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ABSTRACT 

Objective. An integrative systematic review with a narrative synthesis was conducted to explore 

and identify the benefits of integrating a therapy animal into trauma-informed treatment for 

children and adolescent survivors of sexual abuse. This review detailed various ways therapy 

animals were incorporated into treatment and when the integration of therapy animals is most 

and least beneficial. Methods. Eight electronic databases were searched for relevant articles. The 

search was limited to peer-reviewed articles published in the English-language. Articles 

published in and out of the United States were included, without a limit on date published, in 

order to capture any cultural differences and contain all relevant articles. All studies included a 

therapy animal as part of the treatment modality and discussed treatment outcomes. Participants 

were comprised of youth under the age of 18 seeking treatment due to trauma symptoms related 

to sexual abuse. Results. Findings from 12 articles revealed a range of ways therapy animals 

were integrated into trauma treatment, including those categorized into structured, semi-

structured, and unstructured approaches. Low attrition rates and significant improvements in a 

wide-range of trauma-related symptoms including PTSD (n=7, 58.33%), internalizing symptoms 

(n=9, 75.00%), externalizing symptoms (n=6, 50.00%), and interpersonal functioning (n=8, 

66.67%) were indicated by outcomes from the included studies. Additionally, benefits that 

enhanced the treatment program (n=7, 58.33%), produced positive changes in and out of therapy 

(n=6, 50.00%), and augmented post-treatment outcomes (n=3, 25.00%) were associated with the 

therapy animal. Conclusions. Despite the wide-range of heterogenous symptoms that can 

develop in youth after sexual abuse and the distinctive ways animal-assisted therapy was 

integrated into different treatment modalities, themes emerged from the 12 articles reviewed 

around therapy animals supporting and augmenting treatment outcomes across age, 
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developmental level, gender, and cultural background. Animal-assisted therapy provided 

additional benefits to treatment which were associated with the presence of the therapy animal. A 

strength of this review includes its narrative synthesis of the current literature on animal-assisted 

therapy and trauma-informed treatment for youth in treatment for sexual abuse, as well as its 

recommendations for groups impacted by child sexual abuse, such as clinicians, parents and 

caregivers, governing officials, and survivors. 
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Chapter I: Background and Rationale 

Statement of the Problem 

As gathered in a national survey of 17-year-olds, the estimated prevalence for child 

sexual abuse (CSA) is 26.6% for females and 5.1% for males, which means that about 1 in 4 

girls and 1 in 20 boys are sexually abused at some point during their childhood (Finkelhor et al., 

2014). In the United States alone, around 60,000 incidences of CSA were confirmed by Child 

Protective Services in 2012 (U.S. Department of Health and Human Services, Administration on 

Children, Youth, and Families, 2013). Indeed, CSA impacts children of all cultures and 

socioeconomic statuses (Finkelhor, 1993), with global estimates for the prevalence of CSA 

varying depending on the country and ranging from 8-31% for females and 3-17.6% for males 

(Barth et al., 2013; Pereda et al., 2009; Stoltenborgh et al., 2015). Given that 60% of CSA 

survivors never report their abuse officially nor interpersonally, these estimates are expected to 

be a gross underestimate of actual incidences of CSA and the full magnitude of CSA remains 

unknown (Sedlak et al., 2010). Thus, it is evident that the prevalence of CSA is alarmingly high 

and widespread on a global level.  

CSA is defined as sexual activity with a child who is not developmentally prepared, 

incapable of giving informed consent, or unable to understand the sexual act(s), which violates 

the general consensus of societal norms of acceptable behavior. Not only adults but other 

children can sexually abuse a child if the abuser holds a higher status of power, age, trust, 

responsibility, or developmental maturity than the abused (Norman et al., 2012; Signal et al., 

2017). 

Sexual abuse of a child can have long-lasting physical and emotional impairment as the 

child attempts to cope with the unthinkable. Each survivor’s experience is unique to them and 
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can be impacted by individual resiliency factors and the severity and duration of the sexual 

abuse. CSA is an interpersonal trauma; consequently, trauma-related symptoms may begin to 

manifest during the sexual abuse and can extend over a lifetime, impairing functioning not only 

socially but in all aspects of life (Milot et al., 2010). In some cases, the sexual trauma may result 

in symptoms that meet the criteria for a diagnosis of post-traumatic stress disorder (PTSD). 

However, youth who have been sexually abused often present with a wide range of heterogenous 

symptoms, including internalizing and externalizing symptoms (Kendall-Tackett et al., 1993; 

Maniglio, 2009; Putnam, 2003). 

Thus, CSA often results in the youth suffering treatment-resistant trauma-related 

symptoms, which, if left untreated, could extend across their lifetime (Cutajar et al., 2010). 

While psychotherapy treatments are available to help children process the trauma and reduce the 

trauma-related symptoms, barriers to treatment completion are common, and some symptoms, 

such as avoidance of trauma reminders, enhance difficulties in treatment. Solutions are 

desperately needed, as attrition rates for CSA, in particular, tend to be high; for example, trauma-

focused cognitive behavioral therapy (TF-CBT) for children has incompletion ranges between 

35-75% (Wamser-Nanney & Steinzor, 2017). To be further explored in this literature review, it 

appears from preliminary research that adding in a therapy animal helps to reduce barriers to 

treatment, augmenting and enhancing treatment outcomes (Dietz et al., 2012; Germaine et al., 

2018; Mueller & McCullough, 2017; Parish-Plass, 2008; Signal et al., 2017; Wamser-Nanney & 

Steinzor, 2017).  

However, there is a lack of integration among the literature, presenting a need for this 

systematic review. Specifically, articles are available that discuss the symptomology, treatment 

modality options, and other relevant factors relating to CSA. Similarly, the use of therapeutic 
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animals has been studied, with some studies focused on children with trauma histories. However, 

there has yet to be a systematic review complying and evaluating the literature on the benefits of 

adding in a therapy animal to trauma-focused therapy for youth survivors of sexual abuse. Thus, 

this review adds to the growing body of research on creative adjunctive interventions designed to 

better meet the needs of those most vulnerable by exploring the benefits associated with 

integrating therapy animals into treatment for youth survivors of sexual abuse.   

Moreover, there are groups of people who may uniquely benefit from this systematic 

review. Clinicians may benefit from using this systematic review as a quick overview of the 

literature regarding the efficacy of adding therapeutic animals for the treatment of CSA and to 

guide the incorporation of therapy animals into their clinical practice, especially for clinicians 

seeking creative ways to navigate the barriers to treatment, such as those who have clients 

healing from sexual abuse that are struggling to engage or not improving in treatment. Parents 

and caretakers of youth who are survivors of sexual abuse may find this review helpful while 

searching for treatment modalities that will uniquely meet the needs of their child and provide 

the best opportunity for the resolution of trauma-related symptoms. This review also draws 

attention to a crucial topic for stakeholders and policymakers to direct their resources to fund 

prevention and treatment programs, as well as further research, to allow some of the most 

vulnerable groups in our society, children who have been abused, a chance to heal and reduce 

pain not only in the present but also in the future. Finally, survivors of CSA may find this review 

helpful in providing information on alternative approaches to augment their trauma treatment.  
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Current Research 

Impact of Sexual Trauma on Youth 

A recent longitudinal study found that youths who experienced CSA tended to have 

psychological symptoms that were more severe and remained worse over a longer period of time 

in comparison to children who experienced other forms of abuse (e.g., physical abuse; Lewis et 

al., 2016). Further, it appears that factors that often occur in relation to CSA (e.g., coercion and 

manipulation of the child to keep the sexual abuse a secret or to keep it within the family if the 

perpetrator is a family member; feelings of misplaced responsibility, powerlessness, shame, 

guilt, betrayal of trust, and loss of safety associated with the traumatic sexualization) may impact 

child sexual abuse survivors in a way that creates a symptom presentation unique from other 

traumatic experiences (Feiring et al., 1996; Finkelhor & Brown, 1985; Lewis et al., 2016). Given 

the nature of CSA, youth may experience an immediate trauma response as well as a wide range 

of trauma-related symptoms which can extend over the lifetime and impair functioning in all 

major areas; indeed, between 47-56% of adults with a history of CSA meet criteria for a 

psychiatric diagnosis, such as PTSD, depression, anxiety, eating disorders, and substance abuse 

(Martin et al., 2004). Importantly, the impact can also be devastating during childhood. A review 

of 45 studies indicated that youth who experience CSA most commonly develop PTSD, fears, 

behavior problems, low self-esteem, and sexualized behaviors. As a result, however, there was 

no one symptom or presentation (e.g., PTSD) seen in the majority of children (Kendall-Tackett 

et al., 1993). Thus, sexual abuse survivors experience vastly disparate clinical symptoms. Several 

meta-analyses and systematic reviews compiled information regarding the heterogenous nature 

of symptoms for youth with CSA, including those linked to a trauma-related diagnosis (e.g., 

dissociation, avoidance, etc.) as well as other internalizing and externalizing emotional and 
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behavioral symptoms (Kendall-Tackett et al., 1993; Maniglio, 2009; Putnam, 2003). In the 

following sections, trauma-related diagnoses will be discussed. Then, the author will expand the 

trauma response to include internalizing and externalizing symptoms to capture the wide-ranging 

impact of CSA on youth fully.  

Trauma-Related Diagnoses 

As detailed in the Diagnostic and Statistical Manual of Mental Disorders 5th Edition 

(DSM-5; American Psychiatric Association [APA], 2013), exposure to sexual trauma could 

result in Acute Stress Disorder or PTSD. Acute Stress Disorder and PTSD share similar 

symptomology. They are diagnosed through the display of four symptom clusters: avoidance, 

intrusion, hyperarousal, and negative changes in cognition or mood, which must occur following 

exposure to a traumatic event(s) (APA, 2013). Avoidance symptoms may present as internal or 

external avoidance of reminders of the traumatic event. Intrusion symptoms often present in 

children differently than adults and may be characterized by vague but distressing nightmares or 

play centered around trauma-related themes. Negative cognitions may present as depressive 

mood, negative cognitive beliefs, self-blame, or social withdrawal. The hyperarousal symptoms 

often appear as irritability, sensitive startle response, lack of concentration, insomnia, anger, and 

hypervigilance (APA, 2013). Dissociative symptoms may also be present. For children, 

dissociative symptoms may involve imaginary friends, sleepwalking, unpredictable behavior, 

and excessive daydreaming (APA, 2013; Collin-Vezina et al., 2013).  

While the DSM-5 is the primary classification model of mental health clinical diagnosis 

in the United States, the International Classification of Diseases (ICD-11) is the official global 

classification and diagnosis model for diseases including mental illness (World Health 

Organization [WHO], 2018; Tyrer, 2014). The criteria for PTSD in the ICD-11 includes 
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exposure to extremely threatening event(s) and avoidance, re-experiencing, and hypervigilance 

symptoms which last for several weeks and result in significant impairment in areas of 

functioning (WHO, 2018). The diagnosis of complex PTSD (CPTSD, ICD-11) was developed to 

capture the disturbance in self-organization that can result from intersecting traumatic 

experiences, developmentally early trauma, or compounding trauma (Hebert & Amedee, 2020; 

Maercker, 2021). Criteria for CPTSD includes the three core symptoms of the ICD-11 PTSD 

diagnosis as well as problems in affect regulation (e.g., emotional numbing and irritability), 

interpersonal relationships (e.g., difficulties in creating or sustaining relationships), and self-

concept (e.g. negative beliefs about self or feelings of shame or guilt; Hebert & Amedee, 2020; 

WHO, 2018; Maercker, 2021). 

Emotional and Behavioral Symptoms 

Given the heterogeneous nature of symptoms for survivors of CSA, symptoms and 

trauma responses do not always fit into the more restrictive DSM-5 or ICD-11 diagnoses 

(Saywitz et al., 2000). As evident in Murphy et al. (2014), sexually abused children who might 

not meet all the criteria necessary for a DSM or ICD diagnosis often still have trauma-related 

symptoms that impact aspects of healthy child development and cause significant clinical 

impairment. The symptoms can include partial expressions of the above-listed trauma symptoms, 

as well as psychological distress, cognitive distortions, somatization, and physical issues, such as 

increased sympathetic nervous system activity, neurostructural differences, sexual dysfunction, 

non-epileptic seizures, and chronic pelvic pain (Dietz et al., 2012; Kendall-Tackett et al., 1993; 

Lawson & Quinn, 2013; Maniglio, 2009; Milot et al., 2010; Putnam, 2003).  

Further, symptoms resulting from sexual trauma can manifest in ways beyond those 

associated with the diagnoses and trauma responses discussed above. Internalizing symptoms 
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such as depression, suicidal ideation and non-suicidal self-injury, anxiety and fears, general 

psychological distress, psychotic symptomology, anger, personality disorders, issues with 

emotional regulation, and low self-esteem are associated with CSA (Kendall-Tackett et al., 1993; 

Maniglio, 2009; Putnam, 2003). Moreover, externalizing symptoms such as difficulties with 

interpersonal relationships, behavioral and attentional dysregulation (e.g., poor impulse control, 

hyperactivity, oppositional behavior), problems in functioning at school, aggression, suicidal 

behavior, inappropriate sexualized behavior, substance misuse, and engagement in high-risk 

sexual behavior are associated with a history of CSA (Kendall-Tackett et al., 1993; Maniglio, 

2009; Putnam, 2003). 

It is also important to acknowledge that CSA does not occur in a vacuum but may be 

indicative of other maladaptive environmental factors and is usually not the only traumatic 

childhood experience for these youths (Maniglio, 2009; Putnam, 2003). It is evident from the 

Adverse Childhood Experiences (ACE) study, and the Philadelphia ACE Project, that 

experiences of childhood trauma are associated with and compound upon each other, with the 

more ACEs an individual has in childhood linked to a higher risk of adverse health outcomes as 

an adult, including early death (Cronholm et al., 2015; Felitti et al., 1998). The Philadelphia ACE 

project found that over 83% of participants endorsed at least one ACE (Cronholm et al., 2015). 

Therefore, it is unsurprising that CSA commonly co-occurs with other traumas, including other 

forms of physical and emotional abuse (Perez-Fuentes et al., 2013). For youth who have been 

sexually abused, this means that those most marginalized (e.g., impacted by multiple forms of 

adverse experiences such as abuse, racism, community violence, living in foster care, etc.) are 

those most vulnerable and in need of support and effective early intervention.  
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Evidence-Based Trauma Treatment 

While immediate and long-term therapeutic treatment is recommended for CSA, there 

has been a notable lack of conclusive evidence to support any one therapy treatment in recent 

meta-analyses, with authors citing small to medium effect sizes for most treatments and a lack of 

consistency across measured outcomes and long-term follow-up among studies looking at 

treatments for CSA (Narang et al., 2019; Tichelaar et al., 2020; Trask et al., 2011; WHO, 2017). 

