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Abstract 

This paper details an ongoing research study on practitioner and participant experiences in 

adventure therapy, informed by a progressive research program. To test the feasibility of this 

study, we present a contextual understanding of adventure therapy and explore the 

theoretical position informing an evolving research program. We use this theoretical 

orientation to propose a study intending to advance research in naturalistic settings, build 

knowledge, and to provide a framework for developing a robust person-centered evidence 

base for improving adventure therapy practices. Implications for future study are presented, 

along with opportunities for further collaboration and research based on the contextual 

model of adventure therapy presented. 
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1. Introduction 

Adventure therapy (AT) literature expanded markedly over the past three decades, as 

demonstrated by the increasing number of empirical studies and the emergence of several meta-

analyses and systematic reviews synthesizing outcomes from wilderness and adventure-based 

programs. Bowen and Neill [1], for example, meta-analyzed 197 studies yielding 2,908 effect sizes 

published from 1960 onwards. Short-term effect sizes generally remained in the small-to-moderate 

range (Hedges’ g = 0.47 pre-post), with limited long-term maintenance (g = 0.03 at follow-up), high 

heterogeneity across studies, and most studies relying on pre-post designs lacking strong 

comparison groups or longitudinal outcomes. Those findings differed from Beck and Wong’s [2] 

meta-analysis, which reported “significant effects of 0.832 and 1.054 respectively” (p. 700) for youth 

in wilderness therapy. Dobud and Harper [3] reviewed available comparison trials and found no 

differences in outcomes compared with direct comparison treatment groups not utilizing 

adventure-based treatment components. Though the available evidence base is growing and 

promising for a range of clinical applications, research evidence informing specifics of AT practice 

remains limited. 

Alongside calls for higher-quality research with better controls [4] and longer follow-up studies 

[1], we collaborated to develop a research program based on the indication that the proliferation 

of literature has not yet translated into substantially stronger or more reliable evidence of 

improvements to AT practice and client outcomes. Additionally, there is a lack of knowledge 

surrounding how to best train and educate future AT providers [5]. 

The Adventure Therapy Outcome Monitoring (ATOM) study emerged from a collaboration among 

researchers and practitioners interested in advancing AT research, theory, and practice beyond pre- 

and post-program evaluations to explore a range of factors and pathways that may contribute to 

client outcomes. This study is informed by process-oriented psychotherapy research to use 

feedback-informed treatment to aid individual AT practitioners to build evidence of their clinical 

effectiveness. The process for data collection is described further below. As professionals with 

identities tied to social work, child and youth care, counseling, and youth work, we write as active 

contributors in our local, national, and international AT communities. The purpose of this paper is 

to present how we have oriented ourselves to the range of AT practices. We then discuss the 

feasibility of linking outcome monitoring to theory, practice, and research. Opportunities for future 

research are proposed. 

2. What’s in a Name? Contextualizing Therapy and Adventure 

Attempts to define the boundaries of what is or is not AT often become a contentious, arduous, 

and ultimately unhelpful process [6]. When considering culture and international practices, we find 

ourselves stuck identifying the similarities and differences in AT practice worth consolidating into a 

boxed definition [7]. Inclusion and exclusion criteria remain difficult to define, especially as new 
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therapies continue to emerge, such as surf therapy and walk and talk therapies, which may fit as 

distinct therapies or within the broad scope of outdoor therapy. Adventure therapy remains diverse 

across populations served, qualification(s) required of the provider, cultural context, adventure-

based activities facilitated, theoretical orientation, therapeutic modality, and the licensing 

conditions in any given jurisdiction [8]. Any research agenda requires consensus on what the inquiry 

intends to explore, and while potentially quarrelsome, we use this space to define our terms clearly 

to avoid a distortion of language as we work to advance the growing AT evidence base. 

First, we explain what we mean by therapy and what it looks like when adventure is added. The 

two central complications with closed-ended definitions of AT include the gatekeeping of who can 

and cannot do this work, who accredits or authorizes the practice, and the context for what therapy 

we are really discussing. Outdoor therapies provide a catch-all umbrella term for many practices 

utilizing active bodily engagement and the intentional use of space, including AT [8]. There is 

confusion in the literature; however, terms have been used interchangeably. To determine what 

evidence base exists for AT, we found it important to clarify what we mean by therapy and 

adventure before considering the feasibility of a future research program [3]. 

Our concerns were reconciled somewhat by using Wampold and Imel’s [9] contextual definition 

of psychotherapy: 

Psychotherapy is a primarily interpersonal treatment that is (a) based on psychological 

principles; (b) involves a trained therapist and a client who is seeking help for a mental 

disorder, problem, or complaint; (c) is intended by the therapist to be remedial for the client 

disorder, problem, or complaint; and (d) is adapted or individualized for the particular client 

and his or her disorder, problem, or complaint. (p. 37). 

