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Abstract

Adventure therapy (AT) is an emerging model of dpgrthat is being used for work with
individuals and families. AT combines experiengdlcation with therapy in a single
program (Crisp, 1998). The purpose of this resepaper is to explore how social
workers integrate adventure therapy into their weitk families. The research also
explored the current status and implications ofidTerms of being accepted as an
evidence based practice. A total of eight mengalth professionals who have
experience facilitating adventure or wildernessapg were interviewed. The results of
the research support the literature suggestin§elteof adventure therapy does not have
a standardized approach to program facilitationtesiding requirements in both therapy
and adventure based or wilderness activities E8llBonney, 1986; Newes &
Bandoroff, 2004; Tucker & Norton, 2012). The prags did integrate the core
components of adventure therapy as defined initdr@ature review in this paper. The
majority of participants suggested the field of &Ta valid form of therapy considered to
be supported by research. Participants acknowtettgedifficulty in conducting
research using control groups in AT due to the tess variables; participants also
guestioned the need for quantitative rather thaitgtive research to be considered
empirically supported therapy. The findings coditathe literature that states a
challenge for the field of AT for broader accep&cthe lack of empirical research that
contains information that is both valid and relaiNewes, 2001).
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Traditional therapy settings for couples and fassilnay be limited in providing
opportunities for growth and promoting change ngagsto improve the dynamics of a
family system. One limitation in traditional thpsais the use of verbal conversation as
the primary mode of communication. Visual learrara patient with attention deficit
disorder (ADD) may communicate more effectivelyotigh the integration of other
senses. A second limitation is the traditionatdpest meets with clients for 50 minute
sessions in an office environment that may notuitalsle for all types of clients and
client groups. Finally, traditional therapy progi@may be limited due to the availability
of resources. As mental health clinics are gettiecgeasingly busier there is a growing
need for additional programs to help the commuwitit mental health support (Berman
& David-Berman, 1995).

One option for a non-traditional therapy treatmaption for families is adventure
therapy (AT). AT combines experiential educatiathwherapy in a single program
(Crisp, 1998). According to Kelly & Baer, OutwdBdund began one of the first AT
programs in the late 1960'’s that combined expaakatiucation with therapy (as cited in
Newes & Bandoroff, 2004, p. 3). Traditionally, tmajority of programs that use AT
have been programs based in inpatient mental higgllities and programs supporting
the mental health needs of adolescents (Newes &daff, 2004). As AT is being used
by more practitioners, the target populations haxaved to include individuals, couples,
families and groups (Fletcher & Hinkle, 2002).

Family systems that need therapeutic attention gnegtly benefit from AT. AT
for families provide the opportunity for better comnication, reduction of denial,

increased teamwork, building trust and recognifamgily roles. Longer therapy
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sessions benefit families by allowing for the ogpoity for important family dynamics
to present through the use adventure therapy thgitnot otherwise be revealed in a
shorter and more traditional therapy session (Ne&Bandoroff, 2004).

The growing fields of AT faces two primary challesgn becoming accepted as
evidence based. AT would benefit by being acceaseevidence based both for
continued growth as a treatment and for the alilitlyill insurance to offer programming
to populations that need the extra support thrabgh benefits. The first challenge for
the field of AT is the lack of empirical researtiat contains information that is both
valid and reliable (Newes, 2001). Second, theqasibn lacks standardization of
training, certification or credential requiremefds AT (Burg, 2001). Working with
couples and families within adventure and wildestégrapy face the same challenges as
the broader AT field in becoming recognized as ¢pewvidence based (Gillis & Gas,
1993).

Scope of Problem

Adventure therapy (AT) programs are challengeddtyhaving a standardized
protocol to use in defining the services they padevi AT lacks uniformity in establishing
professional credentials required to perform AT\de & Bandoroff, 2004). For
example, programs that use the word “therapy” loerapeutic” in the title of their
offering could be misleading in terms of the seegiactually delivered (Williams, 2004).
The ambiguous titles of therapy and therapeuticgotip many questions for someone
interested in learning more about a program. Hothé program therapeutic? Does
therapeutic mean the same thing as therapy? Wpesgeaam includes the word therapy

in the title, what are the credentials of the persmviding the therapy component? How
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often and in what way is therapy administered? tAesprogram leaders properly trained
in both therapy practices as well as the advergctigity? Adventure therapy programs
are stronger when the treatment plan or progranctsire is structured based on an
assessment needs of the clients and provided liggsionals trained in both therapy and
adventure activities (Gillis & Bonney, 1986).

In order to obtain acceptance as being evidenaedh@d needs to have research
studies conducted with higher validity and relidgpilevels and based on a unifying
theory (Newess & Bandoroff, 2004). Once AT estdids a base model that allows
research to confirm the field as being evidence bstandard protocols for ethical
programming may be established. Standardizatiamndveoelp maintain professional
requirements for programs to follow in order toeof& high level of service to families
and clients.

Significance of Evidence Regarding AT Programs for Familiesand Couples

Adventure therapy (AT) programming typically recearfamilies to face a
challenge together while applying a metaphor tcaittevity (Mason, 1987). As an
example, a family may be collaborating on a chal&where the son leads and the dad
follows. The role reversal creates tension iffétaer is not performing an activity in the
way the son had planned. The therapist could éiskmquestions to both the father and
the son regarding how the role reversal comparsguations in the home. The therapist
may ask the father and son about trust, commubitaiadership and responsibility and
how it relates to their life at home. After theiaity is completed facilitators will
typically work with the families in therapy sesssaim go over the activity and how it

affected individual family members and the famiygtem. Metaphors help family
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members connect the activities to their lives ah@o The result is an expansion of self-
awareness and an increase in self-esteem and aytiimafamily members and the
family system (Mason, 1987). A trained therapisl knelp families complete the transfer
of learning in order to integrate lessons theyredrduring a program to their life at
home. AT applied to families has been found todase self-esteem and has led to an
increase in overall family health and wellness @aoff & Scherer, 1994, p. 178).

The healing effects of nature also contribute eolibnefits of AT. According to
Greenway (1995), “Without intimacy with nature, hams become mad...the healing
effect of nature is almost a given” (p.127).

Family members signing up for AT programs may ealize the field does not
have uniform standards. A facilitator could havedentials as a therapist, but lack
credentials in adventure activities. For exampbejal workers using AT in their
practice were found in general to lack proper trgnn adventure activities (Tucker &
Norton, 2012). Furthermore, a therapist with aterasdegree may simply supervise
facilitators who may lack proper training in theydgut have training in adventure
activities. If a family provides a significant genting problem to work on through AT
they may be disappointed if a facilitator lackdiskio control difficult family dynamics
or blowups (Tucker & Norton, 2012).

Relevance to Social Work

A survey of social workers found out of 646 respamd, 10% use adventure
therapy (AT) in their practice. The majority ofcsal workers who use AT integrate it in
their practice on a consistent basis. However,dewial workers have the necessary

training in both therapy and the experience tolgdéeilitate outdoor activities in an
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outdoor or back country setting (Tucker & NortoQ12). The most pressing ethical
principles from the National Association of Sodfdbrkers (NASW) Code of Ethics
when considering AT includes the importance of hamgationships, competence,
integrity of the profession, and evaluation ancaesh.

Importance of human relationships. The first relevant ethical code for AT from
the National Association of Social Workers (NASW)de of Ethics states, “Social
workers recognize the central importance of hunegationships” (1999, n.p.). If an
individual or a family needs extra support peoplka to other humans to assist in support
of the change that is necessary to better thetheathe individual or family system
(NASW, 1999, n.p.). Human relationships are oftigdnmportance in both social work
and to work on creating change in adventure andeniless therapy.

Competence. The second consideration for social workers usimgrAtheir
practice is competence. Social workers who aretoeavfield are called to seek proper
education, research, training, consultation anésugion. Employing proper
professional support is especially important irearerging field that may lack standards
(NASW, 1999). The field of wilderness therapy leaperienced at least 10 deaths since
1990. Thousands of complaints of wilderness thepaipgrams have had a common
theme citing “negligent program owners manipulatiegperate parents with false
advertising” (Canham, 2007, n.p.). Much of thedithe problems occur with under-
trained staff working with adolescent populatio@siuiham, 2007). Social workers are
called to improve professional and ethical stansiéindough competent practice (NASW,

1999).
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Integrity of the profession. A third application of the NASW code of ethics fo
AT is integrity of the profession. Social worker® called to add to the professional
knowledge from the field. In addition social workénave the responsibility to prevent
the unauthorized and unqualified practice of sos@k (NASW, 1999, n.p.). Applying
professional standards to the field of wilderness AT, social workers need to ask
guestions if they experience dysfunctional or uivellpractice in AT programs. If a
program lacks qualified and well trained stafffre@ats clients in a neglectful manner,
social workers have a duty to address the unetpreatice. Social workers involved in
AT should also advocate for professional standardispractices in AT through
professional conferences, research and organizaddASW, 1999).

Evaluation and research. The last NASW Code of Ethics principle discussed
this paper relevant to social workers doing ATvaleation and research (NASW, 1999,
n.p.). Social workers involved in AT programs aneouraged to add to knowledge of
the field based on the NASW code of ethics regardwaluation and research. As new
research studies are published, social workergusinshould be aware of any updates
or changes to the outcome of studies relevantadi¢td to make sure their individual
practice stays current with best practices.
Pur pose of Resear ch

The purpose of this research is to explore howasegrkers integrate adventure
therapy (AT) and wilderness AT for couples and fasiwithin their practice. A
secondary purpose of the research is to identify $acial workers are contributing to

the field of AT and wilderness therapy.
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Literature Review
Adventure Therapy Defined

Adventure therapy (AT) programs differ from basitdaonor education programs
by incorporating emotional growth as a key compomnesking a program therapy based
(Berman & Davis-Berman, 2000). AT is defined byspr(1998) as being:

A therapeutic intervention which uses contrivedwatas of an

experiential, risk taking and challenging naturetive treatment of an

individual or group. This is done indoors or withan urban

environment, and does not typically involve livingan environment (p.

