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Hippotherapy (Greek hippos ¼ horse) is a specialised physiotherapy treatment that makes use of
the horses’ unique three-dimensional movement impulses at a walk to facilitate movement responses
in patients sitting on the horse’s back (Strauß, 2000). Despite a substantial body of anecdotal and clini-
cal evidence for its benefits, research evidence for hippotherapy is sparse. This questionnaire survey was
the first study in a series of investigations exploring the views of physiotherapists and people with cer-
ebral palsy who use hippotherapy. These investigations, in turn, form the basis from which the authors
will recommend outcome measures for individuals with cerebral palsy in a hippotherapy environment.
This study aimed to: (a) establish the pattern of hippotherapy practice in Germany and the U.K.;
(b) examine the perceived main effects of hippotherapy on people with cerebral palsy in Germany
and the U.K.; and (c) investigate how these effects are being measured in both countries. The results
highlighted considerable differences in how hippotherapy is practised in the U.K. compared with in
Germany. In spite of this, the study revealed agreement among respondents on the overall perceived
effects of hippotherapy on individuals with cerebral palsy, namely, the regulation of muscle tone,
improvement of postural control and psychological benefits. The results also indicate scant use of out-
come measures to evaluate these effects. The impact of these findings is discussed in the light of pub-
lished research, and suggestions for further research are made.

Introduction and literature review

Hippotherapy (Greek hippos ¼ horse) is a
specialised physiotherapy treatment that makes
use of the horses’ unique three-dimensional
movement impulses at a walk to facilitate move-
ment responses in patients positionedon thehorse
(Strauß, 2000). During hippotherapy the patient
does nothing to actively influence the movement
of the horse; on the contrary, the patient is
moved by the horse and responds to the horse’s
movement. The physiotherapist directs a spe-
cially trained horse handler to vary the horse’s

movement as required, through changes in
cadence, stride length, and direction.

Hippotherapy is a distinct area within thera-
peutic riding, which also includes riding and
vaulting in special education, riding and driv-
ing as a sport for persons with a disability,
and, for the last ten years or so, particularly
in Germany, the use of horses in psychology
and psychiatry. Practitioners in the different
specialities within therapeutic riding agree that
there may well be some degree of overlap in
activities among these areas, as suggested in
Figure 1. However, each area has objectives
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Address correspondence to Dorothée Debuse, Senior Lècturer in Physiotherapy, Northumbria University, Room A107,

Coach Lane Campus West, Coach Lane, Newcastle upon Tyne, NE77XA, UK. E-mail: dorothee.debuse@unn.ac.uk

Physiotherapy Theory and Practice, 21(4):219�242, 2005

Copyright # Taylor & Francis Inc.

ISSN: 0959-3985 print/1521-0510 online

DOI: 10.1080/09593980500321143

219



and specially trained professionals unique to
that setting.

Proposed benefits of hippotherapy

According to the literature the main physical
effects of hippotherapy are regulation of muscle
tone (Bausenwein, 1984; Künzle, Steinlin Egli,
and Yasikoff, 1994; Leyerer et al, 1991;
Rommel, Peterson, and Rommel, 1996; Strauß,
1998), improved trunk control (Haehl, Giuliani,
and Lewis, 1999; Rommel, Peterson, and Rom-
mel, 1996; Strauß, 2000; Tauffkirchen, 1996), the
correction of abnormal movement patterns
(Strauß, 2000; Tauffkirchen, 1996), improved gait
(McGibbon et al, 1998; Would, 1998, 2000) and
improved balance, coordination and sensory inte-
gration (Strauß, 1998, 2000; Tauffkirchen, 1996;
von Arbin, 1994; Weber, 1996). While some of
these authors (Strauß, 1998, 2000; Tauffkirchen,
1996) are pioneers of this discipline and have a
wealth of experience in hippotherapy, their work
is based on observation rather than rigorous
evaluation. More recently, a limited number of
researchers (Haehl et al, 1999; McGibbon et al,
1998; Would, 1998) have used systematic appro-
aches to examine the influence of hippotherapy.

McGibbon et al (1998) found that all five
subjects they examined by means of a repeated
measures within-subject design demonstrated

significant improvement of their energy expendi-
ture during walking (Energy Expenditure Index)
and gross motor skills (Gross Motor Function
Measure) following a hippotherapy programme.
While their study is sound statistically, the
authors point out the possibility of bias, as one
investigator carried out both the hippotherapy
and examined the subjects. Furthermore,
McGibbon et al (1998, 756) mention that ‘‘a
saddle and stirrups were used as the child pro-
gressed in the program.’’ Key educators on
post-graduate hippotherapy programmes in
Germany and Hungary, would not consider
the use of a saddle and stirrups as hippotherapy
in the classic sense (personal communications
with P Holzmüller and C.v. Rüxleben-Plöger in
2003). This clearly highlights differences in opi-
nion and practice among countries and clini-
cians. It also complicates the evidence base, as
the boundaries between hippotherapy (as classi-
cally defined in Europe) and other areas within
therapeutic riding become blurred (Graham,
2000; MacKinnon et al, 1995; MacKinnon and
Wong, 2002; MacPhail et al, 1998; Pasquinelli
et al, 2001; Sterba et al, 2002).

Would (1998, 2000), found evidence that the
walking ability of the subjects she investigated
had improved after a period of hippotherapy as
compared with an equal length control period
(Would, 1998, 2000). The aspects of walking abil-
ity she investigated were subject-specific and
included parameters such as weight transfer from
one leg to the other, ability to stand without sup-
port, ability to walk without using a walking aid,
and ability to stop and turn successfully. Further-
more, the functional improvement gained during
hippotherapy was maintained when the subjects
were examined several months later. In a sub-
sequent study Would (2003) was able to demon-
strate statistically significant improvements in
weight-shift and balance in eight children follow-
ing an intense hippotherapy programme.

An investigation by Haehl et al (1999) is of
limited external validity due to the small number
of subjects (2) involved. However, its method-
ology is sound and it is of interest because it is
the first study to analyse in detail, the movement
of both non-disabled children and children with
cerebral palsy during the equine walk. The study
identified a biphasic movement pattern of the
equine pelvis and demonstrated that by the end
of a 12-week hippotherapy programme the

Figure 1. Diagrammatic representation of Therapeutic Riding

(based on a model by Heipertz (1977).
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movement patterns of the children with cerebral
palsy had improved. Their movements became
more rhythmical and biphasic, and the sequen-
cing of their movements was similar to that of
non-disabled peers. These findings suggest that
improvements in trunk stability and postural
control were evident following hippotherapy
(Haehl et al, 1999). In one of the children
also an improvement in functional ability (inves-
tigated with the Pediatric Evaluation of
Disability, PEDI) was demonstrated.

What complicates the evidence base for
hippotherapy is the fact that some authors seem
to blur the boundaries between hippotherapy
and the other areas within therapeutic riding as
set out earlier, both in their intervention and
in their measurements by using non-specific
concepts such as ‘‘therapeutic riding programs’’
(Graham, 2000; MacKinnon et al, 1995;
MacKinnon and Wong, 2002; MacPhail et al,
1998; Pasquinelli et al, 2001; Sterba et al, 2002).
Despite the confusion, most studies share a
common factor: the investigators examine a
non-homogenous client group with abnormal
muscle tone.