This definition articulates well the factors common to all models of psychotherapy, though we 

require small amendments when addressing adventure-based approaches to the work and our 

understanding of the international and cultural contexts of therapy and mental healthcare. These 

changes, while limited, are not designed to claim specificity but to position AT among the factors 

common [10] to all models of therapy. Below, we unpack each of the factors identified by Wampold 

and Imel [9] with amendments to be inclusive of AT. 

2.1 Practitioners 

We agree that therapy efforts must be informed by psychological/sociocultural principles and 

contain theoretical backing. However, we adjust the necessity of a graduate trained therapist. For 

decades, international AT services have been successfully delivered with positive outcomes by 

practitioners with all levels of clinical training, or lack thereof, such as youth workers, educators, 

and police officers, among others [11]. These include an array of practitioners who do not always 

have graduate education including; chemical and alcohol dependency counselors, therapy 

assistants, allied health assistants, public health educators, outdoor educators, and others. AT 

services are often provided by bachelors, associates, or trade level facilitators, who may be 

practicing under the supervision of graduate level therapists. For this reason, we amend Wampold 

and Imel’s [9] definition to use practitioners instead of trained therapists. AT is often delivered by 

practitioners with a wider range of educational levels and experience or qualifications depending 

on their legal and cultural context. We strongly emphasize that all services we include in this study 

report to adhere to their local regulations for the therapeutic services that they offer. Additionally, 
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terms like psychotherapy or counseling may come with legal protection in certain cultural contexts. 

We use the term therapy to be inclusive of various practitioners, such as occupational therapists, 

for example. 

2.2 Active Participants 

The client, whom we prefer to describe as an active participant or co-adventurer [11], engages 

in AT services to make meaning from an experience designed to be remedial, useful, and helpful. An 

active participant is preferred, given the experiential orientation informing AT, in which participants 

actively and freely construct meaning from their experience. The active participant engages in 

transactional encounters with the practitioner, other participants when in group settings, and the 

intentionally constructed environment, rich in indeterminate situations that demand inquiry and 

experimentation. 

2.3 Adventure Therapy Rationale 

There is a specific problem or rationale for initiating the interaction between the participant and 

practitioner. The contexts these interactions may occur in are many, such as respite for youth 

impacted by cancer [12], troubled youth [13], combat veterans with PTSD [14], people living with 

different abilities/disabilities [15], among others. In the context of the therapeutic alliance [16], the 

practitioner’s actions are inherently designed to address the participant’s chief complaints and tailor 

the outdoor or adventure-based experience to meet the participant’s preferences and cultural 

context. 

According to Wampold and Imel [9], psychotherapy is always defined as a voluntary treatment. 

That said, patients in secure care settings (i.e., involuntary) may be provided the opportunity to 

consent for therapy. In AT contexts, most programs described as wilderness therapy and outdoor 

behavioral healthcare in the US have promoted involuntary, residential programs as part of the US 

troubled teen industry [17]. While attendance in some programs may be court-ordered, involuntary 

therapy is still to be avoided. Wilderness therapy and outdoor behavioral healthcare are not a 

substitute for secure care, and recent research suggests attendance may be contraindicated for 

certain populations of youth [4]. A progressive research program examining AT outcomes should 

work with voluntary clients who consent to the therapy and the research project. Otherwise, 

readers may remain unclear as to how to interpret coerced data from involuntary therapy and 

research participants. Experientially, participants are always voluntary in freely making meaning 

from their experience, and AT practitioners should avoid totalistic and coercive programming at all 

costs, as this is not part of the philosophy of adventure described below [17]. 

3. Bringing Adventure to the Therapy 

Harper and colleagues [18] suggested that AT became more widespread than similar terms, such 

as nature-based therapy, though what “adventure” means will differ between practitioners and 

across contexts. The term adventure therapy is used more widely in the relevant literature and 

remains inextricably linked to other outdoor therapies, such as surf, horticulture, forest, wilderness, 

and nature-based conceptualizations of therapy [19]. We agree with Alvarez and Stauffer [20] that 
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“adventure therapy” should stand together instead of viewing the adventure and therapy as 

separate or distinct in practice. 

Adventure is used alongside our amendments to Wampold and Imel’s [9] definition of 

psychotherapy to include an experiential orientation that involves activities facilitated by a skilled 

practitioner in an intentional setting, often containing risk (perceived or real) and outcomes 

depending on how things unfold during the activity. Adventure in the context of AT is not a narrow 

category of high-risk outdoor pursuits but a broad and flexible set of “adventure tools and 

techniques” (p. 88) deliberately chosen and facilitated by a practitioner to promote therapeutic 

change [20]. 

