NMSAPJTSP

Journal of Therapeutic Schools & Programs

CHIEF EDITOR GUEST EDITOR
Ellen Behrens, Ph.D. John Santa, Ph.D.
Associate Professor & Licensed Psychologist Co-CEO

Master of Science, Mental Health Counseling Marion, MT

Westminster College
Salt Lake City, UT

EDITORIAL MANAGER

Caroline M. Graham, Westminster College, Salt Lake City, UT

EDITORIAL ASSISTANTS

Heather R. Abbott, Westminster College, Salt Lake City, UT
Jordan Briggs, Westminster College, Salt Lake City, UT

Ivy Chavez, Westminster College, Salt Lake City, UT

Anne Farley, Westminster College, Salt Lake City, UT
Blake Magda, Westminster College, Salt Lake City, UT
Bryce A. Poorman, Westminster College, Salt Lake City, UT
William Rozum, Westminster College, Salt Lake City, UT

1 ¢ JTSP Volume XI



EDITORIAL BOARD

Jared Balmer, Ph.D.
Executive Director
WayPoint Academy
Syracuse, UT

Joanna E. Bettmann, Ph.D.
Professor

College of Social Work
University of Utah

Salt Lake City, UT

Michael Gass, Ph.D.

Professor

University of New Hampshire
School of Health & Human Services
Durham, NH

Harold L. (Lee) Gillis, Ph.D.
Chair & Professor

Department of Psychology

Georgia College & State University
Milledgeville, GA

John Hall, LMFT

Director, Research & Development
Telos Residential Treatment Center
Orem, UT

John McKinnon, M.D.
Co-CEO

Montana Academy
Marion, MT

Christine Norton, Ph.D., LCSW
Associate Professor

School of Social Work

Texas State University

San Marcos, TX

Sean Roberts, Ph.D.
Clinical Director

Cascade Crest Transitions
Bend, OR

Keith C. Russell, Ph.D.
Professor

College of Humanities & Social
Sciences

Western Washington University
Bellingham, WA

John Santa, Ph.D.
Co-CEO

Montana Academy
Marion, MT

Anita R. Tucker, Ph.D., LCSW
Associate Professor

Department of Social Work
University of New Hampshire
Durham, NH

2 * JTSP Volume XI



NATSAP

The National Association of Therapeutic Schools and Programs
Board of Directors as of 01/29/2019

Tony Mosier — President
Telos Residential Treatment, LLC
P.O. Box 537
870 West Center St.

Orem, UT 84059
Office: (801) 426-8800
Fax: (801) 426-8825
Email: tonym@telosrtc.com

David LePere — Vice President
Cherokee Creek Boys School
198 Cooper Road
Westminster, SC 29693
Office: (864) 647-1885
Fax: (866) 399-1869
Email: dlepere@cherokeecreek.net

NikKki Preece - Treasurer
Fulshear Treatment to Transition
105140 Oberrender Rd.
Needville, TX 77461
Office: (801) 631-3064
Fax: (979) 793-3034
Email: nikki@fulsheartransition.com

Trina Quinney-Packard — Immediate
Past President
Youth Care

P.O. Box 909

12595 Minuteman Dr.

Draper, UT 84020
Office: (800) 786-4924
Fax: (801) 553-7124
Email: tpackard@youthcare.com

Jared Balmer
WayPoint Academy
P.O. Box 488
Huntsville, UT 84317
Office: (801) 690-7000
Fax: (801) 917-6034
Email: jbalmer@waypointacademy.com

Patrick Barrasso
In Balance Ranch Academy
6107 East Grant Road
Tucson, AZ 85712
Office: (520) 722-9631
Main Office: (877) 304-3329
Email: pbarrasso@inbalranch.com

Christian Egan
Alpine Academy
1280 Whispering Horse Dr.
Erda, UT 84074
Office: (435) 228-0092
Email: cegan@alpineacademy.org

Nichol Ernst
Summit Achievement
69 Deer Hill Rd
Stow, ME 04037
Office: (207) 697-2020
Email: nichol@summitachievement.com

3 ¢ JTSP Volume XI



Janet Farnsworth Darren Prince

West Ridge Academy Ashcreek Ranch Academy
5500 W Bagley Park Rd PO Box 39
West Jordan, UT 84081 Toquerville, UT 84774-0039
Office: 801.282.1006 Office: (435) 215-0500
Fax: 801.282.1198 Email:
Email: dprince@ashcreekranchacademy.com

jfarnsworth@westridgeacademy.org

Rick Pollard John Singleton
Solstice East Trails Carolina
530 Upper Flat Creek Road 500 Winding Gap Road
Weaverville, NC 28787 Lake Toxaway, NC 28747
Office: (435) 841-0704 Cell: (828) 974-1772
Email: rick@solsticeeast.com Email: jsingleton@trailscarolina.com

Rosemary Tippett — Ex-Officio
Educational Consultant, [IECA
2931 Paces Ferry Rd SE
Atlanta, GA 30339
Office: (770) 313-8488
Email: rosemary@rosemarytippett.com

NATSAP Staff
Megan Stokes — Executive Director Shanita Smith — Director of
4350 East-West Highway, Suite 925 Membership and Public Relations
Bethesda, MD 20814 4350 East-West Highway, Suite 925
Cell: (443) 929-6102 Bethesda, MD 20814
Office: (301) 986-8770 Office: (301) 986-8770
Fax: (301) 986-8772 Fax: (301) 986-8772
Email: megan@natsap.org Email: shanita@natsap.org
Nadia Aboulhouda — Director of Crystal Smith — Events and
Conferences Membership Assistant
4350 East-West Highway, Suite 925 4350 East-West Highway, Suite 925
Bethesda, MD 20814 Bethesda, MD 20814
Office: (301) 986-8770 Office: (301) 986-8770
Fax: (301) 986-8772 Fax: (301) 986-8772
Email: nadia@natsap.org Email: crystal@natsap.org

4 « JTSP Volume XI



NMSAPJTSP

Journal of Therapeutic Schools & Programs
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published by the National Association of Therapeutic Schools and Programs and publishes
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and processes. All rights reserved.

PERMISSION TO QUOTE, REPRINT, PHOTOCOPY Inquiries about policy and
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quantitative) must have been conducted under the oversight of an Institutional Review
Board (IRB).

ABOUT THE NATIONAL ASSOCIATION OF THERAPEUTIC SCHOOLS AND
PROGRAMS The National Association of Therapeutic Schools and Programs is a
nonprofit member organization of schools and programs and was formed to serve as a
resource for its members. Through a dynamic process, the National Association of
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MEMBERSHIP Schools and Programs interested in membership the National
Association of Therapeutic Schools and Programs are referred to their website, www.
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Preface

John L. Santa
Montana Academy

It was with great pleasure that I accepted Ellen Behrens’ request to be the
guest editor of the 11th issue of the Journal of Therapeutic Schools and Programs
(JTSP). As a founding member of NATSAP, I clearly remember the struggle and
discussions to define the goals and purpose of our organization. The goals that
emerged within the first year can best be described as encompassing two broad
components:

1. Creation of a Trade Organization capable of providing public awareness,
advocacy and representation of our services.

2. Developing a Professional Organization that would focus on improving
collegiality and sharing information to provide improved ethical and
practice standards as well as providing a conference structure and support
for research to improve the understanding and implementation of our
programs.

NATSAP is now twenty years old and has accomplished a great deal in terms
of achieving the goals that were established in the first few years. I am
particularly proud of what NATSAP has accomplished as a professional
organization that has created a rich database with more than 45 programs
contributing data. The database and research effort were established with the help
and guidance of Dr. Michael Gass at the University of New Hampshire. Dr. Gass
has managed our database and research efforts, leading to publishing numerous
excellent articles that have deepened our knowledge of what works in residential
treatment. He was also the editor of the JTSP for 10 years followed by Dr. Ellen
Behrens for these past four years. The journal has provided a space to encourage
thinking about, writing, sharing, and developing our profession.

The current issue is simply one more example of the variety of exploration we
have created in our profession. At the request of the NATSAP board, the first
article is a slightly updated reprint of an article written by myself and Jan Moss
that appeared in the first issue of the JTSP journal. This article has been updated
with information supplied by our current Executive Director, Megan Stokes, to
include a brief summary of further progress NATSAP has made in the past
decade.
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The next two articles follow the theme of this issue that focusing on the
impact of family therapy in our programs. Liz van Ryan and Victoria Creighton’s
paper, “The Call for an Integrated Family Systems Model,” provides a detailed
description of how one program developed a coherent and system wide approach
to family therapy, and how this approach impacted staff, participants, and
families. John Hall’s article continues to support the importance of family therapy
in our programs and provides empirical support for the change in family function
that takes place over the course of treatment and continuing for a post-treatment
follow up of 6-12 months. Two articles then follow that provide new methods for
assessing adolescents and the impact of residential treatment. Both articles
describe measurements of adolescents that are less based on symptomatic
diagnosis of mental illness.

McKinnon, Santa, and Solomon have developed an instrument (MAMA-t)
designed to measure changes in adolescent maturity and character development. In
a series of experiments with both a treatment population and a normative high
school population, they demonstrated that MAMA-t scores are related to
performance in a therapeutic program, and are related to, and predictive of, grade
point average and behavior in a public high school over several years.

Watters and Schultz have developed a short questionnaire that described
the current state of an adolescent along the dimensions of emotional, social, and
behavioral functioning. Their goal is to have an instrument that provides a useful
overall sense of a participant that can be tracked on a regular basis over the course
of treatment. The measure stands in contrast to longer assessments that are more
focused on specific symptoms of dysfunction.

Next, we have an article by Mike Petree that describes the “Golden
Thread Software project” that is a collaborative effort between NATSAP and
several related organizations designed to improve the ability of doing outcome
research by allowing a single participant to be tracked from when they begin to
consider residential treatment all the way through the many potential placements
that follow. This approach will provide a much cleaner data set and allow the
possibility of various types of control groups and comparisons that were
previously not possible.