Measuring outcomes in hippotherapy

Several challenges for measuring outcomes in
hippotherapy have been highlighted. Pauw
(1999, 2000) reviewed the literature on the effects
of therapeutic riding, and noted that clinical, but
not statistically significant changes, were reported
in a number of studies. Pauw (1999, 2000) sug-
gested that the reason for this is not necessarily
an absence of significant effects of therapeutic rid-
ing on people with disabilities. Instead, she noted
that conventional statistical tests are not suitable
for use with trials involving small numbers of sub-
jects. A small number of subjects are typically
studied since most therapeutic riding programmes
serve relatively small numbers of patients with a
similar diagnostic classification. With her back-
ground in statistics, Pauw (1999, 2000) promoted
the use of standardised outcome measures in
multi-centre studies to increase the number of
subjects, thereby permitting the use of more
powerful traditional statistical tests. MacKinnon
et al (1995) also point out that the apparent lack
of statistically significant improvement following
a therapeutic riding programme (including hip-
potherapy) may be due to a lack of sensitivity

of the measurements used. Others support the
use of standardised outcomes, but on a smaller
scale (e.g. single case experimental studies) to evi-
dence the effectiveness of therapeutic interven-
tions. The value of examining small numbers of
subjects using qualitative research methods, with
a more inductive reasoning approach, has also
been promoted (Bithell, 2000; Duckworth, 1999;
Gibson and Martin, 2003).

Finally, there is a conspicuous absence of stu-
dies investigating the effects of hippotherapy on
individuals with cerebral palsy from a user
perspective. Yet, such research might provide
an important pointer to what are relevant out-
comes and what should, therefore, be measured
with this client group.

In summary, measuring outcomes of hippo-
therapy is complicated by several factors. First,
analysing effects of hippotherapy is difficult
due to the small numbers of subjects. Second,
there has not been consistency in the use of stan-
dardised outcome measures, and the measures
that have been used may lack sensitivity to
changes that accompany a hippotherapy inter-
vention. Third, it is unknown what limitations
and specific impairments should be targeted
outcomes. Finally, the perceived effects of hip-
potherapy from a user perspective have not been
sought to date.

The aims of this study

The study described here was the first step in
a series of investigations into the effects of
hippotherapy on people with cerebral palsy and
how these effects can be measured. The aims of
the first part of the study were to determine phy-
siotherapists’ perceptions of what the main
effects of hippotherapy are on persons with cer-
ebral palsy, and ascertain how these effects are
being measured via a questionnaire. However,
‘‘hippotherapy’’ is not a uniformly used term
across the globe. Therefore, we could not be sure
that the ‘‘hippotherapy’’ practised in one part of
the world would be the same as the ‘‘hippother-
apy’’ practised and written about in another.
For this reason we felt that it was essential to
establish some basic facts about hippotherapy
practice at the outset of the study. Therefore, a
secondary aim of this study was to understand
hippotherapy practice patterns in Germany and
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in the U.K. in terms of environment, resources,
and the background of physiotherapists.

The U.K. and Germany were chosen as sam-
pling locations, in order to get an overview of
working practices and perceptions in countries
with different length histories and experience
of hippotherapy. In Germany, hippotherapy
has been practised by specially trained phy-
siotherapists for some 30 years. It is widely avail-
able for children and adults with neuro-motor
impairments. Currently over 2,000 German phy-
siotherapists hold a recognised hippotherapy
qualification. In contrast, in the U.K. hippo-
therapy has been practised for approximately
ten years. In January 2003 only 15 members of
the Chartered Society of Physiotherapy held a
recognised qualification in hippotherapy. There-
fore, hippotherapy is still little known in the
U.K. and available to relatively few individuals.

Method

Sampling

Physiotherapists qualified to practise hippo-
therapy in the U.K. and in Germany were
surveyed by means of a structured questionnaire
(see Appendix 1). British physiotherapists were
surveyed in English, German physiotherapists
were surveyed in German. Initially, in order to
ascertain that the questions were understandable
and unambiguous, a draft questionnaire was
piloted with a small number of British and
German physiotherapists. Minor adjustments
were made, accordingly, following this process.

For the main study, the British sample
was identified from the training record of the
Association of Chartered Physiotherapists in
Therapeutic Riding (ACPTR). It included all
members who had completed their recognised
three-part training in hippotherapy and all those
members who had completed the second part
and were working towards their third part. This
generated 21 participants. All but one of the part-
icipants were contacted by phone prior to the
despatch of the questionnaires by the principal
researcher in an attempt to improve response rate.

The German sample was a computer-gener-
ated stratified sample of 13% of physiothera-
pists with a licence to practise hippotherapy
within each Federal Country of Germany (as

identified from the German Therapeutic Riding
Association training record of January 2000).
This generated 92 participants. The size of the
German sample was chosen to achieve a rep-
resentative sample of German opinion without
making the process too costly. Addresses were
confirmed by the use of a German telephone
directory. Where confirmation was not possible
this sampling process was repeated until the full
sample of 13% of physiotherapists with a licence
to practise hippotherapy within each German
Federal Country was achieved.

Survey procedures

In order to establish a common understanding
of the term ‘‘hippotherapy’’ among respondents,
the main body of each questionnaire was pre-
ceded by the following definition of hippother-
apy developed from the work of Strauß (2000):

Hippotherapy (hippos,Greek ¼ horse)
is a highly specialised physiotherapy
treatment with and on the horse,
making use of horses’ unique three-
dimensional movement impulses at a
walk to facilitate movement responses
in the patients. Unlike conventional
riding, in hippotherapy the person on
horseback does nothing to influence
the horse; instead, the horse is lead by
an experienced horse master, and ther-
apy consists of the patient responding
to the movement, ‘‘being moved.’’
The physical stimulation canbe graded
by asking the horse to produce varia-
tions in its movement and by position-
ing the patient in differentways, aswell
as asking him=her to do certain move-
ments or hold certain postures while
the horse moves. All this usually hap-
pens at walk.

The six-page questionnaire used a mixture of
open and closed questions to generate quantitat-
ive as well as qualitative data. It was subdivided
into six parts, A through F. For the purposes of
this paper the focus will be on sections A, C, and
E. Other sections of the questionnaire will be
reported elsewhere.
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A. The facilities, environment and horses,
B. Patients in general, their examination and

treatment,
C. Patients with cerebral palsy, their examin-

ation and treatment, the physiotherapists’
perceptions as to the effects of hippotherapy
on this patient group, and the measurement
of these effects,�

D. Funding for the hippotherapy service,
E. The physiotherapists, their work and back-

ground,
F. Respondents’ views about the future of

hippotherapy.
�Physiotherapists who did not treat patients
with cerebral palsy were asked to omit part C.

U.K. subjects who had not responded within
two months of receiving the questionnaire were
given a verbal reminder. Those who had not
respondedwithin three months were sent a written
reminder with another questionnaire attached.
German subjects who had not responded within
two months were sent a written reminder and a
further written reminder with another question-
naire attached one month later.

This generated a U.K. response rate of 17
(81%), out of which 12 (71%) questionnaires
were valid and fully completed, including part
C, representing 57% of British hippotherapists.
The German response rate was 53 (74%), out of
which 36 (68%) questionnaires were valid and
fully completed, including part C, representing
just over 5% of physiotherapists practising

hippotherapy from across the German Federal
Republic.

Analyses

The questionnaires were analysed using two
main methods. Closed questions and questions
designed to generate quantitative data were
coded and analysed using SPSS1 (Statistical
Package for Social Sciences), version 10.0 soft-
ware. Answers to open questions were examined
using a content and=or thematic analysis
approach (Barnard and Seale, 1998). Parti-
cipants’ responses in the main qualitative area
of the questionnaire, which included space for
longer answers (see Appendix 1, section C) were
coded independently by the principal researcher
and another researcher, who was not familiar
with the study.