Itin [21] argued adventure is both a specific philosophy and use of specific activities. For example, 

adventure cannot be defined solely by the use of outdoors as wilderness settings have historically 

been used for control and containing youth behavior, which is not the spirit of adventure. The 

philosophy of adventure “embraces an active exploration of the unknown, in which challenges 

encountered are seen as opportunities” (p. 80). The adventure activities, such as games, initiatives, 

rock climbing, canoeing, or backpacking, only when paired with the philosophy of adventure, 

become important to understanding AT practice. The so-called “adventurousness” of a particular 

activity is less important to this conceptualization. The philosophy of adventure also helps 

differentiate from other experiential therapies, such as art therapy or psychodrama, in that the 

practitioner facilitates opportunities for therapeutic growth through active engagement in the 

adventure activity. 

We avoid a circumscribed distinction between therapy conducted indoors or out, as AT 

practitioners make intentional use of any setting where therapy takes place, which could be a rock 

climbing gym or a psychotherapist’s office. For example, AT can “range from wilderness experiences, 

to using a spider’s web created with masking tape across a doorway” [20]. Additionally, the available 

literature suggests treatment settings contributed to little variation in therapy outcomes [9]. Thus, 

we aim to include professional therapy efforts that include (1) active bodily engagement and (2) the 

intentional use of space – be it a nearby park, wilderness area, cave, or consulting room [22] into 

our exploration of AT. 

4. Theoretical Orientation 

As we present the feasibility for the developing study, a theoretical grounding is required to 

address the questions informing the inquiry [9]. To do so otherwise, psychotherapy researchers, or 

the team thereof, risk replicating previous studies lacking specific implications for AT practice. In 

this section, we provide some introduction and critique of the medical model’s influence on 

psychotherapy. We also link to how context, pragmatism, and an ontology of experience may help 

develop a research program established in the experiential philosophies [8]. 

4.1 Medical vs Contextual Models of Psychotherapy 

For Wampold and Imel [9], the medical model’s influence in psychotherapy is made up of five 

components: (1) illness or disease, (2) a biological explanation for the illness or disorder, (3) a 

mechanism of change, (4) specific therapeutic procedures, and (5) specificity – that is, ingredients 

that must be present for the treatment to be administered effectively (i.e., time outside or inside). 

Previous research found AT outcomes to lack specificity when compared to outcomes of treatments 
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lacking adventure-based components [3]. Still, the medical model directs practitioners’ attention to 

disorders and treatments, of which there are now over 1,000 in psychotherapy for the ever-evolving 

list of mental disorders [23]. 

Influencing AT literature, the medical model appropriates client change and positive outcomes 

to the specifics of the intervention. For example, the available literature suggests scholars attribute 

change to time in nature, the sense of accomplishment of overcoming an adventurous activity, such 

as climbing a mountain, intense group interactions, journaling in the outdoors, or learning survival 

skills [24, 25]. While these specific ingredients may plausibly interact with how the participant 

constructs meaning from the experience, the available literature does not suggest that AT 

specifically contributes to variance in client outcomes [3]. That is, therapy can work with or without 

these specific factors, and we present a contextual model for understanding the AT process below. 

While appearing damning on the surface for advocates of specific practices, this replicated 

finding provides opportunities for further creativity and co-creation of AT services [26]. If the 

medical model’s need for specificity does not stand up to empirical literature, a different 

understanding of and approach to therapy may be useful for developing a progressive research 

program. A contextual understanding of psychotherapy, whether adventurous or outdoors, may 

prove helpful. 

Advocates for the medical model often strive to remove what they refer to as nuisance variables 

[26] from their research and understanding of their preferred treatment. For example, attributing 

outcomes to the person or the practitioner becomes problematic. Who delivers the treatment 

should not impact outcomes if change is attributed to the specifics of the treatment, like the 

outdoors or specific adventure tools and techniques. However, despite ongoing attempts to 

standardize treatment protocols through manuals, supervision, accreditation, and adherence to 

clinical assessments, the impact of practitioners should not be discounted when examining the 

feasibility of future AT-focused research programs [27]. 

If psychotherapy lacks specificity, a feasible research program might embrace context and 

experiential meaning-making. A relational and experiential framework should inform a contextual 

AT model, in which active participants endeavor to freely construct meaning from experience. Thus, 

there is nothing medical or specific to AT. A research program adhering to the available evidence 

base acknowledges that efforts to ‘prove’ efficacy will result in the same replicated problems 

proving the medical model’s assumptions invalid for more than half a century [9, 28]. The purpose 

of our presentation of this orientation and the proposed study that follows is to use these ideas as 

a guide to build naturalistic evidence with clear implications for AT practice. 

4.2 Pragmatism and the Ontology of Experience 

Pragmatism was central to the development of psychology, social work, and experiential 

education in the US, with William James [29, 30], Jane Addams [31], and John Dewey’s [32] 

respective contributions to their work being informed by an experiential understanding of 

philosophy and helping/teaching relationships. Pragmatists avoid specific, prescribed ways of 

knowing and acknowledge that any research inquiry cannot be separated from the actions and 

beliefs of the researcher(s) [33]. Nor can the story of AT be told without the actions and beliefs of 

the active participant(s) and practitioner(s). The centerpiece of pragmatism is to build knowledge 
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from lived experience, which can be achieved quantitatively or qualitatively, and will evolve based 

on what works best. 

