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In more recent times, the awareness in non-talk-based treatments to address things such as trauma in children and youths has boomed. With diverse adventure-based activities such as, kolk, yoga, theatre, music, art and purposeful contact with animals. Animal Assisted Therapy, or Equine Assisted Therapy as a non-talk based, goal directed intervention which is argued to be a specialist branch of facilitative interventions (Dunlop, & Tsantefski, 2018). The exploration of the effectiveness of Equine Assisted Therapy (EAT) for individuals which are living with mental and behavioural disorders, or those persons that have difficulties engaging in more traditional talking therapies will be discussed. 

Even though there are five types of equine therapy available, EAT was focused on primarily within this review, due to this form of therapy being created to address mental health issues. It integrates equine activities, which comprises the use of horses to treat psychological matters, and is predominantly described as mirroring the client to give instant feedback (Dawson, 2014). Horses are prey animals which are described as being highly attuned to their surroundings and environment, which have been described as having immense symbolic power which represents healing, bravery, and loyalty in equally ancient mythology and current culture (Evans & Gray, 2012). 

The theories and techniques in which treatment is based are in line with the humanistic-existential approach. Humanistic-existentialism developed to move away from the first wave of psychoanalytic and behaviourism schools of therapy (Corbett & Milton, 2011). This helped to protect against the diagnostic and prescriptive approaches characterised by the analytic and behavioural schools. As a result of this therapy it brought about a paradigm shift away from psychological determinism, which suggests that humans are affected by events and lack free will, towards a movement of client choice and responsibility (Corbett & Milton, 2011). EAT forms part of the third-wave of psychotherapies. 

Thus, creating a direct experience for the client, which is the primary route to change (Mahrer, 1983). Experiential therapy consists of the use of psychotherapeutic tools such as sculpting, mirroring, role-playing, role-reversal and Gestalt techniques which are used by the therapist to work closely with the equine to interact with the patient. Riding for the disabled is brought to patients with various special needs, such as  physical, speech therapy and in an occupational context, and these skills are suggested to be transferrable to daily living (Frewin & Gardiner, 2005). Furthermore, current literature suggests that EAT is moving towards the direction of focusing on treating trauma, indicating that the therapy is progressing in identifying its primary function (Dawson, 2014). 

Animals have been used to assist in the treatment of individuals coping with mental health according to Trivendi & Pearl (1995) since 1792. Peer reviewed evidence of this therapy has been documented within psychology since the mid 1900’s, but it was in the 1970’s that alternative therapies became more popular including EAT (The Equine Assisted Growth and Learning Association, 2020). Therapeutic riding was intended to provide a short term, concentrated treatment intervention, each session lasts approximately 60-90 mins. EAT has been used for centuries to reduce symptoms of hysteria and hypochondria associated with related mental illness (Pauw, 2000), along with the rehabilitation of people with reduced motor control (Del Rosario-Montejo, Molina-Rueda, Muñoz-Lasa, & Alguacil-Diego, 2015). Amongst scholarly articles, Boris Levinson is recognised as the father of animal assisted therapy (Bachi, 2012; Geist, 2011; Mallon, 1992) noting that pets have been included in people’s lives since prehistoric times and are classed as family members.

Recent figures published by the House of commons (11th January, 2019) also show that one in eight children between the ages of 5-19 years old are dealing with a mental health disorder. Sadly, only one in three children are receiving NHS funded mental health treatment within the UK between 2017-2018, and many more are having to wait for unacceptable periods of time for treatment. This seems an intolerable level of care available to young people, however, even though provisions were made by the government to increase the number of mental health staff (House of commons; Comittee of public accounts, 11 January, 2019). The NHS has been experiencing difficulties recruiting and maintaining members of staff, with these issues underlining the difficulty that health care services face with progression in these areas. Resulting in a greater strain and pressure being placed on private health care providers and third sectors. 