Results

Environment, resources, background
(Parts A and E of the questionnaire)

Generally, German physiotherapists seemed
to practise with better-trained horses than their
U.K. colleagues. In order to analyse, and allow
comparison between, the degrees of dressage
schooling of the horses used for hippotherapy
in Germany and in the U.K., comparable
levels of schooling (see Table 1 below) were
identified.

Table 1. Comparable levels of dressage schooling.

USA GB=Australia Germany

Easy First Level Preliminary
ENovice

Second Level Elementary A

Medium L

Third Level Advanced Medium M
Advanced

Prix St George and above Prix St George and above S
Advanced Grand Prix Grand Prix Grand Prix

Note. These are approximate and based on information provided by the German Equestrian Association, the US Dressage

Association and a UK Dressage Judge.

~

!

o
o
o
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Figure 2 shows the training level of the horses
used in hippotherapy in Germany and the U.K.
German horses had a higher level of dressage
schooling, with 91.4% of German horses
schooled to the German A standard and above,
52.6% schooled to L standard and above and
13.8% of German horses being schooled to
German M level which compares to the British
Advanced Medium and Advanced and U.S.
Third levels. In contrast, 75% of horses used
for hippotherapy in the U.K. were schooled to
Preliminary standard and 25% to Novice level.
None of the horses used in hippotherapy in the
U.K. were schooled to equivalent of the German
L and M levels, or even the British Elementary
level. Only 41.6% of horses used in the U.K.
were specifically trained for hippotherapy,
whereas 91.6% of horses used in Germany were
specifically trained for work in hippotherapy.

The majority of German physiotherapists
spent more hours per week practising hippother-
apy (5.5 hours) and treated a larger number of
patients (n ¼ 19) than their U.K. colleagues
(2.5 hours, 6 patients). Table 2 shows an exact
breakdown of these figures.

German respondents were younger than their
U.K. colleagues (see Figure 3) and their average
length of experience since qualifying to practise
hippotherapy was much greater (12 years) than
that of British respondents (4 years; see Table 2).
This reflects the much longer tradition of hip-
potherapy in Germany, and also the fact that
in the U.K. physiotherapists working towards

their qualification were included in the sample
(see sampling).

The majority of German respondents were
either self employed (29=36, or 72%) or
employed by special schools or charities (8=36,
or 22%); none of the German respondents vol-
unteered their services in hippotherapy. In con-
trast, most of their U.K. colleagues were either
employed by the National Health Service1 or
special schools (7=12, or 58%) and=or worked
on a voluntary basis (5=12, or 42%). Only two
(14%) U.K. respondents worked on a part-time
self-employed basis in hippotherapy (see Figure 4
and Table 3).

The fact that the total (53) is greater than the
overall number of respondents (48) in Table 2 is
because several respondents worked in more
than one capacity. Despite differences in occu-
pational capacity, the median rating of satisfac-
tion for both groups working in hippotherapy
was the same at 8=10. The range among German
respondents was from six to ten, and among
U.K. respondents, from four to ten.

Perceived effects of hippotherapy on
patients with cerebral palsy (Part C of
questionnaire)

Quantitative data results
Subjects were asked to rank the three main

perceived effects of hippotherapy on people with
cerebral palsy (see Appendix 1 C13). The
response is displayed in Figures 5a to 5c, and
in Tables 4a to 4c. A majority of German
respondents (55.6% or 20=36) rated regulation
of muscle tone as the most important effect of
hippotherapy on individuals with cerebral palsy,
followed by improved trunk and postural con-
trol (22.2% or 8=36), and psychological benefits
(11.1% or 4=36). The ranking by British respon-
dents differed, in that they gave the regulation of
muscle tone and psychological effects equal
ranking as the first most important perceived
effects (3=12 or 25% for each). This was fol-
lowed, with equal ranking, by improved equili-
brium=balance (2=12 or 16.7%), trunk and
postural control (2=12 or 16.7%), and other

Figure 2. Levels of dressage schooling.

1The National Health Service or NHS is the UK’s biggest

employer and provides free medical care at the point of deliv-

ery. It is funded by National Insurance contributions (tax).
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effects (2=12 or 16.7%). British respondents
gave trunk and postural control the highest
ranking within the second most important effect
category (6=12 or 50%). These figures indicate
that both German and British respondents rate
trunk and postural control as the second most
important effects of hippotherapy on people
with cerebral palsy. The ranking of effects that
‘‘did not make it’’ into the three main effects
as rated by German and U.K. physiotherapists
is presented in Tables 4a to 4c and Figures 5a
to 5c (all effects of hippotherapy as perceived
and ranked by respondents).

When asked to rate their perceptions of the
overall benefit of hippotherapy for children with

cerebral palsy on a scale from 0 to 10, respon-
dents from both countries agreed. Eighty-seven
percent of respondents rated it as 8=10 or higher,
with a median of 9, and 10=10 was the most
frequent response.

Qualitative data results
Respondents’ ratings of the effects of hip-

potherapy (as illustrated in Figures 5a to 5c
and Tables 4a to 4c) were reinforced by the
qualitative data generated by many of the open
questions. The regulation of muscle tone was
the one factor that all physiotherapists, irres-
pective of nationality, commented on. Many
respondents said that no other physiotherapy

Figure 3. Respondents’ age bands. Note. German n ¼ 36,

British n ¼ 12.

Table 2. Number of hippotherapy patients per week, number of hours per week practicing hippotherapy, and length of

qualification in hippotherapy.

Nationality

German British

mean SD min max mean SD min max

Number of patients
per week

19 26.9 2 150 6 3.66 3 14

Hours per week practicing
hippotherapy

5.5 3.9 1.5 20 2.5 1.8 1.5 8

Length of qualification in
hippotherapy

12 7.13 2 28 4 3.03 0 10

Figure 4. The capacity in which respondents practise

hippotherapy. Note. German n ¼ 36, British n ¼ 12.
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intervention was as effective in regulating muscle
tone as hippotherapy. Some commented that it
negated the need to stretch muscle groups indi-
vidually, others pointed out that the tone regu-
lating effects of hippotherapy were longer
lasting than those of other physiotherapy inter-
ventions: ‘‘Reduction of tone is easier and more
prolonged, particularly in older children.’’

Improvement in trunk control was the second
most highly rated effect of hippotherapy (see
Figures 5a to 5c and Tables 4a to 4c). In the open
questions, many respondents commented on
their patients’ ability to achieve upright sitting
and trunk control, as they are carried forward
by the horse, without having to cope with the
adverse influence of their hypertonic lower limbs.

British physiotherapists rated psychological
benefits, together with regulation of tone, as
the most important effects of hippotherapy on
people with cerebral palsy. German respondents
ranked psychological effects in third place. The
open questions used in the questionnaire pro-
duced some rich data in this respect. Many
respondents from both the U.K. and Germany
expressed how much more motivated their
patients are in hippotherapy than with other
forms of physiotherapy intervention, and that
this has a positive effect on their motor learning
ability. Several respondents considered this
essential, particularly in children who often tend
to become weary of therapy. One respondent
wrote ‘‘Patients’ motivation is so great, they don’t
even realise they are receiving treatment’’;

another pointed out that ‘‘patients have much
more fun, although they are almost always chal-
lenged to their full potential.’’