The psychotherapy field has relied on “Quantitative methods, replicable truths, the study of 

isolated and controlled variables, and the objectivity of the researcher [as] the hallmarks of 

contemporary psychological research,” despite practitioners continuing “to rely on first-person 

accounts of diagnosis, thus using introspection and clinical judgment, mainstream psychology has 

long passed the point of relying on subjective analyses” [34]. Quantitative research has all but 

confirmed the effectiveness of psychotherapy, and these findings are routinely used to seek funding 

and third-party reimbursement to improve accessibility for disadvantaged populations [28, 35]. This 

is similar to the current evidence base for AT which includes replicated pre- and post-program 

evaluations demonstrating the effectiveness of AT with little knowledge built to inform practice or 

improve client outcomes [36]. Qualitative research, often informed by theories of social 

construction and postmodernism [37], allows for practitioners and recipients of psychotherapy to 

shift the narrative away from linear, mechanistic theories of change, encouraging those involved to 

embrace the contextual. 

To test the feasibility of our current orientation, we implemented feedback-informed treatment 

(FIT) into AT practice for the ATOM study, a practice framework often considered where evidence-

based practice meets social construction [37]. According to the APA [38], evidence-based practice 

in psychotherapy “is the integration of the best available research with clinical expertise in the 

context of patient characteristics, culture, and preferences” (p. 5). This definition invites 

practitioners of any modality to inform themselves, based on the available literature, to become 

responsive when actively tailoring their work to the feedback provided by those they serve. In many 

ways, this aligns the practitioner as a co-adventurer on the active participant’s adventure. 

5. The Contextual Model of Adventure Therapy 

For the purpose of preparing to test the feasibility of the ATOM study, we are grounding AT based 

on the available psychotherapy research evidence and our theoretical orientation of pragmatism 

and the ontology of experience. Presented initially in the first author’s doctoral thesis though 

developed further with this paper’s authorship team, Figure 1 illustrates our Contextual Model of 

AT, building off Wampold and Imel’s [9] contextual model for psychotherapy. Our model adds two 

specific concepts relating to AT, the intentional use of space (e.g., natural settings) and active bodily 

engagement, to provide some distinction as to what we are describing when we inquire into AT 

practice. 
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Figure 1 Contextual Model of Adventure Therapy. 
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Similar to all therapeutic modalities, AT occurs within the context of (1) a responsive relationship 

between (2) an adventure therapy practitioner and (3) active participant(s). The practitioner 

facilitates the experience in (4) an intentional space, such as an outdoor or adventure-based setting. 

The practitioner uses the therapy settings and responsive relationship to form a (5) working 

therapeutic alliance as constructed by Bordin [33]. Outcome can occur through many (6) pathways 

of change, such as the experience of a real relationship [39], success and mastery [40] through active 

bodily engagement [22], and hope and expectancy in relation to wanting to engage in the therapy 

[9]. While intending to avoid a mechanical description of change, as if AT outcomes occur beyond 

the context of the responsive relationship, these pathways of change may lead to (7) an improved 

quality of life and well-being, which may include symptom reduction and mental health promotion. 

The concern with Figure 1 is the presentation of a seemingly linear model, as if success and 

mastery cannot occur unless the intentional use of space, for example, is prevalent. Additionally, 

the relationship between the pathways of change is interconnected. They are not distinct and 

should be perceived as dynamic. This challenge the research team will explore throughout the study 

described in the following section. Each participant will experience varying levels of each pathway 

enroute to outcome (or not). To illustrate the experiential nature of AT, the practitioner obtains 

feedback on the participant’s experience of the therapeutic alliance and outcome to inform future 

practice and tailor the participant’s experience based on feedback. The participant constructs 

meaning based on their adventure-based sessions, their interaction with the treatment setting, and 

the experience of the therapeutic alliance. 

6. Positioning the Study 

The present study, presented here for the purposes of feasibility, grew from dialogue among 

members of the international AT community. We examined how a progressive research program [9] 

could build on the current evidence base of AT. As fierce advocates for adventure-based and 

outdoor therapies, we remain confident the decades of pre- and post-evaluations of AT 

programming confirm practices identified as AT were effective, though not without significant 

limitations when it comes to informing clinical practice [4]. One perceived, yet significant, limitation 

is the lack of randomized clinical trials, the so-called gold standard of psychotherapy research [41]. 