With an increasing body of literature, and the promotion of more modern therapies for children as apposed to traditional talking therapies and numerous current studies (Dunlop & Tsantefski, 2018; Cantin, & Marshall-Lucette, 2011), which provide evidence to suggest the diversity and effectiveness of EAT therapy, it raises further questions as to why this therapy is not being utilised to its full potential within the UK. As mentioned above the vast number of children and young adults displaying a variety of mental health problems and developmental needs including: attention deficient disorder, behavioural issues, eating disorders, depression, abuse, anxiety, relationship and communication problems (Beck & Katcher, 1996). An investigation into literature surrounding this within the last 50 years retrieved from electronic sources, found some limitations and reoccurring themes.  

Within this particular review, an investigation into equine-assisted therapy treatment of children dealing with, or that have experienced trauma. Trauma is defined as “having a traumatic experience or witnessing extraordinary stressful events which can have a profound impact on your psychological and emotional well-being” (Karaca, 2020).  Several studies have suggested that behavioural, and psychological issues can be as a result of traumatic experiences. However, it must be mentioned that there are many causes of trauma, but it is your emotional experience and response to the event, which indicates the trauma. 

No two people will experience an event the same way, but the more helpless and frightened you feel, the more traumatised you are likely to feel. More so, Psychological trauma usually occurs after experiencing a particularly distressing or enduring repeated disturbing events. This can lead to the client feeling totally overwhelmed, and unable to cope (Karaca, 2020). The NHS recommends a waiting period of four weeks, to assess symptoms of those with Post Traumatic Stress Disorder (PTSD), in what they call “watchful waiting”, and state that two out of three people with mild symptoms improve. However, those that get worse within this time period should have a follow up appointment within one month (NHS, 2018). 

The NHS also state that they use three types of psychotherapy, with Cognitive Behavioural Therapy (CBT) as the most common. The others are Eye Movement Desensitisation and Reprocessing (EMDR), group therapy, and medication such as anti-depressants, with medication requiring 12 months treatment plans and a minimum of  four week withdrawal period (NHS, 2018). However, these drugs are not licenced for persons under the age of 18 years old, and the NHS recommended trauma-focused CBT treatment specifically for children. Furthermore, individuals diagnosed with complex PTSD, are offered longer periods of CBT, or EMDR (NHS, 2018) but no suggestion of alternate treatments.    

Although, psychological and behavioural issues relating to trauma cannot be contributed to this alone, within Schultz, Remick-Barlow, & Robbins, (2007) study, it was clear that children who have been subjected to intra-family violence (violence, neglect, sexual abuse or all three) were considerably at a greater risk of mental health problems (Dube, et al, 2002) and may suggest that the most vulnerable and in requirement of support. Dunlop, & Tsantefski, (2018) suggest that children under the age of 12, whom are exposed to Problematic Parental Substance Use (PPSU),  approximately 13% of these children often result in being involved with the protection authorities, and 70% engaging in foster care situations. As a result of this, a cohort of children are diagnosable with psychiatric disorders, making it difficult for children dealing with such disorders, to be aware of their feelings and emotions, and in turn affecting their behaviours.  

Although contemporary approaches advocate supporting children through such programs, there is a increasing treand that child-based interventions are forming a vital role within whole-of-family service provisions. And it is suggested that there is no base guide for health care professional to work off of (Dunlop, & Tsantefski, 2018). There are many theories as to how or why EAT is an effective mental health treatment, however, studies predominantly suggest that EAT reduces symptoms of distress and encourages mindfulness but has been suggested that this therapy, does not affect individuals coping mechanisms. 

Furthermore, factors surrounding children which have experienced trauma can have an impact on the effectiveness and outcomes of the treatment (Muller & McCullough, 2017), and responses to trauma vary from person to person. More disturbingly, things such as age, the type of abuse endured, developmental status of the child at the time of the trauma, length of time endured and severity of abuse, along with the relationship between the perpetrator and the child also have an effect. All of these factors have the potential to affect the neuropsychological development of the child, having a knock on effect on their cognitive functioning, language, and their education (Mueller, & McCullough, 2017). As many children whom have been subject to trauma often find difficulty establishing a therapeutic bond with an adult (Kemp, Signal, Botros, Taylor, & Pretice, 2014), EAT is suggested to allow the child to project their needs, wants and behaviours onto the horse which acts a mirror (Tucker, 1997; Katcher & WiIkins, 1998;) which allows the therapist insight. Goals for children include focused development of group participation, effecting social skills, improving their speech and language,  organizing capabilities, problem solving, addressing inner conflicts and enhancement in levels of self-esteem (Folse, Minder, Aycock, & Santana, 1994; Tyler, 1994). 

