animal in therapy may convey to a survivor of
trauma is that the therapy room is safe and that the therapist is a safe person as well (Kruger,
Trachtenberg, & Serpell, 2004; Lefkowitz, Paharia, Prout, Debiak, & Bleiberg, 2005). This
increase in client compliance may in turn promote better client outcomes. In previous EAP
research, the horse has been described as an “ice breaker”. For example, a less verbal client
becomes more inclined to talk during activities with the horse than with the practitioner alone
(Masini, 2010). Additional research by Fine (2000, 2004) finds that animals were instant icebreakers in therapy, noting that his dogs often met the clients at the door and his birds would
begin “speaking” to the clients, resulting in almost all clients immediately talking about the
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presence of the animals, aiding in the development of rapport between client and counselor
(Lefkowitz, Paharia, Prout, Debiak, & Bleiberg, 2005).
Animals have been used as a therapeutic intervention strategy in a variety of ways and
settings. The use of a horse in the treatment of mental disorders differs from the use of other
animals, such as dogs, for several distinct reasons. EAGALA specialists find that horses are
large, powerful animals that create a natural opportunity for individuals to face and overcome
fear as well as develop confidence. The size and power of the horse are naturally intimidating to
many people. Completing a task involving the horse, in spite of those fears, generates confidence
in the client (EAGALA, 2006). These tasks provide wonderful metaphors for clients in dealing
with other intimidating or challenging situations in their lives (EAGALA, 2006). In addition,
horses parallel humans in that they are social animals with defined roles within their herd. This
similarity of social patterns provides multiple opportunities for metaphorical learning, a key
technique of EAP.
Participant self-reports are generally consistent on the importance of the horse being a
source of non-judgment and honesty. According to a previous study on EAP, results suggested
that clients perceived the horses to lack judgment (Meinersmann, 2008). This lack of judgment
may result in an increase in client openness, allowing more room for reflection, being more
active in the therapeutic process, and promoting therapeutic growth. One individual participating
in an equine study exclaimed, “they don’t try and analyze you.” Another participant echoed that,
“it has a lot to do with his innocence, he’s completely pure, who he is. There is no second
guessing what he is thinking” (Yorke, Adams, & Coady, 2008, p. 23). A female participant in a
study of EAP expressed that, “they [the horses] are an instant mirror… it’s not a mirror that you
judge and judges you. So there are no defense mechanisms that you have for this horse except
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the fact that… she’s bigger than you… you’re not having a mirror of another person that puts
you on the defensive” (Meinersmann, 2008, p. 40). This concept of horse as “mirror” is also a
predominant observed characteristic. Unlike dogs, cats, or other predator animals that may be
used in the context of therapy, horses are prey animals. They are naturally hyper-vigilant as a
result, and thus are extremely responsive to subtle shifts in mood and behavior (Meinersmann,
2008). This translates to the clients in therapy intervention, causing horses to read the client’s
mood and behavior and reacting accordingly.
The horse also offers the opportunity for the client to project feelings onto the horse.
Clients may recall “who” the horse reminds them of (ex: Mom, Dad, me). This visual
representation offers additional room for the use of metaphor, experiential learning, and a
physical, concrete picture of their presenting problem or ways in which they relate. Client
presenting problems are recreated and reflected within the context of the arena. By offering this
experiential approach, clients are given a different perspective and opportunity to see their issues
in a different light. Client disclosures (Meinersmann, 2008) suggest that the client-animal
interaction is unique in that the animal offers a sense of unconditional positive regard. This
notion, paired with the lack of judgment, parallels Rogerian thought about creating a therapeutic
environment.
The use of a horse in intervention has also served as a safe projection object for
uncomfortable feelings; for example, a client expresses, “he [the horse] is in a bad mood today”
(Masini, 2010). Clients may also label horses as individuals in their lives as well, identifying a
particular horse as “Mom”, “Dad”, etc. Horses have distinct personalities, attitudes, and moods.
An approach that seems to work with one horse does not necessarily work with another. EAP
specialists find that because of this, horses present countless opportunities for metaphorical
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learning (EAGALA, 2006). The use of metaphors within EAP is a distinctive and predominant
characteristic of this therapeutic approach. Specialists find that using metaphors, whether in
discussion or activity, is an effective tool when working with even the most challenging clients
(EAGALA, 2006).
Touch as a component of EAP is an element that is especially unique to this form of
therapy. Due to ethical constraints and potential consequences of touching a client, touch
typically not present in traditional psychotherapy. Research on AAT, has shown that touch can
be especially beneficial when clients are in a time of emotional vulnerability and feel the need