When asked to explain how hippotherapy, in
their experience, differs from other physio-
therapy methods used to treat individuals with
cerebral palsy, one respondent said that ‘‘the dif-
ference is the rhythmical transfer of movement
over an unlimited period of time which is inimi-
table’’; another wrote ‘‘where else is there
better three-dimensional movement facilitation
than in hippotherapy?.’’ Many respondents
agreed and said that no other piece of equipment
or physiotherapy method is able to produce such
even, and prolonged three-dimensional move-
ment stimulation as a horse, while at the same
time being able to produce such finely-tuned
variations of movement in terms of speed and
direction. One respondent called it ‘‘the therapy
without alternative.’’

Other respondents pointed out that hippo-
therapy provides a holistic intervention, influen-
cing motor learning, spatial awareness, other
sensory awareness, and providing interaction
with horses and humans. As one respondent
put it ‘‘children appear to improve in lots of differ-
ent areas, e.g. language, behaviour, in addition to
developing their motor skills.’’

Several respondents commented on how ben-
eficial it was that the ‘‘horse (was) the therapist,’’
particularly in children with chronic disabilities,
where the physiotherapist can become an antag-
onist, and children refuse to cooperate. Other

Table 3. Respondents’ capacity of work within hippotherapy.

Nationality

Total

German British

N % N %

Capacity of work
within hippotherapy

Employed by
Special school 5 12.8 1 7.1 6
Charity 3 7.7 1 7.1 4
NHS � � 5 35.7 5

Self-employed 29 74.4 2 14.3 31
Unpaid volunteer � � 5 35.7 5
Other 2 5.1 � � 2

Missing � � � � 1
Total � � � � 53
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comments in this respect included ‘‘treatment at
eye level with the physiotherapist,’’ ‘‘elevated
(patient) position,’’ and ‘‘without the effects of
white’’ (in Germany physiotherapists tend to
wear white).

Further comments were made on the integrat-
ive effects of hippotherapy, and how it increases
children’s confidence: ‘‘therapy in a public sports
amenity rather than at a hospital or clinic’’; and
the emotional boost patients receive via the
‘‘interaction with a prestigious animal’’ and
‘‘movement through space.’’ As one respondent
put it, as far as children are concerned, ‘‘they
are not having physiotherapy, they are riding!’’,
at this point ‘‘they are ‘normal.’ ’’

Measuring the perceived effects of
hippotherapy (Part C of questionnaire)

Three quarters of respondents from both
Germany and the UK said that their clients
received an assessment specific to hippotherapy
before the start of hippotherapy treatment.
When asked whether they measured the three
main effects which are specific to hippotherapy
on people with cerebral palsy identified in the
previous question, 24 out of 48 respondents
(50%) answered yes, 18 (37.5%) answered no,
and 6 (12.5%) chose not to answer (see Table 5,
Figure 6 and Appendix 1, question C14a).

Respondents were then asked to explain
briefly how they measured these effects, and, if
available, enclose relevant protocols. Out of
the 24 respondents who affirmed that they did
measure the perceived effects, six (25%) failed
to specify how. One respondent suggested that
‘‘the effects of hippotherapy can only be measured
in patients who also attend for (conventional) out-
patient physiotherapy. Most of my patients I only
see for hippotherapy in the indoor riding arena, no
accurate assessment (is) possible there.’’

Importantly, out of the 24 respondents who
initially did not answer the question whether
they measured the effects or answered with no,
four went on to write ‘‘observation’’ in the
‘‘how do you measure the effects’’ section (see
Appendix 1 question C14). This would seem to
indicate that these respondents did not consider
observation to be a measurement.

A breakdown of how respondents measured
the effects they had specified in the previous

Figure 5. (a) The most important effect of hippotherapy on

patientswith cerebral palsy asperceivedand rankedby respon-

dants. (b) The second most important effect of hippotherapy

on patients with cerebral palsy as perceived and ranked by

respondents. (c) The thirdmost important effect of hippother-

apy on patients with cerebral palsy as perceived and ranked by

respondents. Note. German n ¼ 36, British n ¼ 12.
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question is represented in Figures 7a to c. It is
interesting to note that quite a few British
respondents specified that they used video to
measure the effects. However, it can be argued
that in the absence of calibrating programmes
video recordings are just another form of obser-
vation. Figures 7a�c are stacked box plot repre-
sentations of answers to question C14b: ‘‘Please
explain how you measure each of these effects, in
particular. If available, please append relevant
information.’’

Four respondents enclosed the outcome mea-
sures they used, none of which was validated or
published. One German respondent monitored
changes in special seating requirements and two
German respondents reported that they asked
the individuals and=or their parents how they felt.

One British respondent reported that they used
‘‘GMF and other recognised methods, too numerous
to record here.’’ We assume this respondent was
referring to the Gross Motor Function Measure,
which is usually abbreviated as GMFM, and
accepted as valid and reliable (Ketelaar, Vermeer,
and Helders, 1998; McCarthy et al, 2002). Unfor-
tunately, this respondent did not follow the invi-
tation to enclose any information. Only two
others out of those respondents who specified
their methods of ‘‘measurement’’ used widely
accepted measures. These were range of move-
ment (ROM) and the Chailey Levels of Ability
(CLA), a measure that is both reliable and
validated for this client group (Green, Mulcahy,
and Pountney, 1995; Pountney et al, 1999).

Discussion

Practice patterns

This study targeted a sample of 13% of
German physiotherapists practising hippother-
apy, and all U.K. physiotherapists practising
hippotherapy at the time of this questionnaire
survey (2000=2001). The physiotherapists who
replied demonstrated that there were, indeed,
great variations in the background of phy-
siotherapists practising hippotherapy and the
horses used in these countries. Differences
included the therapists’ length of experience in
hippotherapy, their occupational background,
and the number of clients they see. Results
regarding respondents’ length of experience in
hippotherapy and the number of clients they
see are consistent with the longer history of hip-
potherapy in Germany (over 30 years) compared
with the U.K. (some 10 years) and the associated

Table 5. The answers to question C14a: ‘‘Do you measure the effects listed in the previous answer with your hippotherapy

patients?’’

Yes No No answer

% no % no % no Total

Nationality
German 47.2 17 44.4 16 8.3 3 36
U.K. 58.3 7 16.6 2 25 3 12

Total � 24 � 18 � 6 48

Nationality � MEASEFF Crosstabulation.

Figure 6. Stacked box plot representation of the answers to

question C14a: ‘‘Do you measure the effects listed in the

previous answer with your hippotherapy patients?’’ Note.

German n ¼ 36, British n ¼ 12.
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greater availability of hippotherapy services in
Germany. As far as occupational background
is concerned, the practice of hippotherapy by
British respondents on a voluntary basis may
be explained by the greater tradition of voluntary
work by members of what was traditionally con-
sidered the upper middle class in the U.K. than in
Germany. Although the charitable nature of
some of our British colleagues is to be applauded,
it is questionable whether this may undermine the
regard in which hippotherapy is held by parties
funding the service. This could be particularly
counter-productive to service development in a
country such as the U.K. where hippotherapy is
not firmly established as a ‘‘serious’’ physio-
therapy intervention.

This study also identified a substantial differ-
ence in the level of schooling of horses used in
hippotherapy. This is apparent from the
hippotherapy-specific training and from the level
of dressage schooling (see Figure 2). The latter
may be explained by the much greater emphasis
placed on dressage schooling of horses in general
in Germany, than in the U.K., and, therefore, the
much greater availability of well-schooled horses
in Germany. However, German physiotherapists
practising hippotherapy argue that the better-
schooled the horses, the easier it is to reproduce
variations in the horses’ movements which are
on the physiotherapist’s demand and precise in
scale and timing (Clüsener, 1998). This is essential
in order to challenge clients appropriately and to
their full potential. Proponents of classical hip-
potherapy may question whether using much
less-well schooled horses, such as the ones used
in the U.K., produces the required movement var-
iations, and, therefore, whether hippotherapy
under such circumstances is as effective as it might
be with better-schooled horses.