Brickel (1982) suggests that animals distraction the patient in a therapeutic context and act as a buffer. This allows the client and therapist to use the horse as a distraction to divert attention away from the issues causing the anxiety which allows for better self-regulation and control with regards to the exposure, which reduces the risk of withdrawal and avoidance. However, Brickel doesn’t offer an explanation as to the reasoning behind why animals specifically are such a diversion. An interesting more current study found that when a mechanical simulator was used to provide ridden therapy, no clear evidence of benefit was provided (Dewar, Love, & Johnston, 2015), indicating that the animal is a key component in therapy outcomes. 

Melson (2001) states that clinically it would be difficult to find a better paring of attributes, one that naturally engages and relaxes the patient (Kruger, & Serpell, 2010). One such explanation is the biophilia hypothesis by Wilson (1984) stating that humans are genetically predisposed to attend to and be drawn to other living creatures, along with increased chances of survival due to knowledge, attention and environmental cues.

Following on from Wilsons (1984) hypothesis, EAT therapy creates the combination of all three, due to the patient being in the presents of an animal that weighs 600 Kilograms (living creature) and could easily overpower you, combined with therapy usually taking place outdoors (environment), it requires patients to be very present and aware of themselves (focusing attention). Contradictory to this, Wilson (1991, as sited in Kruger, & Serpell, 2010) study provides evidence that interacting with animals is more stressful than other activities such as reading quietly.  Furthermore, some client may fear to be close to such animal and reducing motivation to engage with this type of treatment. Additionally, if a client is already experiencing and dealing with trauma, it may further traumatise them. Also, some may have had a traumatic experience involving an animal which would discourage someone from participating (Clake, & Bee, 2019). 

Within Mann and Williams (2002) study, youths taking part in equine assisted family therapy found an 82% improvement after just 5 sessions (Cantin, A., & Marshall-Lucette, S., 2011). It is also suggested that this type of therapy works better with children as they are more familiar to experiential work than adults and manage to identify themselves with animals better, so that they can act as an emotional bridge to therapeutic alliance, and provide unconditional positive regard, something which may not be present within their present lives (Thompson & Gullone, 2003). 

Shultz (2005) study shows that at-risk adolescents aged 12-18 years which had been exposed to abuse, and had been identified as having a wide range of behavioural and mental problems, confirmed that those adolescents who received EAT showed a greater psychosocial functioning and improvement in therapeutic change, than those who were not. However, no distinction was made by Schultz as to which patient received individual or group therapy, this may have significant impact on the result of this study, due to the issues that may arise within group therapy, such as trusting others, disclosure or wanting to maintain confidentiality (Cantin, & Marshall-Lucette, 2011). 

A positive correlation to cortisol levels and stress was found within Yorke, Nugent, Strand, Bolen, New, & Davis, (2013) study, found that children with PTSD and increased cortisol levels are linked to reactions to stress endured over a long period of time can cause other health problems (Heinze, Lin, Reniers, & Wood, 2016). Zugich et al, (2002) states that the horse allows a variety of feelings and behaviours to be displayed by the individual, which can act as a catalyst, if used correctly, for personal awareness and growth, due to the horse offering an opportunity for projection and transference. 