In MacDonald et al. (2006) meta-analysis, which examined CBT for children who have been 

sexually abused, interventions were most effective on PTSD-related symptoms and anxiety. Still, 

they revealed no significant reductions in behavioral disturbances or depression-related 

symptoms. Further, Trask et al. (2011) meta-analysis revealed a trend of older youth (e.g., 

adolescents) having stronger treatment effects, perhaps due to most treatments having cognitive 

components that are easier for older children to utilize.  

While the most widely studied trauma treatment is TF-CBT (Cohen & Mannarino, 2008; 

Dorsey et al., 2017; Hanson & Wallis, 2018; Silverman et al., 2008), recommendations of TF-

CBT by governing bodies such as Society of Clinical Child and Adolescent Psychology 

(Division 53 of the American Psychological Association) are based on the DSM-5 diagnosis of 

PTSD (APA, 2013). This is problematic considering that PTSD is just one cluster of symptoms 

that does not capture the wide range of heterogeneous symptoms presenting in youth and 

resulting from CSA (Dietz et al., 2012; Kendall-Tackett et al., 1993; Lawson & Quinn, 2013; 

Maniglio, 2009; Milot et al., 2010; Putnam, 2003). Further, the WHO (2017) Clinical Guidelines 

for Child Sexual Abuse has criticized the lack of inclusion of cultural diversity across the TF-

CBT studies and questioned the cultural congruence of TF-CBT for cultures that are not 

Westernized and called for adaptation to match children’s developmental level, especially those 
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who are younger. The same report (WHO, 2017) did allow for a conditional recommendation for 

TF-CBT as a potentially effective treatment for CSA but labeled the research as “low-quality” 

and called for further research before making more robust recommendations. Thus, there is 

insufficient empirical support to label any treatments as conclusively evidence-based for youth 

who have experienced CSA. Regarding the components of trauma treatment, the formation and 

expression of a trauma narrative were described as a crucial element (Tichelaar et al., 2020). 

Given the magnitude of CSA and its psychological impact on youth, it is evident that there is a 

need for both effective treatment and creative ways to make the treatments available and already 

being utilized more effectively. Thus, this review’s focus on therapy animals is crucial in 

evaluating a potential solution to augment treatment outcomes and reduce suffering for youth in 

treatment for CSA.  

Trauma-Focused Cognitive Behavioral Therapy 

While conclusive evidence is lacking on which trauma-focused treatment is most 

effective for youth survivors of CSA, as detailed by Cohen and Mannarino (2008), Trauma-

Focused Cognitive Behavioral Therapy is a treatment that has been adapted for children ages 

three to 17, who have experienced sexual abuse and boasts preliminary support in Westernized 

cultures (WHO, 2017). Typically, TF-CBT involves concurrent therapy sessions for both the 

child and the caretaker(s), mainly conducted separately, consisting of eight individualized 

approaches as represented in the acronym PRACTICE: “Psychoeducation and Parenting skills; 

Relaxation skills; Affective regulation skills; Cognitive coping skills; Trauma narrative and 

cognitive processing of the traumatic event(s); In vivo mastery of trauma reminders; Conjoint 

child-parent sessions; and Enhancing safety and future developmental trajectory” (Cohen & 

Mannarino, 2008, p. 159).  
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The first module of TF-CBT, like most therapy modalities, focuses on establishing safety, 

building rapport and therapeutic alliance, as well as on the coping skill-building aspects of the 

treatment. The psychoeducation component of TF-CBT entails informing the caretakers of how 

the sexual trauma can impact both the child and other family members and includes 

destigmatizing the experience of therapy, teaching more appropriate parenting skills and 

interventions, or referrals to additional resources (Cohen & Mannarino, 2008). Relaxation 

techniques are usually taught to both caretaker and child to help reduce physiological 

hyperarousal and may include mindfulness, meditation, breathing exercises, progressive muscle 

relaxation, or calming music (Cohen & Mannarino, 2008). As detailed in Cohen and Mannarino 

(2008), the child’s affective modulation skills are advanced by first identifying, and then 

targeting, emotional defects, often done through playing games focused on feelings to increase 

the child’s emotional intelligence and to regulate both expressed and internal emotions. 

Cognitive coping skills are addressed for both the child and the caretaker, as the therapist will 

teach and then explore the connections between thoughts, which lead to feelings that result in 

behavior to identify and modify any maladaptive cognitive ways of coping (Cohen & Mannarino, 

2008). 

The second module of TF-CBT focuses on the trauma-related portions of treatment. As 

explained by Cohen and Mannarino (2008), trauma memories are addressed through the 

prompting of the therapist over many sessions, guiding the child through creating a trauma 

narrative, detailing the worst events, emotions, and bodily sensations related to the trauma. The 

trauma narrative functions to reveal and process any cognitive distortions the child holds 

regarding the trauma, minimizes trauma avoidance, and contextualizes “the child’s traumatic 

experience into the larger framework of the child’s whole life…” empowering the child to view 
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themselves as a whole person and not just a trauma victim (Cohen & Mannarino, 2008, p. 160). 

Children are then encouraged to express their trauma narrative using whatever artistic medium is 

most comfortable.  If a neutral environmental stimulus triggers a child to remember and re-

experience their sexual abuse, in vivo mastery of trauma reminders would be implemented using 

relaxation techniques and graduated exposure to the stimulus (Cohen & Mannarino, 2008).  

The child is encouraged to express their trauma narrative to their caretaker to create 

channels of open and safe communication (Cohen & Mannarino, 2008). Finally, the therapist 

would include education for both the child and caretaker to ensure the future safety of the child 

(Cohen & Mannarino, 2008). These may include developing safety skills, teaching age-

appropriate sexual behavior, and learning how a non-abusive, consensual sexual relationship 

would behave (Cohen & Mannarino, 2008).  

Therapeutic Animals in the Treatment of CSA 

Animal-assisted therapy (AAT) can be described as the addition of a trained therapeutic 

animal and their handler to a therapy treatment program to supplement the therapeutic 

interventions (Dietz et al., 2012). Horses and dogs are the most commonly utilized therapy 

animals (Serpell, 2006), although animals such as rabbits, small rodents, birds, and farm animals 

are also options.  

 In a meta-analysis conducted by Germaine et al. (2018), eight studies were reviewed to 

determine the efficacy of Animal-Assisted Therapy for the treatment of trauma-related 

symptoms and PTSD, and the results revealed a statistically significant effect (Hedge’s g = 0.86, 

p < 0.001, 95% CI) for both the comparisons of treatment versus control and pre- versus post-

intervention. The research indicated that including therapeutic animals could enhance overall 
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treatment outcomes, producing further symptom reduction than traditional therapy alone 

(Germaine et al., 2018; Signal et al., 2017). 

 Furthermore, as indicated in the study conducted by Signal et al. (2017), the addition of 

therapeutic animals resulted in not only a statistically significant reduction in symptoms, 

including hyperarousal, avoidance, intrusion, and dissociation symptoms, but also in 

recognizable clinical improvements. Given the participant’s improved outcomes in Signal et al. 

(2017), it may follow that increasing individual contact with a therapeutic animal may improve 

the bonding with the animal, thus improving outcomes overall. The literature suggests that 

therapeutic animals may play a mediating role in the reduction of trauma-related symptoms and 

enhance the administration of evidence-based trauma therapy, augmenting treatment outcomes 

(Dietz et al., 2012; Germaine et al., 2018; Mueller & McCullough, 2017; Parish-Plass, 2008; 

Signal et al., 2017).  

Reducing Therapeutic Attrition 

For children who have experienced sexual abuse, trauma treatment can feel especially 

overwhelming and stressful. Murphy et al. (2014) found that sexually abused children tend to 

display higher levels of avoidance-related symptoms, which can prevent the completion of 

trauma-focused treatment and, ultimately, result in premature termination of treatment, as 

evidenced by an estimated 40-60% of children discontinuing trauma therapy before therapist-

suggested termination. For the intervention of TF-CBT for children, the effectiveness is limited 

by attrition rates of 35-75%, prompting an inquiry of research to examine ways to decrease drop-

out for children to fully benefit from TF-CBT (Wamser-Nanney & Steinzor, 2017).   

The author hypothesizes that therapeutic interventions incorporating therapy animals may 

increase motivation and engagement for therapy participants, producing less attrition and thus 
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enhancing treatment outcomes. Studies involving the usage of therapeutic animals as an 

addendum to trauma treatment, as cited in the meta-analysis conducted by Germaine et al. 

(2018), reported treatment attrition rates of under 10%, with five of the studies reporting zero 

patient drop-out, as echoed in the Signal et al. (2017) study. Therefore, the addition of therapy 

animals into evidenced-based therapy interventions may allow for the child to complete the 

intervention and receive the full benefits of the therapy.  

Emotional Bond Benefits 

Children who have experienced trauma often develop an inability to trust adults as a 

symptom (Parish-Plass, 2008). It follows that sexually abused children would cultivate feelings 

of distrust towards adults, given that an adult may have committed the sexual abuse or, in the 

eyes of the child, failed to protect them from the abuser. This distrust may then be extended to 

their relationship with the therapist, creating an impediment to treatment. Cozolino (2014) 

explains how an individual who is unable to form attachment bonds to people due to a history of 

trauma could more easily attach to a therapeutic animal, fostering an environment of safety and 

trust.   

A barrier of distrust can significantly impede the crucial development of a therapeutic 

alliance, and, in the absence of trust, the child can be more resistant to the therapy process, 

eventually resulting in attrition (Parish-Plass, 2008). Successful TF-CBT treatment outcomes 

have been determined to be dependent on the quality of the alliance formed with the therapist 

(Ormhaug et al., 2014).  Therefore, the author conjectures that adding a therapeutic animal may 

improve the comfort of the child, encouraging therapeutic bonding between the animal, child, 

and therapist, as well as enhancing disclosure and inducing feelings of safety. As animals are not 

able to pass judgments or criticisms of the child, they can provide a grounding effect, bringing 
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the child into the here-and-now of the therapy session and offering unconditional support 

(Cozolino, 2014). Animals are believed to down-regulate the arousal and stress symptoms seen 

in children who have been sexually abused, creating an internal environment more conducive to 

therapy (Bleiberg et al., 2005; Cozolino, 2014; Parish-Plass, 2008). 

Cultural Considerations When Integrating Animals in Therapy 

As with any therapeutic intervention, it is important to consider culture when utilizing 

animals as part of therapy. It is important for clinicians to understand the unique, intersecting 

factors that may impact the degree to which AAT may be helpful or harmful in working with 

their clients. Factors such as a history of negative experiences with animals or a cultural belief 

that animals are unclean or otherwise undesirable may act as a barrier, blocking any added 

therapeutic value (Sheade & Chandler, 2012). It is recommended that during the intake process, 

clinicians inquire about the client’s desire and willingness to include an animal in therapy and 

take the client’s lead as to how appropriate it is according to their cultural beliefs and past 

history.  

Rationale and Research Questions  

Survivors of CSA are often left with devasting psychological and physiological 

symptoms. While there are trauma-informed treatments, promoting engagement and preventing 

attrition has been problematic. The literature suggests that therapeutic animals may play a 

mediating role in the reduction of trauma-related symptoms and enhance the administration of 

trauma therapy. Studies have shown how the addition of an animal alongside psychotherapy may 

augment treatment outcomes by reducing attrition and enhancing the emotional bond (Dietz et 

al., 2012; Germaine et al., 2018; Mueller & McCullough, 2017; Parish-Plass, 2008; Signal et al., 

2017).  
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Based on preliminary research, children often feel extremely numb and emotionally 

detached after trauma and, thus, have difficulties forming a therapeutic alliance and engaging in 

therapy (Cozolino, 2014; Ormhaug et al., 2014; Parish-Plass, 2008). It is suggested that therapy 

animals are a more accessible means for the child to connect to the therapist meaningfully 

through bonding with the therapy animal and then transferring that bond onto the therapist. 

Studies suggest that the child can participate in therapy at a higher level due to the feelings of 

safety created through the therapy animal. Finally, the therapy animal may decrease early 

termination by increasing the child's interest in therapy, adding in a playful element, and 

providing secure attachment from a nonjudgmental being.  

This systematic review aims to analyze, summarize, and evaluate the outcomes of 

animal-assisted therapy for youth survivors of CSA utilizing the current body of literature, with 

the goal of providing information and considerations for clinicians and caregivers interested in 

AAT. Specifically, three questions are addressed:  

• RQ1: What are the ways therapy animals have been incorporated into trauma treatment 

for youth who have experienced sexual abuse?   

• RQ2: Does the addition of a therapy animal to trauma-focused therapy provide any 

additional benefits for youth survivors of sexual abuse? If the integration of therapy 

animals provides benefits, what are they?  

• RQ3: When would the use of a therapy animal be most and least beneficial?  
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Chapter II: Methodology and Procedures 

Systematic Review Approach 

 An integrative systematic review approach with a narrative synthesis was utilized to 

analyze, summarize, and evaluate the potential benefits of integrating therapy animals into 

trauma-informed treatments for youth who have experienced sexual abuse. A meta-analysis was 

considered but ultimately ruled out, as both qualitative and quantitative articles were prevalent in 

the literature. An integrative review approach was deemed most appropriate to include a wider 

range of studies and recognize that the articles’ findings often included both quantitative and 

qualitative (mixed) data. The methods applied in this systematic review were informed by the 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (Page et al., 2021).  

Eligibility Criteria  

Inclusion Criteria 

Studies from countries outside the United States were included in the review as 

relationships between animals and humans may have different significance or acceptance across 

geography and culture. However, only studies written or translated into English and published in 

peer-reviewed journals were considered for this review. Articles were included regardless of the 

date published to capture the entire scope of relevant articles. The type of therapeutic setting was 

not limited in order to capture the range of creative animal-assisted interventions. Studies with 

quantitative, qualitative, and mixed methods were included. The studies’ psychotherapy 

interventions were required to be trauma-informed treatment for children and adolescents with 

empirical support (i.e., trauma-focused CBT, narrative therapy). Articles were included 

regardless of sample size and statistical power. The researchers needed to describe or assess 
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trauma-related symptoms in some manner (i.e., interview, observations, trauma-symptom 

checklist) before and after the intervention in order to be included.  

Types of Participants 

The articles were considered only if participants were children and adolescents under the 

age of 18 with a reasonably suspected or confirmed history of sexual abuse. The studies included 

participants with psychological, behavioral, or physical trauma-related symptoms. Articles were 

not limited by gender identity or cultural backgrounds (i.e., socioeconomic status [SES], 

ethnicity, race, sexual orientation) to allow for more generalizable results and to be inclusive of 

youth across diversities and in consideration of any socio-cultural differences.  