Lee Gillis and his colleagues then provide a timely article about whether
opioid users have different outcomes from outdoor behavioral health treatment
programs than other participants who used drugs, but not opioids. They found no
statistically significant differences between these populations on measures at
intake, during treatment, discharge, and follow-up. However, opioid use served as
a stronger predictor for severity of relapse.
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Finally, the issue concludes with two articles that employ interviews and
qualitative research to capture some of the elements of residential treatment that
affect both therapists and participants. Jennifer Randall Reyes interviewed
wilderness therapists and used a conceptual mapping approach to summarize the
impact of wilderness treatment on therapists themselves. She found themes
emphasizing the importance and impact on therapists of the wilderness setting
itself, as well as the work-life balance of wilderness therapy, and the experienced
differences between therapy in the wilderness as opposed to traditional settings.

Riddell, Pepler, and Creighton again used interview techniques in an
attempt to uncover the aspects of residential treatment impacting participant’s
relational identity development. Among the relational changes they noted were an
increase in authenticity, vulnerability, acceptance, empathy, and honesty. They
also described a number of program elements contributing to this increased
identity development.

So, in conclusion we have a wide varieties and types of research presented
in the 11" issue of JTSP that reflect an increasing curiosity in our work and a
willingness to capture and share our information. This indeed feels like the
development of a true professional organization that is striving to deepen our
understanding, improve, and grow.

Finally, great thanks and appreciation are owed to Dr. Ellen Behrens and
this edition’s manager Caroline Graham for all of their work keeping us on track
and making this journal a first-rate professional project.
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A Brief History of the National Association of
Therapeutic Schools and Programs,
Reprinted and Updated

John L. Santa
Montana Academy

Jan Moss Courtney
NATSAP

The current NATSAP board asked if we could re-publish this article that
summarizes some of the origins of NATSAP in recognition of our 20" anniversary.
I have included the original article followed by a post-script with the help of Megan
Stokes who outlined some of the growth that has taken place in the 12 years since
the original article. In the original article, Jan Moss Courtney and I attempted to
provide a personal account of the development of the National Association of
Therapeutic Schools and Programs. Both of us were involved from the beginning,
and we have chosen to write this article from the perspective of a personal reflection
giving credit to some of the important individuals who have contributed to creating
the current organization. This is a selective history rather than authoritative and
exhaustive.
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HISTORY OF NATSAP

In the fall of 1998, Montana Academy was in its infancy. My (John
Santa’s) office was in a temporary trailer when my secretary introduced me to an
energetic young man named John Reddan. He described his background working
in admissions for a private school in Hawaii and for the National Association of
Independent Schools. He also described passionately the need for a professional
association that could advocate for this rapidly growing industry of therapeutic
schools and programs. He explained how he was visiting programs to determine
the level of interest, purpose, and needs of such a national association. He
described his personal commitment for creating an association and his need for
sponsors to help with the start-up costs. He had already talked with Len
Buccellato of Hidden Lake Academy who shared his enthusiasm, and who had
generously provided several thousand dollars in seed money to help him launch
the association.

Frankly, I was at first a bit skeptical. We were a new school with no
money for extras. In fact, we had barely begun to pay ourselves salaries. The idea
of contributing seed money to an unestablished national organization sounded
somewhat risky. While John seemed a bit like a polished salesman, I saw his
focus and honesty. He had vision, and like most of us who have started our own
programs, John was an entrepreneur with a dream.

I liked his vision and felt that a national organization would serve many
purposes. I also wanted a professional organization that would allow colleagues to
exchange information and ideas. The earlier history of therapeutic programs
seemed more competitive and isolated. A professional organization could become
an opportunity to develop colleagues and share information in a more professional
manner.

As a psychologist, I was already participating in several professional
organizations and found them immensely helpful, but none of these organizations
was directly relevant to my current professional needs. Many of us possessed
years of experience and training as psychologists, psychiatrists, social workers,
teachers, or experiential educators, but what we were currently doing in
therapeutic communities was different. In many ways, we were forging a new and
more effective continuum of care for troubled adolescents that extended far
beyond the scope and vision of more traditional health care models. We needed
our own forum, our own association.

John invited me to attend an organizational meeting hosted by himself and
Len Buccellato at an Independent Educational Consultants Association (IECA)
conference in Atlanta. I felt honored to be invited, and when I attended the
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HISTORY OF NATSAP

meeting, | came away impressed and even more enthusiastic about the idea of a
national association. Our school and five other organizations put up seed money
that added to the donation of Len Buccellato to launch the organization. The
founding programs included Hidden Lake, Cascade School, Spring Ridge
Academy, Montana Academy, Aspen Youth Services, Three Springs, and Crater
Lake. These six founding programs contained a mixture of both new and
established programs. Most of us in the new group liked the idea of being
included and the opportunity to develop our profession, share information, and
learn from others. Those from more established programs joined because it was
time for a solid professional and trade association. We all shared John Reddan’s
well-articulated dream.

The next chapter in the evolution of NATSAP occurred when John
Reddan announced an organizational meeting in true “field of dreams fashion.”
The meeting occurred in January of 1999 in Albuquerque, New Mexico. I was
quite skeptical that anyone would come, but 66 individuals from forty-four
different programs attended. John Reddan facilitated our discussions, and the
group concluded by forming an association, electing the first Board of Directors,
and establishing consensus on priorities for the organization.

Jan remembers her early contacts with John Reddan as follows: “In
December of 1998, John Reddan contacted me at Spring Ridge Academy. Our
Admission Director had attended the Atlanta organizational meeting, and Jeannie
Courtney, the founder and CEO of Spring Ridge Academy, had expressed interest
in supporting John’s vision. Jeannie felt that she could not spare the time from our
relatively new program but asked me as Executive Director to represent Spring
Ridge at the New Mexico meeting.

“The night before the big meeting, the six sponsors sat around a large
dinner table. John assigned us our tasks as facilitators of small group sessions to
formulate the wants and needs the various schools and programs would expect
from a professional organization. As I look back, [ am amazed at John’s vision
and certainty that the organization already existed, and this meeting was simply a
formality in establishing the direction. I found myself caught up with his
enthusiasm and commitment and thus began my journey into the foundation and
growth of NATSAP.”

The first Board of Directors included: Michael Allgood (Cascade School),
Tim Brace (Aspen Education Group), Len Buccellato (Hidden Lake Academy),
Bobbi Christensen (Crater Lake School), Kimball DeLLaMare (Island Lake RTC),
John Mercer (Mission Mountain School), Jan Moss (Spring Ridge Academy),
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John Santa (Montana Academy), Rosemary Tippett (Three Springs), and Diane
Albrecht was asked to join our board as an ex-officio representative from IECA.

At the first board meeting, we elected a slate of officers — Kimball
DeLaMare as president, Tim Brace — vice-president, John Mercer —Treasurer, and
Jan Moss — Secretary. Kimball was the perfect first president. He had tremendous
credibility with vast experience as co-owner of a highly respected program. Even
more important, he is a public relations genius. Kimball knew everyone in the
therapeutic community — all of the consultants, and probably the names of
everyone’s children. He has a terrific sense of humor, does standup imitations
(particularly of his business partner Jared), and has a deep passion for helping
adolescents and their families.

Under Kimball’s capable charismatic leadership, our board began meeting
regularly to flesh out the organizational structure and to envision how we might
carry out the tasks of our new national association. We all paid our own travel
expenses to meetings, met in a condominium generously donated by Jared Balmer
and Kimball, and began talking. As with any group, the first few meetings were
about establishing trust and a sense that we could work together.

As you might imagine, the idea of imposing order and structure on a
group of individuals who were mostly therapists, as well as owners or leaders of
their own programs, was a challenge. In a remarkably short time, however, we
came to respect each other, enjoy one another’s company, and saw how each of us
could contribute to the group. Michael Allgood and Tim Brace brought a wealth
of knowledge about the evolution of therapeutic schools, both tracing their roots in
the field directly to Mel Wasserman who was the founder of the original CEDU
schools. Both Rosemary Tippet and Tim Brace worked for large therapeutic
program corporations but made a point of being supportive and not insisting that
the power flow only to the larger corporations. One had a sense that they would
help marshal their company’s resources to help all of us. Rosemary was
particularly impressive in her ability to listen carefully and then share all that both
she and her company had to offer in order to make the association more
successful. John Mercer quickly emerged as an articulate and thoughtful
professional with a background that was more experiential and educational in
nature. He had served for many years on the Pacific Northwest Association of
Accredited Schools (PNAIS) Board of Directors and readily shared his knowledge
of effective non-profit boards. He helped establish a responsible financial
structure. Jan Moss’s strong background in business and organization helped keep
us focused, organized, and on task. She made an extraordinary effort to produce
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coherent minutes from our early meetings (when it was rare that fewer than three
people were talking at any one time!). As a psychologist and ex-university
professor, John Santa added a strong sense of what a professional organization
could do to help improve our service to children and families. Diane Albrecht was
remarkably warm, encouraging, and supportive. She listened carefully, and if we
strayed or were about to make a hasty decision, she would interject with her
Maine accent a gentle bit of corrective advice. I am certain that John Reddan had
no idea what he was getting into when he proposed an organization with such a
strong willed and opinionated board.

We struggled to create order and process out of passion, enthusiasm, and
good intention, and it quickly began to happen because everyone so willingly
committed time and energy into the project. Special commendation must go to
Kimball, who spent endless hours outside of our board meetings promoting the
association and providing leadership to establish NATSAP as a credible
undertaking that deserved the support of all responsible programs.

The initial organizational meeting also established a set of priority
projects including: standards for ethical practice, an annual conference, employee
referral service, public relations support, outcome studies, a directory, training
workshops, statistics, lobbying support, and a purchasing consortium. These
priorities reflected a mixture of goals to create more professionalism and
collegiality coupled with the need for political voice, general marketing, resource
pooling, and public relations support.

Over the last six years, members of NATSAP have made considerable
progress on most of these goals. Within a year, we published a directory listing 66
programs and held our first national conference in Tampa, Florida with 230
individuals attending even though an impending hurricane forced a change in date
and venue.

