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from intake assessments completed by each program and is reasoned to be 
an accurate representation of past mental health service utilization. 

Clinical issues have shifted from behavioral and emotional disor­
ders to substance use issues as the primary clinical issue. In 2001, sub­
stance abuse was not in the top 10 of most frequently seen and treated 
issues, and was noted less frequently than ADHD, ODD, or behavioral 
issues like dropping out of school or getting into trouble with the law. 
Substance abuse has become the most frequently noted clinical issue that 
necessitates clients entering treatment, prompting a need to examine how 
OBH programs. are tailoring wilderness therapy to specifically address 
substance use issues (see Russell, 2006a for methods and results from a 
study of substance use issues in OBH treatment), 

Post-OBH 1reatment and the Use ofAftercare Services 

The use of aftercare services and the destinations of adolescents after 
they complete treatment are important decisions for parents and programs. 
The goal is to identify the most appropriate aftercare for the client to 
ensure that any gains from treatment are not lost and adolescents and fam­
ilies can handle issues that may still need attention. When asked if clients 
leave their programs with specific aftercare plans that identify behavioral 
and emotional guidelines to help families transition, 51 of the 65 programs 
said "Yes" (78%), while 14 said "No" (22%). Respondents indicated that 
on average, slightly more than half of their clients return to home envi­
ronments (n = 37), while the remaining 43% (n = 28) stated clients pri­
marily go on to some form of residential care after OBH treatment. In 2001, 
84% of the respondents indicated that clients primarily returned to their 
home environments, suggesting a significant shift toward the use of more 
aftercare services. This data could be skewed by the refined definition of 
OBH, in that the current study focused on programs that are primarily 
wilderness expedition-based. 

Program Evaluation of 1reatment Outcome 

The final survey questions asked programs to describe if and to what 
degree they evaluate treatment outcome for clients and families. More than 
95% of respondents said their program had in the past or currently con­
ducted some form of treatment outcome evaluation (n = 63), while 4% 
(n = 2) indicated they had not. The most frequent type of evaluation con­
ducted by 55% of programs was the use of "internally developed instru­
mentation conducted by program staff" (n = 36). A smaller percentage 
(12%) noted that they have conducted evaluations in the past through an 
external organization, but that outcome is not tracked regularly (n = 8). 
Only six programs indicated they regularly track outcomes using an ex­
ternal organization, and two said they did not monitor outcomes. Pro­
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grams were also asked if they regularly contacted families after completion 
of treatment and, if so, how often (e.g., periodically) and at what time in 
relation to discharge. Almost 90% of all programs said they did contact 
families (n =58) and that the average time of contact after completion of 
treatment was 3.5 months. 

The findings regarding evaluation are surprising given the evidence­
based environment in which mental health programs operate. Most pro­
grams continue to utilize internal evaluations with program-developed 
instruments. Given that OBH is largely a demand-driven treatment alter­
native, it is critical to note that an estimated 20,000 clients and their fam­
ilies annually turn to OBH programs, despite the fact that they remain 
largely untested. Data from this survey shows that families who have tried 
other services that for the majority were ineffective, are willing to try OBH 
programs despite the relatively few studies that have been conducted on 
their treatment effectiveness (for outcome studies see Clark, 2003; Russell 
2003b, 2005, 2006a; White, Caulkins, & Russell, 2006). 

Discussion and Implications 
On October 10, 2007, Gregory Kutz, Managing Director of Audits 

and Special Investigations for the Government Accounting Office, and 
Andy O'Connell, Assistant Director of Audits and Special Investigations, 
were asked by Senator Mitchell and Congress to prepare a report related 
to treatment programs. Kutz and O'Connell (2007). in the GAO report 
(GAO-08-146T) entitled Residential Treatment Programs: Concerns 
Regarding Abuse and Death in Certain Programs for Troubled Youth, 
examined 10 closed cases where a teenager had died while enrolled in a 
private residential treatment program. Many of the programs implicated in 
the report were defined as "wilderness therapy programs, boot camps, and 
academies" (p. 2). Because the programs implicated in this report are 
heretofore assumed to be those that represent an OBH program examined 
in this study, it seems urgent that the summarized findings from the GAO 
report be placed in the context of empirical data generated from this 
nationwide survey. In doing so, it is hoped that a more informed dialogue 
of OBH program management and practice can be initiated. Areas where 
no empirical data exist to compare with the GAO findings will be clearly 
noted and supplemented by relevant literature and can be assumed areas 
that warrant further investigation. 