When reviewing the literature, we found waitlists and no-treatment controls, and comparisons to 

“treatment-as-usual” groups in multiple studies [42, 43], which Cuijpers and colleagues [44] argued 

should be concluded in practice due to ethics and a century of studies demonstrating virtually 

identical findings when active treatments are compared to passive comparisons inherently designed 

not to help those seeking care. 

Over a decade of literature has included implications for progressing beyond pre- and post-

program evaluations. In discussing risk and anxiety in adventure programming, Davis-Berman and 

Berman [45] cited factors common to all psychotherapy approaches, such as the therapeutic 

relationship, as part of AT’s effectiveness. Harper [46] acknowledged that some AT programs, such 

as Project Venture, had conducted effective clinical trials to gain recognition as evidence-based 

programs but asked, “Now what?” The purpose of this paper is to launch an inquiry into that 

question. 

Though replicated research established the effectiveness of therapy – AT included – the available 

literature could not find one therapy model more effective than the next [47]. Informed by the 
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evidence base of the time, both for psychotherapy and AT, Dobud and Harper [3] reviewed the 

available comparison trials in AT research finding the available evidence base did not find AT more 

effective than active comparison groups without adventure-based practices. The authors found that 

adding the outdoors, rock climbing, ropes courses, hiking, the unique role of the therapist, or 

survival skills (e.g., making fire by friction), among others, did not appear to improve outcomes when 

compared to treatments omitting these ingredients. 

Building off the available evidence base, and if feasible, the ATOM study intends to operationalize 

the recommendations from contemporary AT research to progress beyond program evaluation 

outcome data. If the specific factors used in treatment tend not to improve outcomes, a progressive 

research program should move on from asking if AT works and begin exploring the context 

surrounding when AT is effective and, maybe more importantly, when it is not. 

7. Objectives 

7.1 Internationalizing the Project 

Adopting a global perspective of AT is a deliberate response to the wide variation in practice. 

Conceptualizing these practices attempts to capture a worldwide picture of what is delivered, the 

common factors, and variances, so as not to distort our view by focusing on just one national entity, 

culture, or practice defined by socio-cultural influences. Additionally, we hope to demonstrate that 

through routine outcome monitoring [36], therapists across cultures can adapt their practices to 

meet the needs of their clients, wherever they may be. Therefore, this project aims to provide the 

international scholarly and practice communities with a framework to understand practitioner 

effectiveness in AT. 

Scholars have begun to explore approaches to internationalizing routine outcome monitoring to 

develop an understanding of barriers and opportunities when using these approaches in different 

countries [48]. However, to our knowledge, no large-scale international research projects have been 

conducted to explore the implementation of routine outcome monitoring in AT practice. According 

to Beidas and colleagues [49], “Implementation science is the scientific study of methods to increase 

the adoption, implementation, and sustainment of evidence-based practices into routine care” (p. 

2). It is well-researched that routine outcome monitoring is an empirically-supported approach to 

improve outcomes in mental health care [42]. However, we see a gap in knowledge about the 

implementation of these practices in international contexts. Our objective is that this project can 

provide the international AT community with empirical evidence to support the “adoption, 

implementation, and sustainment” [49] of outcome monitoring, based on a model that is evidence-

based practice one person at a time. 

7.2 Stakeholder Engagement 

Understanding stakeholder engagement is a key component of understanding the landscape for 

international implementation of routine outcome monitoring [49]. Additionally, as we move 

towards a trauma-informed behavioral healthcare system – and especially so regarding trauma-

informed ideas in the context of AT [50] – we must prioritize clients’ and practitioners’ engagement 

and involvement [51]. In a recent scoping review, researchers found that when stakeholder 

engagement (e.g., practitioners employed at an organization delivering AT services) was increased 
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(e.g., through training or peer consultation), there was more successful adoption and buy-in for the 

delivered mental health intervention [52]. Additionally, they found this engagement empowered 

stakeholders to share barriers that could then be overcome. This may lead to a more equitable 

power-sharing between researchers, practitioners, and clients. By asking active participants their 

assessments of what is working for them, the quality of the practitioners’ work, and whether the 

work is making a difference, we maximize the client-centered aspect of our work and the 

participants’ involvement in getting what they want from the work [11]. 

Additionally, by seeking input from practitioners about their perspectives on what does and does 

not work in their practice, we better understand how to implement these models in new, novel 

contexts more successfully. Simply put, if the therapy is not working for the client, more of the same 

is not likely to work unless specific feedback about the clients perspective of outcome and the 

alliance is sought. If the process does not work in a therapist’s practice, clients are more likely to 

abandon it for one that they find more palatable. Therefore, we aim to prioritize the engagement 

of multiple stakeholders, including clients, practitioners, and administrators. This approach aims to 

minimize the influence of the medical model and maximizes the contextual nature of our 

therapeutic work. 

8. Research Methods 

8.1 Ethics 

Ethics for this project were approved by the first author’s institution (protocol number H21004) 

on March 11, 2022. Practitioners taking part in the study remain anonymous and will only be 

identifiable by the first author. Participants receiving AT will remain anonymous. All data will be 

made anonymous before the research team uses databases for data analysis. 