for closeness and touch, something the therapist is unable to provide (Lefkowitz, Paharia, Prout,
Debiak, & Bleiberg, 2005). In one particular study that incorporated therapeutic riding, a
participant who was reflecting on both touch and sense of intimacy with the horse proclaimed, “I
can remember standing with my arms around [her horse], and crying on her shoulder, literally
tears running down onto her fur, and it was like her saying ‘It’s okay, you can tell me your
story… I won’t tell anyone else there were tears in your eyes.’ You just kinda get it [emotion]
out and they seem so accepting of it.” ((Yorke, Adams, & Coady, 2008, p. 23).
The similarities between the client-therapist bond and horse-client bond are striking.
Yorke, Adams, and Coady (2008) finds that the relationships participants established with their
horses contributed significantly to the healing from their trauma. Furthermore, it has been
suggested that “good equine-human” relationships parallels “good therapist-client” relationships,
both in terms of the nature of the bond and the healing qualities they produce (Yorke, Adams, &
Coady, 2008). The establishment of a bond has been described as one of the key and vital
ingredients in forming an effective therapeutic alliance. In fact, strong therapeutic alliances have
proven more effective as variables in predicting client outcomes than treatment techniques
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(Hougaard 1994; Yorke, Adams, & Coady, 2008. Research indicates that the intimacy/nurturing
bond between horse and client was the most significant aspect of the relationship (Yorke,
Adams, & Coady, 2008) in contrast to the relationship between client and therapist. Research
suggests that the relationships that individuals hold with their horses greatly paralleled the
therapist-client relationship, both in terms of the nature of the relationship as well as the healing
quality (Yorke, Adams, & Coady, 2008). York suggested that the relationship between horse and
client may have even more benefits than the traditional therapist-client relationship. Yorke,
Adams, and Coady incorporated the use of riding in their approach to EAP, and found that the
intimacy/nurturing component of the horse-human bond did seem to echo the same
characteristics of the therapist-client alliance with features such as mutual liking, warmth, trust,
and respect. She found, however, that this relationship seemed to extend beyond intimacy
achieved in a more traditional setting due to the accepting, nonjudgmental nature of the horses
(compared to humans) as well as establishing a deep bond strengthened by exchanges of physical
affection; something ethically impossible in therapist-client relationships.
Additional benefits stem from EAP taking place outdoors, in nature. Research suggests
that participants’ feelings about the rural environment where EAP took place helped positively
impact client outcome. A research participant in an EAP study reported that, “going to the barn
and mucking out, and turning out, and feeding, being out in the country, being at one with nature,
there’s a whole warmth to it, and it’s a very healing, positive warmth.” (Yorke, Adams, &
Coady, 2008, p. 25). EAGALA emphasizes that horses require work, whether in caring for the
horses or working with them. EAP specialists state that, “in an era when immediate gratification
and the ‘easy way’ are the norm, horses require people to be engaged in physical and mental
work to be successful, a valuable characteristic in all aspects of life” (EAGALA,2006, p. 14).
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Additional Horse and Animal Therapies
There are several equine treatment modalities that have been developed in the treatment
of a variety of disorders. Some treatments outside of EAP include, Therapeutic Riding,
Hippotherapy, Animal Assisted Therapy, and Animal Assisted Activities. According to the
American Hippotherapy Association, therapeutic riding is a term that has been used to
encompass the range of equine activities in which people with disabilities participate, serving as
an ‘umbrella’ term and consequently may cause confusion due to its vagueness. This term is
often used in the literature with little reference to more specifics on the intervention.
Hippotherapy is the most widely publicized and publicly known of all forms of equine
therapy. The American Hippotherapy Association defines this approach is a physical,
occupational, or speech and language therapy that utilizes equine movement in their treatment.
Specially trained physical and occupational therapists utilize this therapy for clients with
movement dysfunctions. In the practice of Hippotherapy, the horse influences the client rather
than the client controlling the horse. The client is positioned on the horse and actively responds
to the movement of the horse. The therapist is responsible for directing the movement of the
horse, analyzes the client’s responses, and adjusts the treatment accordingly. This form of equine
therapy is used as part of an integrated treatment program to achieve functional outcomes on
behalf of the client (American Hippotherapy Association, n. d.).
Animal Assisted Therapy (AAT), also known as pet-facilitated therapy is another widely
used approach to treatment. AAT focuses on facilitating a client’s progress toward specific
therapeutic goals (Fine 2000; Sockalingam et al., 2008). This approach consists of a credentialed
therapist setting therapeutic goals and guides the interaction between the client and animal,
measuring the progress toward meeting those goals and evaluating the treatment process (Cole &