Exclusion Criteria 

Studies were excluded if the animal was a “pet” or if the clinician was not a trained 

professional. Other exclusion criteria included if the participants were an adult, if the study did 

not have an official English language translation available, or if the participants experienced 

general trauma not differentiated to be related to sexual abuse. Meta-analyses, literature reviews, 

systematic reviews, and dissertations were excluded from this review in order to not provide 

duplicate information from the research and to provide information resulting from primary 

sources.  

Search, Screening, and Selection Procedures 

Electronic Databases 

The search for articles was conducted on the following electronic databases: PsychInfo, 

PsychArticles, Sage Journals Online, Child Welfare Information Gateway, the Encyclopedia of 

Child and Adolescent Development, Published International Literature on Traumatic Stress 

(PILOTS), PubMed, Scopus, and Google Scholar. The databases were chosen based on their 
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ability to capture relevant articles, thus maximizing the inclusivity of all articles meeting the 

criteria.  

Search Terms 

Keywords were determined through a preliminary literature search. The search terms 

were documented in a spreadsheet called “Search Terms” (see Appendix A). The following 

primary search terms were chosen because they contain the actual terms operationalized based 

on the research variables “sexual trauma” AND “child,” AND “trauma treatment” AND “trauma 

symptoms,” AND “animal-assisted therapy.” All search terms were assigned a corresponding 

identification (ID) number, and variations and synonyms of the search terms are provided in the 

search plan. 

Search Plan 

 The search plan is an Excel spreadsheet for recording the search type, database used, ID 

numbers for the keywords, search syntax or instructions, fields to search, specifiers, and plan 

notes. The purpose of the search plan was to track the gathering of articles, which were later 

tested for inclusion and exclusion criteria. The search documentation Excel spreadsheet was 

formatted to track the variations in keyword combinations as well as the search date, a full search 

ID number, the type of database used, the database source, the search term ID number, search 

syntax, fields searched (i.e., Title, Abstract, References), search specifier of a peer-reviewed 

article, number of records produced via that search, and notes (see Appendix B Search 

Documentation). 

Screening and Selection Record 

The spreadsheet screening and selection record was used to track articles that were in 

consideration for inclusion in the study (see Appendix C). The screening and selection record 
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consisted of three distinct phases. Phase 1 recorded the screening of each article's title, abstract, 

and keywords. Phase 2 was a full-text review by primary and secondary reviewers to determine 

eligibility. Phase 3 was the final decision to include or exclude the article from the study. 

Analysis during the phases included: consideration and recording the author, year, title of the 

article, database, title, and keyword, abstract screening decision, full-text screen, criteria for 

inclusion and exclusion, secondary confirmatory decision, final decision, final decision date, and 

any additional notes. A flow diagram has been provided (see Appendix D PRISMA Flow 

Diagram) to assist the reader in conceptualizing the selection process.  

Data Collection and Extraction Methods 

Data Extraction Forms 

The author developed, tested, and improved the data extraction tools before being 

reviewed by the dissertation chairperson. The data form was developed based on the guidance of 

the Cochrane Effective Practice and Organization of Care (EPOC, 2013) forms (see Appendix 

E). The form was designed to be compatible with articles regardless of methodology. The form 

was completed for each article that successfully passed the screening process. The form recorded 

the article ID number, the date the form was completed and the initials of the individual 

completing the form, the full article name, the source name/publication type, APA format 

citation of source, the aim of the study, general method, research design, database used, and 

keywords used. Information relevant to the three research questions was added to the data 

extraction form, including a description of the therapy animal (e.g., type, categorization, level of 

participation in therapy), a description of the therapy component (e.g. treatment type, duration of 

treatment), data related to benefits associated with the therapy animal, and counterindications for 

use of therapy animals. Also recorded in the data extraction form were the articles’ research 
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variables, participant’s characteristics, setting characteristics, analyses conducted, results, 

conclusions, and follow-up.  

Quality Appraisal Methods 

A quality appraisal form (see Appendix F) was selected to assess the trustworthiness, 

results, and relevance of the studies included in the review (Harrell, 2021). The quality appraisal 

form includes the authors and year, study ID, methodology, and specific design. The remainder 

of the form requires the reviewer to assign a number using a rating scale (3 = strong, 2 = 

good/adequate, 1 = weak, 0 = missing, N/A = not available). The form assigned a number based 

on the article’s strength of literature foundation and rationale for the study, clarity and specificity 

of research aims/objectives/questions/ hypotheses, quality of research design or methodological 

approach, sample selection and characteristics, data collection tools utilized, data collection 

processes, analysis and presentation of data, discussion of study limitation, and consideration of 

culture and diversity. Finally, an overall rating was assigned based on cumulative quality 

assessment scores.  

Data Organization, Analysis, and Synthesis  

In order to organize data extracted from the articles, a database was created via an Excel 

spreadsheet using the data recorded on the Data Extraction and Quality Appraisal forms. This 

database allowed studies to be compared side-by-side so patterns or themes could emerge. Also, 

the articles’ variations and differences were better understood through this organization of the 

data.  Individual variables from each study were examined to construct descriptive overviews 

and identify key findings. The chosen studies were categorized based first on their methodology: 

qualitative/descriptive/case studies, correlational/comparative designs, and 

interventions/experimental/quantitative. Next, the studies were clustered and compared based on 
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different variables such as interventions, age of children, type of animal, and so on. After 

patterns, relationships, and themes were analyzed, the findings were organized, and the key data 

was recorded in evidence tables. The findings were then presented in narrative form. As deemed 

appropriate, conceptual models, such as graphs or charts, were provided to clarify the findings.  
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Chapter III: Results 

Study Selection Results 

 The initial article search across the online databases yielded a total of 1,052 records. 

After 571 duplicates were removed, 481 records remained and were reviewed by title and 

abstract. This process excluded 412 records based on lack of relevance to the current review and 

an additional two articles based on lack of availability in the English language. The remaining 67 

underwent full-text review, which removed 55 records from the study due to not fully meeting 

inclusion criteria (e.g., adult participants, dissertation or book, trauma not differentiated, etc.). 

Thus, a total of 12 studies were included in this integrative systematic review (see Figure 1).  

Figure 1  

PRISMA Flow Diagram 
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The author and two research assistants reviewed titles and abstracts. The author 

completed the primary full-text review of records, and secondary reviews were completed by one 

of the two research assistants. The author completed data extraction of the included articles, as 

well as analysis utilizing qualitative summaries, quantitative descriptive summaries, or a 

combination of both for studies that used mixed methodologies.  

General Characteristics of Included Articles  

 The general characteristics of the included articles were reported in the Main Evidence 

Table (format shown in Appendix G). The Main Evidence Table records each article’s assigned 

ID, authors, publication year/source/database, title, research methodology, study design 

characteristics and aims, setting characteristics (geographic location, therapy setting), study 

participant characteristics (gender, age, race/ethnicity, SES, etc.), and information relevant to 

research questions. 

 Studies were conducted in the United States, Australia, Israel, and Canada between 1998 

and 2022. Locations included residential treatment centers, community-based/social services 

treatment centers, and private practices. The majority of studies were mixed methods (n = 6, 

50.00%), with the remaining studies split between quantitative (n = 3, 25.00%) and qualitative (n 

= 3, 25.00%) methods. The studies’ designs included quasi-experimental, exploratory, 

longitudinal, and case studies.  

Quality Appraisal  

 The results of the quality appraisal of included studies are summarized in Table 1. All 

studies reviewed scored within the strong (n = 7; 58.33%) or good/adequate (n = 5; 41.66%) 

methodological quality categories. Some studies that received a good/adequate quality appraisal 

score were observational in nature, lacked comprehensive information about participants’ 
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demographics, or lacked detail around some components of treatment. Most studies that received 

a strong quality appraisal score provided adequate details about participants, described the 

methods including treatment modalities, reported on outcomes, and considered limitations and 

recommendations for future study.  

Table 1 

Quality Appraisal  

     Methodological Quality of                             n            % 

            Included Studies        

Exemplary 0 0 

Strong 7 58.33 

Good/Adequate 5 41.66 

Weak 0 0 

 

Research Question 1: Ways Therapy Animals were Integrated into Treatment 

 Research Question 1 focused on gathering information on how these studies incorporated 

therapy animals into their trauma-focused treatment for youth who have experienced sexual 

abuse. The articles had a wide range of distinct treatment modalities and formats, types of 

therapy animals, environmental settings, and various approaches for incorporating therapy 

animals into treatment. Descriptive narratives from the included studies were extracted, 

synthesized, and organized according to the amount of structure and flexibility applied. The 

majority of studies had a canine as the therapy animal (n = 5, 41.67%), four studies had multiple 

types of therapy animals (n = 4, 33.33%), and three studies utilized therapy horses (n = 3, 

25.00%). Most articles included CBT interventions or elements (n = 9, 75.00%), with three of 

these studies taking an intensive multi-modal approach focused on CBT (n = 3, 25.00%) and one 

also including play therapy (n = 1, 8.33%). One study’s sole treatment modality was play therapy 

(n = 1, 8.33%), while another study (n = 1, 8.33%) utilized narrative and play therapies. Finally, 
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one study’s treatment modality focused on individual therapy based on the ARC model (n = 1, 

8.33%). Studies were primarily conducted at community-based/social services treatment centers 

(n = 9, 75.00%), then residential treatment centers (n = 3, 25.00%), and one private practice (n = 

1, 8.33%).  

All 12 articles were reviewed for this research question (n = 12, 100.00%), and 

categorized into structured, semi-structured, and unstructured ways of integrating therapy 

animals, groupings constructed by the author based on information gathered from the articles. 

Articles’ integration of AAT was sorted into the structured category if articles specifically 

characterized themselves as structured approaches to AAT or interactions with the therapy 

animal followed a sequenced treatment program or model, and the therapy goals were directly 

targeted through each interaction. Articles’ integration of AAT was placed under semi-structured 

approaches if the participant was generally allowed to freely interact with the therapy animal 

during sessions in an unstructured manner and there were still therapeutic goals that were being 

met through some purposeful/structured interventions, such as the therapist telling a trauma 

narrative from the animal’s perspective to normalize the experience and enhance disclosure. 

Finally, articles that lacked purposeful connection of therapy goals to the interactions with the 

therapy animals and primarily had unstructured interactions in session were considered 

unstructured approaches.    

Table 2 

 Descriptions of Features of Included Studies  

Descriptions of Features n % 

Types of Therapy 

Animals 

Canine 

Multiple Animals 

Equine  

5 

4 

3 

41.67 

33.33 

25.00 

Types of Treatment 

Modalities  

CBT Interventions  

Play Therapy  

9 

1   

75.00 

8.33 
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Descriptions of Features n % 

Narrative/Play Therapy  

ARC Individual Therapy 

1 

1             

8.33 

8.33 

Treatment Settings Community Based/Social Services Treatment Centers  

Residential In-Patient Treatment Centers 

Private Practice 

9 

3 

1 

75.00 

25.00 

8.33 

Integration of 

Therapy Animals 

Structured 

Semi-Structured 

Unstructured and Semi-Structured 

Unstructured  

8 

2 

1 

1 

66.67 

16.67 

8.33 

8.33 

 

Structured Integration of Therapy Animals 

Eight studies reported structured approaches for integrating therapy animals into 

treatment (n = 8, 66.67%). Kemp et al. (2014) and Signal et al. (2013) described experiential 

therapy approaches, referred to as Trails of discovery equine facilitated psychotherapy (EFT), as 

following the guidelines set forth by the Equine Assisted Growth and Learning Association 

model (see “EAGALA, the global standard”, 2018, for more details). Both studies were 

conducted at the Phoenix House, a community mental health treatment center in Australia, at 

discrete periods of time. The treatment baselines were described similarly as traditional 

counseling with cognitive elements. Children and adolescents between the ages of 8 to 17 saw an 

individual therapist for the first 6 weeks in Kemp et al. (2014) study, while the same age groups 

saw an individual therapist for time periods ranging from 2 weeks to 12 months in Signal et al. 

(2013) study. For both studies, the EFT program commenced after the baseline treatment period 

and lasted between 9-10 weeks, with once weekly, 90-minute sessions (Kemp et al., 2014; Signal 

et al., 2013). The sessions involved learning horsemanship skills and groundwork exercises, with 

an emphasis on creating awareness and insight around the youths’ thoughts and feelings, 

emotional reactions to events, and interpersonal dynamics through connecting the EFT 

interventions to each participants’ treatment goals and everyday life. Additionally, each 
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intervention is focused on topics (e.g. forming healthy boundaries, forming trust, interpersonal 

communication, increasing self-awareness and perception, and body language), which are then 

adapted in congruence to participants’ cultural background, developmental stage/age, and 

differences in ability.  

 Naste et al. (2018) study utilized the equine facilitated therapy for complex trauma (EFT-

CT) model. EFT-CT incorporates the evidence-based attachment, regulation, and competency 

(ARC) framework, which specifically focuses on safety, attachment, and regulation throughout 

the program. EFT-CT adds “routines” and “rituals,” such as greeting, leading, and grooming the 

horse at the beginning of every session, to increase the sense of safety and form a healthy 

attachment between the horse and participant (Naste et al., 2018, p. 292). The establishment of 

clear boundaries and safe behavior around the horses helps to create mutual respect while 

nurturing physical touch forms a trusting relationship in and out of the horse-youth and clinician-

youth dynamics. By modeling emotional regulation skills and ways to appropriately interact with 

the therapy horse, the clinician coaches the youth through ways to attune and respond non-

verbally to the therapy horse’s emotions and needs, to which the horse mirrors and reflects. This 

process develops communication skills and intrapersonal and interpersonal emotional awareness 

that can extend to interpersonal relationships, improving attachment dynamics.  

Regulation, the third component of ARC, targets somatic dysregulation through 

increasing bodily awareness and developing calm and thoughtful movements to effectively 

communicate with the therapy horse on a non-verbal level (Naste et al., 2018). Co-regulation is 

created as the youth relaxes and responds to changes in the horse’s gait/behavior, and 

subsequently feels the shift in the horse’s emotions, which leads to a shift in the youth’s internal 

emotional states. Co-regulation is then reinforced as the youth syncs with the therapy horse’s 
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natural rhythm of their walk, trot, and canter gaits. The clinician helps the youth to tap into their 

natural somatic rhythms that feel regulating, both on and off of the horse, to internalize this 

coping skill. Which can then be accessed outside of the EFT program, when the youth feels 

emotionally or physically dysregulated.  