9).

When considering the definition of AT a distinctiorust be made between the
terms therapy and therapeutic. Therapy is defaseth treatment designed to relieve or
cure an illness, disability, or other bodily, ménta behavioral disorder” (Williams,
2004, p. 199). The term “therapy” is the procesBemt goes through to achieve positive
change in their life (Williams, 2004). In contra$herapeutic” describes a resulting
feeling for a client such as feeling happier or enalaxed (Williams, 2004). The
distinction is important as AT programs may incogte the names “therapy” or
“therapeutic” into their programming.

The terms “wilderness therapy” and “wilderness Aifé commonly used to
define or categorize the type of outdoor advenpuogram. Wilderness therapy
incorporates isolation and the requirement of stegem the environment in either an
established campground or through a trip whereqgi@eints are expected to learn to be

self-reliant. Common activities used in wildern#ssrapy include kayaking,
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backpacking, hiking, climbing and other forms o€keountry travel (Crisp, 1998). For
shorter day trips the term “wilderness-adventusgdhy” is used. Wilderness-adventure
therapy may be completed in “a short session orevaeatural environment is used for
an adventure therapy type of activity” (Crisp, 199810). Finally, “wilderness family
therapy” is defined as, “The process in which fgmiembers participate in a wilderness
experience and take risks which are often in higéss situations” (Mason, 1987, p. 91).
History of Adventure Therapy

AT has roots dating back to the 1800’s when Fridtdspital in Philadelphia
incorporated activities in the outdoors to treahtakhealth conditions. In 1901 outdoor
therapy continued to be used through the use tg fenpatients to sleep in at Manhattan
State Hospital East as a way to separate patiatitswberculosis. Several camps were
created in the mid 1900’s that started using therap approaches. The camps were
setup up for populations with a wide range of maidamd mental diagnosis (Gillis,
2005). Kurt Hahn founded Outward Bound in 194treate the first experiential
education program combining the outdoors with etioocgdOutward Bound, n.d.).
Hahn's idea came from recognizing young Britishogaiserving during WWII lacked
the skills to survive at sea. Hahn was quotedhgimg, “There is more to us than we
know. If we can be made to see it, perhaps forgkeof our lives we will be unwilling
to settle for less” (Outward Bound, n.d.). Josméfiwas exposed to Outward Bound as
an American professor living in Scotland. Minersmapressed with Outward Bound
and set out to establish Outward Bound in the dri@ates. The United States branch of
Outward Bound made a significant impact in expeiaeducation by providing

programming that offered students experiencedéaatto increased empowerment,
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increased self-esteem, and a sense of responsibilibthers. An example could be a
climber who learns to climb, build an anchor anthieas their partner climbs. An
adventure such as climbing not only teaches impbdatdoor skills to stay safe, but also
leadership skills of responsibility and self-rekarare also inherent benefits for
participants. Outward Bound provided clients with thrill and the skills in a way that
other programs had not done before in the UnitateSt{Outward Bound, n.d.).

According to Gillis (2005), the term adventure lmhseunseling was first used in
1979 and the field continued to expand throughlo&itl980’s to the present. The
establishment of adventure activities such as ropasses, as well as professional
education programs with the focus on AT curriculwontributed to furthering the
profession of AT. The industry established intéoral conferences and a professional
organization called the Association of ExperienEdlication (AEE). AEE has helped
influence and shape the direction of the emergeld df AT towards the goal of
becoming an accepted method for doing therapyi§GGRD05).
Goals

Newes and Bandoroff (2004) have identified six gadladventure therapy (AT).
First, clients increase self-awareness and thigrimresults in “increased recognition of
behavioral consequences and available choiced)(pThis means that a client, such as a
defiant adolescent, will quickly learn the conseteeof being defiant during AT. If
they decide to sleep outside and not in theiraeutit rains, getting wet and cold is a
direct repercussion from their decision. The sdagwal is to teach clients to increase
their responsibility for both themselves and othergnforgiving environments. The

third goal is for clients to learn better or inged coping strategies. The fourth goal is
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identified as AT providing tangible evidence of sess that allows for clients to increase
self-esteem through viewing themselves in a mos#tipe light and by reducing
negativity. The fifth goal is that clients leamwork better with others through “creative
problem-solving, communication, and cooperatiofiskiNewes & Bandoroff, 2004, p.
7). Finally, the sixth goal is to debrief cliemts their strengths, weaknesses and identify
barriers that clients may create for themselvesrtay block success (Newes &
Bandoroff, 2004, p. 7).
Populations Served

Traditionally, the majority of programs that useewture therapy (AT) were
inpatient mental health facilities and programwisgy adolescent populations (Newes &
Bandoroff, 2004). AT is now used as a tool to evherapeutic programming to a
broad range of populations. “Substance abuseve]a@nentally disabled children, rape
and incest victims, sexual perpetrators, psycliatpatients, at-risk teens, adjudicated
youth, couples and families” make up just soméhefgopulations served by AT
programs (Cason & Gillis, 1994, p. 41). Additiopalpulations include women, college
students, corporate employees, athletes, victinisaoma, and clients with mental health
conditions such as anxiety, depression, dysthymibaajustment disorder (Fletcher &
Hinkle, 2002, p. 283). AT programs typically adekéssues pertaining to family, school,
behavior, conduct disorders, self-esteem, depressid suicidal ideation (Davis-
Berman, Berman & Capone, 1994).
Characteristics of Adventure Therapy and Wilder ness Adventure Therapy

The therapeutic interventions used in adventurefhe(AT) include traditional

group and individual therapy techniques. An adwentherapy facilitator uses an
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adventure activity as a catalyst to provide spe@kamples of how a family or individual
operates under stressful situations. The therapyegs extends after the activity is
completed to open up a dialogue with participatsession may relate the activity to
separate issues affecting the clients through skeoimetaphors. Processing activities
by a trained therapist is the therapeutic factat ih unique in outdoor adventure
programs to AT. In experiential education, thestgpare not used, and the programming
is not debriefed by trained therapists directlatielg to a client’s or family’s presenting
problem or diagnosis (Newess & Bandoroff, 2004).

Kimball and Bacon (1993) identified AT as havingdetnponents that are built
based off a model defined by researcher Micha&#ss in 1992 (Gillis & Gass, 1993).
The model includes: (1) multiple treatment forma({8) group focus, (3) processing, (4)
applicability to multi-model treatment, (5) sequigrgcof activities, (6) perceived risk, (7)
unfamiliar environment, (8) challenge by choice, {fovision of concrete consequences,
(10) goal-setting, (11) trust-building, (12) enjogm, (13) peak experience, and (14)
therapeutic relationship (as cited by Newes & Baoftfp2004, p. 9).

(1) Multiple treatment formats. Multiple treatment formats refers to the
difference between AT, wilderness therapy and gdoterm residential camping
scenario (Newes & Bandoroff, 2004, p. 9). Theat#hces in activities are described
below under sequencing of activities.

(2) Group focus. AT typically is setup for group work. In workingitlv families
there can be single or multi-family groups. Groapsa beneficial and necessary
strategy to AT for members to provide and receasxiback and support from other

group members. Facilitators are interested ih boé completion of activities, and also
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what happens between the members during the gofiveéwes & Bandoroff, 2004, p.
14).

(3) Processing. Activities create circumstances that evoke reastlon
participants. Therapists are able to witness dycgof individuals and family systems
as they happen naturally during the activity. €hmotions are processed through therapy
sessions after the activity. Metaphors act a®bttoexperience the transfer of skills
from the activities to the way things are doneahh (Gass, 1991).

(4) Multi-model treatment. AT can be used as either the main intervention,
as a module of a program that includes additioragamming besides the adventure
activity (Fletcher & Hinkle, 2002). For examplevanture activities may be one
component of a long term residential treatment paaogat a facility treating chemical
dependency. Other programs may focus on the asheetiterapy or wilderness therapy
interventions.

(5) Sequencing of activities. Adventure therapy (AT) activities need to mdet t
client’s needs and skills as deemed appropriatitiir assessment by the facilitator
(Fletcher & Hinkle, 2002). Adventure therapistsdguparticipants through the activities,
setting boundaries and limits on what can and cabb@alone, to complete a challenging
activity. The activities are carefully plannedctmallenge clients and to allow for both
successes and failures. The environment is oftditial, such as a ropes course or
climbing wall. Participants in adventure activétiare not sleeping in the environment
such as may be the case in wilderness therapyp(Qr¢98).

Wilderness adventure therapy activities may includkking, rafting, canoeing,

dog-sledding, backpacking, skiing, sailing, rodkntding or biking (Mason, 1987).
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Another study found a high percent of programseaweid using ropes course activities as
the adventure portion (Davis-Berman, Berman, & @&pd994). Other activities
included camping, outdoor games, rafting, fishiniging and horseback riding (Davis-
Berman, Berman, & Capone, 1994).

(6) Perceived risk. Clients must perceive a risk in an activity as & pathe
requirement for adventure therapy. The intendity situation will likely bring on fears a
client has, such as a fear of heights. A groupitaor will help the person talk about the
fear that has come up, and be able to help theipant identify if there is more
underneath the fear, such as a fear of failure @Ma%987).

(7) Unfamiliar environment. Exposure to an environment clients haven’t been
exposed to before will cause the client to copé&wituations in new ways. For example,
a teenager who throws a temper tantrum at homediogetting what they want would
have to cope differently with an adventure actititsit is proving to be challenging
(Newes & Bandoroff, 2004).

(8) Challenge by choice. A participant needs to decide to face a challenge o
their own. If they become too scared or uncomfdetavith a situation, a client has the
right to skip or reduce the challenge of the attithey are not comfortable participating
in due to safety, physical or emotional reasonss@a1987).