16	
  
	
  

Gawlinski, 1995; Sockalingam et al., 2008). Sockalingam et al. finds that animals in AAT can
serve multiple roles including being a companion, a social facilitator, a substitute for intimate
relationships (Arnold, 1995; Francis, Turner, & Johnson, 1985). They may also provide
emotional support (Goldmeier, 1986), reinforce feelings of independence (Corson & Corson,
1980), and stimulate awareness (Kalfon, 1991). It is of importance to discriminate between
Animal Assisted Therapy (AAT) and Animal Assisted Activities (AAA). AAT used animals to
reach distinct, defined therapeutic goals for a particular client, whereas AAA simply exposes
individuals to animals without specified treatment goals or objectives. Delta Society formally
defines Animal Assisted Activities, indicating that, “AAA provides opportunities for
motivational, educational, recreational, and/or therapeutic benefits to enhance quality of life.
AAAs are delivered in a variety of environments by specially trained professionals,
paraprofessionals, and/or volunteers, in association with animals that meet specific criteria”
(Delta Society, 2009, p. 1). Delta Society describes AAA as a casual “meet and greet” consisting
of pets visiting people and can be used repeatedly with many people, unlike AAT which is
tailored for a particular client. Discriminating between these differing equine based practices is
crucial in understanding these distinct fields and in the development of further research. With a
lack of clarity on the treatment at hand, available literature is limited, difficult to generalize and
replicability becomes significantly compromised.
PTSD
As the field of EAP has evolved, interest has increased in the research and development
of EAP. Specifically, interest has grown in this approach in regards to work with veterans. With
mounting attention on the mental health needs of veterans as they adjust to life after war and
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suffer potential consequences such as PTSD, several EAP programs have surfaced to help meet
their needs.
Criteria for PTSD are derived from the DSM-IV TR due to its prevalence as a method of
diagnosis. The main assessment tool for establishing PTSD symptoms used in this study is the
PTSD Checklist Civilian Version (PCL-C) which was developed based on the DSM-IV criteria.
PTSD is defined by the DSM-IV as: “the development of characteristic symptoms following
exposure to an extreme traumatic stressor involving direct personal experience of an event that
involves actual or threatened death or serious injury, or other threat to one’s physical integrity; or
witnessing an event that involves death, injury, or a threat to the physical integrity of another
person; or learning about unexpected or violent death, serious harm or threat of death or injury
experienced by a family member or other close associate.” (DSM-IV-TR, 2000, pp. 467-468).
Diagnostic criteria for PTSD is outlined in the following table:
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PTSD in the military population
Friedman (2006) observes specific stressors from combat-related experiences for veterans
from Iraq and Afghanistan that included a feeling of helplessness to alter the course of
potentially lethal circumstances; being exposed to combat situations in which their fellow
soldiers, are killed or injured; having personally killed enemy combatants or innocent
bystanders; being exposed to unpredictable or uncontrollable life-threatening attacks;
experiencing consequences of post-combat exposure, which may include observation or handling
the remains of civilians, enemy soldiers, or allied personnel; being exposed to smells, sights, or
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sounds of dying men and women; and observing destruction and devastation of homes,
communities and observing refugees due to combat. Friedman (2006) reports that soldiers
experience sustained anticipatory anxiety due to potential threats at any hour of the day; this
constant combat-ready state results in a pervasive and uncontrollable sense of danger. Soldiers
who return from deployment face challenges of adjustment as they shift from a state of constant,
combat-ready hypervigilance to a quiet domesticity (Friedman, 2006). Ongoing stressors may
also prove problematic for military returnees. Friedman finds that upon return to civilian life,
military returnees may be faced with new problems such as changes that occurred at home
during their deployment or confrontation with issues at home that preceded time in Iraq or
Afghanistan. Ongoing or secondary stressors, such as marital or familial discord, have been
identified as risk factors for developing PTSD. To compound the issue, people with PTSD often
have an impaired capacity to cope with typical stressors of everyday life (Friedman 2006). In
addition, researchers Bernsten and Rubin (2006, 2007), suggest that the intensity of PTSD
symptomology increases as an individual marks a traumatic event as central to the individual’s
identity. As illustrated by one case of a military returnee from a 12-month deployment in the
Sunni Triangle in Iraq, “mutual interdependence, trust, and affection forged in the crucible of
ongoing life-threatening combat altered his sense of personal and social identity” (Friedman
2006, p. 587).
Prevalence of suicide in the military population has also gained increasing attention as
rates have reached an all time high with male veterans having twice the likelihood of committing
suicide than a civilian (Kaplan, Huguet, McFarland, & Newsom, 2007). The available evidence
suggests a positive correlation between the number of previous traumatic experiences and the
probability of a suicide attempt (Friedman, 2006). In addition, the American Psychiatric
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Association (2004) states that Posttraumatic Stress Disorder has a high comoborbidity rate with
conditions associated with suicidal behavior including depression, panic attacks, substance use,
and severe anxiety. The likelihood of a patient with PTSD to meet criteria for at least one
additional psychiatric disorder is 80% (Ressfer, Sonnega, Bromet, Hughes & Nelson, 1995;
Friedman, 2006). Of that 80%, substance abuse problems have been found to be the most
prevalent comorbid disorder (Najavits, 2009).
Risk factors for PTSD in military population
The United States Department of Veterans Affairs (2010) finds that pre-traumatic risk
factors for developing PTSD include: ongoing life stress; lack of social support; young age at the
time of trauma; a pre-existing psychiatric disorder(s) or substance misuse; history of previous
traumatic events (e.g., motor vehicle accident); and previous history of PTSD. Other pretraumatic risk factors for developing PTSD include: female gender; low socioeconomic status;
lower education level; lower intelligence level; race (e.g., Hispanic, African-American,
American Indian, and Pacific Islander); reported history of childhood abuse or other adverse
factors during childhood, family history of psychiatric disorders and poor training or preparation
for the traumatic event (United States Department of Veterans Affairs, 2010). Post-trauma risk
factors for developing PTSD include: ongoing life stress; lack of a positive support system;
bereavement or traumatic grief; a major loss of resources; negative social support which may
include shaming or blaming environment; poor coping skills; or other post-traumatic factors
which may include children at home or a distressed spouse (United States Department of
Veterans Affairs, 2010).
Protective factors for preventing PTSD
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Social support is a powerful protective factor (Brewin, Andrews, Valentine 2000;
Friedman 2006); however, the protective aspect of social support is influenced by the capacity of
an individual to accept the support when made available (Benight & Bandura, 2004; Friedman,
2006). Acceptance of social support may be especially difficult for individuals with PTSD, as
typical symptoms include avoidance, alienation, and detachment, which only serve to impede the
client from benefitting from available support systems (Friedman, 2006).
Treatment for PTSD
Three of the most highly utilized psychotherapeutic interventions for PTSD include
Cognitive Behavioral Therapy (CBT), prolonged exposure, and eye movement desensitization
and reprocessing (EMDR) (Friedman, 2006). According to Friedman (2006), CBT has been the
treatment of choice in all PTSD practice guidelines that are published to date. Cognitive
behavioral therapy addresses the conditioned fear and cognitive distortions (or irrational beliefs)
which are associated with PTSD (Friedman, 2006). Cognitive-based therapies consist of
cognitive restructuring, challenging automatic or acquired beliefs about the traumatic event (e.g.
beliefs about safety or trust), but may include relaxation techniques as well as discussion of the
traumatic event orally or through writing (United States Department of Veterans Affairs, 2010).
Prolonged exposure is another method of psychotherapeutic treatment for PTSD.
Exposure-based therapies consists of in-vivo, imaginal, and narrative (oral/written) exposure, but
also typically include elements of cognitive restructuring (e.g. evaluating accuracy of beliefs
about danger), relaxation techniques, and self-monitoring of anxiety (United States Department
of Veterans Affairs, 2010). Therapists guide constructed narratives about the traumatic events
repeatedly, producing a progressive reduction in distress levels (Foa & Rothbaum, 1998;
Rothbaum, Meadows, Resick & Foy, 2000; Friedman, 2006). Researchers Resick, Nishith,

