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Abstract
Objectives This study compares treatment engagement and outcomes between two groups of adolescents with psychiatric
and substance use disorders (SUD): one received treatment with Animal Assisted Therapy (AAT) and another without AAT.
Methods This is an exploratory study with a quasi-experimental pre-post comparison group design. Participants were 31
adolescents (ages 12–17 years) participating in an urban school-based substance treatment program. Cases (n= 14) received
treatment with AAT, whereas comparison (n= 17) received treatment without AAT. The outcome measures included:
number of sessions attended, proportion of negative urine drug screens for non-nicotine substances, overall-wellbeing, and
the School Engagement Instrument. Student’s T test and a Wilcoxon Rank Sum Test were used to evaluate differences.
Outcomes that differed significantly between groups were further evaluated using unadjusted linear regression.
Results Participants who received treatment with AAT (M= 9.9, SD= 3.2) attended more therapy sessions within a 16-
week period (β= 3.5, t(1)= 2.89, p= 0.0072) than those that received treatment without AAT (M= 6.4, SD= 3.5).
Additionally, the AAT group (Mdn= 2.9, IQR: 1.8, 5.0) had a greater improvement in overall-wellbeing (β= 3.6, t(1)=
3.74, p= 0.0009) than treatment group without AAT (Mdn= 0.5, IQR: −2.6, 1.4).
Conclusions AAT could be a way to increase engagement for youth in substance use treatment.

Keywords Animal assisted therapy (AAT) ● Adolescent substance use disorder treatment ● Mental health treatment ●

Therapeutic engagement ● Co-occurring disorders

Incorporating animal-assisted therapy into adolescent men-
tal health and substance treatment in a school-based setting
may improve treatment access, engagement, retention, and
outcomes. There is a major gap in treatment services for
adolescents with substance use problems, especially those
with co-occurring psychiatric disorders. The National Sur-
vey on Drug Use and Health estimates about 1 million
adolescents aged 12–17 needed substance use treatment in
2017, or 4.1% of adolescents in this age range (Center for
Behavioral Health Statistics and Quality 2016). At the same
time, only 8.8% of these youth received inpatient or out-
patient substance use treatment (Center for Behavioral
Health Statistics and Quality 2016). Studies also estimate

that among adolescents with SUDs, 35–90% have co-
occurring mental health disorders, known as dual diagnoses
(Hawkins 2008; Winstanley et al. 2012). Adolescents with
dual diagnoses have higher rates of suicide, polysubstance
use, delinquent and criminal activity, and out-of-home
placements compared to adolescents with SUDs alone
(Hawkins 2008).

To improve treatment utilization rates among adolescents
with substance use problems, clinical models need to
overcome current barriers to accessing treatment. These
barriers include practical concerns such as lack of comfort,
convenience, readiness, time and transportation (Kataoka
et al. 2010; Mensinger et al. 2006). One way to remove
barriers to treatment access for adolescents with substance-
use disorders may be to bring mental health and substance
treatment into schools (Kataoka et al. 2010; New Freedom
Commission on Mental Health 2003). By removing some of
these barriers, school-based treatment may improve treat-
ment access and completion rates, leading to better clinical
outcomes. School-based mental health care has been pro-
posed as a way to reduce health disparities for minority
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youth in particular (Bear et al. 2014, Committee on School
Health 2004; Kataoka et al. 2010).

Unfortunately, even for adolescents who have overcome
access barriers and are engaged in SUD treatment, current
treatment models are unsatisfactory. For treatment of SUDs
among adolescents, models that combine Motivational
Enhancement Therapy (MET), Cognitive Behavioral Ther-
apy (CBT), and Contingency Management (CM) have the
most consistent empirical support (Dennis et al. 2004;
Stanger et al. 2015). For treating adolescents with dual
diagnoses, research supports the efficacy of four types of
integrated treatment models: case management, MET, CBT,
and family therapies (Brown et al. 2015; Hawkins 2008).
However, even these models currently demonstrate low
engagement, retention, and poor outcomes. For example, a
study of 600 teenagers in outpatient substance treatment
found that even the most empirically supported treatment
models have dropout rates between 21–40% (Dennis et al.
2004). As with adult substance treatment (Gates et al.
2016), studies of adolescent substance treatment have found
low and unstable abstinence rates and small effect at 9-
month follow-up (Hawkins 2008; Stanger et al. 2015).
Compared to adolescents with SUDs alone, those with dual
diagnoses have even poorer treatment outcomes due to poor
attendance, poor compliance with treatment, and high rates
of early termination (Hawkins 2008).