Additionally, the transference reaction of a group member or therapist created by the patient’s inappropriate behaviour or shortcomings, is less likely to be dismissed when the patient’s reaction offends the horse (Klontz, et al, 2007). This is due to it being more difficult to attribute the horse’s reaction as premeditated, in comparison to more traditional therapies with a human therapist, allowing the interpersonal factors are reduced. Furthermore, studies such as Schultz, Remick-Barlow, & Robbins, (2007) indicate that the greatest and quickest improvement is seen when the intervention is received as young as possible. However, the lasting effects of this therapy are still undetermined and even though this study provides evidence of a positive effect, with a rapid improvement over a short period of time, the impact that age, maturity, environment and gender have are not clear and   effect on the result. With Greenwald (2001) study of 81 male children, saw no improvement of anxiety or depression after EAT programme. 


Furthermore, Vidrine et al, (2002) states that clients can often connect to the horse’s natural behaviours such as hypervigilance and impulsivity, the need to escape when feeling frightened or threatened. The horse also allows for mirroring with unbiased feedback and accuracy of the individuals emotional and physical state during exercises.  With further numerous reports of patients stating feelings of being calmer when an animal is present. Levinson (2004) study on children with ADD describes a positive impact when engaged with either grooming or leading the horses, and were able to focus for longer periods of time. The children’s self-confidence and esteem increased as the children understood how to receive cooperation from the horses. 

McCormick and McCormick (1997) study demonstrated that defiant and hostile youths quickly felt overpowered and unequipped to overthrow their adversary (horse). This resulted in the youths creating a more positive response to the equines behaviour than defiance and aggression, understanding and choosing openness and vulnerability (Trotter, Chandler, Goodwin-Bond, & Casey, 2008; Levinson, 2004). However, contradictory evidence suggests that because equine therapy is usually integrated into an already established treatment programme, it is difficult to assess the true effectiveness of the therapy (Kruger, & Serpell, 2010).  

There does not seem to be one overarching framework of what EAT therapy is trying to achieve. One suggestion as a major goal of this technique according to Corey (1990) states that the resolution of unfinished business occurs. According to Wegcheider-Cruse & Bougher, (1990) they define it as unspoken feelings which are connected to memories which are carried into the present by the patient, which allows individuals to work through these unresolved feelings. Both of these definitions would indicate that the patient is given a space to express withheld feelings within a safe environment, allowing them to make sense of potentially experienced trauma. 

As previously mentioned, children who have experienced trauma may have difficulty explaining or engaging in traditional therapy. Ratey (2001) argues that for young adolescents and children, it can be difficult for them to engage in talking therapy due to finding it troublesome to articulate their emotions. However, Macdonald (2004) and Karol (2007) describe the difficulty of engaging young people or encouraging them to make a conscious choice using their free will to even begin and commit to therapy. They suggest that children who have had negative parental or adult interactions, will often view therapists with a general mistrust. Powell (2008) suggests that EAT provisions should be made for those who have not been reached through other conventional treatment.  

Additionally, Karol (2007) states that there are few EAT programmes with professionals that are working within them that are therapy experts such as a clinical social worker, psychiatrists or Master or doctorate level psychologists. Karol also suggests that the individuals delivering the sessions are more equine experts, so by utilising a more profound professional within the therapy, it would allow a more complete psychotherapeutic experience and a wider use of treatment than Cognitive behavioural therapy or here-&-now techniques (Cantin, & Marshall-Lucette, 2011).  

Bachi, Terkel, & Teichman, (2012) state that EAT provides an opportunity for children to create a secure attachment, secure base, and a place of safety. As parents who experience PPSU, can negatively affect a parent’s ability to provide safe secure attachment, response to a child’s needs and accurately read cue and complete parenting tasks (Dunlop, & Tsantefski, 2018). More importantly allows for an opportunity to engage in safe physical touch, for children’s who have experienced deficits in early attachment including emotional touch (Denworth, 2015). Working with horses provides an ideal opportunity for the child to experience a safe and sanctioned way to experience physical sensation and holding, in the forms of riding, petting and grooming (Mueller, & McCullough, 2017). 