22	
  
	
  

Weaver, Astin and Feuer (2002) found that both exposure and cognitive therapies performed
with equal efficacy in treating symptoms of PTSD and both are considered first-line treatments
for PTSD (American Psychiatric Association, 2004; Friedman, 2006).
Eye Movement Desensitization and Reprocessing (EMDR) is another predominant
treatment method for PTSD. The EMDR Institute, Inc. defines this approach as an information
processing therapy that consists of an eight phase approach to address experiential contributors
of a wide range of pathologies. Various procedures are used in treatment; one of which is “dual
stimulation” which uses bilateral eye movements, tones or taps. The client attends momentarily
to past memories, present triggers, or anticipated future experiences while simultaneously
focusing on an external stimulus; during this time, clients generally experience additional insight,
changes in memories or new associations (EMDR Institute, Inc., 2011). EMDR has an exposure
component to the trauma as well (talking about the traumatic experience, holding distressing
memories in mind without verbalizing them) combined with a cognitive component (e.g.,
identifying a negative thought, finding an alternative positive thought, and assessing the validity
of the thought), and relaxation or self-monitoring techniques which may include breathing or a
“body scan” (United States Department of Veterans Affairs, 2010). Although alternating eyemovements are part of the classic EMDR technique, comparable effect sizes have been found
with or without eye movements or other forms of kinesthetic stimulation (United States
Department of Veterans Affairs, 2010).
Due to the unique nature of veteran issues, this population may find it especially difficult
to acquire mental health assistance. Reasons for this may vary from stigma within the military
culture about having mental health issues, adjustment problems following war, or seeing a
‘shrink.’ Observations of psychological consequences from warfare such as anger, crying,
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screaming, dissociation, and irritability began to be documented during World War I (Herman,
1992). Awareness of the psychological effects of warfare was met with traditionalist views that
include, “a normal soldier should glory in war and betray no sign of emotion”, “he should not
succumb to terror” otherwise, he was at best a “constitutionally inferior human being”, “a
malingerer”, or “a coward” (Leri, 1919; Herman, 1992, p. 21). These traditionalist views
continue to impact modern military culture as they serve as barriers to pursuing mental health
treatment. It is common to observe resistance to seeking treatment outside the military realm. To
compound the issue, military personnel may be discouraged from seeking help as they find it
detrimental to their careers to have mental health issues as a part of their record. Although it is
not necessary for a therapist to have first-hand experience when it comes to client trauma or
presenting problems, military personnel appear to prefer therapists who understand their jargon
and way of life as it is quite distinct from the civilian environment. These obstacles make it
difficult for veterans and mental health practitioners alike.
EAP in the treatment of PTSD
EAP offers a bridge to overcome some of these gaps, beginning with removing the
influence between client and therapist and re-focusing on the relationship between client and
horse. Distinct from other forms of therapy to treat posttraumatic stress disorder which are
largely exposure-focused in nature, EAP may decrease pressure or defensiveness by not forcing
the client to talk about the trauma and rather allowing the client to recreate their given
environment and experiences within the context of the arena, utilizing the horses as metaphors or
symbolic representations. With vocalized observation of the activity within the arena and
tailored, often open ended questions on behalf of the treatment team, the client is given the
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opportunity to take ownership of the session, allowing them power and control to address their
trauma on their own and facilitating client self-awareness.
Published empirical studies of the efficacy of EAP in the treatment of veterans with
PTSD is unavailable based on the current literature review; however, Lancia (2008, p. 10-11),
made the following observations based on his extensive experience with EAP in the military
population:
1) Nature induced a sense of well being and calm amongst the veterans
2) Horses stimulated powerful thoughts and feelings from individual to individual,
ranging from fear (often associated initially with the memory of being back in the
front line), to a sense of connectivity with and acceptance by community.
3) Over the course of treatment, veterans went from being on the fringes of the herd
initially, to joining it, to eventually catching a horse and leading it around the pasture.
The ‘harnessing of fear’ served different metaphors such as lessening the terror of
recurrent nightmares, eradicating the trauma of appearing alien due to one’s war
experience, and shedding emotional armor to bring intimacy back into one’s life.
4) Leading a horse elicited many metaphors. For some it provided a new and distinctive
look at how one might make the transition of being a leader in the military to
becoming a leader in the family or community upon return home. A horse looks to a
worthy leader, one who believes in himself first and foremost, and who commands
clearly, firmly, yet with concern for those who follow.
5) The experiences of being accepted by and incorporated into the herd opened
floodgates of grief for the loss of fellow soldiers, innocence, parts of mind, body, and
soul, tattered personal relationships, and more. Veterans talked repeatedly about the