(9) Provision of concrete consequences. AT allows for immediate feedback of
choices participants make. When a participantuskson a rock wall, they may feel fear
or anxiety and have to find strength, trust andfidemce to get to the next hold on the
wall. If a poor choice is made, such as not tyarttarness on as tight as instructed, the

participant may be uncomfortable as they are bleiwgred down.
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(10) Goal setting. A therapist establishes goals for clients onlyrafte
understanding what the client is trying to achitherapeutically from the program. The
goal should be kept as a focus throughout the iduraf the AT or wilderness programs.
Both individual and group goals are establishet/@arthe program after consulting with
the individuals and group/s (Newes & Bandoroff, 200

(11) Trust building. Trust is a major component to AT for families. 3iru
should be built up between members of a groupadugl small steps through activities
and debriefing. Gradually trust through activit#®uld develop into interpersonal trust
(Newes & Bandoroff, 2004). When a member of a groufamily is faced with a
challenging situation the emotions that surfacestaprise the participant. For example
the participant of an the adventure activity mayehthought they trusted family
members or others in the group only to find in ameat of distress they lose confidence
or have doubts in the abilities of other membeey $hould be trusting. When this
happens, the program leader needs to help the nmenmvbek out what they are feeling
and help them move past the fear and anxiety (Md<@80).

(12) Enjoyment. AT is meant to provide enjoyable activities andengnces for
participants. For clients used to traditional &psf, incorporating fun that has a purpose
can be a positive way to do therapy. If the attixelaxes clients or reduces stress, it is
plausible the client is more willing to open up abissues previously avoided (Newes &
Bandoroff, 2004).

(13) Peak experience. AT programs should challenge individual clientsg an
groups to build upon newfound skills to preparetfe climatic peak challenge towards

the end of the program (Newes & Bandoroff, 2004k Torm of the challenge can vary
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greatly depending on the program and the clieRts.a wilderness adventure program
peak challenge may be a solo overnight trip, @ng lbackcountry trek. For adventure
therapy, a peak challenge may be learning to laudtimbing anchor and setting up a
rappel using skills learned throughout the progrdr a program working with disabled
participants perhaps a challenge would be to campléask as independently as
possible.

(14) Therapeutic relationship. In adventure and wilderness therapy programs
therapists generally spend a lot of time with egl@nt throughout the program.
Therapeutic relationships are often emphasized amortant factor in determining
therapeutic growth. Furthermore, a therapist maegence the dynamics of a family
during an activity and be able to intervene if éhisrconflict during the activity. Later
the therapist has the ability to debrief the attiand ask further questions about what
happened during the activity. The constant momitpof the group dynamics is unique
to adventure and wilderness therapy (Newes & Baiftj2004).

Adventure Therapy: State of Research

Research for adventure therapy (AT) lacks bothrivateand external validity.
Newes (2001) suggests reliable research that isrieally based is necessary in order to
effectively connect AT as an application that affezhange in participants. More
empirical research is needed for acceptance ofradresbased therapy and adventure
based therapy for families to be accepted intovesteace based therapy treatment (Gillis
& Gass, 1993; Burg, 2001; Newes, 2001; Neill, 2003)

In 1992, Gillis (1994) called for five improvemerits the field of AT. First, he

saw a need for a meta-analysis project to be cdswpteat includes criteria to be
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clinically accepted and significant. Meta-analysigefined as “a method of statistically
integrating outcomes from many separate studiea8¢@ & Gillis, 1994, p. 41). Cason
and Gillis called for using meta-analysis to askiteithe findings of many studies into
data that could be interpreted through in depthyaisa(1994, p. 41). Second, Gillis
suggested research should be focused on establigbém manuals that would allow for
data to be collected with them to better acceptemy specific applications of AT. Third,
attention to the problem of AT staff members natihg credentials necessary in both
therapy and adventure programming is necessanatotan safety and professional
standards for activities and therapy componentairtR, Gillis calls for AT researchers
to share writing in a collaborative manner. Fipatillis suggests a need for the
publication of AT research findings in psychothsrggurnals (1992).

Neill (2003) suggests a need for setting indugipdards for evaluating the
outcomes of adventure based programs. This is bipesating statistical benchmarks
and comparing outcomes of studies against the lbesath Neill suggests this will create
a standard for the industry to better identify wisatorking and what is not working in
adventure therapy programming. Neill suggestee@ative programs in general should
commit to the most up to date formats for analyzingcomes. Neill proposes
standardizing future research by researching spexgpects of AT utilizing standard
measurements, the completion of research lookisgetific “clinically significant
moments and processes which occur” and for shdatgwith the international AT
community (Neill, 2003, p. 320). Burg (2001) susfgeresearchers need to better define
the parameters of programs such as the lengtregdrttgram, goals, intensity and what

level training practitioners have in therapy andeadure programming. The ultimate
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goal is to gain a database of research studies@magasily identify the appropriate
adventure therapy treatment for a particular pdmnaor diagnosis.
Adventure Therapy Studies

A national survey of 31 wilderness programs foumeke programs lacked
information about how therapy is applied, lackesesech evaluation, and also lacked
follow-up to the programs. The study also fourdck of universal application and
definition of the term “therapeutic” for a prograhat was called a “therapeutic
program”. Very few programs that identified asrggiherapeutic programs actually
integrated psychotherapy. The programs rangedapesfrom adventure therapy (AT)
activities utilizing a ropes course to wilderndssrapy programs with time spent in
wilderness environments. The types of prograns \asied in setting and length. Some
programs stated they do both group and individualapy. Only about half of the
programs had a supervisor with a masters degrbigloer in therapy or counseling
fields. For the programs that did have qualifiedf@ssionals, staff doing direct work
with participants often had a bachelors or no degired were simply supervised by a
credentialed professional (Davis Berman, BermaQafone, 1994).

A meta-analysis study by Cason and Gillis (1994nexed 43 studies that had
empirically based statistics. The study coded seveasurements which included: self-
concept; behavioral assessment by others; attdudeys; locus of control; clinical
scales; school grades; school attendance. Thigsesméound that adolescents improved
by 12.2% from the application of AT and participaatso improved 62% more than non-
participants. However, the studies reviewed didhasve standard variables such as the

levels of training by program staff. Programs déstked definitions of how the therapy
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was applied in the form of activity performed, diog, identification of the exact
participants and what type of facilitating is pred (Cason & Gillis, 1994, p. 41).

Project Adventure is a program developed for ceefdrred adolescents who
were identified as having problems with drug abuBee study included 170 youth who
completed a long term treatment program that ctseiffour phases. The program
incorporated both residential living and campin@gamart of the treatment process. The
program was successful in incorporating adventueeapy and wilderness therapy as a
part of its curriculum. The outcome of Project &dwre found 72% of participants did
not re-commit a crime over a three year periodis Téte is similar to the percent of
adolescents that are successful in going througgparate program through the
Department of Children and Youth Services (DCY$®he study is considered to be a
successful implementation of a multi-mode treatnpdgut that incorporates adventure
therapy (Gillis, Simpson, Thomsen, & Martin, 1995).

The Family Wheel is a wilderness therapy prograat wWas established for
families with teenagers aged 13 to 18 years olde t€enagers had substance abuse or
behavior problems at school. The Family Wheel mogwas used as an intervention
method for 27 families as an attempt to providdestents with a method to gain skills,
responsibilities and as a way to bond with therepts. During the first phase of the
program, the adolescents participated in a 21 dayval program. After the adolescents
completed the survival program, parents of the Widse then introduced into the
program. The teenagers had to use their newlpdebsurvival skills to teach their

parents basic survival techniques that would bd tls®ughout the program.
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The study found 95% of the participants as ratirggdrogram as helpful. The
study also found patrticipants identified the atitéd, metaphors and debriefing of the
activities as highlights of the program. The ef§éthe Family Wheel had on families
included more positive family communication in foem of conflict resolution,
negotiating and expressing feelings. The adolégmaticipants experienced less legal
trouble than the comparison group. This study kmaised in the number of participants.
The sample population also was not completely randoe to participants needing to
have the resources to be able to take time off fnark in order to commit to the
program. The financial and time constraints mayeHanited the potential pool of
participants. Furthermore, this is a wildernegsdpy program, not AT which utilizes
day activities in a contrived environment. Thedstdid provide promise for the use of
wilderness therapy with families challenged by adoént behavior problems or families
with alcohol problems (Gillis & Gass, 1993).

Families and Couples and Adventure Therapy Benefits

Family members have been found to experience inetkself-esteem and an
increase in overall family health and wellnessdmemnture therapy (AT) (Bandoroff &
Scherer, 1994, p. 178). In a program with multiglailies, participants form support
networks with other family members that can be Bela¢ during the activities (Swank
& Daire, 2010). Traditional therapy for familiesdacouples often address issues of
“trust, support, risk, challenge, leadership, peotlsolving, cooperation, competition, or
communication” (Gillis & Bonney, 1986, p. 213). dissues addressed in families
through traditional therapy are a match to thedssand approaches used in AT. AT uses

metaphors for families to connect activities tathiees at home to expand self-
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awareness for individuals and the family, whilergasing self-esteem and intimacy
(Mason, 1987). Families can also benefit from A/lldnger therapy sessions, being able
to play together while revealing important familgndmics and dedicating time away
from the home with a focus on the family (Newes &#@oroff, 2004).

All family members can participate in the therapgdther. If one member of the
family cannot do one of the challenges, they catigigate in the outdoor experience by
helping family members with cooking or with thegag thus contributing to heightened
self-esteem (Mason, 1989).