8.2 Inclusion & Exclusion Criteria 

The ATOM study looks to recruit practitioners whose therapeutic work involves AT (see Table 1). 

Informed by outcome research comparing licensed or pre-licensed psychotherapists with 

paraprofessionals without clinical training [47], participating in the ATOM has no requirement for 

qualification as a mental health professional except based on the jurisdiction of the practitioner. 

Determining what is or is not AT is more challenging. As described above, we conceptualize AT based 

on our adaptation of Wampold and Imel’s [9] definition of psychotherapy and how we perceive 

adventure, which includes active-bodily engagement and the intentional use of the therapeutic 

setting, such as the outdoor environment or indoor setting. Practitioners working in traditional 

psychotherapy clinics or private practices, school-based or community organizations, and those in 

residential treatment centers have been invited to participate. 
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Table 1 Practitioner Inclusion Criteria. 

Inclusion Criteria 

Does the practitioner’s work meet our amendments to Wampold and 

Imel’s [9] definition of psychotherapy? 

Does the practitioner’s work involve active bodily engagement? 

Does the practitioner’s work involve the intentional use of space? 

Are the participants involved in the practitioner’s work able to freely 

consent to participate in the ATOM study and FIT? 

8.3 Data Collection 

Practitioners interested in taking part in the ATOM are provided a participant information sheet, 

the ATOM Implementation Checklist to illustrate what participation involves, and a Practitioner 

Demographics survey to collect data about practitioner factors, such as theoretical orientation, self-

assessment of effectiveness, professional qualifications, and years of experience. Upon returning 

the demographics survey, the first author forwards a link to download the free outcome and alliance 

measures, the participation information sheets for participants, and consent forms for adult and 

youth AT participants. Additionally, the practitioner is sent their unique ATOM Spreadsheet to 

record their outcomes and information about the participants engaged in their practice. 

For each participant (see Figure 2), the practitioner provides a pseudonym to identify the 

participant and marks that informed consent was obtained. Further, data regarding gender identity, 

date of birth, ethnicity, and marital status are reported. Using a drop-down menu, the practitioners 

identify the referral source and presenting problems related to the rationale for engaging in the AT 

service.
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Figure 2 Participant Data Collection.
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8.4 Feedback-Informed Treatment Measures 

Feedback-informed treatment (FIT) was preferred for outcome monitoring due to ease of 

implementation. The practice utilizes two ultra-brief measures to assess each participant’s 

perception of outcome and the therapeutic alliance, as constructed by Bordin [16]. Adult and child 

versions of the measure are available in more than 20 languages and are free for practitioners to 

use. Software is also available to purchase, such as MyOutcomes. 

8.4.1 Outcome Rating Scale 

The Outcome Rating Scale (ORS; see Figure 3) measures the participant’s perspective of progress 

throughout the course of therapy. The “specific items on the ORS were adapted from the three 

areas of client functioning assessed by the OQ-45.2; specifically, individual, relational, and social” 

[53]. This was preferred as much of the wilderness therapy literature in the US used the OQ-45.2, 

though the ORS is more feasible in routine practice given its brevity [54]. The scale also includes a 

global measure of the client’s well-being. The measure is used at the start of each session, or episode 

of care, to inform the practitioner of the participant’s experience with the outcome and progress in 

relation to the first session. Administration of the ORS is described below.
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Figure 3 Outcome Rating Scale and Session Rating Scale for Adults.
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8.4.2 Session Rating Scale 

To conclude each session or episode of care, the Session Rating Scale (SRS; see Figure 3) is 

administered to measure the participant’s experience of the therapeutic alliance [55]. Ultra-brief 

like the ORS, the SRS measures the relational bond, goal consensus, agreement on how the 

practitioner works towards the agreed goals, and an overall rating for the session. Practitioners are 

encouraged to use the measure to obtain negative feedback from the participant and provide a brief 

response in their spreadsheet should this feedback be obtained. 

8.4.3 Administration of FIT Measures in Adventure Therapy 

Determining what constitutes an episode of care required consultation from Dr. Scott D. Miller, 

one of the co-developers of FIT. In a traditional one-hour talk therapy session, the practitioner will 

administer the ORS to begin the session and provide 3-5 minutes to reflect on the participant’s 

perception of progress (or lack thereof). To conclude the one-hour session, the practitioner should 

leave 5-10 minutes to administer the SRS and discuss the participant’s perception of the therapeutic 

alliance. 

Implementing FIT in certain AT settings, such as expeditions and residential treatment, requires 

consideration. Table 2 is adapted from Dobud and Natynczuk’s [11] presentation of FIT 

implementation in outdoor therapies. Dobud et al. [36] and Dobud [54] have also provided 

implications for FIT in AT. 