Perceived effects of hippotherapy

In spite of the differences in practice patterns,
respondents from both countries perceived the
regulation of abnormal tone, improved trunk
and postural control, and psychological benefits
as the three main effects of hippotherapy on
people with cerebral palsy. Importantly, respon-
dents did not select from a supplied list of
effects. Instead, respondents had to identify the
effects for themselves (see question C13 in

Figure 7. (a) Measurement of effect 1 as specified by respon-

dents in the previous question. (b) Measurement of effect 2 as

specified by respondents in the previous question. (c)

Measurement of effect 3 as specified by respondents in the

previous question. Note. German n ¼ 36, British n ¼ 12.
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Appendix 1). This important aspect of the ques-
tionnaire design was used as a safeguard to mini-
mise bias by the principal researcher on the data
generated (Oppenheim, 1992). The qualitative
responses were then independently analysed by
two researchers, one of who was not familiar
with the study. Both agreed on the emerging
themes and categories, which would support
the credibility of the findings and the depend-
ability of the study (Barbour, 2001; Spencer
et al, 2003). The questionnaire design coupled
with the rigour of the analysis would, therefore,
suggest that the outcomes are representative
of professional opinion in the U.K. and in
Germany.

A majority of German respondents (55.6%)
rated the regulation of abnormal muscle tone
as the most important effect of hippotherapy
on people with cerebral palsy. Respondents
from both countries rated the improvement of
trunk and postural control as the second most
important effect. The impact of improved trunk
control is likely to be seen in terms of the indivi-
dual’s function, reflecting an increased emphasis
in rehabilitation on functional ability.

British respondents perceived both the regu-
lation of muscle tone and psychological benefits
as the most important effects of hippotherapy.
German respondents very clearly ranked
psychological benefits in third place, by giving
it the third highest rating within the main effect
category, and by giving it the highest rating in
the third most important effect category (see
Figures 5a and 5c).

The difference in perception of the relevance
of psychological effects between the two coun-
tries may have its origin in the history of
hippotherapy in each country. In Germany
hippotherapy was very much medically led in
its very beginnings some 30 years ago. It has
been under the influence of the medical model
ever since. For this reason it seems natural that
German physiotherapists would rate physical,
and not psychological effects, highest among
the perceived effects of hippotherapy on indivi-
duals with cerebral palsy. Furthermore, a
majority of the physiotherapists from Germany
perceived regulation of muscle tone to be the
primary physical effect of hippotherapy. This
perception may be related to the generally
accepted thinking at the time, that the regu-
lation of muscle tone should be a primary

objective of physiotherapy for children with
cerebral palsy.

As hippotherapy is so much ‘‘younger’’ in the
U.K. than in Germany, it is reasonable to
assume that most of the British respondents
gained their qualification in hippotherapy at a
time when the regulation of muscle tone was
no longer considered the primary aim of treat-
ment with people with cerebral palsy. Instead,
consistent with current research, more focus
has been placed on functional ability (MacPhail
and Kramer, 1995; Parker et al, 1993; Would,
1998). Equally, it could be that physiotherapy
and hippotherapy training in Germany has not
kept up with the evidence base. This would
hardly be surprising in view of research not
being part of German physiotherapy training,
and a relative lack of scientific research within
physiotherapy in Germany as compared to other
countries (in 2003 Germany remained the only
country within the European Union in which
Physiotherapy was not a university degree quali-
fication). However, it might also be that, due to
the variations in practice, including the differ-
ences in the quality of horses used, German phy-
siotherapists get results that differ from those of
their U.K. colleagues. It might be for this rea-
son, that they rate the effects of hippotherapy
on individuals with cerebral palsy differently.

Furthermore, the development of hippother-
apy in the U.K. was ‘‘from bottom up.’’ It
started with the involvement of some phy-
siotherapists in riding for the disabled activities
that were organised by volunteer riding instruc-
tors. The primary objective of these activities
was to provide disabled individuals with an
enjoyable experience. It can, therefore, be
argued that from its start, British physiothera-
pists’ involvement in therapeutic riding was very
much influenced by the social model of rehabili-
tation. We would suggest that the very structure
of training towards a hippotherapy qualification
in the U.K. may have an influence on the results.
In the U.K. physiotherapists have to gain quali-
fications in ‘‘non-specific’’ therapeutic riding
before they can commence hippotherapy train-
ing. For this reason, physiotherapists in the
U.K. are involved (often in a voluntary capacity)
in more generalised Riding for the Disabled
activities (which place a strong emphasis on
learning to ride, enjoyment and other psycho-
logical factors) before they can go on to gain
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their qualification in hippotherapy. Due to the
availability of courses and the course structure
this means that a physiotherapist would spend
a minimum of two to three years involved in
‘‘non-specific’’ therapeutic riding before going
on to train in hippotherapy. This difference in
history, training and prevailing philosophy
would clearly influence respondents’ rating of
the effects of hippotherapy in both countries.

Despite disagreement on the ranking of the
perceived effects (British respondents rated the
psychological effects of hippotherapy as highly
as the regulation of muscle tone), respondents
from both countries agreed on what they
considered the primary physical effects of hip-
potherapy on people with cerebral palsy: the
regulation of muscle tone and the improvement
of trunk and postural control. Thus, the opinion
of the clinicians questioned seems to support
what authors such as Strauß (1996, 1998,
2000), Künzle (2000) and Künzle and colleagues
(1994) have proposed. It may be argued that
clinicians are finding what they are expecting
to find according to their training and after
reading literature by authors such as Strauß
and Künzle. On the other hand, why would
these authors write specifically about the regu-
lation of tone and postural control, if these
effects were not repeatedly demonstrated in their
clinical hippotherapy practice? There is good
scientific evidence for the effects of hippother-
apy on postural control (Riede, 1986; Schirm
and Riede, 1998). Initial findings from the
second phase of our study (not published, yet),
which investigated users’ views of the effects of
hippotherapy, would support the tone regulating
effect of hippotherapy on individuals with
cerebral palsy.

The rating of the psychological benefits of
hippotherapy on individuals with cerebral palsy
among the three main effects demonstrates an
awareness of wider issues surrounding disability
and health among respondents. Although the
physical effects of hippotherapy tend to be of
most interest to physiotherapists and doctors,
there is a substantial and growing body of evi-
dence of the psychological and emotional bene-
fits of horse-human interaction in therapeutic
riding in general (Klüwer, 1990; Kröger, 2001;
Scheidhacker, 2001; Schulz, 1998; Strauß,
1996). However, few authors have examined
the psychological effects of hippotherapy, in

particular (Künzle, Steinlin Egli, and Yasikoff,
1994; Strauß, 2000; von Arbin, 1994). It is
essential to embrace these effects as an integral
and essential part of the overall outcome of
hippotherapy. However, psychological and
emotional experiences are subjective and, there-
fore, difficult to measure. Fortunately, qualitat-
ive research is now providing robust ways of
exploring these wider issues, including user per-
ceptions of health improvement (Bithell, 2000;
Duckworth, 1999).