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power of being accepted by the herd and how the healing effects of this experience
rippled into areas of their lives well beyond the paddock. Interaction with horses
created in many a desire to be more social and to connect again to the world at large.
6) Detachment and numbing tactics, so useful in war situations, are meaningless to a
herd. If a person was detached, most horses were too. This in turn elicited mixed
emotions and provided useful insights as to how other people in the veterans’ lives
reacted to deflection. Sometimes, however, a horse was an ‘extrovert’ and would
hound an individual for some kind of response. Here, too, whether the client was
fearful, angry, grateful or anything else, the reaction was enlightening. As clients
moved through the therapeutic process of EAP, they were often surprised how such
an introvert/extrovert behavior cycles elicited feelings (rage, grief, anxiety, guilt, etc.)
which they thought they had eradicated or forgotten or would never be able to feel
again (like happiness).
7) EAP offered family members a useful and quick metaphor to use as a reminder for
veterans when depression or anger arose. Veterans told me that family members
would tell them to think what they have learned in the round pen, and doing so
prompted them to recall more positive ways of dealing with surfacing emotions.
8) EAP proved to have a broadening effect on tunnel vision which had been so critical to
survive combat but was restrictive in civilian life. As clients worked through an
activity in each therapeutic session week after week, they found larger solutions as
they learned to pay attention to more of what was going on.
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The qualitative nature of these observations and deductions serve as a framework for developing
hypothesis and implementing further studies on the efficacy of EAP in the treatment of war
veterans.
EAP also appears to be a good potential fit with trauma victims as trauma expert, Judith
Herman (1992), finds that recovery from trauma, among other socio-emotional problems,
requires a close personal connection that is characterized as caring, consistent, trusting, and safe.
Especially in the context of recovery from sexual assault, research suggests that the grooming
and riding (if applicable) of a horse allows for the opportunity to feel the healing effects of
“safe” touch within a close relationship (Yorke, Adams, & Coady, 2008).
Similar to Prolonged Exposure therapy, EAP may promote habituation of fear and
anxiety symptoms by having the survivor confront uncomfortable memories that trigger anxiety
and remain in that state until the anxiety begins to decrease naturally. Lefkowitz, Paharia, Prout,
Debiak, and Bleiberg, suggest that the benefits of that AAT provides such as a decreased anxiety,
lower physiological arousal, promotion of social lubrication, and enhancement of therapeutic
alliance can make Exposure Therapy more accessible and less intimidating to survivors. They
suggest that by increasing social interaction, it is possible to effectively treat client in fewer
sessions to establish habituation to the traumatic memories. The present study proposes that it is
likely that some of the benefits of AAT will transfer to the EAP arena, suggesting that this
therapy approach may be particularly effective in the treatment of PTSD by facilitating client
exposure to their trauma. Lefkowitz, Paharia, Prout, Debiak, and Bleiberg, suggests that utilizing
animals in therapy to treat individuals who have the most difficulty connecting with the therapist
or any other unfamiliar person, and especially individuals who have suffered trauma of an
interpersonal nature would be beneficial because animals will respond to individuals who appear
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more isolated or withdrawn, perhaps because they are perceived by animals as less likely to
respond aggressively towards them (Cusack, 1988; Lefkowitz, Paharia, Prout, Debiak, &
Bleiberg, 2005).
Limitations in EAP research
In regards to limitations and challenges in measuring equine assisted psychotherapy, we
reach the essential problem of defining exactly what this treatment is across the literature,
determining whether this treatment is effective, and why. Several initial challenges remain when
measuring equine assisted psychotherapy. These include an overlap of roles between team
members, EAP being a rapidly developing field, and lack of a singular method of credentialing.
Due to the unique team approach in this form of therapy, the designated mental health
professional works together with the equine specialist closely throughout treatment and treatment
planning. Although team cohesion is necessary for ideal effectiveness, it may also result in an
overlap or unclear role differentiation within the team. With time and experience, individuals in
their distinct areas of education and specialization may develop more confidence in realms
outside of their expertise, resulting in blurred boundaries between roles. Because EAP is such a
young field with exponential growth and increasing attention in recent years, this may lead to
differing views and inconsistencies within the field as practitioners continue to work on,
understand, and improve upon the method. Similarly, several different organizations or
individuals may utilize similar terms in regards to equine therapy which may also result in
confusion as to what EAP is, as well as maintaining quality control and identifying variations in
practice.
In sum, the goal of this study is to determine the effectiveness of EAP as an effective
form of treatment for veterans with Posttraumatic Stress Disorder under the EAGALA model
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This study will examine whether symptoms of PTSD are reduced by utilizing the PCL- C,
whether symptoms of depression and anxiety are reduced by utilizing the BAI and BDI-II, and