Work on ethics and standards became the top priority and provided a
model for engaging broad member input and consensus. The Ethics and Standards
Committee conducted a series of retreats or “summits” to forge consensus on basic
ethical and practice issues describing ethical, well-run programs. These meetings
generated enthusiasm, commitment, and cohesion for the organization. John
Reddan wisely chose wonderful sites for the retreats that led people to relax,
become colleagues, walk on the beach, and at the same time work hard to develop
and achieve consensus on ethical principles and practice standards. The first
meeting was in a beautiful home overlooking the Pacific Ocean in Santa Barbara.
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We came away from this “West Coast meeting” committed, sun tanned, and
engaged in the process of establishing ethical principles.

A year later we had an “East Coast” ethics summit on Tybee Island,
Georgia, with more walks on the beach coupled with serious discussion of ethics
and standards and sprinkled with my first encounter with Krispy Kreme’s,
enthusiastically pushed by Carol Thorne and John Reddan. That year we also had
a Standards Committee meeting in Bigfork, Montana overlooking Flathead Lake,
resulting in a draft of practice standards for NATSAP member programs. We
tediously developed consensus around practice standards endorsed by small
programs, independent schools, and residential treatment centers. Obtaining a
reasonable balance among the influence of wilderness programs, medical models
of RTC’s, schools, and experiential programs was no simple task.

However, we emerged with a set of general guidelines that would tolerate
diversity of approach while still insisting that all programs address basic safety,
structural, and process issues necessary for any responsible program. This
committee represented a depth of experience and perspective. Sharon Laney from
Three Springs and Donna Brundage from CEDU waded through the intimidating
language of human resource, OSHA, and risk management issues, translating
these concepts for those of us who have resisted bureaucracy. They cut through to
the core concepts and made them accessible for all of us. Paul Smith and Penny
James grasped the intent of the policies, generalizing them so that they applied to
rural and wilderness settings while still allowing these very different approaches
to contribute their own flavor. The process was stimulating and effective. While
Jared Balmer could not attend the meeting, it is important to note he provided a
working draft of standards as a framework to guide our discussion. With his work
in hand, we discussed each proposed standard and achieved a workable consensus
for all levels of our members. From the beginning, Jared provided tremendous
support and “behind the scenes” guidance.

The work on ethics and practice standards was seen by most of us as our
first priority for several reasons. First, establishing standards and creating
opportunities to discuss ethical issues would raise the level of practice for all
programs who participated. Second, having clear standards allowed members to
set themselves apart from the many other programs who were not operating
according to these basic standards of quality. Finally, the adoption of standards
allowed us to advocate our unified positions to the public, legislative bodies, and
regulatory agencies.
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Parallel to this work on standards, John Reddan quickly produced the first
NATSAP Directory in 2000, containing 66-member programs. This annual
directory grew to include over 100 in 2001 and was approaching 150-member
programs in 2005. The Directory has become widely circulated and used by all
referring professionals. It continues to provide a major piece of public relations,
awareness, and marketing for the entire industry with more than 10,000 copies
distributed in 2005.

Another early goal was to establish a tradition of first-rate professional
conferences. The first NATSAP Conference was scheduled in September 1999 in
Tampa, Florida. However, a hurricane threatened to ruin the conference, and John
Reddan and Conference Chair Rosemary Tippett (Three Springs) made the
difficult and frightening decision to cancel and reschedule our first conference in
January 2000. Thus, began the tradition of scheduling our annual conferences in
the winter and in warmer climates.

The first conference was intimate with 230 attendees and set a tone of
collegiality and professionalism. Most of the presentations were by our own
members and were very well received. Talks by John McKinnon, M.D., Jared
Balmer, Ph.D., and many others established the precedent of sharing information
among professionals rather than pretending to have a special arcane knowledge
known and closely guarded by the charismatic owner of a particular program. The
openness of these presentations and the atmosphere of talking with each other as
colleagues rather than competitors created new relationships, fostered the
development of our profession, and promoted a high standard for all future
conferences.

In 2001, we found ourselves in San Diego where we shared information
on topics ranging from “How Horses Teach Non-Verbal Crisis Intervention”
complete with horses on the Mission Bay beach, adoption, and dealing with the
impact of suicide on a program in an informative presentation by Andy Anderson.
The conference, under the leadership of John Reddan and Conference Chair,
Bobbi Christensen (Crater Lake School), proved to be a huge success.

In 2002, Andy Anderson, the new Executive Director, and Conference
Chair Jan Moss (Spring Ridge Academy) led us to Hutchinson Island near Stuart,
Florida where the focus was “Facing the Future.” David Brodzinsky, Ph.D.
provided a stimulating address on adoption, and Gary Ferguson, author of
Shouting at the Sky, gave us glimpses into the power of the human spirit and the
healing that is possible when linked with the beauty and challenges of the
wilderness.
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We continued with our themed conferences in 2003 with “Focusing on
Families” in beautiful Santa Barbara, California and chaired by Penny James
(Explorations). NATSAP members and colleagues conducted breakout sessions,
continuing in the standards of excellence for learning and collegiality. Michael
Jenike, expert on Obsessive Compulsive Disorder, and Claudia Black, Ph.D.,
author of 1t’s Never Too Late to Have a Happy Childhood, gave our keynote
addresses. By this time, our conference had grown from 230 attendees at our 2000
Conference to 363 attendees at this conference.

In 2004 we found ourselves in Clearwater Beach, Florida as Conference
Chair Will White (Summit Achievement) focused the conference on “Best
Practices” where he provided 28 excellent breakout sessions and keynote
addresses by Dr. Edward Hallowell, M.D., Michael Gass, Ph.D., and Carol Santa,
Ph.D. A tradition was born when Kimball DeLLaMare, the first President of the
NATSAP Board of Directors, was presented the first NATSAP Leadership Award.

At the 2005 “Working Together” Conference held in Tucson, our
attendance reached a new record of 636 attendees. Conference Chair James
Meyer (Oakley School) began another tradition with “Community Gatherings,”
with topics ranging from lowering costs to working toward ethical relationships
between programs and consultants.

Throughout the planning and organization of all conferences, Rosemary
Tippett, Jan Moss, Penny James, and Sarah Moir (Catherine Freer Wilderness)
were invaluable resources to their success.

Finally, it is important to credit the direct leadership of NATSAP. Since
its inception, NATSAP has benefited from having a succession of three full time
executive directors, each of whom brought energy and talent to the position. As
mentioned earlier, our first Executive Director, John Reddan, was a major
visionary and founding influence. The next Executive Director, Andy Anderson,
helped to build membership and offer support to the many smaller and beginning
programs. Jan Moss, another past Executive Director, had the benefit of years of
history with the board and tremendous organizational skill. She helped to make
NATSAP a strong, well-run organization that could support a much broader range
of activities. Jan concentrated on expanding regional chapters and conferences to
reach deeper into the membership base. She also created a central structure that
could support all of the committees and help them to achieve their goals.

NATSAP has also benefited from the committed leadership of three
presidents. Kimball DeLaMare, Paul Smith, and John Santa have all provided
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support for the executive directors, leadership for the board of directors, and
served as effective representatives and spokesmen for the entire industry. All
three are dedicated not only to NATSAP but to helping adolescents and their
families. All three are clinicians, program owners and developers, and strong
advocates of responsible, ethical, residential treatment.

As we entered 2006, we saw that NATSAP had fulfilled the initial vision
of creating a strong professional and trade association. Both NATSAP and the
entire industry had grown rapidly in the past seven years. NATSAP has helped
raise awareness of best practice standards and encouraged a lively professional
exchange of ideas and information. By establishing a sense of professional
collegiality, NATSAP has contributed to safer, more responsible programs
available to serve troubled youth and their families.

In the next ten years, we expect NATSAP to continue to grow in
membership, visibility, and stature. NATSAP membership already establishes a
standard of practice, quality, and professionalism that sets member programs apart
from others who take a less professional and more market-oriented approach. Our
programs must continue to offer high quality ethical practice and a willingness to
constantly examine our profession to seek improvement.

We must be mindful and careful of competition and marketing as forces
that can erode the development of our profession. We must guard the collegial
professionalism and sharing that has developed at NATSAP, and in the next
decade we must expand our professionalism to offer genuine research and
exploration of what we do, of what is effective, and what are the limits of our
work. NATSAP members must go beyond customer satisfaction surveys and
simple outcome measures to explore across programs what we are doing and
determine the basis of effective intervention. Such exploration requires openness,
collaboration, and sharing of information. It will require developing data banks
that will make possible long-term study of our work.

As a trade association, we envision NATSAP developing more clout and
presence as the advocate and spokesperson for our industry. We are already
contacted on a regular basis for commentary and information releases, but we need
a larger national presence to represent our industry proactively as opposed to in
defense from attacks aimed largely at programs who fail to meet NATSAP
standards. All of us as members must work to establish NATSAP as our public
advocate and representative in order to protect us from potentially harmful
legislation and spurious attacks that damage all programs. In summary, we expect
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NATSAP to grow markedly in importance as both a professional and trade
association in the next decade.

POST SCRIPT—2018

Much has changed as NATSAP begins its 20" year. NATSAP has grown
from the initial 66 programs to the current 181 programs, together with 131
individual members, and 11 affiliates. It is also true that many programs have
come and gone with only two of the founding programs (Montana Academy and
Spring Ridge Academy) still in operation.

Following Jan Moss’s Term as Executive Director, Cliff Brownstein
served as Executive Director for 8 years followed by our current Executive
Director Megan Stokes who has been at the helm of the organization since 2017.

NATSAP has also grown to sponsor much more than an annual
conference and a directory. In 2018 we hosted a national conference with 836
attendees as well as seven regional conferences including:

Southwest: 180
Utah: 424

Rocky Mountain: 100
Northwest: 65
Midwest: 106
Northeast: 285

Southeast: 183

In addition, we now have an annual Leadership Summit that allows
program executives to gather in a collegial manner to discuss operational issues
within a safe environment to discuss important and sensitive issues relating to
program leadership, development, and safety devoid of the competitive forces of
marketing to referral sources.

NATSAP has continued to financially support a large research effort
begun more than 10 years ago when we created in an arrangement with Michael
Gass, Ph.D. at the University of New Hampshire. He, in collaboration with the
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NATSAP research committee, created a NATSAP database coupled with a basic
outcome research protocol that allowed all programs to begin collecting outcome
data to help us better understand the impact of our programming. The NATSAP
effort combined with the Outdoor Behavioral Health Research Cooperative
created thousands of data points across more than 40 programs. These data have
led to dozens of articles that better support and define the impact of NATSAP
programs and consequently have deepened our understanding of our collective
work.