Wilder ness Family Therapy Principles

Several different theories are used in therapewhi@nture to guide program
development and interventions (Burg, 2001). Omeh of wilderness family therapy
follows eight principles as defined by Mason in herk titled Wilderness Family
Therapy: Experiential Dimensions (1987). Masohi&ories are based on work by Carl
Whitaker which incorporates an experiential eduwrabackground (Burg, 2001).
Mason'’s principles guide the programming throughuke of activities contributing to
individual empowerment. The eight principles ddsst by Mason have a focus on
family therapy and family dynamics. The principieslude: (1) unlocking of the
unconscious, (2) conversion of energy, (3) buildamily strengths through individual
growth, (4) egalitarian relationships, (5) valuithg metaphors, (6) right hemisphere
brain expansion, (7) role flexibility, (8) conteptocess and circulatory (Mason, 1987,
98-103). Mason'’s theory lacks a focus on therapgeated towards a client’s individual

diagnosis or need.
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A more relevant theory compared to Mason’s (19878 family systems
framework developed by Gillis and Gass (Burg, 2000he framework by Gillis and
Gass is more relevant to adventure therapy (ATabse of the strong focus on
customizing a therapy program to the needs of iddal clients or family groups. The
framework includes five parts: assessment, stringuinterventions, debriefing and
follow up.

Assessment. A proper assessment of a client’s presenting prolgethe starting
point of an AT program. The therapist needs tceustand the issue and how it affects
family dynamics. The assessment can be done thrivaditional therapy means or
through the use of AT (Gillis & Gass, 1993).

Structuring. Adventure programming needs to target the ideutifieed of each
individual family and structure the program arouhdse needs. The critical component
of adventure programming is to have a transfeeafrling that makes it possible for
clients to apply what they learn doing activitiagheir daily life at home (Gillis & Gass,
1993). Structuring includes several sub-componengssist in targeting specific
therapeutic issues as defined by Gass (1991):

(a) state and rank the goals of the therapeutic intéime based on the

assessment of the clients’ needs

(b) select an adventure experience that possessemg sietaphoric

relationship to the goals of therapy

(c) identify how the experience will have a differentsessful

ending/resolution from the corresponding real éiperience

(d) adapt the framework of the adventure experiengeasticipants can

develop associations with the concepts and contglekihe
experience

(e) design the structured metaphor to be compellingigindo hold

participants’ attention without being too overwheim

(H make minor adjustments to highlight isomorphic @mtions during
the adventure experience
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(g) use appropriate processing techniques followingeiperience to
reinforce positive behavior changes (p. 11).

Interventions. The activities begin with the therapist playingaative role
facilitating the activity. Strategies used maylugie punctuation, reframing and circular
guestioning. As an example, circular questionggften used in cognitive behavioral
therapy to connect thoughts to emotions to behandrback to thoughts again. Each
piece of the circle keeps the cycle in motion. Therapist also needs to maintain a safe
environment in terms of intensity, duration ancediron to maximize a client’s benefit
towards their goals (Gillis & Gass, 1993).

Debriefing. The purpose of debriefing is to help clients seffect on the
activities, their accomplishments and how the @@t affected the individual and the
group. Families are encouraged to look at thetifiled behavior they experienced and to
make a determination if that is behavior they wanthange or keep in their life.
Debriefing is a crucial component in maximizing graential for clients to apply the
lessons they learned with the adventure activityéar life at home (Gillis & Gas, 1993).

Follow Up. After the adventure program ends, there needs &ogdden to follow
up with participants. This could be in the formadfamily therapist integrating the
language and lessons the family learned on theeradre experience in the family
therapy sessions (Gillis & Gas, 1993).

Gaps

The field of adventure therapy is working to gaupgort and acceptance among
mental health practitioners. Standards in thel figladventure therapy have not been
agreed upon as to what makes an evidence basedpragthe same way more

established mental health interventions, such gseittee behavioral therapy (CBT). A
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universally accepted theory needs to be establighgdide practice in adventure
therapy. The field needs to use a theory to giideadventure activity and debriefing,
individual treatment plans, program design, andémentation (Burg, 2001).

Sufficient training in both adventure activitiesdaiherapy techniques need to be
completed before a professional practices the télatdventure therapy (AT). Few
practitioners are cross trained in both family #pgrand adventure activities (Gillis &
Gass 1993; Burg, 2001; Newes & Bandoroff, 2004)ni€ans, counselors and
experiential education professionals need to reeegheir boundaries for ethical, legal
and safety reasons. Burg (2001) also had contleahprograms built for families may
experience family blowups during an activity. $tadeds to be properly trained to
diffuse a family crisis. Improperly trained coultss may be caught off guard during a
blow up situation.

Practitioners considering implementing an AT progiso need to evaluate legal
issues and the scope of practice they are quatdi@dplement. Criminal charges could
be imposed due to oversight of legal requirememts fprogram that combines adventure
and therapy (Burg, 2001). Gass and Gillis cauticadventure therapy interventions
with families need further research and they cdibegrofessionals to be sufficiently
trained clinically and in outdoor experiential &tdtes before implementing a program
(1993).

Resear ch Question

How is adventure therapy and wilderness therapygoesed by LICSW's for

couples and families and how are LICSW adventugeaibists contributing to the field’s

knowledge base?
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Conceptual Framewor k
Theoretical Lens

Adventure therapy (AT) can utilize different thetical lenses depending on the
population and the focus of the therapy being appliExamples include cognitive
behavioral theory, humanistic theory and the ohjelettions theory (Newes &
Bandoroff, 2004). Prominent researchers in thefialll have stated a need for an
integrative framework for AT. Integrative framewaddresses the systems as well as
providing individuals with the style of therapy thvaorks for them. An integrative
approach mixes cognitive, systems and psychodyntmaaries (Gass, Gillis & Russell,
2012). Social workers using AT may be more ate@c¢o the integrated Generalist
Model (IGM). IGM is based on systems theory, ig ofthe major theories frequently
used in social work.

Systems theory is used in AT for families by expigrfamily contexts and
relationships in a natural environment, allowinghily members to experience greater
intimacy (Mason, 1987). Families may have problem$ace, or individuals may
respond negatively to a challenging activity. 8gyst theory shows connections between
two things that seem to be separated but in realéyconnected (Taylor, Segal, Harper,
2010). Using systems theory the facilitator malp leeparticipant identify why they
responded negatively and find out the reason ®sthess was due to pressure from
another place in the family system. Family dynanaie discovered through increased
communication and self-reflection during an adventuerapy activity. As a result the
family system experienced increased intimacy frbeintensity of adventure activities

(Fletcher & Hinkle, 2002).
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The integrative generalist model (IGM), the theting research is focused on,
uses interventions for an individual who is intéirag with an external system such as an
activity to promote change in another system sch family (Hoyer, 2004). Included in
the integrative generalist model are the follon@ognponents quoted from Hoyer (2004):

e The behaviors of the individual are a normal angpseful response to
stress given the individual and the stressor.

e Effective interventions must target the problent,the individual.

e Problems are interactional between the individual the environment. A
“problem” is the dissonance between the indivicarad the system. Either
can be changed to resolve the problem.

e A clinician may intervene with a system, an indiadl or the intersection
of system and individual, confident that change egtur in each area.

e The clinician is an educator and mobilizer of rases including skills,
motivation, and environmental supports to aid tfexzess of change.
The clinician’s role is to promote competency ampewerment because
the individual may not recognize that his or hggemence can be
different. This view draws upon the work of Fri¢t®72).

e Differential role taking, teaching problem-solvingpdels, networking,

team building, mutual aid, and self-help are th&dtasks of the clinician.

It is the aim of the clinician to transfer the kredge, skill, and

motivation to perform these tasks to the participarsystem. As cited by

(Hoyer, 2004) citing (Parsons, Hernandez, & Jorgan$988, p. 59-60).

The integrative generalists theory can be appbedTt. The theory recognizes
the therapist has an active role in working witlerds, rather than passive as in a
traditional therapy session. The therapist hasgportunity to work on different parts
of the system to resolve issues and recognizesdnadual is not the problem. The goal
of the therapist is to work on the client’s goatsl &0 help the individual, family or
couple to implement the lessons learned at honee jpédtrticipants leave the program
(Hoyer, 2004).

Like systems theory, integrative generalists thésstrength based in that a

problem is not an individual rather the systemst&ws theory views the need for
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interventions as being where an individual andstesy meet. However, an Integrative
Generalists recognizes a problem may be withimdividual, within a system, or where
the individual meets a system (Hoyer, 2004, p. 60).
M ethods

Resear ch Design

This study is a qualitative study that focusedamating participants who have
earned their Masters of Social Work (MSW), Licen&didical Social Worker (LICSW)
or other mental health credentials to interviewrtrabout their use of adventure therapy
(AT) in working with families or couples. Qualite¢ interviews were chosen to identify
how adventure therapy is implemented in the figlarental health professionals and
open ended questions were used to permit partispaare freedom to discuss their
experiences. Data was compared and contrasteentfy any commonalities
implemented among adventure therapy programs inthevapy is integrated with
adventure to create an adventure therapy progrdims.open ended questions allowed
for participants to go in depth in expressing tlvéwpoint of the status of the field of
adventure therapy as an accepted mental healtptheractice. The study also allowed
for an exploration regarding participant ideas loa future of the field.
Sample

Research participants were recruited based onriexital health credentials and
they needed to use or have used adventure thesafaniilies or couples. The
professional requirements preferred for this stwdye clinical social work credentials
such as a MSW or LICSW. Other mental health piaotrs would have been

acceptable for a small portion of participants; baer all participants in this study did
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have a MSW or LICSW. A goal of eight to twelve gi@pants was chosen to provide a
broad yet manageable sample size consideringrtfeedbnstraints and resources
available for the research project.