Reeson et al., (2020, 2022), and Silverstone et al. (2016) are three discrete studies, all of 

which were conducted in Alberta, Canada. While each varied somewhat in their sample size, age 

of participants, variables/outcomes measured, and length of treatment, all three studies were used 

to evaluate the efficacy of the same intensive multi-modal treatment approach created 

specifically for youth who are healing from sexual abuse trauma at a residential in-patient ‘camp-

like’ setting, known as the Be Brave Ranch. The trauma-focused treatment program, while 

designed to be completed during four separate stays or rounds of treatment over the course of a 

year, Reeson et al. (2020) study followed adolescent females through the first round of treatment 

which lasted 2 weeks and Silverstone (2016) followed 35 female and male youth, between 8 to 

12 years old, through the first round of treatment which lasted 4 weeks. In contrast, Reeson et al. 

(2022) looked at outcomes for 153 female, male, and non-binary child and adolescent 

participants, all of which completed one round of treatment lasting between 2 to 4 weeks, and 

compared the outcomes to those of participants who subsequently completed round two of 

treatment. The cohorts of participants who completed round two treatment then have their 

outcomes compared between groups whose round two treatment was completed before versus 

during the context of the COVID-19 pandemic.  

The multi-modal treatment program developed for the Be Brave Ranch, while focused on 

TF-CBT, is sequenced based on the neurosequential model of therapy (NMT; Perry, 2006, as 

cited in Reeson et al., 2020; 2022; Silverstone et al., 2016). NMT suggests a neurological 
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bottom-up treatment approach for trauma as being particularly beneficial, as first working within 

lower brain networks and creating regulation, it later becomes easier to engage in the TF-CBT 

work of creating and re-processing the trauma to form the trauma narrative, which targets upper 

brain neural networks. Thus, the treatment focus of the first round of therapy at the Be Brave 

Ranch is focused primarily on therapy modalities adjunctive to TF-CBT to build up regulation, 

safety, and therapeutic alliance, alongside beginning to build up the regulatory skills that align 

with the first module of traditional TF-CBT (Reeson et al., 2020, 2022; Silverstone et al., 2016). 

Thus, animal-assisted therapy (AAT), art therapy, yoga and meditative therapy, music therapy, 

recreational therapy, and culturally-congruent activities such as drumming circles are the focus 

of the first treatment period. While AAT is structured into each participant’s daily schedule and 

is described as individually linked to each participant’s treatment goals, there is a notable lack of 

further details in the articles around the nature of the interactions. All three studies cite a 

secondary resource article on the program structure as well as the Be Brave Ranch’s website as 

sources for further information, which indicated that the therapy animals were both horses and 

dogs. The second, third, and fourth rounds of treatment are primarily focused on TF-CBT, with 

hours spent daily on individual and group therapy components.  

Signal et al. (2017) and Taylor et al. (2016), while discrete studies, were both conducted 

through a collaboration with therapy canines at the Royal Society for the Protection of Children 

and Animals (RSPCA) and therapy at a community clinic in Bundaberg, Australia, and followed 

a similar 10-week AAT program. Both studies had 20 participants between the ages of 5 to 12. 

Signal et al. (2017) participants consisted of 12 males and eight females, while Taylor et al. 

(2016) participants were comprised of 11 males and nine females. Both studies had participants 

complete assessments at the time of intake and again pre-AAT program to establish a 
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comparison for post-AAT program assessment scores. The time between intake and pre-AAT 

program varied for each participant with all waiting at least two months and up to 11 months 

(average of 6 months) for the program to begin. The participants were split into groups with 

approximately six participants and completed the program in that same cohort. For the first 3 

weeks, the participants visited the RSPCA shelter, engaging in 90-minute weekly group therapy 

sessions, 30 minutes of which was spent interacting with a therapy dog and their handler, as well 

as a clinician. Week 1 focused on ways to safely interact with and touch a therapy dog and 

education around how a dog expresses feelings through body language. Week 2 built upon week 

one’s lesson, and taught ways to identify emotions and positively reinforce behavior in the 

therapy dog. Week 3’s lesson examined ways to recognize and identify potential causes of 

emotions, while building empathy for the therapy dog. The clinicians extended these skills to the 

participants’ emotional experiences and human interactions through the AAT group therapy time 

in the first 3 weeks, as well as the during the next 7 weeks of group therapy. The group therapy 

focused on developing empathy, coping skills for emotional and bodily regulation, and adaptive 

interpersonal skills, such as verbal and non-verbal communication, setting boundaries, forming 

interpersonal connections, and asking for support.  

Semi-Structured Integration of Therapy Animals 

Two studies described their use of therapy animals in a way consistent with the author’s 

categorization into semi-structured integration of therapy animals (n = 2, 16.67%). In one of the 

earliest accounts of AAT, Reichert (1998) shared her clinical experiences with her therapy dog 

“Buster” at the Project Against Sexual Abuse of Appalachian Children, a community clinic 

established to provide treatment to children who have been sexually abused in Knoxville, 

Tennessee. Buster was integrated into weekly individual play therapy with a trauma-focused 
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narrative component, once the child agreed to follow the safety guidelines of interaction. 

Emotional expression was encouraged through telling stories from Buster’s perspective which 

related to the child’s sexual trauma and allowed more comfort in discussing their trauma 

narrative. The stories were adapted based on developmental age of the child and their presenting 

symptoms. Reichert (1998) described how she would gather information and ask questions 

through Buster, model empathy and kindness through interacting with Buster, and how the 

children would often hold Buster’s paw or stroke his back to soothe and regulate themselves. 

Eggiman (2006) provided a case study to illustrate the integration of a therapy dog, 

named “Kotter,” with play therapy and cognitive behavioral therapy (CBT) at a trauma therapy 

practice in Indiana, United States. The 10-year old female first learned the guidelines for 

interaction before Kotter joined in on her weekly sessions. The sessions were then structured 

through greeting routines, as the child settled her body before greeting the dog and then sat down 

with the dog beside her and pet/held his hand. Stories about Kotter were used to connect therapy 

content and goals to Kotter’s emotions and behavior, encouraging safety and disclosure.  

Unstructured Integration of Therapy Animals 

One study (n = 1, 8.33%) illustrated an unstructured approach to integrate a wide range of 

therapy animals (e.g. canines, hamsters, birds, barn animals, rats) into trauma treatment for 

children. Parish-Plass (2008) shared her clinical experiences and cases working with children 

through an animal-assisted individual play therapy approach at the Bayit Lechol Yeled B’ 

Yisrael Emergency Shelter for At-risk Children in Israel. Parish-Plass (2008) details how the 

therapy animals were present in all sessions and available for gentle interactions throughout the 

therapy process. Sessions with her clients were weekly and averaged 6 months, and the therapy 

animals were held and stroked by the children to provide a calming presence, non-judgmental 
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support, and to model healthy relationships and attachments. Parish-Plass (2008) also described 

how children projected their trauma narratives onto the animals, identifying with the animals’ 

experiences, which the children often made up as part of the play therapy. 

Unstructured and Semi-Structured Integration of Therapy Animals 

One study had both unstructured and structured integration of therapy animals into 

treatment, and thus, will be discussed here (n = 1, 8.33%). Dietz et al. (2012) compared 

outcomes from three discrete trauma treatment groups at a child advocacy community clinic 

located in a major Southern city in the United States, and had 153 participants between the ages 

of 7 to 17. All three types of treatment groups followed the same 12-week trauma-focused group 

therapy approach focused on identifying emotions and triggers, increasing self-esteem, setting 

appropriate boundaries, developing trust, and building coping skills. Each therapy group 

consisted of six to 10 children, matched based on age and gender. Treatment condition one was 

referred to as the “No Dogs” therapy groups and consisted of the above standard group treatment 

(Dietz et al., 2012, p. 671). Treatment condition two was referred to as the “Dogs No Stories” 

therapy groups and in addition to the group protocol, included a once-monthly visit by trained 

therapy dogs and their handlers who interacted freely with the group before the group started and 

during the first 15 minutes of the group time (Dietz et al., 2012, p. 671). Treatment condition 

three was called the Dogs with Stories therapy groups and followed the same format at Dogs No 

Stories therapy groups, however, the time spent with the therapy dogs was structured around 

stories from the dog’s perspective and questions that coincided with the group topic and related 

to the children’s experiences of sexual abuse.   

 

Research Question 2: Benefits of Integrating Therapy Animals into Trauma Treatment 
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RQ2 had two parts: the first examined the effectiveness of the integrated AAT programs 

for youth who are in treatment for sexual abuse-related trauma symptoms and the second 

collected information related to additional benefits associated solely with the therapy animal 

component. All 12 articles in this review were included for part one to gather information around 

attrition rates, outcomes, and reductions in trauma-related symptoms. 

Rates of Attrition 

As shown in Table 3, of the nine articles that reported rates of attrition, six articles 

reported a 0.00% attrition rate (n = 6, 66.67%; Dietz et al., 2012; Kemp et al., 2014; Reeson et 

al., 2022; Signal et al., 2013; Silverstone et al., 2016; Taylor et al., 2016), two articles reported 

attrition rates of 10.00% and 13.00% (n = 1, 11.11%; Reeson et al., 2020 and Signal et al., 2017 

respectively), and Naste et al. (2018) reported an attrition rate of 33.33% as one participant 

discontinued EFT due to transportation barriers (n = 1, 11.11%). 

Table 3 

 Attrition Rates Reported by Nine Articles 

Attrition Rates Reported in Percentages n % 

0.00% 6 66.67 

10.00% 1 11.11 

13.00% 1 11.11 

33.00% 1 11.11 

Reduction in Trauma-Related Symptoms 

As shown in Table 4, the following sections detail the reduction in trauma-related 

symptoms, which were clustered into themes detected across the literature and constructed by the 

author:  

• Cluster 1: PTSD-DSM-5 Criteria-Related Symptoms 

• Cluster 2: Internalizing Symptoms 
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• Cluster 3: Externalizing Symptoms 

• Cluster 4: Interpersonal Functioning 

Cluster 1: PTSD-DSM-5 Criteria-Related Symptoms. All seven of the articles that 

specifically assessed PTSD symptoms reported statistically significant improvements in trauma-

related symptoms (Dietz et al., 2012; Kemp et al., 2014; Naste et al., 2018; Reeson et al., 2020; 

2022; Signal et al., 2017; Silverstone et al., 2016). Notably, Dietz et al. (2012), Kemp et al. 

(2014), Naste et al. (2018), and Signal et al. (2017) all reported both an overall reduction in 

PTSD-related symptoms, as well as statistically significant reductions in the PTSD subscale that 

assesses dissociation symptoms (n = 4, 33.33%), and Signal et al. (2017) highlighted a 

statistically significant reduction in avoidance symptoms.  

Cluster 2: Internalizing Symptoms. Article outcomes related to depression/suicidal 

ideation, anxiety, self-esteem/empowerment, and anger were grouped in the following cluster. 

Seven articles (n = 7, 58.33%) reported a statistically significant reduction in depression 

symptoms (Dietz et al., 2012; Kemp et al., 2014; Naste et al., 2018; Parish-Plass, 2008; Reeson 

et al., 2020, 2022; Signal et al., 2013; Silverstone et al., 2016). Notably, Reeson et al. (2020) 

detailed a reduction of 42% on mean depression scores and a 47.5% decrease in suicidal 

ideation/behavior scores. Seven articles (n = 7, 58.33%) indicated clinically significant 

reductions in anxiety (Dietz et al., 2012; Eggiman, 2006; Kemp et al., 2014; Naste et al., 2018; 

Reeson et al., 2020, 2022; Silverstone et al., 2016). Positive changes in self-esteem (Reeson et 

al., 2020, 2022; Silverstone et al., 2016) were seen in the outcomes of three studies (n = 3, 

25.00%) and increases in a sense of empowerment (Naste et al., 2018) were seen in one study (n 

= 1, 8.33%). Finally, Dietz et al. (2012) noted a statistically significant reduction in anger (n = 1, 

8.33%).  
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Cluster 3: Externalizing Symptoms. Article results and outcomes related to behavior 

towards animals, sexual concerns/inappropriate sexual behavior, oppositional 

behavior/impulsivity/behavioral dysregulation, and general behavior were included in this 

cluster. Reductions in sexual concerns and inappropriate sexual behavior were reported in four 

articles (n = 4, 33.33%; Dietz et al., 2012; Eggiman, 2006; Kemp et al., 2014; Taylor et al., 

2016), with two articles (n = 2, 16.67%) specifically detailing both reductions in frequency 

and/or elimination of behavior indicative of cruelty towards animals and inappropriate sexual 

touching of animals (Eggiman, 2006; Taylor et al., 2016). Three articles (n = 3, 25.00%) reported 

decreases in oppositional behavior, impulsivity, and/or behavioral dysregulation (Eggiman, 

2006; Kemp et al., 2014; Naste et al., 2018) and two articles (n = 2, 16.67%) reported positive 

changes in participants’ general behavior (Eggiman, 2006; Signal et al., 2017).  

Cluster 4: Interpersonal Functioning. While interpersonal functioning can be 

understood as externalizing as well as elements (e.g. isolation) as internalizing symptoms, the 

author chose to separate cluster 4 and organize sections into emotional 

expression/communication, school-related functioning, relationships, and quality of life for 

clarity. Five articles reviewed (n = 5; 41.67%) noted clinically significant improvements in 

participants’ relational functioning/skills (Naste et al., 2018; Reeson et al., 2020, 2022; Signal et 

al., 2017; Silverstone et al., 2016), while clinically meaningful improvements in participants’ 

emotional expression and communication were described in four studies (n = 4, 33.33%; Naste et 

al., 2018; Parish-Plass, 2008; Signal et al., 2017; Taylor et al., 2016). Participants demonstrated 

marked improvements in their behavior and functioning in the context of school in three studies 

(n = 3, 25%; Eggiman, 2006; Naste et al., 2018; Signal et al., 2017). Finally, two studies (n = 2, 
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16.67%) reported statistically significant improvements in outcomes that measure the 

participants’ quality of life (Reeson et al., 2020, 2022).  

Table 4   

Participants’ Reductions in Trauma-Related Symptoms 

 

Additional Benefits Associated Primarily with Therapy Animals  

Part two of RQ2 explored and gathered data related to additional benefits associated 

solely with the therapy animal component. This section includes nine articles (n = 9, 75.00%) 

Categories of Trauma-Related Symptoms n % 

Cluster 1: PTSD-DSM-5 Criteria-

Related Symptoms 

PTSD-general 7 58.33 

Dissociation 4 33.33 

Avoidance 1 8.33 

Cluster 2: Internalizing Symptoms Depression 7 58.33 

Anxiety 7 58.33 

Self-Esteem 3 25.00 

Empowerment 1 8.33 

Anger 1 8.33 

Cluster 3: Externalizing Symptoms 

 

 

 

 

 

Cruelty/Sexual Touching of 

Animals 

2 16.67 

Sexual 

Concerns/Inappropriate 

Sexual Behavior 

4 33.33 

Oppositional/Impulsive 

Behavior/Behavioral 

Dysregulation 

3 25.00 

General Behavior 2 16.67 

Cluster 4: Interpersonal 

Functioning 

Relational 

Functioning/Skills 

5 41.67 

Emotional 

Expression/Communication 

4 33.33 

Behavior/Functioning at 

School 

3 25.00 

Quality of Life 2 16.67 
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that reported therapeutic benefits directly attributed to the presence of the therapy animal (Dietz 

et al., 2012; Eggiman, 2006; Kemp et al., 2014; Naste et al., 2018; Parish-Plass, 2008; Reichert, 

1998; Signal et al., 2013, 2017; Taylor et al., 2016). Of the nine articles included, three articles 

(n = 3, 33.33%) separated the animal component from the treatment modality in order to isolate 

the impact of the AAT (Dietz et al., 2012; Kemp et al., 2014; Signal et al., 2013) and two articles 

(n = 2, 22.22%) established a baseline of a no-treatment time period prior to commencing AAT 

(Signal et al., 2017; Taylor et al., 2016).  