We also launched the Journal of Therapeutic Schools and Programs
(JTSP) in 2006 that has created a specialized forum to publish both empirical and
qualitative research, as well as case studies and reflective articles on the state of
our profession. Michael Gass, Ph.D. was the editor for the first decade of the
journal succeeded by Ellen Behrens, Ph.D. in the past four years. They have made
the journal into an increasingly high-quality vehicle to further investigation,
deepen understanding, and create the body of relevant evidence to support the
effectiveness and need for NATSAP programs.

In the past two years the support for research has continued as the research
committee initiated and the board approved the Research Designated Program
(RDP) designation that has encouraged more than 47 programs to engage in
systematic outcome research and join in the NATSAP research initiative. In order
to achieve the RDP designation, a program must demonstrate that they have
established a systematic program for collecting outcome data and examining the
impact of their program. A continuation of research initiative is the “Golden
Thread” project that has just been launched this year in collaboration with Michael
Petree, M.S. This project attempts to provide a sophisticated database analysis
that will allow us to track an individual client before the beginning of treatment
across multiple NATSAP program placements allowing us to link together
relevant data, creating the possibility of a “wait list” control. In addition to all of
our research efforts, NATSAP has produced a variety of other publications to keep
our members connected and aware of changes in the profession. Publications
include the NATSAP Directory, We Are NATSAP and NATSAP Press, Education
News, and Best Practices, all in the form of newsletters to provide programs a way
to stay connected and discuss the latest activities and changes in their programs.
Similarly, the NATSAP website has evolved to provide a rich resource of
information about all that NATSAP offers to members, referral sources, parents,
and the general public.
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At our national and some regional conferences, we have established Link
n’ Learn relationship workshops in order to facilitate consultant-program
relationships, allowing our programs to introduce themselves to referral sources in
an effective and efficient manner.

NATSAP has brought its government relations and lobbying activities in
house (at a greatly reduced cost) and is now active on both the state and federal
level. Our annual Hill Day has established NATSAP as a presence on Capitol
Hill. In 2019, NATSAP will conduct their first state advocacy day in Salt Lake
City. Our lobbying efforts are aimed at creating a single recognized voice for our
programs that can inform legislators of the value and effectiveness of our
programs and guard against uninformed and reactive legislative efforts to control
our profession in ways that will reduce our ability to provide quality care for our
clients and families.

NATSAP continues to retain 92-94% of its members each year. The
average association experiences a less than 85% renewal rate. In short, at twenty
years our organization has developed into a helpful, mature professional
organization, and we look forward to continued growth and service to our
programs, as well as to their clients and families.
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The Call for an Integrated Family Systems Model

Liz van Ryn and Victoria Creighton
Pine River Institute

Providing transformative family therapy within a therapeutic treatment program is
difficult to do. Pine River Institute attempted to meet this challenge by integrating
a family systems model throughout their treatment program. The family systems
model is largely informed by Satir Family Therapy, given the focus on strengths,
personal responsibility, and experiential nature. Three significant programs changes
were needed in order to ensure the success of the integration of the family system
model: shifting treatment philosophy and culture within the organization, adopting
a family therapy model, and training and self-development work for all staff.
Program objectives and descriptions were offered, as well as preliminary findings
(from both parent narratives and from the research and program evaluation
department) on program efficacy.

Keywords: therapeutic treatment programs, Satir family therapy, family
systems
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Providing transformative family therapy within the confines of a
therapeutic treatment program presented a challenge on a number of fronts; from
the geographical, when parents are far away from where their son or daughter is
receiving treatment, to the cultural, when myths about treatment include the
concept of sending your child off to “get fixed.” Larger still, however, was the
challenge of pinning down what family engagement and participation was
supposed to accomplish. Even more daunting was the implementation of a family
therapy model that achieved sustained change within the family system, which, in
turn, sustained positive change for the adolescent. In this article, some of the
journey taken at Pine River Institute will be shared to establish efficacy in the
family program using a fully integrated family systems model that leans heavily
on Satir Family Therapy.

Parent engagement is a key to success in a therapeutic treatment program.
The argument is well-established by Krissy Pozatek (2010; 2014) in her books The
Parallel Process and Brave Parenting. What do we really mean, however, when
we say that we engage parents and work with the families of the youth that we
treat? Levels of engagement can vary tremendously across programs. In some
cases, the parents serve solely as administrative support, providing financial
resources and ensuring that the child makes it to therapy. In other programs,
parents may be included in the therapeutic process to the extent that they are kept
apprised of their child’s progress and processes, participating through phone calls,
letters, and visits. They may be given books to read, podcasts to listen to,
educational workshops to attend, and the opportunity to do a personal therapy
retreat. Brad Reedy (2015) took it to a level deeper and advocated for deep
personal change in the “self” of the parent in his book The Journey of the Heroic
Parent. But how do we support parents to achieve these crucial changes? As we
developed our family program at Pine River Institute, we read these books, we
believed in them, and we tried to sell our parents on the idea that their parallel
process is essential to the sustained growth and health of their child. We also
continued to ask ourselves, what does the parallel process mean for a parent, and
how do we help them actually grow alongside their child? How do we build full
engagement in the therapeutic process with clear goals towards family system
change? How do we ensure that our very differently trained therapists are
grounded in an approach that moves families closer to these goals? What are the
most effective therapeutic techniques that we can use to deliver therapeutic care to
parents? And how do we dispel the myth that youth are dropped off to be “fixed,”
without indirectly blaming the parent?

In looking for the answers to these questions, we realized what a tall order
we had set up for ourselves. First, we discovered that we spoke the words “family
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systems approach,” but we did not really build a culture within the staff and within
the families that could support the kind of deep work that parents needed to do in
order to really change the family dynamics. We discovered some hard truths. No
matter which way you come at it, parents feel blamed; in truth, we often blame
parents when things are not going well. We also discovered that we mostly
focused on the child maturing and mostly hoped that the family would shift
enough to sustain the emotional growth of the child. In short, we found ourselves
wanting.

Subsequently, the process to fully develop from the state of realization
that we lacked a true and effective family therapy program into an integrated
family systems model that actually transforms parents and families has been a
gradual and fairly natural one. There was no single “aha” moment where we felt
we “got it.” However, by recognizing the importance of parent engagement right
from the beginning, we organically evolved our “scatter gun” approach, offering a
plethora of options for therapy, learning, and growth, and we developed a
comprehensive, unified approach to family work. As our program philosophy
grew and matured, we slowly refined and streamlined our approach, adopting a
coherent family systems model for therapy and skills development for parents,
training all of our staff in the model, and “peppering” our program with the
components of the model. Now, with a trained and dedicated staff, we offer a
fully integrated and goal-driven family systems model for transformative and
sustained change in our families. Before we embark on a description of the
mechanics of the program, however, we need to focus on the paradigm shift that
has allowed these mechanics to work.

Crucial Components for Program Change

There are three inter-connected crucial components to the paradigm shift
that we have achieved in our program. The first is a genuine shift in our treatment
philosophy to focus on the health of the family system in which the youth is
embedded. We embed this language of system change early on in our program, in
our literature, on our website, and in our first meetings with families to mitigate
any surprises for parents after the youth is in therapy. The families quickly learn
that they are “too important not to be a part of the problem,” just as they are the
key to the solution. Jokingly, we deliver the good news: “you did not cause this
problem with your child,” and we deliver the bad news: “but it’s not likely to
change unless you change.” We worked hard to create a culture amongst the
parent community that values and is engaged in self-growth and the development
of a deeper maturity within themselves with the main message being that if a
parent is going to "help develop the self of a child," they need to have a "mature
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and separate sense of self" themselves. Parents are daunted by this, as well as
curious, often recognizing early in the process the particular steps in the dance
they did with their child. Our approach capitalizes on that curiosity, and parents
soak in the attention we pay to them and their development, often with a ready
willingness to explore themselves and their impact, for better and for worse.

The second crucial component is the adoption of a family therapy model
that is strengths-based and focused on self-growth, self-responsibility, and
communication. Our culture at Pine River has always been one of appreciation of
strengths, so when we stumbled upon Satir family therapy, it was a natural fit.
The universality of the model, the firm adherence to the belief that we are all
inextricably connected, the focus on congruent communication, and the emphasis
on growing the self of the therapist helped instill a genuine belief that we can
support anyone to grow their self-esteem (Satir, 1991). Satir family therapy offers
parents a chance to honor the coping strategies they learned as a child and to set
them aside in order to develop a new relationship with their son or daughter. It
has been a winning combination that has offered parents an opportunity to
accurately recognize and accept themselves, to dissolve their guilt, own their
emotions, and to open up to developing a deeper maturity within themselves. In
short, it helps to develop a separate and strong sense of self so that they can be
better connected in the relationship with their child.

The third crucial component is a comprehensive training of our clinical
staff in Satir family therapy through experiential learning and engaging in our own
self-growth. Family work is hard work. It’s well worth it, but there is no denying
how difficult it is. Many therapists are not adequately trained in family therapy
and/or lack confidence in their ability to influence families. Younger therapists
who have not been parents themselves can struggle to relate to the issues that
parents face. We are all, to some extent, vulnerable to having an imperfect
awareness of our own coping stances and unresolved family issues, and therapists
are particularly vulnerable as they wade through the deep emotional muck with
their clients. An easy trap for any therapist to fall into is the tendency to blame
parents and to subsequently dismiss them from the change process. This
countertransference can make therapeutic progression difficult, as boundaries
between the self of the therapist and that of the client can get blurry. However, by
training in experiential learning using the Satir methodology, we mitigate this risk.
Our clinical meetings have become a safe space in which we talk about
countertransference dynamics, along with other family issues that surface, so that
we can move forward in our work with more appropriate boundaries and a
healthier therapeutic perspective. This fosters the competency and confidence of
therapists and makes for a coherent and highly supportive team.
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We have also trained our front-line residential youth workers in
components of the Satir model, including coping stances, temperature checks, the
iceberg, and family sculpting. We have provided opportunities for everyone to
explore their own family of origin dynamics, and we provided safe learning space
to reflect on how this impacts their relationships with other staff, the youth, and
the parents. With a well-defined Satir family systems approach that includes
relevant professional development, therapists and staff on the floor have a
framework in which to conceptualize the family dynamics, as well as a clear idea
of what needs to change in order for the family system to experience greater
health. A sweet example of how this manifested itself is occurred when our
somewhat gruff chef shared with staff that he believed a student who was working
in the kitchen was "placating" the kitchen staff as opposed to being "congruent.”