As mentioned in the introduction, authors
have pointed out that the reason for the lack
of scientific evidence to support the effects of
hippotherapy is not necessarily an absence of
significant effects. Instead, it may indicate that
the number of subjects used are too small for
conventional experimental methodology and
supporting statistical tests. (MacKinnon et al,
1995; Pauw 1999, 2000). However, large rando-
mised controlled trials (RCT), viewed as ‘‘the
gold standard’’ in scientific research are but
one in a series of phases that comprise a frame-
work to examine complex intervention strate-
gies, such as hippotherapy (Medical Research
Council [MRC], 2000). The critical phases that
lead to RCTs include: a) a pre-clinical period in
which relevant theory is identified; b) Phase I,
which develops an understanding of the inter-
vention and its possible effects (though model-
ling, surveys and case studies); c) Phase II
which involves laboratory trials that aim at
describing the constant and variable compo-
nents of the intervention and a feasible protocol
for comparing intervention to appropriate alter-
native; and Phase III, the definitive RCT to
compare a fully defined intervention to an
appropriate alternative using a protocol that is
theoretically defensible, reproducible and well
controlled (MRC, 2000). Thus, the validity and
usefulness of developing a theoretical frame-
work for hippotherapy and conducting well
controlled small-scale studies including case
experiments, surveys such as presented here,
and qualitative studies, is increasingly recog-
nised (Bithell, 2000; Duckworth, 1999; Gibson
and Martin, 2003). It seems that the focus
should remain at these important preparatory
phases prior to promoting a larger RCT in
order to identify, not only what the effects of
hippotherapy may be, but also a replicable
hippotherapy intervention protocol.
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Measuring the effects of hippotherapy

Our findings suggest that measurement of the
physical effects of hippotherapy on persons with
cerebral palsy is challenging for physiothera-
pists. Only half of the respondents answered
‘‘yes’’ to question C14a: ‘‘Do you measure the
effects listed in the previous answer with your
hippotherapy patients?’’

Importantly, out of the 24 respondents who
initially did not answer this question or answered
with no, four went on to write ‘‘observation’’
when asked how they measured the effects (see
Appendix 1 question C14a and b). This would
seem to indicate that these respondents did not
consider observation to be a measurement. It is
impossible to know how many other respondents
shared this view, but did not go on to specify
‘‘observation’’. This clearly might have skewed
the results in favour of non-measurement.

The majority of respondents who reported
that they evaluated the effects of hippotherapy
did so by visual observation alone. A few used
video recordings. Only three out of 48 (6.25%)
respondents stated that they routinely used out-
come measures that are published and validated
for people with cerebral palsy, namely the CLA
(Green, Mulcahy, and Pountney, 1995; Pount-
ney et al, 1999) and possibly GMFM (Ketelaar
et al, 2001; the respondent’s spelling GMF is
ambiguous). ROM, though frequently used with
this client group, has been found to be an unre-
liable measure in individuals with increased tone
(Almeida et al, 1997); its validity in this context
has to be questioned.

Interestingly, more British than German
respondents chose to specify how they measure
the effects of hippotherapy. Furthermore, only
British respondents reported that they used vali-
dated outcome measures. This difference, like
the ranking of the three main effects of hip-
potherapy, may have its origin in the history of
hippotherapy in the two countries. With a mean
length of experience in hippotherapy of eleven
years (range 2�28 years), many German respon-
dents would have gained their qualification in
hippotherapy at a time when there was less
emphasis on the evaluation of outcome, than
their colleagues in the U.K. with a mean length
of experience of four years (range 0�10 years).
At the same time, the prevailing dominance of
the medical profession over professions allied

to health in Germany requires a lesser degree
of accountability for interventions by phy-
siotherapists, than is required from the pro-
fessionally independent physiotherapists in the
U.K. Both of the above reasons may account
for the difference in measurement between the
two countries.

The scant use of validated outcome measures
among respondents, in general, may indicate a
lack of confidence in their own ability to mea-
sure outcome, difficulty measuring the perceived
effects, and confusion as to what should be
measured. Such a situation is understandable
as individuals with cerebral palsy present with
a multitude of problems.

Respondents rated the regulation of muscle
tone as the most important effect of hippother-
apy on individuals with cerebral palsy (British
respondents gave psychological effects an equal
rating). However, abnormal muscle tone is a
parameter difficult to measure functionally and
in a clinical setting (Damiano et al, 2002; John-
son, 2002). The use of the Modified Ashworth
Scale (MAS), though easy to apply clinically, is
only reliable for stroke patients (Gregson et al,
1999), and has been criticised as an outcome
measure, due to the poor relationship between
tone and function (Damiano et al, 2002; Lennon,
2003; Lennon, Baxter, and Ashburn, 2001).

As for the measurement of postural control,
there are a number of outcome measures of
functional abilities that are frequently referred
to in the literature to evaluate the influence of
an intervention. However, Ketelaar et al (2001)
warn that only a few of these are validated for
use with persons with cerebral palsy. After a
detailed study of the literature, Ketelaar et al
(2001) endorse the Gross Motor Function Mea-
sure (GMFM) and the Pediatric Evaluation of
Disability Inventory (PEDI) with some limita-
tions. The authors point out that the GMFM
may lack sensitivity because it gives scores for
accomplishing a motor skill, not for the quality
of the performance of the skill (Ketelaar et al,
2001). The PEDI is a positive step towards mea-
suring functional abilities. Although praised for
its reliability, validity and functional relevance,
however, the PEDI has been criticised for being
time consuming and designed for children up to
age seven only (Ketelaar, Vermeer, and Helders,
1998; Ketelaar et al, 2001; McCarthy et al,
2002). Importantly, both the GMFM and
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PEDI measure the effects of an intervention on
postural control indirectly, via the measurement
of activities that have postural control as a
prerequisite.

There are several studies of trunk and pos-
tural control in individuals with cerebral palsy.
However, they, too, tended to measure postural
control indirectly via EMG (Burtner and
Wollacott, 1999; Wollacott and Burtner, 1996),
a force platform or other pressure-sensitive
device (Kuczynski and Slonka, 1999; Liao et al,
1997), kinematic analysis (Jonsdottir, Fetters,
and Kluzik, 1997) or via the measurement of
activities which have postural control as a pre-
requisite. Not only are the above measurements
indirect measures of trunk and postural control,
several do not distinguish between balance and
postural control. For this reason, we would
strongly promote the use of the CLA, as, not
only have they been shown to be valid, reliable,
sensitive and user-friendly (Green, Mulcahy, and
Pountney, 1995; Pountney et al, 1999), they are
based on a child’s normal developmental
sequence of postural control and are the only
measure specific to postural control of which
we are aware. Perhaps it is due to their very
specificity to postural control up to standing
ability, that the CLA were not included in Kete-
laar et al’s review.

In spite of the fact that the improvement of
trunk and postural control was rated as the
second most important effect of hippotherapy
on persons with cerebral palsy, only one respon-
dent used the CLA as an outcome measure.
German respondents may have limited access
to English literature, but there seems little excuse
for other British respondents not to use the CLA.

Psychological benefits, too, were rated among
the three most important effects of hippotherapy
on people with cerebral palsy. No respondent
stated that they made an attempt to measure
this. However, in view of the scant use of out-
come measures for the physical effects of hip-
potherapy at present, we do not recommend
the involvement of physiotherapists in the
measurement of the psychological effects.

Another important factor relating the
measurement of outcomes, as one of the respon-
dents pointed out, is that riding arenas are per-
haps not an environment conducive to accurate
measurement of outcome. Yet, it is the only
environment in which many physiotherapists

practising hippotherapy ever see their clients.
We would argue that measuring the effects of
their interventions is essential for physiothera-
pists practising hippotherapy, regardless of what
complicating factors may exist.