 The following sections detail the benefits, in and out of therapy, associated with the 

therapy animal. As shown in Table 5, the benefits are grouped into three categories which 

capture the themes detected across the literature as constructed by the author: Benefits in 

Treatment Process, Positive Changes both in and out of Therapy, and Post-Treatment Outcomes.  

Benefits in the Treatment Process. Themes observed in the articles reviewed that are 

indicative of ways AAT benefits the treatment process include: promotion of safety/building 

therapeutic alliance, engagement/adherence to treatment, disclosure through the animal, general 

positive impact, and insight. Increased engagement/adherence to treatment associated with the 

therapy animal’s presence was reported in five articles (n = 5, 55.56%; Eggiman, 2006; Dietz et 

al., 2012; Naste et al., 2018; Signal et al., 2017; Taylor et al., 2016). Four articles (n = 4, 

44.44%) specified that the presence of the therapy animal created an increased sense of safety 

and helped to build the therapeutic alliance for participants and discussed how the therapy animal 

facilitated the participants’ disclosure of their trauma stories (Eggiman, 2006; Naste et al., 2018; 

Reichert, 1998; Parish-Plass, 2008). Naste et al. (2018) discussed how participants were able to 

increase their insight through interactions with the therapy animal (n = 1, 11.11%). Finally, Dietz 
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et al. (2012) reported on how a general positive change was seen in a group of participants after a 

therapy canine was added into their group therapy (n = 1, 11.11%).   

Positive Changes Both in and out of Therapy. Positive outcomes attributed to the AAT 

component that were observed both in and out of the therapy context include: positive behavior 

towards animals, emotional expression/awareness, increased kindness/empathy towards animals 

and extended to human interactions, emotional/bodily regulation, and the formation of emotional 

bond/secure attachment to animal and extended to therapist and caregivers. All articles reviewed 

(n = 9, 100%) reported positive behavioral improvements in participants towards animals both in 

relation to the therapy animal and animals external to the therapy context (Dietz et al., 2012; 

Eggiman, 2006; Kemp et al., 2014; Naste et al., 2018; Parish-Plass, 2008; Reichert, 1998; Signal 

et al., 2013, 2017; Taylor et al., 2016). Increased awareness and expression of emotions was 

detailed in five articles (n = 5, 55.56%; Eggiman, 2006; Naste et al., 2018; Parish-Plass, 2008; 

Reichert, 1998; Signal et al., 2017). Eggiman (2006), Naste et al. (2018), Signal et al. (2017), 

and Taylor et al. (2016) reported an increase in kindness and empathy towards the therapy 

animal which was then extended to both animals outside of the treatment setting (e.g. 

participants’ pets) and human interactions (n = 4, 44.44%). Eggiman (2006), Naste et al. (2018), 

Parish-Plass (2008), and Reichert (1998) noted a formation of an emotional bond/secure 

attachment to the therapy animal which extended to therapist and eventually to the caregivers (n 

= 4, 44.44%). Lastly, three articles (n=3; 33.33%) reported a clinically meaningful increase in 

participants’ ability to emotionally and somatically regulate in the presence of a therapy animal, 

which also extended to outside of therapy (Eggiman, 2006; Naste et al., 2018; Reichert, 1998).  

Post-Treatment Outcomes. Themes observed in the articles reviewed indicated that the 

AAT component impacted post-treatment outcomes through augmenting symptom reduction. 
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Three articles (n = 3, 33.33%) separated the animal component from the treatment modality in 

order to isolate the impact of the AAT (Dietz et al., 2012; Kemp et al., 2014; Signal et al., 2013).  

Dietz et al. (2012) reported a statistically significant reduction in PTSD/trauma-related 

symptoms, anxiety, depression, and dissociation for participants who completed the group 

treatment with therapy dogs, both independent and in comparison, to scores from the group 

treatment without therapy dogs. Further, the group treatment that combined the therapy dogs and 

incorporated stories for structure was most effective for participants and demonstrated the 

greatest decrease in PTSD subscale symptoms, dissociation, anger, anxiety, depression, and 

sexual concerns. Interestingly, the therapy dogs with stories group was the only that reported 

significant reductions in sexual concerns and anger (Dietz et al., 2012). Further, the group with 

therapy dogs and stories demonstrated statistically significant differences in scores for each of 

the above measures in comparison to the group with therapy dogs and no stories (Dietz et al., 

2012). 

 Kemp et al. (2014) reported decreases in post-traumatic stress, dissociation, depression, 

anxiety, internalized behavior, externalized behavior, and sexual concerns resulting in clinically 

meaningful positive changes in both child and adolescent groups who completed EFT. These 

statistically significant improvements were observed both within the groups in comparison to 

participants’ score before commencing the EFT program and when compared to six weeks of 

solely therapy (Kemp et al., 2014). Finally, Signal et al. (2013) conveyed statistically significant 

decreases in depressive symptoms upon completion of the EFT program, both independently and 

when compared to participants’ reduction in depressive symptoms after 6 weeks of solely 

counseling sessions.    
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Table 5 

Benefits Directly Associated with Therapy Animals as Reported by Nine Articles 

 

Research Question 3: When the Integration of Therapy Animals are Most and Least 

Beneficial  

RQ3 gathered and organized data from the 12 articles reviewed around when the use of a 

therapy animal is most and least beneficial. This section is organized into the following 

categories which emerged as themes within the articles reviewed and were determined by the 

author: characteristics of the clinical population and considerations for integrating a therapy 

animal. 

 

 

Categories of Benefits n % 

Benefits in Treatment Process Engagement/Adherence to Treatment 5 55.56 

Safety/Therapeutic Alliance 4 44.44 

Facilitated Disclosure 4 44.44 

Insight 1 11.11 

General Positive Change 1 11.11 

Positive Changes both in and out of 

Therapy 

Behavior Towards Animals 9 100.00 

Emotional Expression/Awareness 5 55.56 

Kindness/Empathy 4 44.44 

Emotional Bond/Secure Attachment 4 44.44 

Emotional/Somatic Regulation 3 33.33 

Post-Treatment Outcomes Depression  3 33.33 

PTSD/Trauma-related Symptoms 2 22.22 

Sexual Concerns 2 22.22 

Anxiety 2 22.22 

Dissociation 2 22.22 

Externalized Behavior 1 11.11 

Internalized Behavior 1 11.11 

Anger 1 11.11 
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Characteristics of the Clinical Population: Age and Developmental Level 

Seven articles (n = 7, 58.33%) conducted studies which integrated AAT for children 

between the ages of 5 to 12 (Eggiman, 2006; Naste et al., 2018; Parish-Plass, 2008; Reichert, 

1998; Signal et al., 2017; Silverstone et al., 2016; Taylor et al., 2016). Four of these studies 

included children as well as adolescent groups between the ages of 13 to 17 (Dietz et al., 2012; 

Kemp et al., 2014; Signal et al., 2013; Reeson et al., 2022). Reeson et al. (2020) only included 

adolescent groups in their study (n = 1, 8.33%).  

Three studies (n = 3, 25%) compared differences in treatment outcomes between the child 

and adolescent age groups (Kemp et al., 2014; Signal et al., 2013; Reeson et al., 2022). Kemp et 

al. (2014) noted that the adolescent and child treatment groups both benefitted from the EFT 

program, reporting statistically significant reductions in depression, anxiety, and trauma-related 

symptoms (Kemp et al., 2014). Signal et al. (2013) described how both the child and adolescent 

treatment groups experienced statistically significant reductions in depression after the EFT 

program. While both child and adolescent treatment groups reported large effect sizes, the child 

group reported the largest average effect size (Signal et al., 2013). Reeson et al. (2022) recorded 

improvements for both the child and adolescent groups for PTSD-symptoms, depression, 

anxiety, quality of life, and self-esteem after the initial round of treatment.  

Characteristics of the Clinical Population: Gender 

Eggiman (2006), Naste et al. (2018), Parish-Plass (2008), Reeson et al. (2020), and 

Reichert (1998) only had female participants (n = 5, 41.67%). Dietz et al. (2012) and Silverstone 

et al. (2016) included both male and female participants but did not analyze gender differences. 

Three articles (n = 3; 25%), Kemp et al. (2014) and Signal et al. (2013, 2017), reported no 

gender differences between male and female participants. Reeson et al. (2022) reported no 
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gender differences in treatment efficacy among male, female, and non-binary participants (n = 1, 

8.33%). In contrast, Taylor et al. (2016) study described gender differences, as female 

participants, when compared to male participants, demonstrated a greater reduction in behavior 

classified as cruelty towards animals (n = 1, 8.33%).  

Characteristics of the Clinical Population: Cultural Background 

Six articles (n = 6; 50%) reported equivalent efficacy of treatment for participants who 

identified as non-indigenous and indigenous (Dietz et al., 2012; Kemp et al., 2014; Signal et al., 

2013, 2017; Reeson et al., 2020, 2022). Naste et al. (2018) reported efficacy regardless of 

participants’ ethnicity/cultural background (African-American, Latina, Caucasian); similarly, 

Dietz et al. (2012) described efficacy across their participants’ ethnicities/cultural backgrounds 

(43% Hispanic, 37% Caucasian, 17% African American, 6% Native American, 3% Other).   

Characteristics of the Clinical Population: Clinical Presentation, Symptoms, and 

Contraindications 

 The studies reviewed appeared to improve a wide range of trauma-symptoms resulting 

from sexual abuse including: PTSD symptoms, internalizing and externalizing symptoms, 

depression, suicidal ideation, low self-esteem, anger, anxiety, bodily/emotional dysregulation, 

difficulties with emotional expression, oppositional/impulsive behavior, inappropriate or cruel 

behavior towards animals, sexual concerns, and interpersonal relationship struggles (Dietz et al., 

2012; Eggiman, 2006; Kemp et al., 2014; Naste et al., 2018; Parish-Plass, 2008; Reeson et al., 

2020, 2022; Reichert, 1998; Signal et al., 2013, 2017; Silverstone et al., 2016; Taylor et al., 

2016). In consideration of symptoms that may be contraindicated for the use of AAT, two 

articles cautioned against AAT for children who have a history of aggression or cruelty towards 

animals (n = 2, 16.67%; Reichert, 1998; Signal et al., 2017;) or if the child has a fear of the 
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animal (n = 1, 8.33%; Parish-Plass, 2008). In contrast, Eggiman (2006), Parish-Plass (2008), and 

Taylor et al. (2016) cite improvements in participants who had a history of cruelty towards 

animals and/or inappropriate sexual behavior towards animals (n = 3, 25%).  

Out of the five articles that gathered information regarding the participants’ sexual abuse 

history, all reported a higher prevalence of participants with a history of multiple or chronic 

sexual abuse versus a single incident. Three studies reported all of their participants as having 

histories of multiple incidences of sexual abuse (Eggiman, 2006; Naste et al. 2018; Parish-Plass, 

2008), while Reeson et al. (2020) reported that 89% of participants had multiple incidences of 

sexual abuse. Lastly, Dietz et al. (2012) reported no differences in outcomes for participants who 

had incidences of sexual abuse occurring more than five times versus those who had incidences 

of sexual abuse occurring once or twice.    

Considerations for Integrating a Therapy Animal 

Nine articles included the mention of the need for the therapy animal to be good natured, 

properly trained, and supported by either a trained handler alongside the clinician, or a clinician 

who is trained in AAT (n = 9, 75%; Dietz et al., 2012; Eggiman, 2006; Kemp et al., 2014; Naste 

et al., 2018; Parish-Plass, 2008; Reichert, 1998; Signal et al., 2013, 2017; Taylor et al., 2016). 

Signal et al. (2017) and Taylor et al. (2016) were mindful about the time the therapy canines 

spent with the participants, and limited the contact to the first three weeks of therapy to prevent 

overuse. Finally, eight articles (n = 8, 66.67%) emphasized the ethics of ensuring the well-being 

of the therapy animal by establishing clear rules and boundaries when the child interacts with the 

therapy animal in order to protect the animal and the child from harm (Eggiman, 2006; Kemp et 

al., 2014; Naste et al., 2014; Parish-Plass, 2008; Reichert, 1998; Signal et al., 2013, 2017; Taylor 

et al., 2016). 
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Chapter IV: Discussion 

Overview of Study and Findings 

 The main objective of this integrative systematic review was to explore and gather 

information regarding benefits associated with the integration of therapy animals into trauma-

focused treatment for youth survivors of sexual abuse. Youth that have been sexually abused 

tend to experience more severe symptoms in comparison to youth that have been abused in other 

ways (Lewis et al., 2016). Furthermore, CSA can result in a wide-range of heterogenous 

symptoms, that, if left unresolved, can impact an individual throughout their childhood as well as 

over their lifetime and impair functioning in major areas (Kendall-Tackett et al., 1993; Martin et 

al., 2004). While there are trauma-focused treatments available (e.g. TF-CBT), there is a lack of 

consensus on the most effective, evidence-based treatments for youth with CSA as the wide-

range of symptoms, small to medium effect sizes, lack of application across cultures, 

inconsistency in outcome measures, and lack of long-term follow-up have resulted in the WHO 

calling for more research and preliminarily providing low-quality conditional support for TF-

CBT (Narang et al., 2019; Tichelaar, et al., 2020; Trask et al., 2011; WHO, 2017). This 

information is compounded with studies showing barriers to treatment, such as younger children 

benefiting less from cognitive-behavioral treatment for trauma than older children (Trask et al., 

2011), certain symptoms resulting from CSA creating impediments to treatment (e.g. avoidance), 

or some symptoms being more resistant to treatment (e.g. inappropriate sexual behavior, 

depression, behavioral disturbances; MacDonald et al., 2006), and that treatments for CSA tend 

to have high attrition rates and early dropout (Wamser-Nanney & Steinzor, 2017). Given the 

heterogenous presentation of symptoms, lack of consensus in effective treatment modality, and 

barriers to treatment success, this systematic review fulfills an important role in integrating 
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available research and calling attention to the benefits associated with AAT for youth who are in 

treatment for CSA.  