One way to improve treatment outcomes among ado-
lescents may be to increase treatment engagement. Ther-
apeutic engagement is defined by Welsh and McGrain
(2008) as “a client’s active involvement in and commitment
to treatment” (p. 272). For adolescents in substance use
disorder treatment, engagement predicted retention, and
retention was correlated with better treatment outcomes
(Abdel-Salam and Gunter 2014; Burrow-Sánchez et al.
2015). One strategy to improve treatment engagement and
outcomes for adolescent mental health and SUD treatment
may be to incorporate animal assisted therapy (AAT) (Kern-
Godal et al. 2015; Stefanini et al. 2015).

Animal assisted therapy is defined as a goal-directed
intervention by a health or human service professional with
specialized expertise, practicing within his or her scope of
practice, and partnering with an animal that meets specific
criteria (Fine 2010). Psychotherapists who have used ani-
mals in therapy report that the animals promoted rapport in
the therapeutic relationship (Corson and Corson 1980) and
had a calming effect on clients (Odendaal and Meintjes
2003). Psychotherapists select animals for a therapeutic
intervention based on the client, the therapeutic goal, and
the attributes that the animal brings to the interaction
(Trujillo et al. 2010).

However, few empirical studies explore whether incor-
porating AAT into adolescent mental health and SUD
treatment may help improve treatment engagement, and

consequently, treatment retention and outcomes. Studies of
AAT in child and adolescent mental health treatment show
mixed—yet promising—outcomes. One study with an
empirical design that used AAT with children in outpatient
mental health treatment. Shuck et al. (2015) (n= 24) found
that group therapy with canine-assisted interventions resul-
ted in a greater reduction in ADHD symptoms. There are
four studies with an experimental design using AAT in
adolescent inpatient mental health treatment (Balluerka et al.
2015; Muela et al. 2017; Seivert et al. 2018; Stefanini et al.
2015). Three of these studies found that incorporating AAT
into treatment was associated with improvements in a variety
of treatment outcomes: global functioning, social skills,
school attendance, school adjustment, reduction in depres-
sion, reduction in hyperactivity and attention problems, and
reduction in length of inpatient hospital stay (Balluerka et al.
2015; Muela et al. 2017; Stefanini et al. 2015). However,
two of these studies also found that the AAT group was no
better in terms of clinical symptoms than the control group
(Balluerka et al. 2015; Stefanini et al. 2015). One of these
studies (Seivert et al. 2018), found no significant differences
in outcomes between the AAT and non-AAT group.

There are far fewer studies of AAT in adolescent sub-
stance treatment, and no studies with an experimental
design that evaluate AAT in outpatient adolescent substance
treatment. There is one study of AAT and adolescents in
residential substance treatment. This study (n= 108) found
that incorporating horse-assisted therapy (HAT) into treat-
ment was associated with better treatment completion rates
(Kern-Godal et al. 2015).

Using AAT to improve treatment engagement may be
especially important for Hispanic youth because they have
poorer treatment engagement and are more likely to termi-
nate treatment early than non-Hispanic Whites (Huey 1998,
McCabe 2002; Reyno and McGrath 2006 as cited in Kapke
and Gerdes, 2016). We found three studies that used AAT
with Hispanic youth. Only one of these studies compared
outcomes between Hispanic and non-Hispanic youth
(Shultz et al. 2007). This pilot study (n= 63) used a con-
venience sample where 51% of participants were non-
Hispanic White, 46% were Hispanic White, and 3% were
Black (Shultz et al. 2007). The Global Assessment of
Functioning (GAF) scores of all participants improved after
treatment, and there was no statistically significant differ-
ence between Hispanic and non-Hispanic participants for
GAF score improvement (Shultz et al. 2007). The other two
studies also showed successful outcomes when using AAT
with Hispanic youth (Seivert et al. 2018; Shuck et al. 2015).
Other non-randomized studies have found no significant
difference between Hispanic and non-Hispanic adolescents
(Black, 2012) or Hispanic and non-Hispanic adult pet
owners regarding emotional attachment to their pet
(Schoenfeld-Tacher et al. 2010).
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As we continue to develop our program to meet the
needs of adolescents, primarily Hispanic, in a large urban
community, we want to understand how including AAT
with our standard treatment could affect our outcomes. This
is an exploratory study with a post-hoc, quasi-experimental,
pre-post comparison group design that evaluates an inno-
vation, AAT, as an adjunct to treatment. This study com-
pares two groups of adolescents with dual diagnoses in
school-based outpatient mental health and substance treat-
ment. This study compares clients who received treatment
as usual (TAU) and TAU in addition to AAT by treatment
participation, clinical indicators pre- and post-intervention,
and sobriety rates. The primary hypothesis of this study is
that AAT will be associated with increased treatment par-
ticipation. The secondary hypothesis is that AAT will also
be associated with improved clinical outcomes like overall
well-being, school engagement, and sobriety. This study
was approved by the Institutional Review Board. This study
used retrospective, de-identified, secondary data to examine
both groups.