However, it is highlighted with up most importance, that those children and youths which have been engaged within the therapy programs, that the termination process of the treatment begins early on with clients. Just as with traditional therapy, the client must focus on the tools acquired during therapy and use them in their current life, and taking away the positives of that relationship, between them and the therapist (Dawson, 2014). Many therapists allow clients to return to the place in which the horse is kept as this allows the client to continue their relationship with the horse, should the wish to do so. This is suggested to reduce any added stress, anxiety, depression or grief, and would understandably be significant to traumatised persons. 

An interesting area of study within EAT which may provide useful information and require further investigation, are therapies which are mono-culturally biased and conducted within a clinical environment. This may be unsuitable for some individuals due to their culture (Kemp, et al, 2014). However, there is relatively little research regarding ethical and cultural diversity and the effectiveness of therapeutic interventions within EAT (Kemp, et al, 2014). Furthermore, with regards to individuals from different ethnicities, this study suggests that cultural differences with regards to gender, restrict the client becoming engaged with a ‘stranger’, as therapy requires the client to talk about family matters and emotions, and can contribute to difficulties in successfully engaging clients which can turn into high attrition (Kemp, et al, 2014).

EAT therapy varies in price depending on location (Clake, & Bee, 2019), however there does seem to be a limited amount of referral practitioners (90) and approved centres within the U.K. and Europe. However, there are a vast amount of practitioners with advertisements offering the service around the U.K. if searched for via search engines. This raises issues surrounding accreditation and correct deliverance of the therapy and regulation of the industry. Although, Leading Equine Assisted Psychotherapy (LEAP), state clearly that they have a clear framework, and are endorsed by the BACP (British Association of Counsellors and Psychotherapy), and are supported by Children in Need, however, this is not the only training centre and clinic. 

When investigated further, LEAP only had two training sites (within England), and listed only three therapists within the U.K. It is recommended by Leading Equine Assisted Psychotherapy (LEAP) that a course of 8 -10 sessions per client is given. Though the model has been adapted by one of the governing bodies/training programmes within this therapy. Typically, with longer-term work, clients will have a combination of EAT and office-based sessions. 

Whilst Tyler (1994) states that it has proved difficult to convince the NHS that it is an effective therapy, he also states that it is an expensive and timely treatment. However, Mann and Williams (2002) contradict this by stating that their study evidence provides greater progress at less cost, in a shorter space of time. To date, there are only a few approved an accredited private centres providing treatment within the U.K. (Cantin, & Marshall-Lucette, 2011) which may be contributing to the problem. However, the Equine Assisted Growth and Learning Association (EAGALA, 2014) states on their website that 600 equine-assisted therapy programs, are up and running, world-wide which would suggest the effectiveness and growing use of this therapy.

With the NHS relying on acute providers to fund treatment for patients, and spending reaching £82.4bn between 2009/10 – 2017/18, the NHS has for the last decade has been experiencing the slowest rate of spending growth since its existence (Institute for Government , 2019). With funds being divided between different departments, The Kings fund estimated that acute funding growth, was three times greater, than mental health funding since 2012/13 (Institute for Government , 2019). This could be affecting waiting times for patients, and causing patients to forgo treatment plans. Staff costs amount up the majority of spending costs within the NHS with a total of £52bn, and the intake of the workforce increasing by 6%. This would indicate that the amount of funding available is affecting patients and members of staff and that the rate at which demand for services is growing is causing impact to the care and well-being to the clients. 

However, this is confirmed with problems that still persist. With waiting times in January of 2017 averaging at around 40-45 days from referral to face to face appointment for mental health patients (Ross, & Naylor, 2017), this is a lengthy and potentially dangerous period of time to wait for treatment, especially if a child is dealing with trauma or mental health issues. However, the trusts Child and Adolescent’s Health Services (CAMHS) report claims that waiting times are in fact in and around 98 days, but with the rapid process improvement workshop, waiting times can be reduced to just 7 days (Ross, & Naylor, 2017). Indicating that intervention and treatment is usually required urgently, placing strain on our social care system put in place by the local authorities and children’s services. 