This review summarized the ways that therapy animals have been integrated into trauma 

treatment for youth survivors of CSA, identified the outcomes of AAT trauma therapy, and 

specifically, reported on the benefits associated with the therapy animal. Finally, this review 

collected information around when a therapy animal may be most helpful and any 

contraindications to the use of AAT with youth who are survivors of CSA. Thus, this chapter 

focuses on exploring the findings gathered from the articles reviewed as it relates to each of the 

three research questions, as well as elaborating on the implications of this research for clinicians, 

therapy animal trainers/handlers, officials of governing bodies/stakeholders/policymakers,  

parents and caregivers, and survivors.  

Ways Therapy Animals are Integrated into Trauma Treatment  

While the 12 articles included in this systematic review included a wide range of 

treatment modalities, environmental settings, and types of therapy animals, the majority of 

studies included cognitive behavioral interventions (75%), were located at a community-

based/social-services treatment setting (66.67%), and integrated a therapy canine (41.67%). 

Therapy animals were primarily integrated in structured manners, in which the contact with the 

therapy animal followed a sequence or program to meet participants’ goals (66.67%), and semi-

structured ways (16.67%), in which the therapy animal helped to meet participants’ treatment 

goals and facilitate specific aspects of the therapy process but the participant more freely 

interacted with the therapy animal. Parish-Plass (2008) detailed a more unstructured approach in 

which children freely interacted with a wide range of therapy animals during the sessions without 

a consistent pattern of utilization towards therapeutic goals. While one article (Dietz et al., 2012) 
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included unstructured and semi-structured ways of integrating the therapy animal into treatment 

by comparing outcomes from groups that had therapy canines present for free interaction and 

groups that had therapy canines present and included stories which linked the canines to the 

therapeutic goals and topics.  

Outcomes from Articles Reviewed and Benefits Associated with the Therapy Animal 

Research Question 2 consisted of two sections. The first gathered data around general 

outcomes and effectiveness of the articles’ AAT treatments for youth with trauma-related 

symptoms due to CSA and the second collected information on treatment benefits that were 

solely associated with the therapy animal.  

Rates of Attrition 

Nine articles included in this review reported attrition rates. Out of the nine, a majority of 

66.67% reported 0.00% attrition, meaning that all participants completed the course of treatment. 

Other studies' attrition rates included 10.00%, 13.00%, and 33.33%. Importantly, Naste et al. 

(2018) explained how one of the three participants was unable to complete their sessions of EFT 

due to issues with transportation as explanation for their 33.33% attrition rate. These outcomes, 

when paired with the increased level of engagement due to the presence of the therapy animal 

(see Benefits Associated with the Therapy Animal section below), support the conclusion that 

the integration of AAT reduces the high attrition rates common in treatment for youth survivors 

of CSA (Wamser-Nanney & Steinzor, 2017).  

Reduction in Trauma-Related Symptoms 

Prominently, all 12 articles reviewed for RQ2 reported significant improvements in 

trauma-related symptoms including PTSD symptoms, internalizing symptoms 

(depression/suicidal ideation, anxiety, self-esteem, empowerment, and anger), externalizing 
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symptoms (cruelty/sexual behavior, oppositional/impulsive behavior/behavioral dysregulation, 

and general behavior), and interpersonal functioning (relational functioning/skills, emotional 

expression/communication, behavior/functioning in school, quality of life). Among these 

findings, notably all seven articles that assessed specifically for PTSD symptoms reported 

statistically significant decreases. Signal et al. (2017) highlighted the importance of their finding 

a reduction in avoidance symptoms as trauma-related avoidance tends to be treatment resistant 

(Murphy et al., 2014).   

Further, 58% of articles reported improvements in depressive symptoms, not only is this 

finding important given that depressive symptoms tend to resist treatment for youth with CSA 

(MacDonald et al., 2006), but also because all articles that specifically measured depressive 

symptoms reported reductions when therapy was paired with AAT. Remarkably, Signal et al. 

(2013) reported that both the child and adolescent groups experienced non-significant reductions 

in depressive scores from completing counseling with CBT interventions, but both groups had 

reductions in depression after completing a 9 to 10-week EFT program. Importantly, these 

findings were not only statistically significant, but also clinically meaningful as the child groups’ 

scores fell from above the clinically significant cutoff for depression after counseling to well 

below and adolescent groups’ scores reduced from moderate depression after counseling to mild 

(Signal et al., 2013). Notably, Reeson et al. (2020) intensive multi-modal treatment reported a 

42% reduction in depressive symptoms and a 47% reduction in suicidal ideation/behavior after 

only the first (2 to 4 weeks) round of treatment, which focused primarily on adjunctive therapy 

services such as AAT, art therapy, music therapy, yoga and meditative therapy, and drumming 

circles. This remarkable improvement is important not only given that depression can be 

treatment resistant for youth in treatment for CSA and the high-risk nature of suicidal 
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ideation/behavior, but it also highlights the impact of creative and adjunctive treatments such as 

AAT.  

Out of the articles included in this review, 33.33% reported reductions in sexual concerns 

and inappropriate sexual behavior/changes in behavior. Additionally, 25% of articles found an 

improvement in oppositional behavior, impulsivity, and/or behavioral dysregulation. Naste et al. 

(2018) discussed how one participant struggled with inattention and hyperactivity as a result of 

her trauma. While her Global Executive Functioning score was in the clinically significant range 

at the start of the EFT-CT program, it dropped to the subclinical range by the completion of the 

program. These outcomes were echoed in her improved functioning at school, providing clinical 

meaning to this reduction (Naste et al., 2018). In relation, studies have found that youth with a 

history of CSA tend to be misdiagnosed with attention-deficit/hyperactivity disorder (ADHD) 

(Cohen et al., 2010; Lucio & Nelson, 2016; Weinstein et al., 2000). Thus, treatments which can 

improve inattention, behavior dysregulation, and functioning in school are important to avoid 

misdiagnosis and help the child to not fall behind academically. Indeed, this review found that 

25% of articles reported positive changes in youths’ functioning at school. The above findings 

are important as behavior-related symptoms tend to be less responsive to treatment (Lanktree & 

Briere, 1995; MacDonald et al., 2006). 

  As CSA is an interpersonal trauma, the betrayal of trust and loss of safety often extends 

past the relationship with the perpetrator, and can present as difficulty forming and maintaining 

relationships with peers (Kendall-Tackett et al., 1993; Maniglio, 2009; Milot et al., 2010; 

Putnam, 2003). Especially during teenage years, the formation of strong relationships with peers 

is a crucial part of healthy adolescent development and contributes to psychological well-being 
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long-term (Delgado et al., 2022). Thus, it is encouraging that 41.67% of articles reviewed cited 

improvements in relational functioning and skills for participants.  

Benefits Associated with the Therapy Animal 

The second part of RQ2 included nine articles (75%) reporting therapeutic benefits 

directly connected to the therapy animal. All nine articles indicated that the addition of a therapy 

animal resulted in positive changes in participants. This section was broken into three categories: 

benefits in treatment process, positive changes both in and out of therapy, and post-treatment 

outcomes.  

Benefits in Treatment Process 

Themes detected in the articles related to ways the therapy animal provides support in 

therapy sessions that positively impact and facilitate the treatment process. The findings include: 

increased engagement/adherence to the treatment, promotion of safety/therapeutic alliance, 

disclosure facilitated through the animal, general positive impact, and increased insight.  

Notably, 55.56% of articles discussed participants’ increased engagement and adherence 

to treatment in the presence of the therapy animal. Eggiman (2006) described how her client was 

having difficulty participating in therapy as she was not following the rules in the therapy room 

(respecting personal space, etc.), constantly moving her body, talking disjointedly and 

constantly, or holding attention, all of which improved once the therapy canine joined sessions. 

In fact, her desire to meet the therapy dog provided motivation to learn the rules of therapy space 

and the boundaries needed to interact with the therapy dog, after which her body calmed and she 

was able to engage in sessions more effectively (Eggiman, 2006). Further, increased 

engagement/adherence to treatment may relate to participating more in the sessions and having 

higher rates of attendance which result in superior treatment effectiveness (Theimer et al., 2020). 
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Potentially, these factors help to account for moderate to strong effect sizes and augmentation of 

treatment outcomes in comparison to therapy alone (Dietz et al., 2012; Kemp et al., 2014; Signal 

et al., 2013).  

Importantly, the therapy animal was found to promote a sense of safety and assist in 

building the therapeutic alliance with the therapist in 44.44% of articles. This finding, paired 

with higher levels of engagement, may help to explain the lower levels of attrition captured in 

these studies, as discontinuation of treatment typically occurs in the first stages of treatment 

(Capella et al., 2022), which tend to focus on building rapport, forming a therapeutic alliance, 

and establishing safety (Cohen & Mannarino, 2008; Naste et al., 2018; Reeson et al., 2020, 2022; 

Silverstone et al., 2016). Capella et al. (2022) gathered information around treatment from the 

perspectives of youth undergoing trauma-treatment for CSA. The authors found that the first 

stage of treatment is the most difficult and scary, and poses the most barriers to attending and 

engaging in therapy (Capella et al., 2022). It is possible the therapy animal, through creating 

safety and laying the foundation for a therapeutic alliance, allows for the youth to remain in 

therapy past the beginning stages and be more engaged in the primary form of therapy treatment. 

The hope is that with early, effective interventions youths can avoid some of the long-term 

symptoms, suffering, and impairment in functioning seen in 47-56% of adults with a history of 

CSA (Cutajar et al., 2010; Martin et al., 2004).  

Similarly, 44.44% of articles cited ways the therapy animal facilitated and supported 

participants’ disclosure in session. Stories told from the therapy animal’s perspective helped to 

encourage disclosure of the participants’ trauma narrative. These stories illustrated how after the 

therapy animal shared their story and expressed their feelings, the child felt safer. Not only was 

the therapy animal’s disclosure through the story and calming presence helpful, but articles 
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explained how the children would often tell their trauma directly to the animal, or while holding 

the animal’s paw or petting the animal’s back (Eggiman, 2006; Naste et al., 2018; Reichert, 

1998; Parish-Plass, 2008). It is possible that the presence of the therapy animal helped to reduce 

some of the avoidance associated with trauma reminders for participants allowing for the 

formulation of the trauma narrative to more comfortably occur.  

Positive Changes Both in and out of Therapy 

Themes detected in the articles indicated a positive change related to the therapy animal 

that was helpful in the therapy context and carried over as benefits seen outside of therapy. These 

themes include: behavior towards animals, emotional expression/awareness, kindness and 

empathy, emotional/bodily regulation, and the formation of emotional bond/secure attachment.  

All nine of the articles reviewed for RQ2, part 2, indicated positive changes in the way 

the participants behaved around and treated animals. In fact, Eggiman (2006) spoke of how a 

participant, who had a history of abusing animals, learned gentle ways to interact with the 

therapy dog, which was generalized to interactions with animals outside of session. An example 

provided was when the participant was introduced to a friend’s pet dog, she directed others on 

where to softly pet the dog, which was exactly how she treated the therapy dog (Eggiman, 2006).  

Further, 55.56% of articles discussed how the participants increased their awareness of 

their emotions and their ability to express their emotions. This process was assisted by the 

therapy animals: as participants learned to recognize emotions in the therapy animals and 

themselves, they became more comfortable identifying and expressing their feelings both to 

therapists and caregivers (Eggiman, 2006; Naste et al., 2018; Parish-Plass, 2008; Reichert, 1998; 

Signal et al., 2017). Signal et al. (2017) reported on caregivers’ feedback of how at the 
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completion of the AAT program their children were better able to express and communicate their 

emotions within the family.   

Additionally, 44.44% of articles revealed that participants had an increase in kindness 

and empathy. One finding seen across these studies is how the therapist modeled empathy and 

expressed kindness towards the therapy animal and the participant. The participant observed 

these interactions and by the end of treatment was demonstrating empathy towards the therapy 

animal which also extended to interactions with animals outside of treatment and to human 

interactions with the therapist and with siblings/peers/caregivers. It is possible that seeing the 

therapist express kindness and empathy to the therapy animal helped the participant to reinforce 

the trustworthiness of the therapist as they witnessed consistency not just in how the therapist 

approached them but in other relationships too (Parish-Plass, 2008; Reichert, 1998).  

Along the same reasoning, it is noteworthy that 44.44% of articles described how the 

participant formed a strong bond or secure attachment first to the therapy animal, which then 

extended to therapist and was echoed in a strengthening of relationships with their caregivers. It 

makes sense that youth who have had their trust betrayed by other humans might see a therapy 

animal as less threatening than a new therapist. As the therapy animals are unable to verbally 

communicate, they offer their presence to children in gentle and consistent manners that signal 

safety and build attachment. Indeed, as seen in Eggiman (2006), Naste et al. (2018), and Parish-

Plass (2008), when participants’ attachment had been disrupted due to a sexual abuse history of 

offending-caregivers, it created difficulties in attaching to new caregivers. Naste et al. (2018) 

discusses how one of their three case studies, an 11-year-old female, struggled with forming trust 

and bonds with her adoptive parents and relationships with peers after a history of severe sexual 

abuse by previous caretakers. However, she was able to form a strong attachment to the horse, 



 

 53 

and her therapist worked with her to extend the safety of this bond and interpersonal skills to her 

adoptive parents and relationships (Naste et al., 2018). As illustrated in this case study, through 

the safety of the bond formed with the therapy animal first and then the therapist, the therapist 

was able to assist participants in connecting with their new caregivers and appreciating the safety 

they offered. Further, the formation of these caregiver attachments is essential as secure 

caregiver attachments in childhood are necessary to form strong peer relationships (Delgado et 

al., 2022; Godbout et al., 2014). These findings connect back to the difficulties in forming and 

maintaining interpersonal connections seen in youth with CSA (Kendall-Tackett et al., 1993; 

Maniglio, 2009; Milot et al., 2010; Putnam, 2003), and the importance of the formation of peer 

relationships in adolescence for adaptive emotional health (Delgado et al., 2022). Thus, bonding 

with the therapy animal could be the first step in a sequence of crucial bonds essential to long-

term healthy social and emotional functioning.  