Each of these crucial components leans heavily on the others and on a
belief in the importance of creating an emotional growth program for the family
that is focused on the parents growing as much as their child. This model
permeates our student, parent, and staff culture with a common language, shared
understanding of family dynamics, and collaborative approaches to fostering the
necessary growth and healing in our families. This allows us to help families
dispel existing myths about blame, engage families in systems change, develop
professional competency, and ultimately foster better health among our youths.

How Does the Integrated Family Systems Model Work?

The most important factor in developing a fully integrated family systems
model is the director of family programs position, which is dedicated to
developing and leading the family program, writing curriculum, supporting
therapists who have challenging families, and making sure all that we do is true to
our model and philosophy of how to help heal families. While the primary
therapist takes responsibility for their specific team of adolescents and their
parents, the director of family programs is available as a resource for consultation
and support across the entire program for all of the therapists and all of the
parents. The training for this position is grounded in specific training in family
therapy, supervision, and leadership, which allows this staff member to play an
important role in facilitating change within the organization.

Our integrated family systems model seeks to promote and sustain change
within the family system by integrating three main strategies:

e Utilizing the theoretical principles of Satir family therapy as our primary
methodology for opening up the family’s awareness of their strengths, as
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well as those aspects of family functioning that perpetuate the
adolescent’s behavioral issues

Providing a therapeutic and educational process that supports our parents
in developing a separate sense of self from their children so that they can
truly recognize and be in connection to their child

Offering psycho-educational resources to support the mechanics of family
health, including healthy boundaries, communication skills, emotional
regulation, etc.

All of this is delivered through a comprehensive family program that supplies
formal and informal opportunities for growth throughout the length of stay of the
adolescent. Contrary to the previous “scatter gun” approach, we have now more
carefully shaped our content and mechanisms for growth and learning. We
provide formal learning opportunities, biannual two-day parent workshops, an
intensive three-day therapy process for parents, family phone calls, therapy
sessions, support groups, and multi-family sessions.

The overall goal of the program is to support family members to heal and
grow so that they can engage in a healthy and loving relationship with each other.
The objectives are:

To provide programming opportunities that invite family members to
reconnect, enjoy each other’s company, and build relationship through
games, sports, shared meals, low-key visits, and group therapeutic
programming

To build engagement and invite family members to be open to grow
To increase parents’ ability to be attuned to their children and to set limits

To help parents understand their part in the unhealthy family dynamics
and give them the tools to change that

To support parents to take ownership of the health of their family and
assist their child's movement towards independence.

(See Appendix A for a synopsis of how the various components combine to
support the objectives and a detailed description of these components.)
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Sunday Family Visits

Sunday family visits are the main vehicle for achieving the first objective,
and they include Sunday brunch, followed by a multi-family psychoeducational
group in which all family members participate, including little ones and grand-
parents, followed by an unstructured visit or off-campus outing with the
adolescent. The multi-family group provides a venue where we can focus on
connection and relationship as families learn the mechanics of healthy family
functioning. Themes that would typically be covered include communication
skills, how to do a Satir temperature reading, healthy boundaries, Satir coping
mechanisms, and the Johari window. The activities are fun and engaging and
promote conversations amongst family members that may not occur otherwise.

Tuesday Support Groups

These weekly groups alternate between phone-in support for families who
are geographically dispersed, and in-person groups for local Toronto families.
They provide a combination of content and process. Phone-in groups center
around a topic that aligns with whatever themes are being covered in the Sunday
multi-family groups. A provocative article or video is sent out a few days prior to
the call, and parents are invited to reflect on themselves in relationship to the
material. It is a challenge to make this into a “process group” experience.
However, parents seem to share openly about themselves in this format, and
emotional expression is not uncommon. As our program develops, we are
achieving more refinement in the content for these sessions so that each month
covers a particular “unit” or theme that supports our objectives in a more targeted
manner. In-person groups are run as process groups where parents bring forward
their current concerns. The emphasis is on peer-to-peer learning and support as
the therapist promotes sharing of ideas and experiences and punctuates these
liberally with Pine River Institute (PRI) philosophy.

Parent Workshop

The second and third objectives are achieved primarily through our
formalized parent workshop, a two-day event that takes place at the campus twice
a year. This is considered a mandatory part of the program for parents (we usually
have 99-100 percent attendance). The content of the workshop is tailored to the
stage that the parent/child is at in the program and is comprised of lecture series,
self-development groups, and process groups.

The lecture series provides education to ensure that every PRI parent is
aware of the maturity model and philosophical stance that our program is built on,
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as well as attunement and limit-setting, which are the mechanics of our parenting
philosophy. Both are based on the work of John McKinnon (2008) and John
Santa. The lectures for first-time attendees also focus on our family systems-
based philosophy of parent involvement, and every parent is made aware of our
invitation to grow as a person. These lectures are built on the work of Krissy
Pozatek and Brad Reedy.

For the self-development groups, we divide up parents according to what
we hypothesize to be their area of “stuckness” in their personal growth as
evidenced by their style of connection with their adolescent. For example, parents
who are enmeshed with the child are grouped together and may discuss how
enmeshment is actually a form of abandonment for the child. Parents who have
high expectations and a more authoritarian, overtly controlling style would be
grouped together to explore what it might be like to let go of control or
perfectionism. Parents who have an attachment style that has been shaped by
inter-generational trauma are grouped together to learn about the impact of trauma
on the brain.

The process group component of the parent workshop includes a parent
process group with other parents, as well as a parent/child process group, which is
a very powerful experience for most families. Both groups are organized around
the child’s particular team, and, in both groups, therapists raise a question to the
participants to guide and focus the conversation. Parent process groups generally
focus on parents sharing what they are working on in their own self-development.
This presents yet another opportunity in an iterative process in which, throughout
the program, parents are asked repeatedly to try to articulate their understanding of
what they need to change in themselves. Depending on the stage of growth of the
parent/child, questions posed in the parent/child process group can range from an
opportunity to express appreciation for each other, to more challenging questions.
For example, we might ask, “What is your biggest worry about your family’s
functioning? Reflect on what you need to change in order to make things go
better in the family.” These are generally highly emotional groups, and they lean
heavily on the power of having all of the parents and kids witness, honour, and
support each other’s revelations.

Parents who have attended more than two parent workshops are offered a
customized workshop with our after-care coordinator. The after-care coordinator
takes over from the primary therapist once the adolescent has transitioned from the
residential program. Their role is to help the parent develop and refine the
contract between parent and child, set realistic expectations for what might happen
in after-care, emphasize the importance of continuing to develop connection with
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their adolescent, and continuing to set boundaries. Their focus during the parent
workshops is on assisting parents to prepare their child to launch. This captures
our fifth objective.

Parent Intensive

The three-day parent intensive is another mandatory activity for parents
and is the main venue for achieving the fourth objective, which we believe is
crucial to the overall outcomes for the adolescent. The intensive is a residential
retreat for up to 10 parents that takes place over two evenings and three days.
Participants stay at a small retreat center, sharing in the preparation and cleanup of
meals, basically living together during this time. The intensive is rooted in Satir
family therapy principles and practices. On the first evening, parents have a
chance to share their story with everyone and express their vulnerabilities and
their strengths; trust and safety are established within the group. In the morning,
we review the Satir coping stances, and each person draws a complete family of
origin map. Over the next thirty hours, we work our way creatively through
“sculpting” some aspect of each person’s family. This is a powerful and moving
process as parents participate in each other’s sculpt. The magical universality of
human experience is what grounds Satir family therapy, and it manifests itself in
innumerable ways during this process. Parents then have the opportunity to come
back down to earth and sort through what they have learned, its practical
applications in their lives, and how it can re-shape their role as a parent. Their
adolescents are then invited in for the final process group to share with their
parents what they need from them and to hear about what their parents have
learned. The degree of alignment at this stage is often astonishing to the parents
and extremely validating for the adolescents. For example, a parent who has
discovered through her sculpt that what she really needs is to look after her own
needs rather than focusing so much on her child is astounded when at the end of
the intensive her child says, “Mom, I think you need to look after yourself better.’
A statement like this from the child or from the therapist would have been empty
without the powerful experience of the sculpt to ground it into the parent’s
conscious awareness.

b

Parents self-select for the intensive based on their availability. We have
tried to group parents from one team together, and although this is great for
building support, it has proven to be logistically infeasible due to the staggered
entry of our students. We continue to learn about this process. For example, in a
recent parent intensive, we had inadvertently grouped together some “reluctant
participants.” These were parents whose personal experiences made them guarded
and reluctant to engage. The justification for their reticence became apparent
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when the family sculpting started. Each person had a very difficult and disturbing
childhood that they had survived via coping and defense mechanisms that needed
to be in place. This shared history of coping helped develop connection and
validation for the participants, but it also detracted from the learning, as there was
less modelling of health within the group. Some less healthy coping mechanisms
were reinforced during the informal discussions that took place in the evening.
Families start the program at different times throughout the year, so it is difficult
to offer the family program in a specific order. For example, one family might
have the intensive workshop in their second month, whereas another might not get
this portion until later in the program. Another family might not have
accomplished all of the reading assignments before attending a parent workshop.
We have found that the order of obtaining information and experiences is not
particularly crucial, and that we can only do so much to control a person’s change
process.

Our multi-pronged approach plants seeds along the way that germinate for
different people at different moments in the process. Some families may do all of
the required work but not get their “aha” moment until late in the program during
a family session that takes place after the child has started the return home.
Repetition of the message in different formats, including experiential (e.g.,
sculpting) and didactic, combined with lots of connecting time with their son or
daughter, adds up in its own unique way for all of the families who are truly
engaged.