Additionally, with a 14% increase in day-to-day spending on children’s social care since 2009, and local authorities aiming to provide children with a Social care innovation package which aims to provide preventative intervention as a way to elevate the strain placed on social care. Secondly, local governments are obligated to provide social care, a large portion of care is provided to vulnerable children via children’s services. These services are largely discretionary and local authorities have less legal obligations to provide them (Institute for Government , 2019). The Association of Directors of Children’s Services (ADCS) indicates that a greater acute demand has resulted from the reduction of funds available to provide early intervention services and inevitably led to a greater strain on social care (Institute for Government , 2019). 

This has an impact on the amount of funding available within the NHS. With mental health accounting for 23% of the total burden on the NHS, but receiving only 13% for spending on this area (Miller, 2012). This would indicate the glaring fact that health services require cost effective and time effective treatments made available to patients, with the third sectors providing much needed support and care to those who are not being provided adequate treatment. Therefore, this causes problems with a viscous circle effect, by alleviating the NHS and local governments of the full problem, financially this reduces the amount of funding made available. Further longitudinal studies are suggested to determine the extent in which successful changes have been made to those people engaging with these sectors (Miller, 2012). Additionally, depending on the area in which you live, may affect the level of treatment made available to you, and possible range of treatments. 

Hemsley (2010), argues that by just using CBT to treat PTSD, assumes that all individuals are not able to process trauma occurred which has led to the symptoms being developed. Without giving acknowledgment to every theoretical model which offers a focus on a heuristic level, other than CBT, this actually undermines the other models of therapy, causing the reinforcement of the medical model of intervention. Trauma therapy is a complex psychological, biological and social combination which develops and changes over time (Herman, 1992). This rationale invites a grater range of different modalities to be drawn upon, which could be overlooked by medicalised approaches to mental health. 

More interestingly, with mixed methods of study used to assess the effectiveness of EAT therapy, quantitative studies in the effectiveness of this treatment are more successful than qualitative. This seemed to be due to methodological issues (Cantin, & Marshall-Lucette, 2011; Klontz et al, 2007). Most published quantitative studies (Smith-Osborne, & Selby, 2010; Trotter, et al, 2008) use self-reported measures to show significant participant improvement in psychological changes upon completion of the program. Furthermore, other studies provide weak support, such as quantitative, providing results that suggest general trends towards effectiveness (Bachi, et al, 2012; McCullough, et al, 2015). And some mixed methods and quantitative evaluations provide evidence that EAT as unsuccessful in causing psychological change (Ewing, et al, 2007).  

Qualitative studies, (which are a small group), suggest positive changes in adolescents and children across a variety of areas such empathy, teamwork, self-esteem, confidence, self-efficacy, and other essential life skills (Hauge, Kvalem, Berget, Enders-Slegers, & Braastad, 2014). One study showed that AAT showed promise when used as an intervention for treating traumatised youths as a complimentary treatment (Mueller, & McCullough, 2017). However, there still seems to be a lot of supporting evidence for this alternative therapy. 

Secondly, like most developing fields of practice, more research and literature is required on the theory and practice, rather than just the regulation of this therapy. There are many professional bodies within equine therapy depending on which aspect and discipline therapy takes place under. This would indicate that EAT requires more regulation or funding to facilitate a more unified approach to the therapy. Which points out that more rigorous studies into specific groups of clients may provide evidence into whom and what situations it is most effective (Kemp, et al, 2014). The therapy usually requires two professionals, a fully qualified psychotherapist to engage the therapy, and an equine professional to control the horse, some are riding instructors, within the U.K. the British Horse society (BHS), and Riding for the disabled (RDA), are the main governing bodies which have certifications to obtain before practice is allowed and safety standards to adhere to.  

Equine assisted growth and learning (EAGALA) is one of the main governing bodies within the field. Another is Equine facilitated mental health association (EFMHA), The Professional Association of Therapeutic Horsemanship (PATH) and Learning Equine Assisted Psychotherapy (LEAP), each have their own models. However, due to mental health being such a complicated and diverse field, professional development, workshops and ongoing education are paramount when working within this field. This is in order to primarily keep the clients safe, along with the therapist/instructor. Some studies raise the growing number of concern regarding the need to ensure the safety and well-being of the animal ‘therapist’ within the programs (Evans and Gray, 2012) and the importance to establish whether working with a live animal is vital to animal assisted therapy (Borgi, et al, 2016).