whether this intervention produces an increase in life satisfaction in veterans. Upon reviewing
the literature, it is hypothesized that EAP will be an effective form of treatment with veterans
due to its therapeutic environment that promotes freedom of judgment while still utilizing the
horses as an opportunity to confront presenting problems in the form of metaphors. Due to
stigmas within the military population in regards to seeking mental health treatment, it is hoped
that this untraditional, experiential method of treatment will be more approachable for veterans
as well.
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Method
Participants
Participants will include men and women between the ages of 18 and 65 who have
volunteered for treatment at Red Dun Ranch, an EAP center, located in Houston, Texas.
Qualified candidates for this study must verify veteran credentials as well as meet a minimum
score requirement of 33 on the Posttraumatic Checklist measure and meet diagnostic criteria for
PTSD as outlined on the PCL. Those who are not qualified will be given a list of referrals in the
community for support. No clarification of specific cause or event of trauma will be required.
Individuals who display current substance abuse problems will not be excluded from the study;
however, participants must sign an agreement stating that they will not attend any sessions under
the influence due to safety reasons. A small sample of 10 individuals will be used in this study to
produce an in-depth, valid study using quantitative and potentially qualitative data. Qualitative
data will consist of self-disclosures from participants following their last treatment session and
may be used to supplement the quantitative data.
Procedure
The research design for this study is a simple AB design which consists of a baseline
period prior to treatment, followed by a treatment period. Two weeks prior to initiating the EAP
intervention, participants will complete a test battery to include the Beck Anxiety Scale (BAI),
Beck Depression Scale (BDS), PTSD Checklist Civilian Version (PCL-C), and Satisfaction With
Life Scale (SWLS). Participants will complete the test battery once per week and on the day of
treatment prior to initiating the EAP session. Participants will begin the intervention process on
the third week at Red Dun Ranch. The EAP intervention will take place in a group setting.
Participants will complete 6-8 sessions of group EAP which will occur once per week for a total
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of 6-8 weeks of treatment. Two weeks following treatment, participants will be asked to return to
the ranch to complete the test battery one final time.
Upon arrival at the ranch, the participants will meet with an EAGALA certified horse
specialist as well as an EAGALA certified psychotherapist. Treatment will be conducted by three
licensed psychologists. The treatment team will consist of Laurie Baldwin, Ph.D., a licensed
Clinical Psychologist and EAGALA Mental Health practitioner (MH) who will be performing as
Equine Specialist due to her extensive knowledge of the Red Dun Ranch herd; Beverly Walsh,
Ph.D., a licensed Counseling Psychologist and EAGALA Mental Health practitioner; and Stacie
Lanier, Ph.D., a licensed Counseling Psychologist with extensive experience with the military
population and partial certification completion as an EAGALA Mental Health practitioner. The
EAGALA model outlines the need for two individuals in the treatment team (one MH and one
ES with at least one team member being EAGALA certified at a minimum); however, additional
team members may be taken on if consistent with the treatment goals. In this case, Dr. Stacey
Lanier is joining the treatment team due to her expertise with the military population. Following
the initial screening to determine appropriate candidates for this study, participants will begin
their treatment. The treatment team will have the freedom to choose which horses to put in the
arena for each session. Each session will follow the EAGALA model and will consist of the
horse specialist and certified psychotherapist, will be ground-focused, will follow a primarily
solution-focused methodology, and will abide by their code of ethics. Each session will be
approximately one hour in length. Following each session, participants will complete the test
battery. The test battery (BAI, BDI-II, PCL-C, and SWLS), will remain consistent throughout
this study. Prior to completing each battery, the participant will be reminded to take their time
with their battery and read the questions thoroughly prior to answering.
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Instruments
PTSD Checklist Civilian Version (PCL-C; Weather, 1993): The PCL-C is a validated instrument
developed by Weathers and colleagues (1993) and consists of 17 items utilizing a Likert-type
scale. The PCL-C takes approximately 5-10 minutes to complete and produces a severity score
that ranges from 17-85 (National Center for PTSD, 2010). This assessment parallels diagnostic
criteria B, C, and D for PTSD as defined by the DSM-IV. Thus, this self report measure may
potentially yield information with greater diagnostic relevance than other measures that are not
designed using the DSM-IV criteria. The National Center for PTSD (2010) indicates that a
diagnosis by a clinician can be made with the PCL by:
1. Determining whether an individual meets DSM-IV symptom criteria, i.e., at least 1 B
item (questions 1-5), 3 C items (questions 6-12), and at least 2 D items (questions 13-17).
Symptoms rated as "Moderately" or above (responses 3 through 5) are counted as
present.
2. Determining whether the total severity score exceeds a given cutpoint (see Table 1)
3. Combining methods (1) and (2) to ensure that an individual has sufficient severity as well
as the necessary pattern of symptoms required by the DSM.