To find the social workers a sub-group associatitd tve Association for
Experiential Education called Therapeutic Adventarefessionals Group (TAPG) was
contacted. Internet keyword searches were alsh tosind research participants who fit
the requirements for this study. Approximatelypt@fessionals were contacted through
e-mail or phone resulting in eight responses. Bfthe participants had an affiliation
with the Therapeutic Adventure Professionals Graxgb half did not have any
connection. All participants were contacted diseby the researcher. None of the
participants were found through the use of snowdaihpling. Each participant was
identified as a candidate by the researcher basddeir professional credentials and the
use of adventure therapy in the present or pastipea
Protection of Human Subjects

Research participants were supplied with a corfeemt that is included under
Appendix A of the paper. The consent form advibedparticipants that they would be
asked questions about the use of adventure théfapyfor couples or families in their
practice. The consent form outlined the intervasabeing a 30-60 minute session that
would be audio recorded. A portion of the questioiere asked in a written format to
insure the time spent on the phone would be focosatie most important open ended
guestions. Participants were advised there weréske and no benefits in the study. The
consent form stated the study is voluntary, andidential. To insure confidentiality, data

from the interviews was stored on the researchparsonal computer and will be deleted
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by June 1, 2014 or at the completion of the projé&ahally, participants were advised of
the professor and committee chairs overseeingetbearch project and as well as the role
of the University of St. Thomas Institutional RewiBoard (IRB). Phone numbers were
provided to participants in case there are questiegarding the research project. The
consent form was provided and reviewed before tdne sf the interview (See Appendix
A).
Data Collection

Participants agreed on a particular date to bevieeed through a phone or e-
mail response. Once a participant agreed to anvietv, a consent form and pre-
interview questionnaire were sent to the participgumior to the day of the interview.
The interviews consisted of ten open ended questisked over the phone. During the
interview sessions, a cell phone was placed orkspgdone for recording purposes.
Two external recording devices were used to rettm#dhone interviews. The list of the
pre-interview questions and the questions askeiagltine phone interviews can be found

under Appendix B. The questions asked duringrterviews are also listed below:

1. What activities do you use for adventuravidderness therapy?

2. Can you describe your experiences with adverduvélderness therapy?

3. Do you do an assessment at the start of thegrofpr participants?

4. Briefly describe your program in terms of: leémgtf time, location, participants,

activities, interventions, time with therapistsmé with counselors and the

debriefing process.

5. How often do you work directly with the clierds the programs?
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6. How do you measure successful client progress?

7. How do you ensure the lessons learned on thentuke transfer to the home or

other settings to model transfer of learning?

8. During the program, does anyone else work wWithgarticipants? If so, in what

capacity? What are the credentials of the staff?
9. What is your opinion on the status of the fieldAT?

10.  Are you contributing to the movement for theddiof adventure therapy to

become accepted as an evidence based practise? hidbw?

Data Analysis Plan

This study used a semi-standardized interview aurdor the structure of
guestions asked during the interview (Berg, 2009%et of questions was reviewed for
approval by a research committee. Clarifying goestare allowed during the
interviews under the criteria for semi-standardizgdrviewing. Literature collected and
reviewed guided this study and the questions adkedg the interview process.

All of the interviews were transcribed by the resbar. The strategy for
analyzing the interviews is based on grounded thé®erg, 2009). The researcher used
open coding to identify specific codes throughdt first three transcripts. Following
completion of identifying codes in the first thrieanscripts, a tentative identification of
larger themes was developed. Finally, an outlintb@mes and sub-themes was created
and all interviews were coded based on the subdkedentified during the process. The
coded text was then copied into an excel spreatlahéesorted by the themes and sub-

themes. The codes were then analyzed to see wties ¢t together and what codes
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were outliers. The coding process was sensitivehtether one or multiple authors were
contributing to a code or theme. The researchsroaeeful to maintain a representation
of all diverse perspectives from the interviewservber checking was completed by
having a peer provide a reliability check. A newtlime was created for the findings
section reflecting the most relevant and intergstifiormation that provided answers to
the research questions.

Findings
Demographics

For the purposes of the paper the term participanmtferring to the professionals
interviewed by the researcher, not the clienthefadventure therapy programs. Eight
professionals were interviewed; six males and wvodies. Seven participants had a
LICSW certification. One participant is currentyprking towards earning their LICSW.
Two participants have their PhDs. Seven partidgpamrked for agencies when they
provided adventure therapy programming and onecjzaht worked at a school.

Five of the programs included adventure therapy m®dule of the program and
three of the programs focused on adventure thesapyiderness therapy as being the
focus of the program structure. Half of the progsantegrated family therapy into their
programming with the other half focusing on worklwyouth and adolescents. The
therapy framework really varied, but there were pwn themes in using strength based,
solution-focused and CBT therapy. Family systents@sychodynamic methods were
also stated as therapy used during programs.

Participants shared a common interest in purstiagutdoors on their own prior

to their pursuit of becoming an adventure theramylifator. Their experiences ranged



Mental Health Professionals' Use of Adventure Tpgra 34

from being active growing up with their friends dadhilies to participating in formal
outdoor programs such as Outward Bound, Nation&dl@u Leadership School (NOLS)
or similar experiential programs.

Social Work Connection

The field of social work now has a dual degree poygoffering both an MSW
and an M.S. degree Kinesiology with a concentration in Outdoor Educati The need
for the integration of formal training is eviderdded on the response of participants
regarding the field One participant described their clinical progranteaging bodywork
in their MSW program:

| really valued the clinical education | was redeiy at the same time | felt

like there was less integration of the body intat thork. So | became

curious about the ways | could explore that.

The following quotations identify the need to hapecific texts or guides and
programs for social workers during their educatfdhey wish to include adventure
therapy in their practice:

From a therapeutic model because there is no seoak assessment

piece from beginning to erfgarticipant is referring for the need to have a

structured adventure therapy guide for social warke the field.

How do you do clinical first response out in théderness when these
kids are freaking out emotionally and you are agst?

Social workers like to hike, and then they brindskiip. And they don't

know what it’s like to have. Ok. You brought aigy of kids on a hiking

trip, oh my gosh. Unfortunately you know, theyjast not trained.
Populations

Diagnosis. Participants reported working with clients idéeti as having a range

of mental health diagnosis including anxiety, psiva developmental disorder, autism,
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cognitive difficulties, trauma and substance ab@ients most often identified were
adolescents with adolescent and family system prosi

You know whether it is substance abuse or crimenarety or school

focus you know you name it. Whatever issue areadehce in today’s

world is facing our staff is dealing with that assothe board.

Organization. Clients were reported to have been referred framamber of
different organizations. Several participants regmbworking with the justice system.
One respondent said their agency did a lot of famidrk providing services to
adolescents and their families:

We do work a lot with the Juvie kids, some arenitefy coming because

their probation officer told them to come. So ther not always the most

willing participants.

We do a lot of family work and multi-family groupaell.

Other organizations that provided referrals inctudeild welfare, primary health
care, residential treatment, alternative schoisother participant said many of the
families worked with were low income families.

Adventure Therapy Activities

Activities facilitated by participants for advengutherapy included game
initiatives, team building, team challenges andesdiwre activities. One participant
described wilderness survival skills as the bawigHeir program.

Team building and team challenges. Zoon, Moonball, Speed Rabbit, The
Captain is Coming, Fire Ball, Tennis Ball Transf8poon Jousting, Almost Infinate
Circle, trust leans, and blind trust walks areeathmples of team building and team

challenges facilitated by participants. Some pgodint responses are listed below:

I primarily do what | call adventure therapy or acdty therapy. And | use
a combination of team building challenges and songov games.
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I would call challenges that allow people to lodklzeir roles and how
they tolerate frustration.

Ropes course. Participants described ropes course initiativeallehge course,
low ropes course, high ropes course, zip line,adhrgle as being common activities used
for their adventure therapy work.

Adventure based activities. Adventure activities such as canoeing rock
climbing, orienteering, hiking, snow shoeing, ikating, kayaking, swimming, yoga,
running, cross country skiing and snowshoeing, packing, sea kayaking, ice climbing,
winter camping were all listed as adventure basédites used by several participants.

Wilder ness based activities. Wilderness therapy was used by just one
participant:

[...] primarily utilizing the survival skills, printive living skills, skills that

you might experience in Native American or abodjimaterial culture.

How do you setup a shelter, how do you build &fire
Adventure Therapy in Practice

Adventuretherapy program or module. Adventure therapy programs are often
just a module of a larger program. That was tlse ¢ar most of the participants.
However there were a couple of programs that wigietlg adventure therapy programs,
but they were the minority of the group. Some episefrom participants are included

below:

[...] there are very few programs that do just adueattherapy, they do it
as an augment.

We do a lot of things, adventure therapy is actualpretty small part of
our entire program.
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Three of the programs had a focus on adventuraldemuess therapy without
being a module of a broader program.

Program structure. Programs described by participants ranged broadiy f
games and initiatives taking place at the ageneylocal ropes course to weekend
excursions to extensive back-country trips. Thegmms typically involved therapy
groups while in the field and integrated individttarapy sessions after the adventure
activity is completed. Many programs had to resgegir communities’ school
schedules having longer trips in the summer and loneaks or weekends. Programs for
kids in the juvenile system may have had more lfidiky as to when they would be able
to participate in weekend or extended adventunafyeor wilderness therapy trips.

It was an adventure therapy program [...] there aeeywfew programs
that do just adventure therapy, they do it as agnaent.

We have art module, we have a physical fithess lapdn adventure
module, we have an equine module and we also hraaeademic module.

We were fulltime and all we did was run an adveativerapy group. We
had a couple of models. The one we used the mesa @aveek twice a
week model closed groups.

I knew kids for three years and a part of that uweeweekly groups, 3 hour
groups. And then we ran anywhere between thréedaay backcountry
trips with these guys; probably 4 to 5 times a yéath co-ed and single
gender groups.

We believe so strongly in the use of experientlatation and
experiential therapy and adventure therapy andfal different forms of
that wilderness therapy and what not, all of thatsgnfused in their
treatment as they are coming.

Because they were court ordered usually 6-9 mdiothihe program.

Facilitation. The amount of time clinicians spent with thets in a therapy or

a facilitator role during a program had a lot ofigsace depending on the type of program
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and the clients. Programs are often structureld fnantline staff who take care of
logistics and help with some of the activities.eTdlinical therapists would join in on the
programs for a portion of the day or trip to int#raith their clients. The therapists
would typically be involved in goal setting, fatding the activities, debriefing the
clients and integrating the activities into indival, group and family therapy sessions
The exact format varied for each program. One@gant described limited interaction
with their clients during a program:

It is me facilitating but I usually work with onéthe primary therapists.