Method

Participants

This study compares two groups of adolescents from an
integrated healthcare clinic located inside a low-income
urban, public secondary school. This school’s student
population ranges from 14 to 19 years of age, and most are
from Spanish-speaking homes. The student population is
92% Hispanic, 7% African-American, and 0.7% White;
79.3% are English Language Learners, and 93.3% of stu-
dents are eligible for free or reduced lunch.

This study used a convenience sample of 31 urban
middle and high school students referred to the therapist for
substance use treatment and mental health counseling. The
following demographic and clinical characteristics of the
groups were recorded: age, gender, ethnicity, race, sub-
stance use disorder diagnoses, and psychiatric disorder
diagnoses (Table 1). Students were assigned to groups
(AAT or no AAT) by their academic class schedule and
availability during the school day. (The therapy dog was
available for two days each week, so if a client were
available on a day that the dog was available, the AAT
option would be the default choice, unless there was a
reason to exclude this client from AAT.) The inclusion
criteria for our study were: (1) ages 14 to 19 years; (2)
ability to understand and provide written, informed parental
consent and minor assent to receive substance treatment if
under 15 years of age, or individual consent if 15 years of
age or older; (3) DSM-V (Diagnostic and Statistical Manual
of Mental Disorders) diagnosis of at least one non-nicotine

SUD; and (4) willingness to participate in motivational
interviewing (MI) and acceptance and commitment therapy
(ACT). Exclusion criteria were: (1) mental illness that
cannot be managed in an outpatient level of care; and (2)
SUD that cannot be managed in an outpatient level of care.
Exclusion criteria for the AAT group were: (1) fear of dogs;
(2) allergies to dogs; (3) religious concerns about working
with animals. (Note: Although exclusion criteria existed,
none of the clients who were assigned to the AAT group
were excluded from receiving AAT intervention.)

The demographic and clinical characteristics of the
adolescent sample groups are described in Table 1. Overall,
both groups were predominately Hispanic and presented for

Table 1 Patient demographic and clinical characteristics, by animal-
assisted therapy (AAT) exposure group (n= 31)

No animal assisted
therapy (n= 17)

Animal assisted
therapy (n= 14)

Agea 15.2+ 1.4 13.7+ 1.4

Genderb

Male 9 (53) 11 (79)

Female 8 (47) 3 (21)

Ethnicityb

Hispanic 16 (94) 13 (93)

Non-Hispanic 1 (6) 1 (7)

Raceb

White 0 1 (7)

Black 1 (6) 0

Other 16 (94) 13 (93)

Substance use disorder diagnosesb

Cannabis use disorder 14 (82) 13 (93)

Alcohol use disorder 10 (59) 5 (36)

Hallucinogen use disorder 1 (6) 0

Stimulant use disorder 0 0

Opioid use disorder 0 0

Other substance use
disorder

1 (6) 1 (7)

Psychiatric disordersb

Major depressive disorder 9 (53) 9 (64)

Generalized anxiety
disorder

13 (77) 5 (36)

Posttraumatic stress
disorder

9 (53) 7 (50)

Attention-deficit/
hyperactivity disorder

2 (12) 5 (36)

Conduct disorder 0 1 (7)

Oppositional defiant
disorder

1 (6) 0

Social anxiety disorder 0 0

Other 0 0

aMean+ standard deviation
bn (%)
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cannabis use disorder. All youth presented with a co-
occurring psychiatric disorder. Most demographic and
clinical characteristics of the groups appear similar, except
gender, Alcohol Use Disorder, and Generalized Anxiety
Disorder (Table 1). The experimental group was pre-
dominantly male (79%), while the comparison group was
evenly divided by gender. The comparison group had
higher rates of Alcohol Use Disorder (59%) and General-
ized Anxiety Disorder (77%) than the experimental
group (36%).