Only two out of 48 respondents, both of who
were German, reported that they asked users
and=or their parents about their perceptions of
the effects of hippotherapy. None of the above
outcome measures, except the PEDI (if parents
are the providers of information), involves user
and=or parent opinion. Yet, this is a highly
relevant point to consider in view of the current
efforts to put users at the centre of health care.
In the light of the current development towards
greater user involvement and the high ranking
that respondents gave the psychological benefits
of hippotherapy, this is indicative of a lamen-
table neglect of user opinion. After all, users’
views on the effects of interventions on their
health often differ greatly from the views of
health care providers on the effects of their inter-
vention (Bithell, 2000; Duckworth, 1999). For
this reason we propose that an important part
of the process to determine the effects of hip-
potherapy on individuals with cerebral is to
ask users, themselves, what they perceive the
effects to be, and which of these effects are the
most relevant to their daily lives. In this way it
would be possible for people with cerebral palsy
and=or their parents to lend additional insights
into the effects of hippotherapy at various levels
of disability (i.e., impairment, activity and par-
ticipation). This would also allow exploration
of how hippotherapy may directly affect indivi-
duals’ quality of life.

Conclusion

This study was the first in a series of investi-
gations. It surveyed physiotherapists qualified to
practise hippotherapy to elicit both quantitative
and qualitative data in order to describe patterns
of hippotherapy Germany and in the U.K.
explore what the main effects of hippotherapy
on individuals with cerebral palsy are perceived
to be, and investigate how these effects are being
measured in both countries.

The results reveal considerable differences in
the background against which hippotherapy is
practised in the U.K. and in Germany. German
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physiotherapists practising hippotherapy tend to
be younger than their British colleagues, yet
have a greater length of experience in hippo-
therapy. They also have the use of much better
schooled horses than their U.K. counterparts,
which might have an impact on the quality of
the intervention they provide.

At the same time, the results provide evidence
that in spite of these differences, there is agree-
ment among physiotherapists as to the main
effects of hippotherapy and its benefit to children
with cerebral palsy. Both German and British
physiotherapists rated the regulation of abnor-
mal muscle tone as the most important effect of
hippotherapy on people with cerebral palsy, with
British respondents giving psychological benefits
equal ranking. Respondents from both countries
rated the improvement of trunk and postural
control as the second most important effect,
and German respondents ranked psychological
benefits third. These results are largely in keeping
with published research (Künzle, 2000; Riede,
1986; Schirm and Riede, 1998; Strauß, 2000).
The difference in the ranking of psychological
benefits might be due to the different hippother-
apy history in the two countries.

Importantly, the study also highlighted inad-
equate measurement of the observed effects. The
results of this survey suggest that respondents
did not employ direct measures of tone (or
psychological benefits). Instead, the great
majority of respondents stated they use ‘‘obser-
vation’’ to evaluate the outcomes of their hip-
potherapy interventions. Only three (all of
which were from the U.K.) out of 48 respon-
dents (6.25%) reported that they used validated
outcome measures.

However, only one of these measures evalu-
ates trunk and postural control directly and is
designed and validated for this user group.
These are the Chailey Levels of Activity, the
wider use of which we strongly support with this
client group. Strikingly, only 4% of respondents
stated they use patient and=or parent feedback
as part of their evaluation of the outcome of hip-
potherapy. In view of the increasing move
towards user involvement within allied health
professions, and the fact that psychological ben-
efits were identified as one of the three main
effects of hippotherapy on individuals with cer-
ebral palsy, this seems both an oversight and a
missed opportunity.

We argue that not measuring the outcome of
hippotherapy is unacceptable in the current cli-
mate of evidence based practice. It now is up
to the physiotherapists involved in delivering
hippotherapy to provide the evidence for its
effects. Yet, all but one of the most commonly
used and validated outcome measures for use
with people with cerebral palsy share the same
shortcomings: they do not investigate user opi-
nion. We propose that the inclusion of user per-
spectives in the design and choice of outcome
measures in this specialist physiotherapy area
is essential.
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Kröger A 2001 Partner pferd in der heilpädagogik [Partner
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patienten mit Multipler Sklerose � Erste Ergebnisse.

Krankengymnastik [Therapeutic effects of hippotherapy

on spasticity in patients with multiple sclerosis � first

results. Physiotherapy: Journal of the German Physio-

therapy Association] 43: 1244�1249

Liao H, Jeng S, Lai J, Chaeng C, Hu M 1997 The relation

between standing balance and walking function in chil-

dren with spastic diplegic cerebral palsy. Developmental

Medicine and Child Neurology 39: 106�112

MacKinnon JR, Noh S, Laliberte D, Lariviere J, Allen DE

1995 Therapeutic horseback riding: a review of the litera-

ture. Physical and Occupational Therapy in Pediatrics

15(1): 1�15

MacKinnon JR, Wong C 2002 Goals and performance of

children with cerebral palsy participating in therapeutic

horseback riding (THR). Scientific and Education Jour-

nal of Therapeutic Riding 8: 16�30

MacPhail HEA, Edwards J, Golding J, Miller K, Mosier C,

Zwiers T 1998 Trunk postural reactions in children with

and without cerebral palsy during therapeutic horseback

riding. Pediatric Physical Therapy 10: 143�147

MacPhail HE, Kramer JF 1995 Effect of isokinetic strength-

training on functional ability and walking efficiency in

adolescents with cerebral palsy. Developmental Medicine

and Child Neurology 37(9): 763�775

McCarthy M, Silberstein C, Atkins E, Harryman S,

Sponseller P, Hadley-Miller N 2002 Comparing reliability

and validity of pediatric instruments for measuring health

and well-being of children with cerebral palsy. Develop-

mental Medicine and Child Neurology 44: 468�476

Medical Research Council, Health Services and Public

Health Research Board, 2000 A framework for the devel-

opment and evaluation of RCTs for complex interven-

tions to improve health, London, United Kingdom

McGibbon NH, Andrade C, Widener G, Cintas HL 1998

Effect of an equine-movement therapy program on gait,

energy expenditure, and motor function in children with

spastic cerebral palsy: a pilot study. Developmental

Medicine and Child Neurology 40: 754�762

Oppenheim AN 1992 Questionnaire design, interviewing and

attitude measurement. London, Pinter Publishers

Parker DF, Carriere L, Hebestreit H, Selsberg A, Bar-Or O

1993 Muscle performance and gross motor function of

children with spastic cerebral palsy. Developmental

Medicine and Child Neurology 35(1): 17�23

Pasquinelli A, Allori P, Mencaroni M, Di Stefano M 2001

Focus on some basic criteria for an objective therapeutic

riding evaluation. Application and results in subjects

affected by extrapyramidal disorders. Scientific and Edu-

cation Journal of Therapeutic Riding 7: 18�37

236 Debuse et al./Physiotherapy Theory and Practice 21 (2005) 219�242



Pauw J 1999 Data analytical problems in therapeutic riding

research and a statistical explanation to some of the pro-

blems. Scientific and Educational Journal of Therapeutic

Riding 5: 65�70

Pauw J 2000 Therapeutic horseback riding studies:

problems experienced by researchers. Physiotherapy

86(10): 523�527

Pountney T, Cheek L, Green E, Mulcahy C, Nelham R 1999

Content and criterion validation of the Chailey levels of

ability. Physiotherapy 85(8): 410�416

Riede D 1986 Physiotherapy on the horse. South Renton,

WA, Delta Society

Rommel T, Peterson E, Rommel O 1996 Hippotherapie bei

Dyskinetischen, Dystonen Bewegungsstörungen. In:
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Appendix 1

Questionnaire

Please refer to the following definition of hippotherapy when you answer the following questions.