For the purpose of this study, a participant cut-off score of 33 will be required for optimal
participant fit and to determine whether DSM-IV criteria have been met by examining PCL itemby-item as previously outlined.
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Three variations of this assessment are commonly used in research: PCL- Military, PCLCivilian, and PCL- Specific. According to the National Center for PTSD (2010), the PCL-M
(military) asks about symptoms in response to "stressful military experiences." It is often used
with active service members and Veterans. The PCL-C (civilian) asks about symptoms in
relation to "stressful experiences." The PCL-C is useful because it can be used with any
population. The symptoms endorsed may not be specific to just one event, which can be helpful
when assessing survivors who have symptoms due to multiple events. Typically, it is optimal to
assess traumatic event exposure to ensure that a respondent has experienced at least one Criterion
A event. The PCL-S (specific) asks about symptoms in relation to an identified "stressful
experience." The PCL-S is useful because the symptoms endorsed are clearly linked to a
specified event. Typically, it is optimal to assess traumatic event exposure to ensure that the
event meets Criterion A. Respondents also may be instructed to complete the PCL-S in reference
to a specific type of event (National Center for PTSD, 2010).
According to Ruggiero (2006), internal consistency was high with alpha coefficients of
.94, .85, .85, and .87 respectively for the PCL total, re-experiencing, avoidance, and hyperarousal
scores. Evidence for convergent validity was also found in Ruggiero’s study, with a high
correlation of (r>,75) between PCL total scores and scores from two other highly used measures
of PTSD: Impact of Events Scale (IES) and The Mississippi Scale for PTSD, Civilian version (MSC). Discriminant validity was adequate given a significantly higher correlation between the PCL
and MS-C than between the PCL and scores on the Symptom Checklist-90-R (SCL-90R), which
tests for a wide range of psychopathology and psychological problems. Test-retest correlation
coefficient for total scores on the PCL were .93 (p<.001) for immediate re-testers, .88 (p<.001)
for participants with 2-week retest intervals, suggesting strong test-retest reliability.
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Several self-report measures of PTSD are used in clinical and research settings; the
United States Department of Veterans Affairs outlines several of these questionnaires to include
the Impact of Events Scale-Revised (IES-R), Keane PTSD Scale of the MMPI-2, Mississippi
Scale for Combat Related PTSD and the Mississippi Scale for Civilians, Posttraumatic
Diagnostic Scale (PDS), Penn Inventory for Posttraumatic Stress, and Los Angeles Symptom
Checklist (LASC). An addition to the aforementioned self-report measures of PTSD, the
National Women’s Study Posttraumatic Stress Disorder (NWS-PTSD) is another popular
instrument. The NWS-PTSD (Kilpatrick, Resnick, Saunders, & Best, 1989) and the PCL
(Weathers, Litz, Herman, Huska, & Keane, 1993) are among the most widely used measures in
epidemiological research within the traumatic stress literature (Ruggiero, Rheingold, Resnick, &
Kilpatrick, 2006). Like the PCL, the NWS-PTSD has been designed based on the diagnostic
criteria of PTSD according to criteria B, C, and D of the DSM-IV TR. The NWS-PTSD has been
used in the assessment of violent crime, man made, and natural disasters. Structural differences
include a yes/no response option for the NWS-PTSD compared to the PCL’s 5-point Likert-type
scale. The NWS-PTSD is also designed to detect client symptomology, regardless of whether or
not, and to what extent, the individual is distressed by the given symptom. The PCL on the other
hand, allows participants to indicate whether they are bothered by a specific issue and by how
much. The NWS-PTSD does utilize follow-up questions for participants; however, the PCL does
not. Based on these differences, the PCL-C has been chosen for this particular study in the hopes
of promoting validity, reliability, and generalizability to other populations that suffer from
PTSD.
Beck Anxiety Scale (BAI; Beck & Steer, 1993): The Beck Anxiety Inventory has been
widely used to measure the severity of anxiety by self-report (Osman et al., 1997). It is a 21-item
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self-report inventory for measuring the severity of anxiety. The BAI requires approximately 5-10
minutes to complete. Items are scored from 0-3 based on a Likert-type scale with a total score
ranging from 0-63. Ranges of anxiety are divided into the following categories: minimal (score
of 0-7), mild (8-15), moderate (16-25) or severe (26-63). The BAI has shown high internal
consistency (α= .92) and test-retest reliability over 1 week (correlation between intake and 1week BAI scores was .75) (Beck, Epstein, Brown, & Steer, 1988). The BAI was moderately
correlated (.51) with the revised Hamilton Anxiety Rating Scale and was only mildly correlated
(.25) with the revised Hamilton Depression Rating (Beck, Epstein, Brown, & Steer, 1988). The
BAI has high internal consistency (α= .94) and is acceptably reliable over an average time lapse
of 11 days (r= .67) (Frydrich, Dowdall, & Chambless, 1992). In comparison with other measures
of anxiety, the BAI fared better on tests of convergent and discriminant validity than did the
Trait Anxiety measure from the State-Trait Anxiety Inventory. A correlation between the BAI
and the Diary Anxiety score from the Weekly Record of Anxiety and Depression (Barlow &
Cerny, 1988), was significantly higher than between the BAI and Diary Depression score
(Barlow & Cerny, 1988). In addition, compared to Trait Anxiety, the BAI was significantly less
correlated with depression as measured by the BDI (Frydrich, Dowdall & Chambless, 1992).
Beck Depression Inventory II (BDI-II; Beck, Steer, & Brown, 1996): The Beck
Depression Inventory is one of the most extensively used measures of depression (Beck, Steer, &
Garbin, 1988). The BDI-II is a 21-item self-report inventory that assesses the severity of
depressive symptoms. The BDI-II requires approximately 5-10 minutes to complete. Each item is
rated on a scale from 0-3 with a total score ranging from 0-63. Ranges of depression are broken
up into the following categories: minimal (score of 0-13), mild (14-19), moderate (20-28) or
severe (29-63). The BDI-II has been evaluated and found to have a high internal consistency (α =
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.92) among outpatients, and among college students, α= .93; (Beck, Steer, & Brown, 1996).
Additional research has suggested lower, but still adequate coefficient alpha for the total scale at
.89 as well very good factor scores (Whisman, Perez & Ramel, 2000), suggesting that the BDI-II
is both reliable and valid by demonstrating acceptably high internal consistency and loading on
the same factor, suggesting factor stability. Adequate validity (to include content and factorial
validity) has been demonstrated, and diagnostic discrimination has been established (Dozois,
Dobson & Ahnberg, 1998). Beck and colleagues calculated convergent validity for the BDI-II by
correlating scores with that of the Revised Hamilton Psychiatric Rating Scale for Depression (r=
.71; Riskind, Beck, Brown, & Steer, 1987; Osman et al., 1997). Discriminant validity was also
examined by finding that the BDI-II correlated lower with the Beck Anxiety Inventory (r= 60;
Beck & Steer, 1990) and the Revised Hamilton Psychiatric Rating Scale for Anxiety (r= .47)
than with the Revised Hamilton Psychiatric Rating Scale for Depression (r= .71) (Riskind, Beck,
Brown, & Steer, 1987). Additional research has supported evidence of convergent validity in the
BDI-II given that the factor scales were found to correlate significantly with related measures of
anxiety, depression, low self-esteem, and stress (Osman et al., 1997). Evidence of construct
validity was shown in the BDI-II as the factor scales related strongly with general as well as
specific depressive symptoms above the general and specific symptoms of anxiety (Osman et al.,
1997).
Satisfaction With Life Scale (SWLS; Diener, Emmons, Larsen, Griffin, 1985): The life
satisfaction scale is a brief measure consisting of 5 items to assess an individual’s perceived life
satisfaction. The SWLS requires approximately one minute to complete. Life satisfaction refers
to an individual’s assessment of quality their life on the basis of their own unique set of criteria
(Shin & Johnson, 1978; Pavot & Deiner, 1993). In the SWLS, a global judgment of their life