Table 2 Implementing Feedback-Informed Treatment Across Adventure Therapy Contexts. 

Adventure Therapy Context Outcome Rating Scale Session Rating Scale 

60-minute session Start of each session End of each session 

Half or full day session Start of each session End of each session 

Overnight session Each morning Each evening 

7-day program Days 1, 3, and 7 Days 3, and 7 

14-day program Days 1, 5, 10, 14 Days 5, 10, 14 

21-day program Days 1, 8, 15, 21 Days 8, 15, 21 

Residential programming Weekly Weekly 

For each session or episode of care, practitioners will record the date of the administration, 

whether this was a group or individual-based session, and the ORS and SRS scores. A drop-down list 

allows the practitioner to choose from a list of settings to describe where the session took place, 

and another with a list of activities that best reflect the session. The practitioners are asked if they 

sought negative feedback from the participant, and if so, provide a short qualitative response of 

what that feedback was. 

9. Discussion: Opportunities and Lessons Learned 

The ATOM study attempts to progress from pre/post outcome evaluations to explore variance 

across practitioners’ outcomes and dose effects in AT. Depending on the feasibility of the study, the 

ATOM hopes to broaden AT literature and help practitioners in culturally diverse contexts build 

evidence of their practice. 
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9.1 Community of Practice 

According to Wenger-Trayner and Wenger-Trayner [56], communities of practice “are groups of 

people who share a concern or a passion for something they do and learn how to do it better as 

they interact regularly” (p. 2). The ideal is a community of people engaged in collective learning in 

a specific domain of human endeavor. In this case, the ATOM community comprises of practitioners 

implementing FIT into their AT practice, as described above. This community is inclusive and 

adaptable based on the contributions of the ATOM participants, similar to a form of action research. 

While the research team is responsible for presenting this first paper on the ATOM study, the chief 

investigators, that is, the first and second authors, are responsible for implementing the ideas from 

the practitioners to progress the research agenda based on implementation science, the research 

findings, and qualitative data collected from the practitioners. 

One opportunity from this community of practice is in how practitioners can implement 

feedback-informed supervision [57] in AT settings [11]. While various peer support groups exist 

online, such as the Adventure Therapists in Private Practice (1,232 members) and the Australia 

focused Outdoor Therapy Peer Support Group (84 members) on Facebook, the opportunity for a 

community to support and engage with each other, based on their AT participants’ outcome and 

alliance data would provide opportunities for peer support to become based on naturalistic 

practice-based evidence. In the future, the research team may encourage ATOM practitioners to 

make themselves available to other practitioners participating in the study so the community can 

connect and facilitate a culture of feedback among ATOM practitioners. 

9.2 Variance in Practitioner Outcomes 

Upon entering the ATOM study, practitioners are asked for a range of demographic data. A 

significant gap in the AT literature is the lack of evidence around the effectiveness of individual 

practitioners in relation to their sex, age, cultural background, level of education, professional 

qualification, years of relevant work experience, amount of supervision received, case load, and 

their self-assessment of effectiveness. The ATOM study will be able to examine how these variables 

factor against clinical outcomes. 

Additionally, if practitioners engage in the study as they develop their practice and experience, 

data analysis can explore how AT practitioners can improve across their careers. These findings may 

provide knowledge for building an evidence-based program for AT providers to improve their 

outcomes over the span of their careers, which informs our further discussion about deliberate 

practice. 

9.3 Dose Effect 

The work of Kenneth Howard et al. [58, 59] on ‘dose effect’ in psychotherapy was described by 

Kopta [60] as a defining achievement. Dose effect research examines the relationship between the 

dose of psychotherapy (length, intensity, frequency) and the subsequent probability of a positive 

outcome. Howard and colleagues’ [58, 59] research found successful psychotherapy participants 

tended to improve at similar rates, no matter if the practitioner believed their work to be brief, 

short-term, or long-term. Described further below, the majority of published AT outcome studies 

come from a select group of wilderness therapy programs in the US referred to as outdoor 
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behavioral healthcare [43]. These programs are typically delivered to involuntary adolescents in 

remote outdoor settings for an average of 90 days. The majority of the participants are White and 

from upper-middle-class backgrounds [61]. While this research provides evidence for wilderness 

therapy practice internationally, the outcomes from residential, long-term, fee-for-service 

wilderness therapy programs do not reflect the diversity of practices and outcomes associated with 

community-based AT. Informed by Howard et al.’s [58, 59] work, the ATOM study may also examine 

dose effects in various AT settings. 

Exploring dose effect can help practitioners to assess when, during therapy, a positive outcome 

for the participant becomes unlikely, such as research by Harper and colleagues [4]. For example, 

the study could explore the frequency of sessions based on a client’s intake ORS score or presenting 

problem, whether change occurs at different times based on intensity of the treatment (i.e., 

inpatient versus outpatient), or provide an approximation (i.e., number of sessions) for when a 

practitioner should be concerned about the lack of progress. Implementation across different 

practice contexts may help build the literature around naturalistic AT practices. 