There does seem to be some discrepancies with the ethics surrounding the care of the animals used. Upon the EAGALA website, it was very difficult to find any documentation about this, other than the therapists role, which is to ensure the patients and horses safety at all times. A few other governing bodies stated that the animals were to be kept in line with the areas local governing bodies. Within Wales this would be the British Horse society, World Horse Welfare, and the local government website, Department for Environment, food & Rural Affairs (www.gov.uk, 2018), in which the Horses control act 2015, and the Animal welfare act 2018, seems applicable to horses, but only those horses which are being ridden. However, these documents do provide clear rules and regulations into the conditions that horses must be kept, but are left open to individual interpretation. With EAT not always being a ridden therapy, this would raise concerns into whether laws would be applicable to all animals concerned. 

Multiple studies have shown with evidence, that a positive outcome is possible from therapy, with the use of one or more companion animals within treatment. Animal therapy created an improvement of psychological and physical symptoms for the patient (Klontz, et al, 2007). However, problems with terminology, definition, and unified evidence to support EAT treatment still persist (Dawson, 2014). Further issues have arose from the therapy being delivered by multiple therapists trained in different schools of psychotherapy. This causes less agreement on ways in which to deliver and address theoretical frameworks/protocols, moreover, different diagnoses of clients and issues that EAT can benefit resulted in a lot of agreement from practitioners (Dawson, 2014). 

This review suggests that the majority of literature about EAT as a form of therapy provides support that this therapy enhances people’s mental health, encourages positive behaviours and is as effective as other recognised therapies of similarity. Even though there is a vast amount of research available surrounding this field, one suggestion is that more comprehensive research studies are required to give the therapy an improved evidence-based feedback. Lentini & Knox, (2008) Suggest studies that include biometric measure such as skin conductivity, blood samples or brain wave activity measuring neurotransmitter uptake could significantly enhance research. Controlling other variables such as control groups, environment, animals used on various groups may also provide more substantial research (Trotter et al, 2008; Bexson, 2008). More longitudinal studies and studies on cultural elements limiting therapy would also greatly benefit possible frameworks and models in its primary function. 

Whilst considerable efforts to investigate theoretical frameworks and practices have been explored within literature, it highlighted the lack there of, however, it also illuminated how diverse and eclectic this type of therapy can be. Whilst there is not one therapy that works for all, or works for one diagnosis, EAT can work with many different diagnoses and co-morbid conditions, behaviours and symptoms. Additionally, treatment programs and times would vary from person to person, and conditions, behaviours diagnose and experienced, and would depend upon the area in which they were living. That said, a more uniformed method of accreditation, monitoring and training for therapists, along with clear guidelines on animal care, would potentially benefit its support and regulation. Therefore this may indicate that there may never be one single set of theoretical framework within EAT. Perhaps instead focus should be based on evidence based models which may benefit clients more, and furthering current practice. 

[bookmark: _GoBack]With the alarming number of children and youths currently suffering and receiving treatment for mental health disorders. Whilst the NHS has been experiencing difficulties recruiting and maintaining members of staff, both the NHS and licenced clinical social workers could contribute and support the alternate methods of psychotherapy practices such as EAT more, as these are currently predominantly engaged by the third sector. Whilst this also shows a ‘one size fits all’ attitude and supports the continuation of the medical model of diagnosis, it also inadvertently discredits other forms of therapy which have equal place and relevance to treatment. Furthermore, by including other models of practice, this may also reduce treatment waiting times, engage more children due to the uniqueness of the therapy and move away from the more traditional office based therapies which have experienced difficulty engaging those children and youths subject to trauma. 

EAT has been indicated to significantly impact areas of trauma, depression, anxiety and issues surrounding boundaries (Dawson, 2014), helping those who have experienced such diversities within their early life would surely provide enough evidence to support and continue such a non-talk-based treatment therapy. 