36	
  
	
  

satisfaction is achieved by items that are global rather than specific in nature which allows
respondents to” weight domains of their own lives in terms of their own values” (Pavot &
Diener, 1993). Although brief, this measure shows a significant negative correlation of -.72
between the SWLS and Beck Depression Inventory (Blais, Vallerand, Pelletier, & Briere, 1989).
As with all self-report measures, this scale has a limitation due to the respondent’s ability to
consciously distort their response should they feel motivated to do so (Pavot and Diener, 1993).
This scale has been empirically validated and shortened from an original list of 48 items, down
to a concise 5 items. The validity of this measure in conjunction with its brevity makes this the
ideal choice for perceived life satisfaction in this study.
Data Analysis
In line with the recommendations made by Brossart, Parker, and Castillo (2011) this
study will include visual analysis and statistical analysis of these data to determine the treatment
effectiveness of EAP. Logistic regression (LR) will be used to analyze client data following
Brossart, Maythaler, Parker, McNamara, and Elliott (2008).
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APPENDIX D: SATISFACTION WITH LIFE SCALE
How do you feel about your life? Use the scale below to record your responses:
Strongly Disagree Disagree Slightly Disagree Neither Agree nor Disagree Slightly Agree Agree Strongly Agree:

1

1.
2.
3.
4.
5.

2

3

4

5

In most ways my life is close to my idea.
1
The conditions of my life are excellent.
1
I am satisfied with my life.
1
So far I have gotten the important things I want in life.
1
If I could live my life over, I would change almost nothing. 1

6

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

7

5
5
5
5
5

6
6
6
6
6

7
7
7
7
7