9.4 Paraprofessionals 

One promising area of future research includes the involvement of paraprofessionals providing 

AT services. For example, in Australia, the ATOM study includes four paraprofessionals without 

clinical training (a retired school-based police officer, one youth worker and two outdoor educators 

– one of which holds a Bachelor of Psychology degree). In 2024, these practitioners worked with 

159 youth in group settings. Youth participants attended an average of 5.02 sessions with a 0.28 

average of missed sessions. Their client self-reported outcomes include an effect size of 0.67, far 

beyond Bowen and Neill’s [1] benchmark for AT outcomes and appears to be increasing in 2026. 

These outcomes provide a promising data for influencing policy in Australia that a paraprofessional 

workforce could alleviate stress on a crowded mental health system through expanding AT delivery. 

As more ATOM research participants build enough data to achieve a high-enough level of statistical 

confidence, like these paraprofessionals have, the study can transition to explore ways to improve 

client outcomes over time. A manuscript about paraprofessional outcomes is currently in 

development, which could challenge definitions claiming AT can only be provided by licensed 

mental health professionals [6]. 

9.5 Deliberate Practice 

The first mention of deliberate practice in psychotherapy literature came when Miller et al. [62] 

spoke with the late Swedish Psychology researcher K. Anders Ericsson, whom Miller described as 

“the expert of experts” (p. 16, emphasis in original). Ericsson had studied the best athletes, musicians, 

doctors, pilots, and chess players, to name a few, and found the tests to attribute expert 

performance to genetic endowment to be “surprisingly unsuccessful” (p. 16). According to 

Ericsson’s work with colleagues [63], the top performers of their respective fields worked harder at 

their craft than the others. Ericsson’s work found that it was not time on the job, case load, or the 

demand of the practice that led to practitioners’ eliciting improved outcomes. Experience was not 

a predictor of outcome. The top performers tend to practice their work 10 times more than others. 

Referring to deliberate practice, Miller and colleagues [62] leaned into the notion that therapy 

practitioners should actually practice their craft. 
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If proven feasible, the ATOM study intends to examine deliberate practice in naturalistic settings. 

First, the ATOM can help practitioners establish their baseline effectiveness [64, 65]. Practitioners 

can use their ORS data to calculate a baseline effectiveness. From the start, those engaged in the 

ATOM study will work towards implementing FIT with 30 or more participants before data analysis 

begins, which is why the paraprofessionals’ data is so promising early on. According to the FIT 

manuals: 

Effect sizes can be influenced by random variations in a clinician’s caseload, so they are likely 

to be “unstable” or unreliable with caseloads of fewer than 30 clients. Caseloads of 60 or more 

clients are likely to yield effect sizes that are stable unless systematic changes in therapist 

functioning or caseload occur; and caseloads of 100 or more clients will provide especially 

robust or predictive effect sizes (again, unless substantial changes occur in the clinician’s 

overall performance or caseload characteristics) [66]. 

Once practitioners have established their baseline, the possibility arises to work with them 

individually to improve their effectiveness, based on their outcome data and feedback from 

participants. Linking back to the previous discussion, the ATOM study may allow space for the 

community of practice to encourage practitioners to work together to examine the creation of an 

evidence-based model for improving outcomes for AT providers, which should link to Ericsson et 

al.’s [63] and Miller et al.’s [64, 65] work around deliberate practice in therapy. 

9.6 Diversity of Adventure Therapy Literature 

Adventure therapy practice is far more diverse than the literature, which remains dominated by 

wilderness therapy programs in the US [67]. Many practitioners incorporate the outdoor 

environment and adventure-based programming into their work in ways that may not make it to 

peer review or undergo empirical evaluation. Practitioners engaged in the ATOM study represent a 

range of practices and opportunities worthy of empirical research, inquiry, and examinations of 

different practice frameworks. This project aims to raise awareness of the numerous possibilities 

and practices co-existing in AT. 

10. Conclusion 

Since obtaining ethics approval in March 2022, and at the time of submitting the present 

manuscript, the ATOM project includes more than 30 AT practitioners who have successfully 

implemented FIT into their practice, 21 additional practitioners working with the research team 

towards implementation, and a growing list of practitioners expressing interest in joining the project. 

With this paper, we intend to progress the AT research program based on our understanding that, 

yes, AT works, yet more evidence is required to explore how individual practitioners impact 

outcomes, dose effect, and whether experience leads to improved outcomes. The feasibility of this 

study is still to be determined. Additionally, a community of AT practitioners building evidence from 

their own practice may increase the diversity of AT literature and evidence while creating a 

supportive network of evidence-informed care across international contexts and professions. 
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