Hippotherapy (hippos, Greek ¼ horse) is a highly specialised physiotherapy treatment with
and on the horse, making use of horses’ unique three-dimensional movement impulses at a
walk to facilitate movement responses in the patients. Unlike conventional riding, in hip-
potherapy the person on horseback does nothing to influence the horse; instead, the horse
is lead by an experienced horse master, and therapy consists of the patient responding to
the movement, ‘‘being moved’’. The physical stimulation can be graded by asking the horse
to produce variations in its movement and by positioning the patient in different ways, as well
as asking him=her to do certain movements or hold certain postures while the horse moves.
All this usually happens at walk.

A. The facilities, environment and horses

1. What kind of arena=environment do you use
for hippotherapy? Please tick all that apply.

& Indoor arena
& Outdoor arena
& Other � please specify:

2. Is there any activity other than hippotherapy
going on in the area whilst you practise hippotherapy?

& No
& Yes ) please explain:
& Sometimes)

3. How many horses are available for use in
hippotherapy where you practise?

4. What breed=type of horse are they? Please specify.

5. Please describe the level of schooling of the horses
(e.g. to novice=elementary standard).

6. Are the horses you use specially trained for
hippotherapy?

& Yes
& No

7. Do you have the assistance of any of the
following when you practise hippotherapy?

& Qualified horse master
& Lay helpers
& Other � please specify:

8. If you ticked any of the boxes in question 7, would you please explain what their respective
roles are and whether they receive special training to work in hippotherapy.

9. Do your helpers, including the horse master(s) get anything in
return for their work (e.g. money or the opportunity to ride free
of charge)?

Horse master(s):
Lay helper(s):
Other(s):
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B. Patients in general, their examination and treatment

1. How many patients receive hippotherapy at the
centre where you practise, per week?

2. Please rank the following disabilities according
to which disability makes up the largest
proportion of the patients you have been treating
with hippotherapy over the last 12 months, with 1
being the largest group, 2 the 2nd largest group, etc.
Please put 0 with patients you don’t treat with
hippo-therapy at all.

[ ] Multiple Sclerosis
[ ] CVA
[ ] Traumatic head injury
[ ] Paediatric Cerebral Palsy
[ ] Adult Cerebral Palsy
[ ] Developmental Delay
[ ] Spina Bifida
[ ] Chronic Low Back Pain
[ ] Others � please specify:

3. Please rank those who refer patients to your
hippotherapy service, in order of frequency, with
1 being the most frequent referrer, 2 the 2nd
most frequent referrer, etc.
Please put 0 with sources which don’t refer for
hippo-therapy at all.

[ ] Physiotherapy colleagues
[ ] Specials schools
[ ] GPs
[ ] Consultants
[ ] Self-referral
[ ] RDA instructors
[ ] Other � please specify:

4. a. Are there any other physiotherapists
practising hippotherapy with you?

& Yes
& No

If yes,
b. how many?
c. are they qualified to practise hippotherapy in

their own right?
& Yes
& No

d. do they practise under your supervision=guidance? & Yes
& No

5. a. Do you treat patients with hippotherapy
on an one-to-one basis?

& Yes
& No

b. If no, what is the ratio of hippotherapist: patient?

In case you have not been treating any patients with cerebral palsy with hippotherapy, please go
straight to section D.
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C. Patients with cerebral palsy, their assessment and treatment and your
perceptions as to the effects of hippotherapy on this patient group

1. Do patients with cerebral palsy receive an assessment
which is specific to hippotherapy before they start a course
of hippotherapy?

& Yes
& No

2. In a course of treatment, how many hippotherapy
treatments per week does a patient with cerebral palsy
receive on average?

3. How long is an individual hippotherapy treatment
session for patients with cerebral palsy on average?

4. How do you decide when to discharge a patient with cerebral palsy from hippotherapy?
Please explain.

5. Please rank the methods you use to evaluate
the outcome of treatment to your hippotherapy
patients, with 1 being the method you use the most,
2 the methods you use 2nd most frequently.
Please put 0 for methods you don’t use at all.

[ ] Observation
[ ] Non-standardised=self-
developed outcome measures
[ ] Standardised=published
outcome measures
[ ] Others � please specify:

6. If you do measure the outcome of hippotherapy with your patients, please explain in
more detail what method you use.

If you use any assessment=outcome measure forms, please enclose them with this questionnaire.

7. In which way does hippotherapy, in your experience, differ from other physiotherapy
methods used to treat patients with cerebral palsy, in terms of technique? Please explain.

8. In which way does hippotherapy, in your experience, differ from other physiotherapy
methods used to treat patients with cerebral palsy, in terms of effects achieved? Please explain.

9. Please rate your perception of the benefits of hippotherapy to young adults (18�25)
with cerebral palsy, with 0 being no benefit at all and 10 a very successful outcome.

0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10

10. Please rate your perception of the benefits of hippotherapy to children with cerebral palsy,
with 0 being no benefit at all and 10 a very successful outcome.

0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10

11. Please estimate the percentage of patients with cerebral palsy who receive other
treatment=therapies, including physiotherapy, at the time when they come to have
hippotherapy with you.

12. Please indicate what such therapies=treatments might be.

13. Please rank what you perceive to be the three main
effects (which are specific to hippotherapy) on patients
with cerebral palsy, with 1 being the most important.

1.
2.
3.

14. a. Do you measure the effects listed in the previous
answer with your hippotherapy patients? If yes,

& Yes
& No

b. please explain how you measure each of these effects,
in particular, or append information.

1.
2.
3.
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D. The funding of the hippotherapy service you provide

1. Who owns the facilities where you practise hippotherapy?
2. Who owns the horses you use for hippotherapy?
3. Who covers the cost for the use of the horses?
4. Who covers the cost for the use of the facilities?
5. If you have a horse master working with you,

who pays them?
6. Which of the following describes best in which capacity

you practise hippotherapy? Please tick all that apply.
& Unpaid volunteer
& Employed
& by the NHS
& by a special school
& by a centre for therapeutic riding
& by a charity
& Self-employed
& Other � please specify:

E. The physiotherapists, their work and background

1. To which of the following age groups do you belong? & 20�29
& 30�39
& 40�49
& 50�59
& 60 and over

2. Are you a member of the CSP? & Yes
& No

3. What is your qualification in hippotherapy?
4. How long have you had this qualification?
5. How many hours per week do you practise hippotherapy?
6. Do you practise hippotherapy at more than one centre? & Yes

& No
7. If you practise physiotherapy other

than hippo-therapy, please state in which area(s).
& I do not practise physiotherapy

other than hippotherapy
& Paediatrics
& Adult Neuro Rehabilitation
& Musculoskeletal Medicine
& RDA
& Other � please specify:

9. Please rate your job satisfaction with your work in hippotherapy, with 0 being
completely dissatisfied and 10 completely satisfied.

0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10
10. Please give reasons for your answer.

F. The future of hippotherapy

1. What are your thoughts on the future of hippotherapy in the UK?

2. Are there any other comments you would like to make about hippotherapy or therapeutic riding
in the UK, or, indeed, on this questionnaire?
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& I agree to participate in an individual interview on hippotherapy.
Your name, address, e-mail and telephone no:. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Thank you very much, indeed, for your time and effort in completing this questionnaire!
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