Specifically, the report by Kutz and O'Connell found three key 
program characteristics that were present in most, if not all, of the 10 
case studies presented in the report, and which are either directly or 
implicitly assumed to be representative of the industry as a whole. All 
three program characteristics were either directly or indirectly related 
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to program management standards and implicated the experience, qual­
ifications, and judgment of staff working in the field. The three factors 
include: (a) untrained staff; (b) lack of adequate nourishment; and (c) reck­
less or negligent operating practices. More will be said about Kutz and 
O'Connell's (2007) conclusions immediately below with some further dis­
cussion of each of these characteristics to follow. 

Untrained staff. The key issue addressed in the report was emer­
gency medical training, as most of the 10 case studies involved medical 
judgments made in the field by primary care staff, or wilderness leaders 
as they are referred to in this study. 

Lack of adequate nourishment. The report cites "tough love" as 
the guiding principle in this factor, and reports undernourishment in 
many ofthe cases and untrained staff that were ill-equipped to recognize 
an adolescent client in medical distress. 

Reckless or negligent operating practices. This factor included 
descriptions of wilderness staff, operating in unfamiliar, dangerous territory 
and not carrying necessary emergency medical supplies and/or radios/satel­
lite phones. This factor also references that programs did not allow ample 
time for clients to transition from home into a wilderness environment to 
either detoxify from previous substance use, or acclimatize to altitude. 
Finally, this factor recognizes programs that were operating withoutstate 
licenses, or who chose to disregard state health and safety standards. 

Untrained Staff 

The screening, training, and hiring of field staff, or wilderness lead­ 't· 
f:ers, is a critical issue in OBH practice and was first discussed by Davis­ i

Berman and Berman (1994b) in their national survey of programs. They 5: 

asked the question, "Is it ethical for programs serving 'high-risk' youth to il
" 

deliver their services using less than professionally trained and credentialed " 
~ 
'r 
'ofstam" (p. 130), and went on to discuss the difficult and serious issue of 

whether staff are qualified to handle psychiatric emergency situations in 
the field. In more recent work, Berman and Davis-Berman (2007) call for an 
"industry-wide standard of care" that will help address the issues of 
unregulated programs that continue to operate. The reasons that these issues 
remain critical in understanding OBH programs are that adolescent clients 
spend the majority of their time in treatment with field staff, living and trav­
eling with them in remote backcountry environments. According to the 
results of the current study, field staff comprised by far the highest propor­
tion of staff at each program by almost a two-to-one ratio. 

Little is known about the characteristics of field staff, other than ini­
tial training and certification requirements. For example, the State of Utah 
(see Utah Division of Administrative Rules R501-8-6, page 4; Outdoor Youth 

,~, 
i 
! 
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Treatment Checklist) requires that staff: (a) be a minimum of 20 years of age; 
(b) have a high school diploma or equivalency; (c) have 48 field days of 
outdoor youth program experience, which shall be documented in the 
individual's personnel file; (d) exhibit leadership skills; (e) be annually 
trained and certified in CPR and currently certified in standard first aid; 
and (f) have completed an initial staff training. Utah state training standards 
require a total of 14 items to be trained in a minimum of 80 hours, includ­
ing 12 items that are logistical and technical in nature, including emergency 
procedures, first aid, and navigation (typically referred to in the field as 
"technical skills"). The two "interpersonal skill" sets to be trained are: 
(a) counseling, teaching, and supervisory skills and (b) leadership and judg­
ment. This study reports that almost 90% of all OBH programs operating are 
state licensed under standards that are similar to those of Utah, as a result 
of states like Oregon, Idaho, and Montana recently having developed stan­
dards using Utah's as a model (see Russell, 2003). 

The degree to which the state standards outlined above are suffi­
cient in preparing these young people to work with serious emotional and 
behavioral disorders is a critical question and one that warrants continued 
attention. How does one teach and how do staff learn counseling, teach­
ing, and supervisory skills, and leadership and judgment skills, in addition 
to other more technical skills, over a 2-week period? The answer to this 
question requires serious thought and empirical study, and should include 
a survey of OBH program training protocols and the development of a 
"Standards of Best Practice for Training" of field instructors. Moreover, 
certain academic training should be required for employment to ensure 
that field staff have a core set of knowledge prior to employment, and that 
programs are then responsible for training more technical and tangible 
skills related to wilderness expeditionary leading and emergency evacu­
ation procedures. Specific academic training relevant to work in OBH pro­
grams would be in disciplines such as psychology, social work, outdoor 
education, outdoor recreation, or education programs. 