Procedure

Participants in this study received mental health and sub-
stance treatment at their school. Both client groups worked
with the same therapist, a licensed clinical social worker
and certified addictions counselor III. The therapist received
8 hours of formal Acceptance and Commitment Therapy
(ACT) training and ongoing expert group supervision with a
trainer certified by the Association of Contextual Behavioral
Science. Both groups received manual-standardized moti-
vational interviewing and acceptance and commitment
therapy, called impACT (Thurstone 2018; Thurstone et al.
2017a). This model consists of 12 weeks of individual
motivational interviewing, acceptance and commitment
therapy, contingency management with urine drug screens,
medication assisted therapy, family sessions and case
management (Thurstone 2018; Thurstone et al. 2017a).

In addition to the standard treatment, the comparison
group (n= 14) received AAT with a certified therapy dog,
an eight-year-old Labrador retriever. The dog and therapist
have been certified by an independent agency as a therapy
team. The certification process includes behavioral testing
of the dog for desirable qualities of a dog that will be part of
a professional setting and the therapist-handler’s ability to
work with the dog. These behaviors include walking on a
loose leash, remaining calm in the presence of a loud or
disruptive person, and remaining focused on the human
handler in the presence of other dogs, among others (PTDC
2019). The certification process also uses the American
Kennel Club’s “Good Citizen” test for basic obedience and
manners (AKC 2019). The dog was also under the con-
tinuous care of a veterinarian, fully vaccinated, and
approved for work with adolescents in a mental health
setting. Finally, a dog trainer also made quarterly visits to
the therapy site to assess the dog and therapist team to
ensure that the dog continued to be suitable to work as a
therapy dog.

The therapist used manual-standardized ACT-informed
AAT interventions in each session. These AAT interven-
tions incorporate the therapy dog in mindfulness and com-
munication exercises that help the client practice the six
core ACT processes (Ingram 2017; Ladegard et al. 2017).

For example, in one session where clients are learning how
to cope with substance cravings, the client will ask the dog
to lie down on one side of the room and tell the dog to
“stay.” Then, the client will lay numerous unhealthy treats
all over the floor between the dog and him/herself. The
client walks to the opposite side of the room and then calls
the dog to come to him/her. The dog must come to the client
and ignore the unhealthy treats. The client then rewards the
dog with healthy treats. Then the client and the therapist
process how the dog managed the cravings and how this is
similar or different to the client’s experience. This exercise
incorporates all six ACT core processes: (1) the client’s
self-awareness of his/her thoughts, feelings and behaviors
around cravings; (2) the client’s committed actions and
specific skills used in managing cravings and making
healthy choices; (3) the client’s acceptance of the craving
instead of fighting it; (4) the client defusing from tempta-
tion, and, instead, focusing on his/her values and healthier
options; (5) connecting adolescents to their values and
helping them to stay focused on their values even when they
have cravings; (6) the client being mindful and in the pre-
sent moment while making decisions.

Measures

The dependent variables of this study were: treatment par-
ticipation, clinical outcomes, and sobriety. Data were col-
lected for the first possible 16-week treatment period
beginning from each individual’s start date, up to the 12th