So in other words the therapists know the clieetsel than | do. | just

come in once a week so | don’t get to know themwetl.

Other participants reported integrated facilitatzomd therapy with their clients:

We don't have field guides per-se and therapigtsusdely, they are one

and the same. All of our field guides are in thet same staff that are

running individual counseling, group counselingddamily counseling

work throughout the agency.

| operate as an advisor, support, or help, a perado is going through

the same experience. So immediately that putsnniieecother side of the

desk with them so to speak.

Components of adventuretherapy. Participants often referred to some crucial
ideals they have found to make adventure therapgrapeutic experience and not
simply an experiential activity. The themes thatevconsistently discussed were
challenge by choice, change, exposure and metaphors

Challenge by choice.

We always offered challenge by choice. Most okitie wanted to

participate. We offered modifications based ontwhay were assessed

as being capable of.

Change.
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Change in families does not happen in a vacuumitalaites everyone’s
effort. Sometimes it means to make change to sugpange. Sometimes
it means to do a little bit of both. That one me@erson feels responsible
for the success or failure of the family.

Exposure. Exposure is when clients are faced with a percetligdd The client
may be facing a challenge that creates a sengaobf heights when rock climbing. The
client then faces the fear with the support of progstaff, the clinician, group members
or a family member holding the rope for them. Tis& is minimized with redundant
safety precautions to reduce the actual risk afhharcreating more of a perception of
risk.

We use these initiatives as diagnostic tools asgéssnent tools and also
um as tools for change. | get to watch the famsligget to watch them, |
tell them, | say by doing these initiatives, | learlot. | get to learn how
they fight, how they play, how they solve problems.

With sexually traumatized teenage girls who are koaw, 45 feet in the
air and their mom is belaying them and these sdxti@umatized girls
don’t have a lick of faith in their mother whichafien the case because
they blame their mom for the fact that they wersaialty traumatized by
mom'’s boyfriend or something like that [...] You caagine how
absolutely terrifying it must be for someone whs haen traumatized to
put their faith or trust in someone else’s handspécially if they blame
them for their victimization. You are not goingyeet that same level of
um sort of um experience in a traditional four-vedlloffice...not to say
you can'’t get there. It is just going to take in apmnion a lot longer to get
there.

Metaphors.

I'll take the dynamics that come out of the acgiahd talk to the group
members about what that reminds them of in thir Il think Gass would
call this a spontaneous metaphor. And occasiortay will be more
highly structured from the onset.

[...] for example like climbing to the top of a butte andveying the path
we used to get up to that point and from that pectipe or vantage point
being able to peer off from the other side and labkuccessful ways we
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might travel down the other side and talk about lyow can do this in
life.

They are living those metaphors out loud out thatehe end of the hike
or going without water in between creeks and wiwdf there is always an
opportunity to capitalize and reinforce the expade they just went
through and explain how that might translate baxkhte community back
home.

Here is a juggling activity with a couple of Kodsalls. Well lets add in a
cup of water and give the instruction as you arestassing multiple
Koosh balls in a circle and try not to let them dran the floor, we are
also going to add this full cup of water that we going to ask you to
pass in a clockwise fashion and ask you to not @t water. So now you
have to manage multiple objects flying towards wbile you also have to
manage this cup of water that is coming towards yaAnd how does that
relate to your life? Any graduate student can speahkow difficult it is to
manage multiple assignment and maybe workingifu# or part-time and
maybe engaging in a romantic relationship with songeand trying to
keep all those things going while having an interpswriting a thesis all
of this stuff. And now I'll say great and you arbealthy individual that
probably has a fairly healthy sense of self-estaathhas had some
decent success in life. Now let’s apply all ofshee stressors in life to a
group of young adults or adolescence who don’t itheesame successes.
And then engage them in the process of thinkingutjin how a simple
activity of throwing balls and passing a glass atev can build

resiliency.

Family Therapy Integration
Approximately half of the participants worked faograms that intentionally
integrated families into their adventure therapygoam. The quotes pulled were very
specific to the particular program it is referritagand not a broad generalization.
Family involvement.

We would have two family nights within a nine weglte where we do
adventure family therapy with them.

The kids experience; they get 5 hours of therapyyeek. And one of
those hours is family therapy.

Family therapy.
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Once a month the parents came in and they weretapthe dinner. So
they came to the facility, saw what was going. dWtidamily therapy as
part of the program.

Assessment.

Within the first week | am on the phone with thwifadoing a parent
consult, doing a family therapy sort of orientati@mnlet them know what
they can expect. And | can find out what theiregigmce has been with
family therapy, what their hopes are, what thejpeotations are and
maybe some preliminary goals. And then from tiyatict create a
situation that is going to best serve their needs.

Psychoeducation.

[...] families can count on from the time they sthdrapy is anxiety
psychoeducation curriculum that | deliver as pdrtiee family therapy
process. Again, we are not just demystifying daytar the kids, but we
are also demystifying anxiety for the parents far tamilies.

The parents at that time are required to be gohmguigh a parenting
course.

Goals.

We are working on improving communication, reducimg reactivity

within the family. And talking about um stageslwinge as they apply to

anxiety. We are talking about healthy motivatitrgtegies. As | said

improving communication the family. Improving sgféthe emotional

safety in the family. Looking at some of the calttactors that happen in

the families. Generationally speaking. Often timvedl get into the

parents um experience that has contributed to Hrenging styles.

The programs varied widely as to how they incorfeatdamily involvement.
Some programs stayed in touch with families thropigbne and Skype while other
programs had integrated weekly therapy with pangntiasses and psychoeducation.
Benefits of Adventure Therapy

Adventure therapy needs to serve a purpose beywgudar therapy. What value

does adventure programming bring to the clientetheSof the themes discussed by

participants include adolescents’ preference tdkwrogroups, adventure activities act as
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a catalyst presenting individual and relationalaiyics, and the benefits of nature as a
co-therapist.

Successful structure for adolescents.

Research clearly shows adolescents do better whekirvg with their

peers in group types of modalities than in traditibtypes of one on one

counseling sessions.

Adventuretherapy as a catalyst for identifying issues.

We are not necessarily solving a lot of issueshesé trips. We are

allowing them to be brought to the surface in a Wt then their

individual and family counselors can continue takvon those issues

when they are back in the office and doing theviddial work and family

and group work in the office.

Nature asa co-therapist. Several participants spoke to how nature is a co-
therapist as individuals or groups are active endbtdoors. They spoke to a natural
effect of being in the outdoors that contributeth®well-being and growth of their
clients.

There is a certain amount of that unpredictabibfyMother Nature that

creates that point of capitulation, that changetthl helps kids as well as

staff gravitate from that pre-contemplative to tmmtemplative and even

to the action phase.

We consider the environment the nature to be dewmpist. We know

full well that co-therapist can be way more powktlfian anything we can

do or say. You can’'t measure that, it is veryidiff to measure that.

Impact of Adventure Therapy

Adventure therapy programs strive to focus on taedfer of learning.

Participants of the study often exclaimed “greasiion” when asked whether they

implemented ways for participants to incorporateléssons learned through adventure

activities or challenges to their life at home odtams often will assess an individual and
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families for goals and their readiness for thewétgtiand then evaluate the achievement of
those goals towards the end of the session.

Transfer of learning.

We worked directly with a clients [sic] about hdvat was transferable to

their world; like their school, or in the home bué also then would

discuss what had happened for the client duringane

As | do a particular initiative, we never finishetlday without debriefing it

and find some deeper meaning. And | encourage tbéeake it home and

to continue to talk about it. Um and make it relevi their lives. In

more real time without me there.

[...] you might provide a general feedback around b is useful and

might apply to relationships and families for exdenpAnd then try to get

the kids to themselves to think about how commtingaith the person

who is belaying you is really important. And bedaigje to verbalize what

your internal state is when high up on the ropagrse and how that is

like being in an intense situation in your familljere people emotions are

elevated in some way and how we can use what wlear@ng here in a

family situation.

Transfer of learning is a strategy program fadiita used both during an activity
as well as after the activity in a group sessindividual session and family therapy
sessions. Some of the programs included family lbezsnor just an individual during the
activity. Transfer of learning uses the tensiamnfrthe perceived risk of an activity to
apply the situation and the skills used by familyarticipant in their life at home.

Assessment. When participants were asked if they performedssessment of
their clients, the participants varied greatlyhmeit use of assessments. Assessments
were described as being in the form of a pre-tripre-program assessment to ongoing
assessments throughout the program. Participlasneluded diagnosing and goal

setting when they answered the question aboutsiagebeir clients for the particular

program. Assessments may have involved the cliami)ies, facilitator meetings and
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client groups to discuss the appropriateness ofities, challenges, goals and progress
both at the beginning and throughout the progr&mme participants are quoted below
in their response to the assessments used dugirgptiogram:

We have people that will go to the kid’s house tatidto them about their

anxiety and assess their appropriateness of thgrara; and then when

they get here, their assessment continues on mipeagsess for what the

family needs so | can design a strategy that caadoemmodated by the

adventure or experiential initiatives.

We would have a meeting at the beginning of thekwsth students and

say these are our thoughts about the group, whatodathink, does it

make sense. Are these goals that you can sign?owhat would be the

goals you would offer if you were to set your own?

We would consult with the teachers, um the teamheemthe

administration; we would think collectively. Whatthe group working on

now? What would be some timely interventions?

We do a pretty thorough clinical assessment; biolpsgcial if you will.

Evaluation. Programs also ranged in their evaluation proa=ifrom not doing
evaluations, to having program participants filt tarmal questionnaires. Some
participants did reported not using evaluations @amather participant reported a verbal

evaluation.

I do it very informally, | ask people when | go kdle next program, did
you get something out of it, what do you remember?