Very little is currently known about the motivations, experiences, and 
educational backgrounds that primary field instructors bring to their jobs. A 
recent study examining the benefits and difficulties experienced by field in­
structors (Marchand, Russell, and Cross [in press]) surveyed 133 field 
instructors at three different wilderness therapy' programs. The results 
showed that the range of time that field instructors had been working in the 
"field" was between one and 48 months, with a mode of 7 months; almost 
half (45%) had been field instructors for less than five months, while slightly 
more than one in 10 (12%) had worked for their program between 24 and 48 
months. The study also examined academic training and found that 69% 
had a Bachelor's degree (n =89/133) and two reported more than one 
degree. The most common degrees were related to adventure education, 
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recreation, or behavioral and social sciences (n = 58/133, 45%). These 
results should not be generalized to all OBH programs but suggest that 
further research on field instructors' experiences, training, job tenure, and ac­

.ademic qualifications is warranted. 

Lack ofAdequate Nourishment 

When discussing nourishment, the report references "tough love" 
as a guiding principle applied in the field by instructors who willingly 
withheld food from clients that were in obvious distress. This is a signif­
icant and troubling finding, as it suggests a philosophical approach that 
appears to be contradictory to existing state standards of best practice 
(Davis-Berman & Berman, 1993; 1994a), as well as more recent research 
and evaluation on wilderness therapy program practice (Russell, 2005; 
2006b). It is also worth mentioning that this finding may also be indica­
tive of programs that do not participate in research and do not belong to 
professional associations. Using the Utah State Standards as a benchmark, 
programs are required to provide: (a) six quarts of water per day for each 
client; (b) a detailed menu of food preparation that must equal 3,000 calo­
ries per day; (c) fruits and vegetables at least twice a week; and (d) a daily 
offering of multiple vitamin supplements. The standards statement goes 
on to assert that, "Food shall not be withheld from a consumer for any 
reason" (R501-8-8, p. 8). There are also provisions for caloric increases as 
energy expenditure increases. The report's accusation should again be ref­
erenced in the fact that almost 90% of programs in this current study 
operating are state licensed, which should mean that clients receive these 
daily water and food allowances, and food should not be withheld for 
therapeutic or punitive reasoning. The degree to which these standards 
are practiced was not directly assessed in the survey reported herein, but 
could also be the focus of future research in program practice. The GAO 
report's finding of inadequate nourishment seems in direct contradiction 
to current program practice and should be treated with a degree of caution 
and some degree of skepticism when applied to all OBH programs. 

In a paper empirically examining wilderness therapy program 
theory, Russell (2006b) noted that wilderness therapy programs do not fit 
the philosophical and practical model of "boot camp" programs that are 
assumed in the GAO report. Russell concluded that "in direct contrast to 
boot camps, consequences of client actions while on the trail were not met 
with harsh and cruel punishment in the form of marathon hikes and food 
deprivation, but are facilitated through natural consequences and often 
mediated in a group context" (p. 63). These findings, as well as others con­
sistently reported in the literature (see Berman & Davis-Berman, 2007; 
Clark, 2003; Edgmon, 2002; Hagan, 2003; Lambie, 2001; McNamara, 2002), 
do not report practice consistent with withholding food from clients, 
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especially to the point of serious illness, injury, or death. It is also impor­
tant to note that those programs that do utilize these practices are in 
violation of basic standards of practice, and are unethical and cruel in 
their treatment of youth and should not be in operation. Ethics and best 
practice standards are spelled out by professional groups (such as the 
Therapeutic Adventure Professional Group of the Association for Experi­
ential Education), state standards (such as Utah's), and national accredi­
tation standards (such as the Council on Accreditation). 

Negligent Operating Practices 

Because this factor encompasses the previous two factors in its 
descripfion and discussion of operating practices, this factor (negligent 
operating practices) serves as a way to conclude and summarize how the 
findings of the GAO report fit into the results generated from this survey. 
Three important implications of OBH program practice were referenced in 
this final factor, and include: (a) program operation in unfamiliar and dan­
gerous territory and not carrying necessary emergency medical supplies 
and/or radios/satellite phones; (b) issue of detoxification and transition 
time from home into a wilderness environment at admission to program; 
and (c) programs that were operating without state licenses or who chose 
to disregard state health and safety standards. This negligent operating 
practices factor directly addresses the overriding issue of what to do about 
programs that simply operate outside the established best practices, 
either specified by a community of providers (like the Outdoor Behavioral 
Healthcare Industry Council, see www.obhic.org) or as specified by state 
and national accreditation standards. 