session. Engagement was measured by number of sessions
attended. Clinical outcomes were measured by changes in
client overall well-being and school engagement scores. For
feasibility, client overall well-being was measured by one
item from the Outcome Rating Scale (Owen et al. 2016):
“Overall, I am doing well,” on a scale from 0 (poor) to 10
(very good). School engagement was measured by the
School Engagement Instrument (SEI), which consists of
three items that assess behavioral, cognitive, and emotional
dimensions of school engagement (Lintz et al. 2019). The
three items were: “I followed the rules at school;” “I cared
about what I’m learning in school;” and “I liked school;”
which were scored on scales from 0 (definitely no) to 10
(definitely yes) for an overall score that ranged from 0 to 30.
Cronbach’s alpha for SEI was 0.8 which suggests that the
scale has acceptable internal consistency. During the cli-
ent’s intake, and at the beginning of each therapy session,
the client completed the overall well-being and SEI scales.
For the overall well-being and SEI, the intake measures
were used as pre-treatment values. If these were unavail-
able, we used first therapy session values. The post-
treatment values consisted of measures taken from the last
session the client participated in during the 16-week time
frame. Sobriety was measured by the proportion of negative
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urine drug screens (UDS). During the client’s intake and at
the end of every session, the client provides a UDS. Clients
used the restroom in the school-based health clinic and were
monitored by a nurse. The UDS were tested for ampheta-
mines, benzodiazepines, cocaine, methamphetamine, opi-
ates, and tetrahydrocannabinol (THC).

We also administered a brief survey to the clients in the
AAT group to gain insight into their experience working
with the therapy dog. After their 12th therapy session, cli-
ents were given a survey consisting of three questions rated
on a Likert scale (1= strongly disagree; 5= strongly
agree): (1) Having the dog in my session makes me more
willing to go to therapy; (2) Having the dog in my session
makes me more comfortable being here; (3) Having the dog
in my session makes me feel more willing to talk and trust
the therapist; and two open-ended questions: (1) How has
working with the therapy dog been helpful for you? (2)
What could change to make working with the therapy dog
better?

The therapist input the assessment data from these
instruments and client baseline diagnoses, age, gender, and
ethnicity into a database. For this study, all data were de-
identified. Random identifiers for each client were generated
by the clinical team.

Data Analyses

Data were analyzed with SAS Enterprise Guide 5.1 (SAS
Institute, Inc. 2013). Depending on tests of normality,
continuous data are presented as means with standard
deviation or as medians with inter-quartile range; catego-
rical variables are presented as number counts with percent.
We evaluated differences in cases and controls using a

Student’s T test and, for non-parametric data, a Wilcoxon
Rank Sum Test. All tests were two-tailed. To reduce the
chance of obtaining false positive results due to multiple
comparisons in the study sample, we used a Bonferroni-
adjusted p-value of 0.0125 to detect statistical significance.
If differences were detected and a linear relationship was
observed, we then used simple linear regression to evaluate
effect size.

Results

We compared intervention outcome measures based on
exposure to AAT and observed statistically significant dif-
ferences in the number of sessions attended (p= 0.0072)
and the change in overall well-being (p= 0.0014) (Table 2).
Improvement in school engagement scores for participants
that received AAT was more than double the comparison
group’s, and although it was not statistically significant, it
appears to be a trend. The difference in sobriety between
groups was not statistically significant.

Unadjusted linear regression models revealed that com-
pared to patients who received treatment without AAT
(M= 6.4, SD= 3.5), the AAT group (M= 9.9, SD= 3.2)
had a greater number of sessions completed within a 16-
week period (β= 3.5, t(1)= 2.89, p= 0.0072). Addition-
ally, the AAT group (Mdn= 2.9, IQR: 1.8, 5.0) had a larger
improvement in overall well-being score (β= 3.6, t(1)=
3.74, p= 0.0009), compared to treatment without AAT
(Mdn= 0.5, IQR: −2.6, 1.4) (Table 2).

Qualitative feedback also indicated that the dog con-
tributed to a positive experience and encouraged engage-
ment in therapy (Table 3). Eight of the 14 clients in the AAT

Table 3 Mean responses to the
survey about the dog’s presence
for the animal assisted therapy
(AAT) group

Question Mean (N= 14)

Having the dog in my session makes me more willing to go to therapya 4.93+ 0

Having the dog in my session makes me more comfortable being herea 4.93+ 0.26

Having the dog in my session makes me feel more willing to talk and trust the therapista 4.79+ 0.56

Likert scale (1= strongly disagree; 5= strongly agree)
aMean+ standard deviation

Table 2 Differences in
intervention outcome measures
based on exposure to animal-
assisted therapy (AAT)

No animal assisted
therapy (n= 17)

Animal assisted
therapy (n= 14)