In response from an individual who facilitates spe@activities for a program
and then staff continue with the clients throughtbetweek, they stated they do not do an
evaluation:

Not usually no.
Other programs reported a more formal evaluatiocgss

We did clinical, you know case conclusion stuifpramendations for the
future...Did they improve their social skills?
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We use the NATSAP tools.

Russell developed a Youth Outcome Questionnairtia@was used at
the participant’s program].

Acceptance of Adventure Therapy asa Treatment

Participants had diverse opinion regarding theustaf the field of Adventure
therapy as being recognized as an evidence baaeticer During the interviews,
participants shared their views on the field ofe@uture therapy as an evidence based
practice, challenges and promise for future groaviti acceptance.

Evidence based. Participants supporting the field as an evidensethdherapy
are quoted below.

Of course it is evidence based. We wouldn’'t bagldiat this point in

time and you have to also look at the differendeesidence based

practice or practice based evidence?

[...] the adventure therapy continuum is the way mvplement it and how

we integrate it into the community. | think théderness therapy field is

evidence based.

So right now there is a black box. We know kideecto our programs,

they leave and they are better. So what is it alboldierness, what is it

about adventure therapy that really makes thenebetVe don’t know.

It's really a black box.
Participants who stated a need for further researelguoted below:

| believe that programs do the best practice baseavhat they can find

as best practice, empirical evidence and as pradbased on their

experience, but | am not sure that really makevidence based.

I think there is a need for more evidence basedaieh | agree...it is
behind like CBT which has a lot of evidence basséarch behind it.

When you are in the system and evaluating theraysisearching the
system that is where it gets tricky.



Mental Health Professionals' Use of Adventure Tpgra 46

Resear ch challenges. Participants described challenges to doing rebaaat is
accepted throughout the mental health community.

It is difficult to setup clinical variables and dwpal groups and measured
outcomes you know. So it has to be more uh yow knalitative studies.

The answers we are looking for can’t always bearpld by numbers. So
qualitative is going to be just as vital as quaatiite. The numbers are
important, but the numbers don't tell the wholegtoThe numbers don’t
say why it's working, the numbers just say it iskig.

It is difficult to, in an experimental setting & very difficult if not
impossible to account for every variable that goes

If adventure therapy is such a small sliver of tental health population

that does that, who has any real knowledge about is hard to get any

kind of traction to be doing more research by maoeeple in a variety of

places.

You will have countless conversations with indislduwho will downplay

the impact of adventure therapy who believe thatatlre therapy is sort

of magic, smoke in mirrors so to speak. And traddl therapy is really

where it is at.

A participant described their fear of adventuregoaonming becoming too
contrived if standard program structures are getptace by organizing bodies. The
researcher inferred from the response of parti¢gotre creation of strict evidence based
procedures could hinder the effects of adventugeaihy such as the use of nature as a co-
therapist.

I’'m all for um you know helping it become more giamlized to an extent

but I don’t want it to become so rigid that youdasme of that natural

benefit that you are getting from um the outdodreat compounding
variable of Mother Nature.

Promising Future
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Participants describe how the field of adventuezdpy is making progress and
gaining acceptance by mental health practitioners:

So think about the field of psychology, it was t®ped in the 1800’s and

1900’s. We were developed in 1987. We are onleafs old as a

profession, so | think we are doing pretty good.

We are getting less resistance from the clientsyf@ves and the parents,

which allows us to introduce them to these um dietsvwhile running

parent groups, parent support groups and multi-fgrgroups, we are
bringing activities right into the room.

The quote directly above describes how families diahts are used to seeing
climbing walls, ropes courses and hearing aboukdmamtry trips and therefore the
activities are accepted more frequently by famidied participants.

The quotes below describe positive steps thateirggbmade for the field of
adventure therapy in terms of advocacy and research

There is some incredible research going on righw mothe use of

adventure therapy with veterans and trauma um P¥&Brans right now

and everyone is really excited about that. If fhiatves to be beneficial,
now you've got a large branch of this governmemipsuting adventure
therapy.

We are working with SAMHSA (Substance Abuse andaMedaalth

Services Administration) right now to get activédadoral health care as

a type of treatment in SAMHSA.

My dream is to have a continuum of care where somedo just had
wilderness treatment will be covered by insurance.

Discussion
Adventure Therapy Standards
The programs facilitated by participants is repiteeclosely follow the criteria
identified to be considered adventure therapy @ogning as identified by Kimball and

Bacon (1993). The programs did however lack unifty in how they were structured in
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terms of therapy facilitation. Therefore, the mrsl supports Newess & Bandoroff,
(2004) findings that researchers in the field ofeadure therapy should create uniform
standards to promote the field into acceptanceiderce based practice.

For example, the programs described by participactaded diverse methods of
therapy and facilitation of the programming. Therature clearly suggests a lack of
expertise in both therapy and the adventure aietsvés being problematic for effective
and safe programming (Tucker & Norton, 201€Jinical staff primarily provided
therapy for some of the programs while other prograad the therapists also facilitate
all of the adventure activities in an integrategrapch to providing services. The
literature also suggests the profession lacks ataimhtion of training, certification or
credential requirements for AT (Burg, 200B5ome programs completed full assessments
to determine what kind of programming would be st beneficial for the family
participating in the adventure therapy; other paogg had a limited assessment and
mostly relied on paperwork provided from a refegragency or the court system.

Programs typically trained frontline staff and diok require certificates for
adventure or wilderness training. One exceptioa kack of training consistency was the
requirement for clinicians to have earned licendedcal credentials such as a LICSW.
All programs required at least master’s level Isgne to provide therapy to clients on the
programs. Many of the research participants obthanfirst aid certificate, Wilderness
First Responder (WFR) certificate and additionatifteations relevant to their
specialized adventure therapy areas of interest.

The researcher also explored how participantsritané to the field of adventure

therapy in terms of research or helping the fidthgcceptance. Participants had
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varying levels of knowledge the current researctafiventure therapy. A number of
participants suggested they contribute to the tietdugh contributing youth outcome
guestionnaire forms. Many of the participantsestahey contributed to the field by
advocated for adventure therapy in the communityheir program and by participating
in professional organizational groups. One pauéiot has published research and is
contributing to macro level policy work. One clesige for the field is to advocate for
consistent research knowledge and programmingtefmnong practitioners to insure a
standardization of best practices in the industry.

Benefits of Adventure Therapy

The field of adventure therapy clearly is suppotigdhe study participants based
on their responses as having benefits that corvaaittherapy cannot offer. Participants
were supportive of the premise that adventure fyeadlows for clients to be in an
environment with perceived risk. The facilitatoeported the activities caused reactions
that typically could not be duplicated in the samasy through traditional therapy in an
office environment. The participants that workethwamilies described seeing the
value in working through the family dynamics thatres present during the adventure
activities.

Adventure therapy also provides a fun environmenparticipants to complete
activities in groups. Multiple research particitmauggested how group work is
supported by research to be effective when workiitly adolescents. Several
participants also supported the idea of nature ingrs a co-therapist in adventure
therapy supporting the literature (Greenway, 19%gveral participants in this study

cautioned critics of the field often will cite natuas a co-therapist as a large unknown
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and therefore it can lead to a tarnished imageefield. However, this viewpoint may
be overlooking the concrete benefits adventureafheprogramming provides clients.
Family Integration

The integration of adventure therapy for familiesl @ouples also did not have
standard programming. The programs ranged in ptipnk from only serving
individual adolescents, to providing full servides families in an integrated therapy
program. Several participants expressed how cigiflg the integration of adventure
therapy experiences into the family system canugetd a lack of resources. An
individual would have a great experience on an atilve therapy program and then they
go home to the same family system with the sambectges as when the individual left
for their adventure therapy. Some participantsmea that programs offering the
integration of family therapy typically performedtter in the transfer of learning
component of adventure therapy.
Adventure Therapy Research and Clinical Acceptance

Participants had diverse opinions regarding theaistaf the field of adventure
therapy and wilderness therapy as being evidensedbaOne participant stated the belief
that wilderness therapy is accepted as evidenaabaSome participants believed the
field of adventure therapy is evidence based, @mnggpant stated they were not current
on the research and another participant statefietldes supported but not considered to
be evidence based. This finding is surprisingrasipus research suggests the field
needs to use a theory to guide the program desidividual treatment plans, and

implementation adventure activity, debriefing (BL2g01; Neil, 2003).
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The majority of the participants agreed that sgttip classic control group
studies with large sample sizes is difficult in fleéd of adventure therapy due to having
an extreme amount of variables that are difficultdntrol. The literature supports these
viewpoints based on the findings by Newes (200dihthg a challenge to adventure
therapy literature is a lack of empirical reseatdt contains information that is both
valid and reliable. Gas and Gillis (1993) alsomus the need for more empirical
research for using adventure therapy with famili@eme participants questioned why it
is important to have research with numbers andrabgtoups in order to be considered
an evidence based practice or to be accepted bsaimse companies.

In contrast one participant critiqued the fieldadfzenture therapy as having few
qualified PhD researchers who also have the fatidi skills to be able to effectively
research the field. The participant voiced cono@r the competing interest of doing
reliable research while having a distinct interagjaining acceptance for the field as an
evidence based therapy. The participant was dagefifate this concern is not unique to
the field of adventure therapy. In spirit of expgany the pool of researchers another
participant stated excitement for research beimgpteted by Veterans Affairs (VA).
According to the participant, VA researchers avelging adventure therapy as part of a
treatment for post- traumatic stress disorder (PT SEeveral participants explained how
the study could open up more doors for the fieldafenture therapy if the study has
positive results for veterans.

Implicationsfor Social Work Practice
The research suggested a need for adventure theragiytioners to be

professionally trained in both therapy and advenprogramming. A dual program is



Mental Health Professionals' Use of Adventure Tpgra 52

currently being offered at the University of Newrkiashire that offers a Masters degree
in Social Work (MSW) and a Master in Science (Mi8.Kinesiology with a
concentration in Outdoor Education.