OBH protocol on emergency operation procedures, which includes 
the use of satellite phones and other resources to notify emergency per­
sonnel and perform wilderness evacuations, is well documented and 
rather exhaustive in its detail in several accreditation efforts, including 
the Association for Experiential Education (AEE, 2008), state agencies (see 
State Standards of Utah for overview), as well as national accreditation 
agencies Ooint Commission, 2007). It is beyond the scope of this study to 
discuss this issue in detail, but it is clear that emergency operation stan­
dards have been developed, refined, and have evolved over the last 30 
years of adventure education and therapy practice. Although significant 
issues arise when considering the clientele that frequent OBH programs, 
including psychological as well as physical safety, standards of practice 
have evolved in these areas as well. In fact, wilderness program managers 
meet annually at the Wilderness Risk Management Conference (WRMC) to 
discuss these issues and critically examine accidents and protocol fol­
lowed in these accidents (see NOLS, 2008). This issue does warrant fur­
ther consideration and discussion as to what programs are doing to 
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improve program practice. This can be done using a systematic process 
through venues like the WRMC, with a central focus on OBH programs as 
a symposium or breakout session during the conference, given the GAO re­
port's findings. 

The issue of detoxification prior to admittance into OBH programs 
is not directly referenced in state standards and is a critical medical issue 
given the rise in the complexity and seriousness of drug use trends by ado­
lescents entering treatment, including both prescription and illegal drugs 
Uohnson, O'Malley, Bachman, & Schulenburg, 2006). Some have argued 
that detoxification should not be attempted in wilderness settings because 
OBH program field instructors are not equipped to deal with the special 
medical and psychological challenges with which programs and staff may 
be confronted (see Davis-Berman & Berman, 2008). These issues are fur­
ther complicated when considerations of altitude, heat, and physical 
activity are included in the discussion. Indeed, this has been a key focus 
of wilderness treatment providers and was the subject of a refereed arti­
cle that appeared in the Journal of Therapeutic Schools and Programs. In 
this article, Larry Wells (2006), a licensed substance abuse counselor and 
veteran OBH program administrator and practitioner who has focused on 
this issue for decades in his wilderness substance abuse treatment pro­
gram, critically examined a variety of legal and street drugs and their 
interaction characteristics with heat, physical activity, and altitude. The 
conclusions generated were that programs need to track and monitor for 
each client which drugs and medications are taken in the field and to mon­
itor signs and symptoms. The degree to which this protocol is evident in 
state standards is unclear and should be the focus of continued discus­
sion and empirical investigation by medical doctors, substance abuse 
treatment providers, and others to continue to refine these practices. In 
conclusion, detoxification procedures were not specifically addressed in 
the survey, and should be the focus of further examination. 

The limitations of this study, including those programs that did not 
participate in the study, limit the generalizations that can be made to OBH 
programs and practice. Although this study sampled known OBH pro­
grams, it is highly likely that some programs operating in the United States 
were not identified 'and included in the survey. It is also likely that pro­
grams that are not involved in professional organizations or are operating 
outside of accepted professional practices would not participate in such 
a survey. Therefore, generalizations are made to only the 65 programs that 
responded to the survey and indicated they were an OBH program. It is 
also important to note that the responses to the survey are self-reported, 
and there is no way to test the accuracy or trustworthiness of the program 
responses. Although anonymity was assured, programs could have 
responded in a socially desirable manner and provided answers to 
certain questions that were not reliable or valid. Finally, several factors 
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identified in the GAO report were simply not the focus of this study, and 
no pretense is made that this survey addressed all these factors. The dis­
cussion of ethical and best practices in OBH should be considered pre­
liminary and warrant further investigation. 

1. The original study was completed in the calendar ye~ 2001 and 
all references to data and programs will be made to 2001 as the baseline 
though the study was published in 2003. This study was conducted in 
2006 and is to be published in 2008. This study is a 5-year follow-up study. 
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Leadership Status Congruency and 
Cohesion in Outdoor Expedition 
Groups 

Mark A. Eys, Stephen Ritchie, Jim Little, Heather Slade, 
and Bruce Oddson 

The purpose ofthe present study was to examine the relationship between sta­
tus congruency and group cohesion in outdoor expedition groups in an edu­
cational setting. Specifically, three aspects ofstatus congruency were assessed 
in relation to group cohesion in four adventure canoe groups. The groups 
participated in 2-week expeditions in the northern areas of the Canadian 
provinces of Ontario and Quebec. The participants were 32 upper-year un­
dergraduate students enrolled in a central Canadian university (Mage = 22.41, 
SD = 2.43 years). Results indicated that (a) individuals who ranked them­
selves higher in the group's status hierarchy compared to where their peers 
ranked them had lower perceptions of their attraction to their group's social 
pursuits; (b) perceptions ofgroup cohesion were greater when individuals oc­
cupying formal leadership positions were higher in the group's status rank­
ing (i.e., greater congruency between formal and informal status hierarchies); 
and (c) individuals who were members ofgroups that had some level ofcon­
sensus regarding status rankings perceived their groups to be more cohesive 
than those who were members of the group that had no consensus. 

KEYWORDS: Status, Status Congruency, Outdoor Adventure Programming, 
Cohesion 
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