Family Therapy and Weekly Phone Calls

Ongoing family therapy and weekly phone calls with parents build on the
self-awareness that grows throughout all of these events. Our weekly phone calls
are more than just an update about the child. The primary therapist for the child
takes the lead with this work and consults regularly with the director of family
programs to provide continuity in the process and to ensure that phone calls and
sessions are targeted on the therapeutically salient matters at hand. Consultation
and communication between these two roles are critical, and we take advantage of
weekly formal opportunities as well as “lunch-line” conversations. In addition,
we encourage parents to engage in their own personal therapy outside of PRI. As
we succeed in helping parents understand the family system influences, there is
more and more involvement of our parents in their own personal therapy.
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Has Having an Integrated Family Systems Model Made an Impact on our
Families?

PRI is dedicated to understanding and holding ourselves accountable to
improving our youth’s health and behavior. We demonstrate those improvements
by way of ongoing evaluation that measures youth mental, behavioral, physical,
and relationship health. Naturally, as our family systems therapy approach
evolved, we knew that we would want to show that it optimized our youth and
family outcomes. This too was a journey in which we were learning, testing, and
improving.

We have seen first hand that an integrated family systems approach can
create positive change. Parents express a profound appreciation for the changes
that they make in their relationship with their teenagers. In particular, it helps
them open up to their own self-awareness and growth, increase their attunement
and ability to set limits with their child, and understand their part in the family
dynamics (Creighton & Mills, 2016).

The research team at PRI worked with the clinicians to understand the
process and outcomes expected from family engagement. Together, we then
conducted a cross-sectional study — one that takes a one-time “snapshot’” — using
clinician observation and existing client and family data. We were excited to
share three important outcomes. First, family engagement with youth therapy was
associated with reduced youth length of stay. At PRI, our length of stay is not
based on a finite duration; it is a function of therapeutic progression. As such,
youths who consistently demonstrate mature functioning in all ways will move
more quickly through the program. Youths whose parents were rated by therapists
as having higher attunement had shorter length of stay than those whose parents
scored lower on attunement. In fact, on a scale of one to ten, for every one unit
increase in attunement, we estimated 13 fewer days needed in program. The
second finding related to mental health, and particularly to internalizing (i.e.
mood) disorders. Youths whose parents scored higher on attunement had lower
internalizing scores three to six months after Pine River Institute (PRI). In terms
of externalizing (e.g., rule-breaking) disorders, youths who finished the program
had the most improvements. In sum, youths who finish the program are more
likely to reduce their problematic behavior, and when parents engage and learn
skills of attunement, their youth are more likely to progress faster through
treatment and sustain improved mental health.

More recent and very preliminary qualitative data suggests that for parents
who buy into the process and engage in the integrated family systems approach,
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positive change within the family occurs. Parents express a profound appreciation
for the changes that they make in their relationship with their adolescents that link
directly to our objectives as a program. In particular, we note that they comment
on opening up to their own self-awareness and growth, increasing their attunement
and ability to set limits with their child, and understanding their part in the
unhealthy family dynamics. The Satir family therapy model seems to be an
effective tool in setting the stage for change, particularly the family sculpting
exercise that takes place at the parent intensive.

Opening Up to Self-Awareness and Growth

Unsettling, exciting, and terrifying are adjectives parents have used to
describe the impact of the realization that upon admitting their child to the Pine
River program, they too had become part of a learning and growing process:

When my son entered the Outdoor Leadership Experience, I believed that
PRI, with its intensive residential therapy programming, would be life-
changing for him. It didn’t occur to me that I too would be forever
changed as a person and as a parent. The parallel process, the PRI model
of family therapy, has taken me from being an enmeshed, anxious person
and parent to a more self-aware and confident individual. I did not
anticipate that my core beliefs about parenting, personal and family
relationships, and “self” would be so challenged. Yet, 14 months later, I
would, as a result of this intensive work within the PRI community. |
have a new perspective about my role in my son’s life.

And from another parent:

One of the biggest things that was unsettling was the understanding and
acceptance that our son needed to change, but so did we. Without blame
or guilt, which is next to impossible, we needed to come to the realization
and acknowledgement that our son got to where he was through a
combination of who he was and what he did, but also who we were and
what we did. Through many discussions with many people, therapists,
friends, and other parents in the program, I am comfortable that I was not
a “bad parent, ” but I am equally comfortable saying that I was not the
parent that my son needed.
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Increasing Attunement and Limit-Setting

Increased attunement and more effective limit-setting seem to come with
self-awareness and growth as parents use the program to develop a sense of self
that was separate from their son or daughter. The ability to be in a real connection
with the child increased as parents engaged in this important work:

...our son’s therapist challenged us and set limits that initially were very
off-putting but definitely necessary for me to recognize my need to
separate from my son.

For this parent, the change seems to be carried forward into other areas of life:

I make a conscious effort to use this model with my own mother. Putting
my perceptions, interpretations, feelings, intentions, and reactions in
context has helped me to express myself with clarity, and it eliminates
judgements. It also has a sometimes less than desirable effect of setting
firm boundaries where none existed before. It can get messy, but it is
necessary for separation and setting limits.

For this parent, the awareness that he was separate from his son led to his ability
to understand and better hold a boundary:

I came to a real understanding that my son is different and distinct from
me and doesn’t and shouldn’t think all the same things that I think. My
boundaries should be about what I’'m prepared to do and accept and not
about what he’s “supposed” to do. The other highly effective change is
that I needed to start to really listen to him and to accept different opinions
and accept him for who he was and not focus on the ways that he wasn’t
the person that I thought he “should” be.

Understanding Their Part in the Unhealthy Family Dynamics

Within an integrated family systems model, this is the crown jewel of the
entire process. It seems to be the key that unlocks the door to understanding,
acceptance, and moving forward in a positive way. The use of Satir family
therapy is critical to this process for this parent as they “sculpt” their own family
of origin and relate it to how they behave as a parent in relationship to their own
child.
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Learning about the Satir family model of family therapy was perhaps the
most challenging part of my experience at Pine River. The parent
intensive or retreat, was nothing more than life changing for me.
Participating in a family sculpting exercise...helped define why I have
always tried to rescue my son and how my parents’ parenting has affected
how I too parent, or at least used to parent...It was an “aha” moment,
unlike any I have experienced. I never understood much about boundaries
because my family had so few. It was a painful and powerful experience.

This parent highlights the impact of their own family of origin work on their
ability to be in relationships and to parent effectively:

Prior to PRI, I hadn’t given much thought as to how my upbringing
affected my parenting. I had been aware of how it may have affected my
personality and some of my adult relationships, but even with respect to
those, I don’t believe that I understood how significant those impacts had
been. I would say that the parent intensive and particularly the sculpting
that was done, was so jarring that I was forced to look inward and see how
all of those things were still driving my behavior all these years later.

Parents who have these types of experiences in the intensive usually see the merit
in continuing on with therapy of their own outside of the program. The PRI
process just kick-starts things by putting the whole picture into sharper focus for
parents.

These preliminary findings were so exciting. They validated what we
experienced and led to a deeper dialogue about how and what to measure to
capture the benefits of family therapy. We have now added parent practices,
parental maturity and attachment, and clinical observations of parent engagement
and growth. We will soon be able to quantify parent changes and explore whether
these changes foster more profound youth outcomes.

What’s Next for Pine River’s Integrated Family Systems Model?

As we forge ahead, we are continually seeking better ways to move from
instructional skills-based programming to providing more experiential learning
opportunities for our families. These provide profound and moving therapeutic
experiences that truly speak to the issues of the development of a separate sense of
self for the parent so that they can better connect with the separate self of their
adolescent. Efficiency in delivering such a program remains a continual
challenge. In addition, we know that we have to focus on parent engagement with

43  JTSP Volume Xl



INTREGRATED FAMILY SYSTEMS MODEL

parents who are difficult to reach. We operate on the assumptions that every
parent wants desperately to be the best that they can be, however, some of our
parents remain disengaged and, we believe, fearful of the process of self-growth.
Finally, we will continue to collect outcome data to ensure that our efforts are
effective. We are confident, however, that an integrated family systems model
will continue to be a path on which we can build and grow effective service for
adolescents and their families.
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Clinical Focus on the Family is Critical in Residential
Treatment of Adolescents: Data Informed
Intervention within the Family System

John Hall
Telos

This paper discusses the importance of working directly with the family system
from a theoretically informed position when the adolescent family member is in
residential treatment. Treatment of the entire family system is critical not only to
family change but also individual change that will be in sync with the system. This
paper presents the methodology and results of a multi-year, ongoing study of change
in families with an adolescent in residential treatment. Data is gathered from the
adolescent in treatment as well as the parents. Aggregate descriptive statistics are
reported for scores of family functioning using the Family Assessment Device-
General Functioning scores at admit, discharge, and one year post-discharge. Trends
are displayed and analyzed. Feedback informed treatment is discussed in terms of
the family system. The use of data can be helpful to the treatment team in assessing
effectiveness of treatment and making adjustments to interventions. The use of data
can be used to help families and individuals recognize progress in family
functioning. Recommendations are made to treatment centers to use data to improve
systemic intervention effectiveness and treatment outcomes.

Keywords: residential treatment, feedback informed treatment, family

systems
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Residential treatment should not only be an exercise in helping the youth
who are admitted to the treatment centers; rather, treatment centers should
recognize the necessity of treating the entire family when a member of that family
is in residential treatment. Family therapy is a key component of lasting change
for adolescents in treatment, as will be discussed in this paper.

Family Systems Theory

In 1958 the Mental Research Institute (MRI) in Palo Alto, California
began studying the treatment of the family as a system and built on the work of
family therapy pioneers such as Virginia Satir, Murray Bowen, Salvador
Minuchin, and Don Jackson. This movement caused a shift away from therapy
focused only on the individual and led to a key evolution in the therapeutic
process, expanding the focus of the mental health field beyond individual
psychotherapy (Watzlawick, Weakland, & Fisch, 1974). As families interact with
each other they follow a structure or pattern developed over time through
communication and feedback, which tends to form a homeostasis of family
functioning that can become predictable and defined (Becvar & Becvar, 1999).
Change within this system, or first order change, is governed by the rules the
family has set up, both implicit and explicit, and is limited by the dynamics of
maintaining the homeostatic balance of the family. Because of these factors, it is
difficult for one family member to change his or her behavior in a transformative
manner without upsetting the balance in the family system (Lyddon, 1990).
Therefore, if an individual generating maladaptive behavior is receiving treatment
to change these patterns, it becomes critical to treat the entire family system so
that the system can change together, achieving morphogenesis, or a meta-level re-
alignment of beliefs about family functioning, boundaries, rules, and patterns of
interaction. This process facilitates individual change within the system to meet
the parameters of a new systemic concept (Kern & Wheeler, 1977). The forces of
homeostasis will now act to maintain this new matrix of expectations within the
family instead of pushing the family back into the old system. This change process
is known as second order change (Watzlawick et al., 1974), and is the “underlying
dynamic that activates the change process in psychotherapy” (Fraser & Solovey,
2007, p. 271).