Finally, 33.33% of articles reported how participants demonstrated improved emotional 

regulation and bodily/somatic regulation when in the presence of the therapy animal, which then 

extended to contexts outside of therapy. Eggiman’s (2006) case study described how a 10-year-

old female had hyperactivity, inattention, inability to relax/calm her body, and anxiety, all of 

which made it difficult to fall asleep. She showed vast improvements only after the therapy dog 

was added into her treatment, demonstrating improved emotional regulation, attention, and a 

calmer body in session, at school, and at home. Her foster mother reported how she was less 

anxious at night when she imagined the calm she felt with therapy dog by her side, and 

remarkably, her sleep improved (Eggiman, 2006). Naste et al. (2018) cited the regulating impact 

of the therapy horses in the case studies, as the EFT-CT program specifically targets bodily 

dysregulation. The participants learned that calm movements allow the horse to relax, and co-
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regulation was achieved through syncing their bodies to the horse’s natural rhythms and learning 

ways to downregulate their own internal emotional states. With the therapist, the participants 

practiced accessing these calmer states while off the horse and when in contexts external to 

therapy. This practice coincided with a heightened level of bodily awareness and a reduction in 

dissociation-related symptoms for the participants (Naste et al., 2018). Further, these findings 

correspond with authors who emphasized the importance of first establishing bodily and 

emotional regulation in order to later engage in the cognitive-dominant aspects of therapy, such 

as the expression of their trauma narrative (Naste et al., 2018; Reeson et al., 2020, 2022; 

Silverstone et al., 2016).  

Post-Treatment Outcomes 

Throughout the reviewed articles, themes indicate that the addition of a therapy animal 

positively impacts participants and has the potential to augment treatment outcomes. In fact, 33% 

of the nine articles that reported benefits related to therapy animals separated the therapy animal 

from the treatment modality and assessed symptom changes before adding in the therapy animal 

to determine the impact of the therapy animal component. Statistically significant reductions in 

PTSD/trauma-related symptoms, anger, depression, anxiety, dissociation, problematic behavior, 

and sexual concerns were discovered.  

Dietz et al. (2012) study, in comparison of outcomes of three treatment groups (group 

treatment with no dogs, group treatment with dogs, and group treatment with dogs and stories), 

found that the group treatment with dogs and stories was the most effective for PTSD symptoms, 

dissociation, anxiety, and depression, and the only group that reduced anger and sexual concerns. 

The group treatment with dogs with no stories was also more effective than the group with no 

dogs for PTSD/trauma-related symptoms, anxiety, depression, and dissociation. These findings 
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demonstrate how the mere inclusion of therapy dogs augmented treatment outcomes. However, 

the group that provided structure through stories which related the therapy dogs’ presence to the 

topics of the group had the most augmented treatment outcomes, as the stories paired with the 

therapy dogs directed the children’s attention to the most important aspects of treatment. It 

follows that when integrating therapy animals, providing structure and connecting the animal to 

the treatment goals may enhance treatment outcomes. Further, thoughtful utilization of the 

therapy animal may direct the child to engage with the most crucial aspects of treatment.   

Kemp et al. (2014) study included child and adolescent participant groups. They 

compared participants’ sexual trauma-related symptoms before and after 6 weeks of in-clinic 

counseling as well as after completing approximately 10 weeks of EFT. The child group had 

non-significant improvements after 6 weeks of counseling but had statistically significant 

improvements in post-traumatic stress, dissociation, depression, anxiety, internalized behavior, 

externalized behavior, and sexual concerns after the EFT program, with effect sizes ranging from 

.58 to .88 (Kemp et al., 2014). The adolescent participants had significant reductions in post-

traumatic stress, dissociation, anxiety, and sexual concerns both after the 6 weeks of counseling 

and after the 10 weeks of EFT. However, there were significantly greater reductions after the 

completion of the EFT program, with effect sizes ranging from .70 to .91, and interestingly, 

depressive symptoms were only reduced after the EFT program (Kemp et al., 2014). Further, as 

reported in Sanchez-Meca et al. (2011) meta-analysis, most counseling treatments have effect 

sizes that range from small to moderate for sexual concerns. Kemp et al. (2014) echoed similar 

findings for their participants after completing counseling only, while in contrast, the effect size 

for reduction in sexualized behavior for adolescents was significantly larger after completion of 

the EFT program (.40 vs .90). These findings suggest that animal-assisted therapies, such as 
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EFT, may be uniquely suited to the developmental level of younger children in a way that 

cognitive-based counseling is not (this is further discussed below in the section on age and 

developmental level). However, regardless of age, depressive symptoms were only reduced after 

EFT and treatment effects appear to have been augmented with the addition of EFT. This study 

supports EFT as providing additional benefits to cognitive counseling across age groups.  

Finally, Signal et al. (2013) study conveyed that the children participant group, after six 

weeks of counseling alone, had depressive symptoms that still fell above the cut-off for clinical 

depression. However, after the EFT program, the children group’s depression scores fell well 

below the cut-off. Similarly, the adolescent group’s depressive symptoms were categorized as 

moderate before and after six weeks of counseling but fell into the mild depressive range at the 

end of the EFT program (Signal et al., 2013). Signal et al. (2013) study also demonstrated large 

effect sizes, greater than the small to medium effect sizes reported in Trask et al. (2011) meta-

analysis for depressive symptoms.  

Thus, the impact of integrating a therapy animal includes benefits that specifically 

enhance the treatment process and extend outside of the treatment context, targeting treatment-

resistant symptoms and augmenting treatment outcomes.  

Considerations in the Integration of Therapy Animals 

 RQ3 examined, in the 12 articles reviewed, themes around when the utilization of a 

therapy animal is most and least beneficial for youth survivors of CSA and has been separated 

into two sections: Characteristics of the Clinical Population and Considerations for Integrating a 

Therapy Animal. 
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Characteristics of the Clinical Population 

Themes were detected in the articles reviewed around participants’ age and 

developmental level, the impact of the COVID-19 pandemic, gender, cultural background, 

clinical presentation/symptoms, and contraindications.  

Age, Developmental Level, and the Impact of COVID 

The articles reviewed included youth between the ages of 5 to 17, and 25% of articles 

compared differences in treatment outcomes between the child and adolescent age groups (Kemp 

et al., 2014; Signal et al., 2013; Reeson et al., 2022). Kemp et al. (2014) reported that both the 

adolescent and child treatment groups benefitted from the EFT program, as both groups reported 

statistically significant reductions in depression, anxiety, trauma-related symptoms, and 

maladaptive behavior. However, a notable difference between the age groups is that the 

adolescent group showed significant reductions in anxiety, trauma-related symptoms, and 

maladaptive behavior from 6 weeks of counseling, while the child group did not show significant 

improvements from the same time period spent in counseling (Kemp et al., 2014). Signal et al. 

(2013) described how both the child and adolescent treatment groups experienced statistically 

significant reductions in depression after the EFT program, with no significant change in either 

group after 6 weeks of therapy sessions. While both the child and adolescent treatment groups 

reported large effect sizes, the child group reported the largest average effect size (Signal et al., 

2013). Given that Trask et al. (2011) meta-analysis found that older adolescents tend to have 

stronger effect sizes for cognitive-focused trauma therapy, AAT may present a solution to the 

WHO (2017) guidelines around adapting available treatments to meet younger children’s 

developmental levels. Informed by the impact of trauma on neurobiology, the NMT offers an 

approach to treatment that focuses on matching the treatment modality to the individual youth’s 
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developmental level (Perry & Dobson, 2013). Thus, an approach that attempts to lead with 

cognitive approaches could be experienced as a mismatch to a child who cannot engage in high-

order executive processing due to chronological age or trauma causing developmental disruption, 

which can present as behavioral dysregulation and inattention. Thus, treatment modalities that 

focus on bottom-up regulation approaches may be more developmentally suited for younger 

children or youth with developmental differences due to trauma (Perry & Dobson, 2013). Reeson 

et al. (2020, 2022) and Silverstone et al. (2016) based the sequence of their treatment on NMT 

theory, as the treatment started with therapy modalities that utilize “patterned rhythmic 

experiences” to access lower brain structures that build the ability for regulation, including AAT 

(Perry & Dobson, 2013, p. 257). The petting of therapy dogs, the grooming and riding of therapy 

horses, and co-regulation through the calming presence of the therapy animal are ways to access 

these bottom-up forms of regulation. Establishing regulation first may later allow the youth to 

benefit from crucial components of trauma-informed therapy treatments, such as the trauma 

narrative (Cohen et al., 2010; Kooij et al., 2022; Tichelaar et al., 2020), allowing for 

augmentation of treatment benefits. Importantly, in the articles reviewed, these AAT techniques 

were part of the early stages of therapy which resulted in clinically meaningful changes for both 

children and adolescents when paired with various treatment modalities. These findings call 

attention to the importance of furthering research in this area.  

Reeson et al. (2022) recorded improvements for both the child and adolescent groups for 

PTSD symptoms, depression, anxiety, quality of life, and self-esteem after the initial round of 

treatment. Reeson et al. (2022) also examined the impact of the COVID pandemic on the 

children and adolescent participants who underwent treatment during this time, administering a 

questionnaire that asked about various areas of impact and perceived stress. They found a 
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notable difference in the level of impact from the COVID-19 pandemic, with more stressors 

negatively impacting the adolescent group than the child group. Additionally, when Reeson et al. 

(2022) compared outcomes from child and adolescent groups pre- and post-COVID, the child 

and adolescent groups who began treatment after the COVID pandemic recorded fewer positive 

changes in participants’ symptoms in all areas. For youth who are survivors of sexual abuse and 

the COVID pandemic, it is important to keep in mind the negative impact of compounded 

traumas as reported in the ACE studies (Cronholm et al., 2015; Felitti et al., 1998). Reeson et al. 

(2022) findings coincide with other emerging research on the pandemic’s negative impact on 

mental health and its association with increased trauma-related symptoms for adolescents 

(Millner et al., 2022; Palmer et al., 2022; Parker et al., 2021). It is evident that there is a need for 

further investigation into the impact of intersecting traumas for youth survivors of CSA and a 

higher need for trauma-informed care for adolescents in this post-pandemic context.  

Gender 

In regards to gender, 42% of articles reported only female participants. The majority of 

articles included male and female participants, with one article including male, female, and non-

binary participants. Four articles (33.33%) reported no differences between male and female 

participants regardless of whether the participant was a child or adolescent, with Reeson et al. 

(2022) finding no differences among male, female, and non-binary participants. While the 

reasons behind this are unclear, only Reeson et al. (2022) included participants who identify as 

non-binary. While Reeson et al. (2022) study gives hope for treatment efficacy across the gender 

spectrum, more research is needed to support effective forms of treatment for youth who identify 

across the gender spectrum. Only Taylor et al. (2016) study on canine-assisted therapy noted a 

difference in outcomes between genders, as female participants had a greater reduction in cruelty 
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towards animals when compared to male participants. However, this finding is in contrast with 

Kemp et al. (2014) which found no gender differences in reductions in sexual concerns for 

participants after completing their EFT program. Further research is needed to determine if 

gender differences may have been a fluke for Taylor et al. (2016) or if there could be another 

variable, such as differences in the type of therapy animal (dog vs. horse), or differences within 

the population studied besides gender, that could account for the disparate outcomes.  

Cultural Background 

Among the 12 articles reviewed, 67% compared outcomes between participants’ cultural 

backgrounds, and all reported similar efficacy regardless of cultural/ethnic background (e.g., 

Hispanic, Latinx, Caucasian, African American, Native American, Indigenous). Notably, six 

articles compared outcomes between indigenous and non-indigenous youth found AAT had 

equivalent outcomes for both groups. The importance of the decolonization of mental healthcare 

for Indigenous people is reflective of trauma-informed care, as approaches should align with 

cultural healing practices in the context of historical trauma and current societal factors (Nadeau, 

2020; Kimber, 2022). As a clinician, it is important to not cause more traumatization through 

applying Westernized treatment modalities to indigenous people who have been oppressed by 

Western colonization both historically and currently through repeated experiences of racism and 

marginalization (Reeves & Stewart, 2014). Sexual abuse (among other forms of abuse) has been 

reported by the survivors of residential schools, which indigenous youth were forced to 

assimilate to and attend from the 1860s to the 1990s throughout the United States and Canada 

(Reeves & Stewart, 2014). Experiences of this historical trauma and the impact of colonialism 

have been associated with various factors (e.g., sexual abuse at residential schools, disruption in 

family functioning, lower SES) that contribute to higher rates of sexual trauma among 
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Aboriginal and Indigenous youth in the United States and Canada (Devries et al., 2009; Gameon 

& Skewes, 2020; Farley et al., 2005; Pearce et al., 2008). Given that Kenney & Singh (2016) 

found that indigenous youth are more likely than non-indigenous youth to report experiencing 

five or more ACES in their childhood, and non-culturally adapted cognitive therapies are less 

effective for indigenous youth (Westerman, 2010), effective culturally-matched and trauma-

informed healing is needed to reduce the long-term impact of CSA for indigenous youth. EFT 

has been understood as a culturally congruent treatment for indigenous people, as horses are 

powerful symbols of healing and offer connection to nature (Coffin, 2019; Kimber, 2022; 

Reardon, 2010), and demonstrated equal efficacy for indigenous and non-indigenous youth in the 

articles reviewed (Dietz et al., 2012; Kemp et al., 2014; Signal et al., 2013, 2017; Reeson et al., 

2020, 2022). Reeson et al. (2022) study emphasized the use of the traditional healing practices 

(e.g., drumming circles, AAT, smudging, story-telling) to provide cultural adaptations of TF-

CBT for participants who are indigenous. However, the use of EFT or AAT should not be 

generalized to any group of people, as this perpetuates the trauma of colonization, which may be 

amplified if the clinician is not of a similar cultural background. Thus, culturally-congruent 

therapy involves collaboration with individual clients and their families and communities that 

they have identified to learn what forms of healing are most congruent to their unique 

intersecting identities and cultural experiences (Nadeau, 2020; Kimber, 2022).  

Clinical Presentation, Symptoms, and Contraindications 

The AAT studies reviewed appeared to improve a wide range of trauma symptoms 

resulting from sexual abuse including PTSD symptoms, internalizing and externalizing 

symptoms, depression, suicidal ideation, low self-esteem, anger, anxiety, bodily/emotional 

dysregulation, difficulties with emotional expression, oppositional/impulsive behavior, 
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inappropriate or cruel behavior towards animals, sexual concerns, and interpersonal relationship 

struggles. Given the heterogeneous nature of symptoms resulting from CSA, it is hopeful that the 

articles in this review reduced symptoms associated with a broad presentation of trauma-related 

symptoms for youth with various cultural backgrounds, genders, and ages.  

 All five articles that gathered information regarding the participants’ sexual abuse 

history reported a high prevalence of participants that have had a history of multiple or chronic 

sexual abuse. Dietz et al. (2012) compared participants who reported one or two incidences of 

sexual abuse and participants who reported over five and found no differences in treatment 

outcomes and efficacy. Thus, these treatments appear helpful regardless of the number of 

incidences of abuse.  