One participant described a desire to lobby fouiasce companies to allow
billing for adventure therapy. Many of the popidas on the adventure therapy
programs were low income families. Having theigptb bill insurance would make a
positive impact on the field and therefore to faesilsocial workers routinely support.

Social work often supports a systems approach t& wih individuals.
Recognizing the challenge of integrating the besefi adventure therapy into the family
system is an area social workers can make an imjsactial workers are trained to
address the environment and the systems impaatiimgéavidual not just individual
perceptions and thoughts under a systems perspectiv
Implicationsfor Policy

Researchers are working at the macro level todyetrgure therapy accepted at
the Substance Abuse and Mental Health Services idtration (SAMHSA). As
previously stated, the ability for mental healthrkers to bill for adventure therapy
would increase the reach of the field to offer ggs to more clients who may otherwise
not be able to pay for services. For these chatageappen, there may need to be macro
level policy work.

Adventure therapy programs could create a starzkaddiertification process to
create a baseline program structure that couldydasimeasured by the youth outcome
guestionnaire forms. The concept of forming stathg@ogram to create baseline

research is supported by Neil (2003). Furthermadeenture therapy programs should
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work to integrate the adventure therapy lessormsthré family systems to insure an
adolescent client can be supported in their home@ment. Programs could also be
created specifically to work on family dynamicsaasiodule or alternative to regular
therapy rather than as a reaction to an adolegsterted of support through chemical
dependency, court ordered situations or schoolrprog that may have more focus on the
individual and not the family or community suppsystems.

Strengths and Limitations

The research conducted utilized a range of paaitgpwho either currently work
or have worked in adventure therapy or wildernbssapy. The participants had a wide
range of adventure and wilderness therapy backgsotirat lent well to providing
diverse perspectives on the field of AT. The raoferedentials and experiences from
front line clinicians leading wilderness survivabgps to PhD scholars now doing
research at universities allowed for expert opisistom professionals that together have
had experiences at the micro, mezzo and macrcslefe@dventure therapy programs and
research.

Most Participants reported implementing their adventherapy in a way that is
similar to the criteria that defines adventure épgraccording to Kimball and Bacon
(1993). As an example most participants descrdvedting perceived risk, the use of
metaphors, challenge by choice, having fun andiogea therapeutic alliance throughout
the adventure therapy programs. The participdatsame from a variety of adventure
therapy and wilderness therapy backgrounds withiingrdegree of certificates and skill
levels. Participants also ranged in their viewthefstate of the field, their knowledge of

current research and in the ways they implemerdegdrdure therapy.
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Another strength to the study is many of the pgodicts had worked in structured
adventure therapy programs. Most participantsiéadership roles within the programs
and they had first-hand knowledge of the inter-wagk of adventure therapy programs.
Many of the participants were members of the Thewtip Adventure Professionals
Group (TAPG), but not all participants. By haviigch representation, the research
participants had experience at well-respected pragrand they had similar frame work.

The field of AT is a small and niche field thanmstly made up of programs
working with adolescents and youth. The researslasrunable to find participants who
strictly worked with families for their adventurteetrapy work. Family work was
typically only integrated in with programs createdaddress adolescent issues and the
system affecting the adolescent. Therefore, theareh question was slightly
compromised as some of the programs discussedgditneninterviews did not
incorporate family therapy. Participants intervegldid not report the use of couple’s
therapy in their respective programs.

A second limitation to the study was a relativatyadl sample size of eight
participants. A couple of the participants weifdiafed with the same professional
organization. A large sample size with a widergenof professional affiliations and
credentials would potentially contribute to moreaise viewpoints, or provide additional
support for the findings.

The research for this study did not focus on aifipdgpe of adventure or
wilderness therapy program, or have requirememtbdw the program was facilitated.
The study also did not have standards how therasyimegrated to insure the transfer of

learning from the adventure.
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Implications for Resear ch

Future research could explore the use of advetiterapy for the treatment of
challenging family dynamics. Researchers couldd#eon a model to follow as
described by Burg (2001) maintaining a consisteaeasment, adventure activity
facilitation model, debriefing, individual treatntgslans, program design, and
implementation. Future research could comparstieeess of an individual who
completes adventure therapy without family therapggration and compare that to
individuals who do have family therapy integratiara longitudinal study that follows
the families of a period of time. The study cotlldn compare the results to other studies
for a baseline comparison.

Future research could also compare adventure thénapdoes not offer follow
up therapy sessions to programs that do offer fathédrapy sessions for a certain length
of time after the adventure module is completedstly, there could be a study done to
compare traditional family therapy to adventureifgtherapy to isolate the therapeutic
benefits of adventure therapy. The adventure glyecamponent could be a module in
the study that is integrated into the family thgrapssions. The research would ideally
identify families and individuals who have similageds, family dynamics and diagnosis
based on assessments prior to the activity startdngce the criteria is decided on, the
sample populations should be randomly picked (Gasks, & Russell, 2012, p. 346).
Once a baseline is established and accepted ladtrenture therapy community then the

therapy model could be compared to traditionalgpgmethods.
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Appendix A

CONSENT FORM
UNIVERSITY OF ST. THOMAS

The Use of Adventure Therapy by Social Workers Wayhvith Families and Couples
528300-1

I am conducting a study about the use of adverthermpy for couples and families. |
invite you to participate in this research. Yourgvaeelected as a possible participant
because of your credentials and experience witlersdve or wilderness therapy. Please
read this form and ask any questions you may haf@dagreeing to be in the study.

This study is being conducted by: Jason Griswoldraduate student at the School of
Social Work, Catherine University/University of $homas and supervised by Dr. Karen
Carlson, MSSW, PhD, LICSW. My research committéso ancludes an adjunct
professor, Franki Rezek, MSW, LICSW, LADC and PeB®lLong, LICSW. The
institutional review board (IRB) will review my rearch plan to insure the research is
conducted in an ethical manner.

Background Information:

The purpose of this study is: The purpose of thidysis: To learn how adventure therapy
and wilderness adventure therapy is being used®@$W's for couples and families and
how are LICSW therapists contributing to the fisl@howledge base.

Procedures:

If you agree to be in this study, | will ask youdo the following things: Review,
sign and return the consent form by e-mail to mewill also provide a short list of
guestions to be answered about the interview poidreginning the interview. If you are
uncertain about this process please contact m&/&at{70-XXXX). This form should be
completed prior to our phone call. We will thetkthy phone for about 30 minutes to
ask questions pertaining to your experience inguéi with your clients. The session
will be audio recorded either online or througheaarding device and using a speaker
phone. The information you provide will be usedanstudent paper and a public
presentation. Another student may be used totasdise reviewing of the interview and
data to insure quality data and to check for rdligtof the way | present the data. The
data will be de-identified to protect your confidiahty.

Risks and Benefits of Being in the Study:

The study has no risks to participants.
The study has no direct benefits to participants.
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Compensation:
There is no compensation for this study.

Confidentiality:

The records of this study will be kept confidentidh any sort of report | publish, I will
not include information that will make it possiliteidentify you in any way. The types
of records | will create include an audio recorditrgnscript and computer record. The
data will be destroyed on Juné" 2014.

Voluntary Natur e of the Study:

Your participation in this study is entirely volamy. Your decision whether or not to
participate will not affect your current or futureations the University of St. Thomas. If
you decide to participate, you are free to withdrawwany time up to the end of the
interview process. Should you decide to withdrawthee end of this process data
collected about yowvill be destroyed at your requestYou are also free to skip any
guestions | may ask

Contacts and Questions

My name is Jason Griswold. You may ask any questymu have now. If you have
guestions later, you may contact me at 775-770-XXy instructor for this project is

Karen Carlson, MSSW, PhD, LICSW. Her number isljg862-XXXX. You may also

contact the University of St. Thomas Institutiof@view Board at 651-962-5341 with
any questions or concerns.

You will be given a copy of thisform to keep for your records.

Statement of Consent:

| have read the above information. My questiongeHzeen answered to my satisfaction.
| consent to participate in the study. | am asida years of age. | consent to participate
in the study and to be audio and / or video reahrde

Signatur e of Study Participant Date

Print Name of Study Participant

Signature of Parent or Guardian Date
(If applicable)
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Print Name of Parent or Guardian
(If Applicable)

Signatur e of Resear cher

62

Date
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Appendix B

Schedule of Pre-Interview Questions Sent By E-mail

© 0o N o gk~ wbdpRE

=
©

-
=

12.
13.

Do you have a private practice?

Do you work for a company or organization?

Where is your company located (citytesta

What is your gender?

What is your educational credentials (degrésehkure)

What are your activity credentials (do you hawmg certificates?)
What are your medical credentials (first aiolstfresponder etc...)?
What are your specialties as a therapist (ptipaks/ diagnosis)?
How often do you Incorporate Adventure Therapy bur Practice?

Do you work within a particular framework oretry when designing or
implementing an adventure therapy program?

What therapy models do you use? For exampRT, (BT, Narrative,
Psychodynamic or any others? Please list all thapply:

What Populations do you work with when usingeadure therapy?
For adventure therapy work do you work withles and families?

Schedule of Questions Asked During Phone I nterviews

e A

What activities do you use for adventurevibderness therapy?
Can you describe your experiences with adveruvalderness therapy?
Do you do an assessment at the start of thegrofpr participants?

Briefly describe your program in terms of: leémgtf time, location, participants,
activities, interventions, time with therapistsmé with counselors and the
debriefing process.

How often do you work directly with the clierds the programs?
How do you measure successful client progress?

How do you ensure the lessons learned on thentwuke transfer to the home or
other settings to model transfer of learning?

During the program, does anyone else work withgarticipants? If so, in what
capacity? What are the credentials of the staff?

What is your opinion on the status of the fieldAT?
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10. Are you contributing to the movement for thediof adventure therapy to
become accepted as an evidence based practise? hdw?
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