Family Therapy in Residential Treatment

Likely due to the importance of helping the whole system to change, as a
student of marriage and family therapy I had been dissuaded by some to work in
residential settings because it is assumed that only one member of the system will
be available for treatment, thus reducing the likelihood of second order change
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due to the inaccessibility of the system as a whole to engage in the therapeutic
process. This further leads to the potential that when an individual who makes
transformative change in a treatment process re-enters a family system that has not
changed, the forces of homeostasis will lead to degeneration of individual changes
if they are not in line with the supported patterns of family interaction. Due to
these processes, when residential treatment centers do not engage in treatment of
the family they may see higher rates of relapse in symptoms post-discharge.
Research indicates that participation of the parents and family in the process of
residential treatment leads to improved outcomes and improved ability to integrate
lasting change after residential treatment has terminated (Merritts, 2016).

Therefore, if a treatment center does engage the family system in the
change process, it follows that the limitations on second order systemic change are
likely to be diminished. There is also an argument to be made that one of the
limiting factors of community-based treatment is that individuals cannot receive
adequate treatment unless they are removed from their problematic context and
dysfunctional system (Hair, 2005). Out of home placement can provide the space
to begin the change process in the absence of constant triggers to re-engage in
unhealthy behaviors and dynamics. Removing the identified and symptomatic
patient can allow each individual in the family to begin to make changes at a meta
level first, then begin to implement these changes during incrementally increased
interaction with each other through long distance communication, increasingly
longer home visits, and finally the reintegration process which requires ongoing
support (Thayne, 2017).

The purpose of this paper is to demonstrate the importance of using data
to identify, track, and validate treatment of the family while an adolescent member
of the family is in a residential treatment setting. Furthermore, it is critical for the
clinical team in a residential setting to make second order change of the entire
system a key goal of treatment, and to create programming that fosters this change
process during the course of treatment.

Knowing the Map and the Territory

In his work “On Exactitude in Science” Borges (1946) illustrated the
difficulty of using an abstraction, such as a map, to accurately represent the
territory. He posited that the only way to have a truly accurate map is to have a
map that is the same size as the territory it charts. In family therapy, the territory
we are mapping is the family system dynamics, the roles of each family member,
their own internal psychology, how they impact each other relationally, implicit
and explicit rules, family goals, extended family history, family resources and
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deficits, etc. Engaging in family therapy requires being able to understand how
each aspect of the territory is important and understand how and where to
intervene. This requires a map in family therapy, the map is the theory and
associated intervention. For instance, taking a Bowenian approach, the therapist is
likely to identify the differentiation of the family members and look at the
generational transmissions of family patterns and what maintains those
transmissions (Larsen, 1998). A solution focused therapist will focus on the
family’s goals and helping them identify clear solutions to reach those goals,
scaling the change process over a brief period of time and working toward
establishing these changes in the system post-treatment (Robbins, Bachrach, &
Szapocznik, 2002). There are several other organized theoretical approaches in
family therapy including structural, strategic, narrative, Milan-systemic, etc. The
interventions used to support the family are guided by the theoretical map, or way
of viewing the system, as well as the change process and the purpose of family
therapy. An effective family therapist must have a clear understanding of both the
theoretical map and the territory to which it is applied.

Treatment programs can support the change process through elevating the
importance of family therapy and protecting the therapeutic process from
becoming simply a report on how the resident is doing, or to rehash events
occurring in treatment; instead, this shift can keep the focus on family interaction
and identified goals. It is most helpful when a program develops and follows a
consistent model that supports treatment of the entire family. Each family therapist
will certainly approach therapy with artful differences, but it is key to have a
structural guide for important aspects of systemic treatment. This should be given
oversight programmatically, as treatment models are developed on a macro level
and should also be reviewed for progress in treatment team meetings. The
treatment team should give family therapy oversight.

A key programmatic aspect of family treatment is including the treatment
of the family in the treatment planning process. Some helpful things to identify
when treatment planning with the family in mind are current family dynamics and
roles, areas of dysfunction (which can be assessed through standardized
measures), and areas of strength. It should include goals for the parents to make
changes as well as the resident of the treatment program. These goals can focus on
improving specific skill sets such as communication or conflict management; they
can also address specific family roles that need to be adjusted, or implicit or
explicit family rules that support change or dysfunction. It can also include
identification of family resources that can be drawn upon to support change, both
for the individual and for the system as a whole. Finally, having regular
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opportunities for families to engage in the treatment process through parent
seminars, family weekends, recreation therapy, experiential activities, parent
support groups, family-based curriculum, webinars, and recommended readings
can help involve the family as a whole in the treatment process.

Can You Effectively Treat the System While One Individual is in Residential
Treatment?

Individual therapy involves theoretical approaches that focus on helping
the client with their individual psychology, behavior, and emotions. Treatment
plans often focus on developing personal awareness and skills for managing
identified areas of concern. These often include a cognitive behavioral approach,
dialectical behavior therapy, mindfulness training, psychodynamic approaches,
emotionally focused therapy, trauma interventions, motivation interviewing, etc.
While all of these approaches focus on the individual, a good treatment process
does not take place in a vacuum.

One fundamental advantage to residential treatment is the ability to take a
holistic approach and use the milieu to make changes to body, mind, and spirit.
Research has shown that physical health and mental health are closely related
(Bremer, Crozier, & Lloyd, 2016). Additionally, family-focused treatment
programs recognize that individual mental health is also closely related with the
systemic health of the family (Sunseri, 2004). Individual improvements made
while in residential treatment can lead to improved family functioning, but,
perhaps more importantly, improved family functioning can lead to individual
improvements. In order to effectively do this, the residential treatment center must
have interaction with the family to understand the territory and apply the map of
systemic theories of change.

This includes assessment not only of the individual but of the family
dynamic and sometimes in-depth assessment of other members of the family when
needed. It includes interaction with the family on a regular basis including in
person and for the whole system. Weekly family therapy sessions (via
communications technology as proximity demands), regular visits from family
inside and outside the treatment milieu, home passes, and clinical support and
assessment in the home when treatment has concluded are all opportunities to
engage the whole family system in the change process while one individual is in
treatment. During these opportunities, intervention should be focused on the
functioning of all of the members of the system as a whole rather than merely on
the client within the context of the family.
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Method

In order to verify that the above assertions are accurate, standardized
family assessment can be utilized to track changes in the family system over the
course of the residential treatment process. In 2012 the research committee of the
National Association of Therapeutic Schools and Programs (NATSAP) added the
General Functioning subscale of the McMaster Family Assessment Device (GF-
FAD) to the battery of surveys given to clients and their parents as part of a multi-
program research initiative to study outcomes in residential treatment. The
assessment has twelve questions and is given at admit, discharge, six-months post
discharge, and one-year post discharge from wilderness therapy and residential
treatment programs participating in the research initiative.

The 12 questions are:
1. Planning family activities is difficult because we misunderstand each
other.
In times of crisis we can turn to each other for support.
We cannot talk to each other about the sadness we feel.
Individuals are accepted for what they are.
We avoid discussing our fears and concerns.
We can express feelings to each other.
There are lots of bad feelings in the family.
We feel accepted for what we are.
9. Making decisions is a problem for our family.
10. We are able to make decisions about how to solve problems.
11. We don’t get along well together.
12. We confide in each other.

PN R LD

These questions are followed by four options: Strongly Agree, Agree,
Disagree, or Strongly Disagree. The questions are scored on a 1 to 4 scale with
odd numbered questions being reverse scored. By design, scores of 3 and 4 on an
item represents a problematic family dynamic or dysfunction. The test is scored
with an average of scores from each item. A score of 2 or lower is labeled a
healthy response and in the functional range, while a score greater than 2 is
labeled an unhealthy response and in the dysfunctional range (Epstein, Baldwin, &
Bishop, 1983).

The data in this study were drawn from GF-FAD test records from clients
admitted between 2012 and 2016 to Telos, a private residential treatment center
for adolescent boys ages 12-18. The total number of data points at this point was
566, including 279 admission scores, 157 of which were students and 122 of
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which were parents. Discharge scores were a total of 186 scores, 113 of which
were students and 73 of which were parents scores. One-year post-discharge totals
were 85, with 34 students reporting and 51 parents reporting. The entire data set
was included as aggregate scores and not matched pairs due to the small number
of matched pairs at that time. Average scores at admit were compared with
average scores at discharge and post-discharge to evaluate whether there had been
improvement in the family system for this sample.

Furthermore, average scores at admit, discharge and one-year post-discharge
were calculated and analyzed for each of the 12 questions so that it was clear
which areas were still being reported as strengths or weaknesses by parents and
students regarding each area addressed by each question across points of
reporting. Trends were evaluated and analyzed as discussed below.

Results

After three years the data set included not only admit data, but also
discharge and post-discharge data. Post-discharge data is more difficult to obtain,
and so we combined data that was collected at 180 days post-discharge with data
collected at 365 days post-discharge. Table 1 shows the number of parents and
clients at Intake, Discharge, 180 days post-discharge, and 365 days post-discharge.

Table 1

Number of Participants at Each Administration

Individual Admit Discharge Post-180 Post-365
Self 42 45 4 11
Parent 94 34 11 17

Note. The mean GF-FAD scores for Admission, Discharge, and Post-Discharge are
shown in Table 2 and Figures I and 2 for Parents, and Figure 2 for Adolescents.