In consideration of contraindications for the use of AAT, Reichert (1998) and Signal et 

al. (2017) cautioned against AAT for children who have a history of aggression or cruelty 

towards animals and used these factors as reasons to exclude clients from AAT.  In contrast, 25% 

of articles specifically reported improvements in participants who had a history of cruelty 

towards animals and/or inappropriate sexual behavior towards animals (Eggiman, 2006; Parish-

Plass, 2008; Taylor et al., 2016). Parish-Plass (2008) discussed how AAT is especially beneficial 

in teaching children who have abused animals adaptive ways of interacting through the therapy 

animal. Parish-Plass (2008) theorized that when a child who has been abused then abuses an 

animal, it is likely the child is re-enacting their trauma in an attempt to resolve the pain, and the 

therapist can help the child to learn to interact with all animals in a healthy manner through 

highly mediated interactions that prevent harm to the therapy animal. Further, long-term 

protection of animals may be a positive outcome of treating a child who behaves in cruel ways 
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towards animals, as future animals are protected from harm as the child gains empathy for 

animals through AAT (Taylor et al., 2016).  

Given that it is common for youth who have been abused to develop fears (Kendall-

Tackett et al., 1993), if the child has a fear of animals, AAT is not recommended for the 

treatment (Parish-Plass, 2008). This recommendation makes sense as the therapy animal is meant 

to create safety, provide a calming presence, and foster connection, not increase stress, which is 

the likely outcome if the child has a fear of the therapy animal. While graduated exposure could 

reduce the youth’s reactivity to the animal, as seen in TF-CBT, the child must first be relaxed 

and have the skills necessary to cope (Cohen & Mannarino, 2008).  

Considerations When Integrating a Therapy Animal 

It is of utmost importance to only integrate an animal that has been properly trained into 

therapy. This point is highlighted in this review as all articles included a trained therapy animal, 

and a majority of articles highlighted that both the animal and clinician should complete training 

or utilize a handler with a trained therapy animal.  

From the perspective of the clinician, the safety of both the therapy animal and the client 

needs to be considered when incorporating therapy animals into treatment. It is important to 

ensure that the child has a positive and safe experience in order for the therapy animal to help 

bridge therapy and not act as a therapeutic barrier. Equally important, clinicians must take steps 

to ensure the safety and well-being of the animal. A majority of articles (~67%) specifically 

emphasized the need for the clinician to establish clear rules and boundaries before the client 

meets the therapy animal around the ways that the client can and cannot interact with the therapy 

animal to best prevent harm to the client or the animal. Indeed, Taylor et al. (2016) specifically 

warns against the “use” of therapy animals as this characterizes therapy animals as “tools,” 
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risking their exploitation as the needs of the human are prioritized (p.146). Instead, Taylor et al. 

(2016) advocates for the coexistence of animal and human needs in AAT programs, including 

limiting contact to prevent overuse and considerations around an animal’s trauma history before 

deciding if the intensity of a therapy animal training program and work is appropriate for an 

animal’s needs. For instance, a rescue dog with a history of abuse may not be a good fit for 

working with a population of children who have also been abused, as the dog may have a higher 

need for support and may not be able to offer an effective level of support to others.   

Naste et al. (2018) discusses how EFT may offer unique benefits of increasing 

empowerment and sense of self-efficacy as participants learn to direct, set boundaries, connect, 

and care for an animal much larger than them. However, the integration of horses into therapy 

also presents unique challenges, as horses’ care is expensive, requiring boarding at a barn, 

adequate space, and, often, a more rural environment to thrive. Also, EFT training programs for 

clinicians are often costly and not readily accessible (Naste et al., 2018). While these factors may 

impact the ability of the clinician to utilize EFT, the nature of EFT may pose additional barriers 

for clients, as if not conveniently located, they must have access to reliable transportation.   

In contrast, canine-assisted therapy offers a lower-cost AAT alternative to equine 

therapy, as therapy dog trainings are usually less expensive, therapy dogs often live with the 

clinician, and the cost of food and care tends to be much lower than caring for a horse. 

Additionally, therapy dogs can be a range of sizes, allowing the clinician more flexibility if in an 

urban setting (Signal et al., 2017). Importantly, one must keep in mind that just like horses, dogs 

are fundamentally animals, and if their needs are not being met there is a potential for them to 

become reactive or unpredictable (Wenthold & Savage, 2007). Basic requirements, as detailed in 

the Handbook on Animal Assisted Therapy, include the animal having excellent temperament, 
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meaning it is calm and obedient to its handler even when exposed to novel stimuli (i.e., an 

excited or scared child; Fine, 2015). Additionally, the animal needs to be able to stay controlled 

and lay or sit for extended periods of time and be up to date on all vaccinations (Fine, 2015). It is 

recommended that dogs first complete the American Kennel Association’s Good Citizen training 

and testing before becoming certified through a nationally recognized therapy pet training 

program such as those offered through Pet Partner (Fine, 2015). These sentiments are echoed in 

the articles, as all advised that therapy animals and clinicians are properly trained or that a 

clinician collaborates with a professional handler to ensure the safety of all involved. The 

clinician must be proficient at reading the therapy animal’s body language, and the therapy 

animal’s time spent assisting therapy should be limited to avoid exhaustion or overuse (Signal et 

al. 2017; Taylor et al., 2016).  

Research Implications and Recommendations 

 The information gathered in this review has implications for various groups impacted by 

the trauma of child sexual abuse. There are a wide range of heterogenous symptoms that youth 

can develop after CSA, which can have immediate and severe physical, behavioral, and 

psychological impacts that can be resistant to cognitive forms of treatment, as well as long-term 

consequences. As evidenced in this review, animal-assisted therapy has been integrated into 

various treatment modalities in a variety of ways, supporting and augmenting treatment 

outcomes across age, developmental level, gender, and cultural background. AAT was found to 

provide additional benefits to treatment specifically associated with the presence of the therapy 

animal. In recognition of these findings, the next sections detail recommendations for clinicians, 

parents and caregivers, governing officials, and survivors.  
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Clinicians 

As discussed above, clinicians must balance the needs of the animal and the client and 

prioritize the safety of both in order for the AAT to be mutually beneficial. Clinicians must 

complete proper training alongside the animal and establish clear rules and boundaries with the 

client around ways to interact before introducing the therapy animal into treatment. When 

selecting the type of therapy animal, clinicians should consider the cost associated with training 

and care for different animals, alongside the practicality and accessibility for the clinician and for 

their clinical population.  

 As this systematic review detailed various benefits from different ways therapy animals 

have been incorporated into a range of treatment modalities, there remains a question of what 

treatment modality best combines with AAT and necessitates a call for further research into this 

matter. However, there are guidelines for practicing trauma-informed care. As described by the 

Substance Abuse and Mental Health Services Administration (SAMHSA) 2014, trauma-

informed approach or trauma-informed care understands the impact of trauma on individuals 

and systems, recognizes the diverse and wide-range of symptoms resulting from trauma, utilizes 

trauma assessments to properly screen for trauma-related symptoms in acknowledgement of 

differences due to age, gender, culture, and developmental level, “responds” using the most 

effective treatment modalities, and “actively resists re-traumatization” through following six key 

principles (SAMHSA, 2014, pp. 9-10). SAMHSA’s six principles of a trauma-informed 

approach include  

1. Establishing physical and psychological safety. 

2. Creating trust with clients. 

3. Connecting trauma survivors for peer support. 
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4. Reducing power differentials through collaborative care. 

5. Recognizing and fostering individual’s self-advocacy skills through empowerment, 

voice, and shared decision-making. 

6. Provides anti-racist and culturally-congruent care, that recognizes the impact of 

historical trauma and integrates cultural healing traditions. 

Furthermore, the following components were found to overlap in evidence-supported trauma 

treatment for children and adolescents: collaborative creation of a safe environment, 

psychoeducation, recollection of the trauma, exposure to the trauma, formation of a trauma 

narrative, and building coping skills for resiliency (Cohen et al., 2010; Kooij et al., 2022). 

Tichelaar et al. (2020) systematic review found that the inclusion of a trauma narrative, as well 

as adjunctive psychopharmacology treatment, increased the efficacy of therapy treatments for 

youth survivors of CSA. Also, trauma-focused treatment should directly target the trauma 

symptoms, include non-offending caregivers when appropriate, and build resiliency and enhance 

functioning to improve developmental trajectory (Cohen et al., 2010; Lucio & Nelson, 2016). 

Thus, the integration of AAT is best advised in combination with trauma-informed treatment and 

the components detailed above, including collaboration with individual clients and their families 

to determine the appropriateness of AAT in consideration of their cultural backgrounds and 

unique factors which may impact the decision (e.g., fear of animals).   

Finally, as corroborated by the findings in this review, when incorporating AAT into 

practice, the clinician should consider how to structure the session that optimizes the integration 

of the therapy animal through both protecting the therapy animal’s well-being and directing the 

child’s heightened engagement with the therapy animal to the most crucial components of 

treatment.  
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Parents and Caregivers 

For caregivers with children who have been sexually abused, this systematic review 

allows for consideration of the potential benefits and the fit of AAT as an adjunctive to trauma-

focused treatment. Non-offending caregivers and parents are essential in supporting their 

children’s treatment for CSA by believing their child, initiating and consenting to treatment, 

providing transportation, and encouraging therapy (Theimer et al., 2020). In order to support 

children in healing, parents can attend psychoeducational groups to learn a trauma-informed 

approach to parenting, as a child’s behavior must be understood in the context of the impact of 

trauma (SAMHSA, 2014; van Toledo & Seymour, 2013). While a child with disrupted 

attachment due to trauma may increase their capacity for attachment through AAT, caregivers 

who provide direct support in helping their child cope with CSA build stronger attachments, 

which act as a protective factor against long-term interpersonal struggles (Godbout et al., 2014). 

Parent-coaching with a trauma therapist may assist caregivers in learning ways to respond to 

their child’s behavior that encourages secure attachment and co-regulation through providing 

emotional validation and safety in a consistent manner.  

While treatment that involves non-offending caregiver components, such as TF-CBT, can 

be helpful for children who have been sexually abused, the focus should remain on supporting 

the child in their healing (Theimer et al., 2020; van Toledo & Seymour, 2013). However, in 

consideration that disclosure of sexual abuse can be extremely distressing for caregivers, 

individual therapy and/or group therapy for non-offending caregivers of children who have been 

sexually abused is recommended to provide caregivers with community care and space to 

process their feelings (van Toledo & Seymour, 2013).   
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Caregivers must continue to advocate for their child’s healing, through finding treatment 

that is most importantly accessible and, if needed, seeking treatment that assesses for and 

matches their child’s developmental level, provides creative approaches to better engage their 

child, and collaborates to cultivate an individualized treatment that integrates their culture.  

Governing Bodies and Policymakers 

The information gathered in this review directs attention to the need for further support 

around the prevention of child sexual abuse and the need for wider dissemination of trauma-

informed educational programs at the community level. With the hope of assisting teachers, 

healthcare workers, and caretakers to recognize the signs and symptoms of CSA, children can be 

protected from further harm and benefit from early intervention with trauma-informed treatment 

programs, not only in the United States but on a global level. One recommendation, in light of 

this review, is for policymakers to delegate funding towards researching the impact of AAT and 

supporting trauma-informed treatment programs that integrate creative adjunctive interventions, 

such as AAT, to potentially enhance engagement and completion of treatment programs, and 

better meet the developmental needs of children. Through funding these types of programs, 

accessibility can be increased for those who are most vulnerable and most in need of alternative 

approaches to treatment to augment outcomes and reduce suffering. Finally, governing bodies 

within the field of psychology, such as the American Psychological Association (APA) for the 

United States or the World Health Organization, could further these efforts to provide effective 

and individualized care by expanding research focus beyond RCTs and diagnosis (e.g., PTSD) 

and invest in studies that focus on cultural adaptations and integrate adjunctive interventions to 

trauma-informed treatments. Given the heterogeneous nature of symptoms associated with CSA 

and its high rate of prevalence, concentrating on formulating guidelines around ways to enhance 
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the trauma treatments that are already widely in use (e.g., TF-CBT) with the focus on early 

intervention benefits the greater good of society by reducing the burden of later socioemotional 

and healthcare costs associated with untreated and compounded trauma.  

Survivors 

For adult survivors who may have come across this review, perhaps you are looking for a 

way to reduce the suffering from child sexual abuse, to process the unimaginable, or to resolve 

symptoms that you have learned to live with from a young age. You are not alone. This was not 

your fault, and there is hope for healing your past and finding a new way forward. Seek healing 

that provides safety and regulation, aligns with your culture, connects you with other survivors, 

and allows you to share your trauma story while incorporating a new narrative for your future: 

one that honors your pain and your resiliency.  

Strengths and Limitations 

 This systematic review has both strengths and limitations that are discussed concurrently 

in this final section. One limitation is the lack of research and literature available for review on 

the topic of the integration of AAT into trauma-informed treatment for survivors of CSA. Given 

that there were only 12 articles reviewed, which were limited to the United States, Canada, 

Israel, and Australia, paired with the inclusion of studies with small and large sample sizes, the 

findings cannot be generalized. A strength of this review is the studies’ inclusion of diversity in 

symptomology, age, gender, and culture. The relative heterogeneity of the studies can also be 

considered a weakness. As differences in articles include the type of therapy animal, diverse 

participant characteristics, the therapeutic interventions, the format of therapy delivery 

(group/individual), the setting (resident in-patient, community clinic, etc.), and the form of 

assessment (observatory v. formal assessments), the benefits from AAT are not able to be 
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isolated from the other variables in a way that offers conclusive evidence. Yet, remarkably, 

consistent themes emerged across the studies, which offer preliminary support for AAT 

providing additional benefits to trauma-informed treatment. Further, this review contributes to 

the growing body of literature investigating the benefits and risks of including animal-assisted 

interventions, sparking conversation around ways to adapt trauma-informed treatment to best 

meet the needs of those most vulnerable while acknowledging the need for further research on 

these topics.  

A weakness of this review may include its integrative approach, as qualitative data and 

case studies are often smaller and not randomized, increasing the chance for researchers’ bias 

(Whittemore & Knafl, 2005). However, while statistical significance was the focus of the 

quantitative studies, clinically meaningful change was emphasized in the qualitative data. In 

recognition of the value in all forms of information that support and enhance treatment outcomes 

for youth who have been sexually abused, this review’s integrative approach provided a more 

comprehensive understanding of the ways, benefits, and considerations around animal-assisted 

therapy and the integration into trauma-informed treatment. Given that youths who have been 

sexually abused suffer from a wide range of treatment-resistant symptoms that can have lifelong 

impacts, it is important to increase awareness around treatment options, such as AAT, that might 

not be able to be generalized to the masses but have the potential to help youth who are less 

responsive to traditional forms of treatment. Thus, the value of this review is firmly grounded in 

the belief that each and every child who has been sexually abused is worthy of treatment that is 

responsive to their individual needs and that prevents future suffering by providing the highest 

chance for meaningful change.  
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