Test statistic p-value

Sessions completeda 6.4+ 3.5 9.9+ 3.2 t(29)=−2.9 0.0072

Change in overall wellbeingb 0.5 (−2.6, 1.4) 2.9 (1.8, 5.0) S= 133.0 0.0014

Change in school engagementa 2.4 (0, 1.0) 6.6 (4.9, 10.0) S= 164.0 0.0746

Proportion of total negative urine
drug screensa

0.7+ 0.4 0.6+ 0.4 t(29)= 0.4 0.6956

aMean+ standard deviation
bMedian (IQR)
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group reported the therapy dog helped them feel more
“comfortable” or “safe” in therapy. One client said, “She’s
sweet; when she sees you cry she will be right there to lick
your face and make you feel better. She is patient with you.”
Ten clients responded with “nothing” when asked what
could change to make working with the therapy dog better.
One client responded, “to cuddle more,” and two clients
commented that she should stop begging or sniffing.

Discussion

This study has immediate relevance and implications for
treating Hispanic adolescents with co-occurring substance
use and mental health disorders. Incorporating AAT into
treatment was associated with better treatment outcomes,
client engagement, and clients reported a high level of
appreciation for the presence of the therapy dog. Strengths
of this study include: (1) the sample came from a primarily
low-income Hispanic population which is underrepresented
in AAT research literature (Risley-Curtiss et al. 2006); (2)
this study used a mix of self-reported and objective mea-
sures; and (3) because the same clinician worked with both
groups, there was likely little inter-rater bias.

Our findings suggest there should be further research on
using AAT to increase engagement for youth in substance
and mental health treatment. Our study supports the feasi-
bility of studying the incorporation of AAT into the treat-
ment of adolescents with dual diagnoses, particularly
Hispanic youth. Our sample had co-occurring psychiatric
and substance use disorders (100%) and was primarily
Hispanic (94%). We find this especially encouraging as
Hispanic children have poorer treatment engagement and
are more likely to terminate treatment early than non-
Hispanic Whites (Huey 1998, McCabe 2002, Reyno and
McGrath 2006 as cited in Kapke and Gerdes 2016).

Increasing treatment accessibility, utilization, and
engagement for youth with co-occurring disorders is of
utmost importance. Yet engagement in treatment is com-
plicated and can be broadly grouped into two categories,
behavioral (showing up) and attitudinal (being “ready” for
change) (Staudt 2007). Our findings lay the basis to examine
engagement with AAT in conjunction with SUD and mental
health intervention, particularly in the context of school-
based settings. We measured engagement behaviorally, by
session attendance. However, the critical question remains:
does this engagement in the treatment process ultimately
lead to long-term sobriety or improved mental health?

Limitations and Future Research

There are various limitations to this study. First, because
this study lacked random assignment, but rather, used a

comparison group, the data were confounded and we are
unable to conclude that differences among groups can be
attributed to AAT as part of treatment. There were also
demographic and clinical differences between groups.
Specifically, the non-AAT group was evenly split between
boys and girls, while the AAT group was predominately
male. Also, the non-AAT group had higher rates of alcohol
use disorder, generalized anxiety disorder, and a lower rate
of attention-deficit/hyperactivity disorder compared to the
AAT group. The scope of the study was also limited by the
following factors: small sample size, limited external
validity due to single site intervention, and treatment by one
therapist. For these reasons, the results of this study may not
generalize to different settings. The study was also designed
post-hoc. No evaluation was done to assess therapist’s
adherence to either treatment model. The sample’s socio-
economic backgrounds and psychiatric medications were
not recorded. Most of the outcome measures were self-
reported and completed in the presence of the therapist, so
they may have been affected by social desirability bias.
Additional measures such as teacher assessments of school
engagement were not used due to limitations in funding.
While the Outcome Rating Scale is a reliable and valid
instrument (Bringhurst et al. 2006), only a single scale from
the instrument was used in this study; partial use of the
Outcome Rating Scale has not been studied.

Future research should address this study’s limitations by
randomizing the participants in each group and having a
larger, more diverse sample from multiple sites with mul-
tiple therapists. Recordings of sessions should also be made
and assessed to ensure adherence to MI, ACT, and AAT.
Engagement should also be measured both behaviorally and
attitudinally to more richly describe the experience of the
intervention and the mechanism by which youth relate their
interactions with the therapy dog/therapist team, and chan-
ges in their substance use and mental health. School
engagement should be measured by objective measures like
student attendance and teacher assessment. Also, qualitative
questions related to understanding how AAT with Hispanic
youth supports the clinical process would add depth to the
findings.
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