Table 2

Mean FAD Ratings by Parent and Adolescent

Individual Admit Discharge Post-Discharge
Parent 2.36 2 2.06
Adolescent 2.27 1.91 2.03
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Figure 1. Parent FAD Ratings
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Figure 2. Adolescent FAD Ratings
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With a clinical cut off of 2.0 on the GF-FAD (Mansfield, Keitner, &
Dealey, 2015), the data indicates that at admit to treatment the average parent and
average adolescent client reports the family system is functioning in the
dysfunctional range with a mean score of 2.36 for parents and 2.27 for
adolescents. At discharge, the average parent reports being just inside the clinical
range, but with clear improvement in functioning since admission, with a mean of
2.0. The adolescent client’s average was outside of the clinical range at discharge,
showing the greatest amount of reported change with a mean of 1.91. At post-
discharge, parents report an average of 2.0 and the adolescent clients report an
average of 2.06, both maintaining clear improvement from the admission scores.

A two-factor analysis of variance of parent and student data indicates that
the differences in GF-FAD scores from admission to discharge and post-discharge
are statistically significant (£(2, 252) = 16.65, p <.0001). There was also a
statistically significant difference between overall parent and adolescent ratings
(F(1,252) = 6.19, p<.014), with parent ratings being generally higher than the
adolescents. However, there was no interaction between parent/adolescent ratings
and test administration indicating, as the figures illustrate, that in both cases
ratings were higher at admissions and decreased at similar rate through discharge
and post-discharge ratings. Using Tukey t-tests to examine all pairwise differences
indicate that there are significant pairwise differences for both parents and
adolescents between admission and discharge and admission and post-discharge.
There were no significant differences between discharge and post-discharge
scores, indicating that the observed significant improvement in family function
remained stable from discharge to post-discharge.

Going a step deeper into the results, three questions remained prominent
at discharge as the most problematic family issues, with scores slightly over the
clinical cut off of 2. The issue about avoiding discussion of fears and concerns
remains as a top concern. It is joined by indications of bad feelings in the family
and that planning family activities is difficult because of misunderstandings.

Discussion

While it is clear that for this group of families, family function improved
from admission to discharge and the improvement was maintained at post-
discharge, it is important to recognize that the data set is relatively small, in a
single sex program, and of a diversity that does not match the general population;
therefore, the effects might have a limited generalizability. There are also differing
levels of acuity in family dysfunction, such that those with higher dysfunction
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could have similar rates of improvement but still be in the dysfunctional range
after the improvement.

It is clear that improvement in family functioning can happen in different areas at
different rates and degrees. For instance, families can get better at sharing feelings
and communicating, but might still struggle with problem solving, bringing up
concerns, and understanding each other. However, it does appear that growth
happens at least somewhat consistently across areas, indicating that family therapy
or treatment planning has a net positive effect on multiple areas of family
functioning over the course of treatment. Of note is the trend of students reporting
less symptoms at all three data points than parents. This is consistent with other
data sets such as the Youth Outcome Questionnaire when given at multiple
treatment settings (Tucker, Paul, Hobson, Karoff, & Gass, 2016).

Using the Data to Improve Family Therapy Through Clinical Team Strategic
Planning

When viewed through a lens of continuous quality improvement and
clinical excellence in providing family treatment, there is a clear opportunity to
use GF-FAD data to monitor progress of improvement in multiple areas of family
functioning. Beyond a passive measurement of progress, the data can be used to
provide feedback to the treatment team regarding the effectiveness of
interventions being employed by the therapist and programmatically. If a family is
not improving their ability to discuss fears and concerns even one year after
treatment, it is clear that this is an area that needs to be more effectively addressed
in family therapy and programming.

At Telos, the clinical team has used the information gathered for multiple
years to inform the annual strategic plan and to increase the focus on conflict
management and assertive communication about problems that arise within the
family system. Clinical trainings are held to support the therapeutic process, and
this goal is frequently reviewed in clinical meetings. Treatment plans are also
reviewed in treatment team meetings, where the family system is a mandatory
treatment issue to be addressed on each plan.

Additionally, the GF-FAD is now administered monthly to get a more
frequent read of trends in family functioning throughout the treatment process.
Not only is the treatment team able to see the impact of their interventions, but the
data is given to the family directly regarding the progress according to their own
report. This can be used in family therapy to discuss not only their progress but
also differences in perspective. It can also be used to highlight areas of strength
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that can be reinforced and areas of difficulty that can be more intensively
addressed. It is hoped that this kind of attention to the family system by using GF-
FAD data will ultimately improve a treatment center’s ability to effectively treat
the family system in the areas that are needed in each individual case. This
attention to systemic change, even while one member of the family is in
residential treatment, may be the key to maintaining lasting change in both the
family and the individual post-treatment.

Concluding Implications

Family therapy and other family interventions are an important part of
effectively treating the individual clients that reside in residential treatment
centers. It is imperative that all treatment centers understand the impact of the
family system on the functioning of individuals in their programs. It is also critical
that treatment programs recognize the opportunity and necessity of treating not
only the individual residing on location, but also to recognize the family system as
the client as well.

Many treatment centers have family programming included in their
clinical approach, but it is not always clear how effective these approaches are,
especially since the family is not residing in or usually even near the treatment
program. Using the GF-FAD, or another normed and standardized assessment,
provides the therapist and treatment team with necessary information to
effectively treat the whole system and more holistically treat the individuals
residing in the programs.

The data can be used to help the families recognize their current level of
functioning, and routine progress monitoring can provide the necessary feedback
to provide clinically excellent systemic therapy throughout the treatment process.
Given the distance of families in most cases with residential treatment, this form
of assessment may be one of the only ethical ways to ensure that the family
receives effective treatment. Regardless of which systemic approach is used,
treatment of the family can be accomplished even when an individual member is
in residential treatment. Through assessment and treatment planning, the whole
family can track their progress on family treatment goals and work for a happier
and healthier family. This will certainly support the long-term progress and
changes for the individuals in treatment and is an important component of
residential treatment that must not be ignored.
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The MAMA-t: A Measure of Relative Maturity in
Adolescence

John A. McKinnon, John L. Santa, & Linda Solomon
Montana Academy

Three studies explore the MAMA-t, as a measurement of maturity, as an assessment
of progress and academic achievement in a residential treatment program, and as a
predictor of academic achievement, attendance, and discipline referrals in a public
high school setting. In the first study, therapists’ ratings on the MAMA-t were
significantly related to both academic achievement and progress in the treatment
program. This study replicated results of a parent form of the MAMA, as did a factor
analysis that revealed the presence of three factors most easily named as
Planfulness, Empathy/Consideration of Others, and Moral Reasoning. The second
study examined the factor structure and predictive usefulness of the MAMA-t in
two local public schools with teachers rating students over three years. The study
again demonstrated that ratings on the MAMA-t were positively correlated with
academic achievement and predicted school performance several years later. Scores
were also negatively related to school absence and discipline referrals. Finally, the
third study compared the MAMA-t with the GRIT scale and found the MAMA-t
was related to the GRIT scale but provided a stronger prediction of school
achievement.

Keywords: maturity, residential treatment, assessment, measurement

Note: This paper was edited by Ellen Behrens, Ph.D., Chief Editor.
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McKinnon (2008, 2010) and his colleagues (Hong, McKinnon,
Santa, & Napier, 2013; Santa, 2007) have made the argument that changes
observed in longer term residential treatment reflect more than reduction in
psychiatric and behavioral symptoms. They suggest the changes that take
place reflect an underlying shift in personality development towards an
increase in maturity. In order to capture this shift in maturity they developed
a scale designed to measure maturity in adolescents named the Montana
Adolescent Maturity Assessment for use by parents (MAMA-p; Hong et al.
2013). This 35-item scale was designed to operationalize the underlying
concept of maturity, or lack thereof, as reflected in listening to years of
parental complaints that their son or daughter was extremely self-centered,
inconsiderate of others, exhibited little or no empathy, failed to have a
realistic plan or view of the future, and lacked age appropriate prosocial
morality.

Hong et al. (2013) described a factor analysis of the MAMA-p scale
with 550 parent responses that indicated the data was best captured by a
three-factor solution which accounted for more than 60% of the variance.
The underlying factors were described as: 1) empathy, or consideration of
others, 2) planfulness and future orientation, and 3) pro-social moral
reasoning. The MAMA-p was also shown to be internally consistent (o =
.95), and moreover the MAMA-p was significantly correlated to both
progress in the program and to significant decreases in both behavioral and
psychiatric symptoms as measured by Achenbach’s Child Behavior Check
List (Achenbach, 1991).

While the MAMA-p shows considerable promise as a simple
instrument designed to measure maturity, it should be generalized beyond a
single sample of parents, and it would be desirable if the instrument could
be generalized for use by observers other than parents (e.g. therapists and
teachers). Therefore, the 35-item MAMA-p was edited and revised to
produce an instrument that could be used by therapists, teachers, and
parents. The revised MAMA-t was then given to therapists in a therapeutic
boarding school to rate their clients, and later to teachers in two public high
schools to rate their students.

The goal of these studies was to determine if the MAMA-t, could
prove to be a useful instrument for a variety of more normative adolescent
populations as well as for raters such as therapists and teachers who are not
the adolescent’s parents. Moreover, we wanted to see if the MAMA-t would
provide a reliable and useful measure of maturity that would be related to
actual increases in age/school-grade, and might be a predictor of grades and
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behavior in a conventional high school with teachers as raters. Having the
cooperation of a public high school system with a diverse, non-clinical
population and hundreds of students tested longitudinally over three years
also allowed a close examination of the psychometric properties of the
revised maturity scale. The high school cohorts also allowed us to examine
consistency and change in maturity over time, and the prospective
predictability of a maturity measure on subsequent years of performance and
behavior.

Study 1

Study 1 tested the MAMA-t in a clinical setting, making use of
therapist ratings of all students enrolled at a therapeutic boarding school
with these ratings conducted twice, one year apart. Each snapshot of the
student body provided basic psychometric statistics; correlations between
maturity ratings and program advancement, marked by program level or
“Clan” (1-7) status. Clan status in the program is based on the treatment
team assessment of academic, clinical, and interpersonal progress. The
design also allows us to examine correlations between maturity ratings and
academic performance as reflected in grade point average (GPA).

In addition to the between subject comparisons of Maturity by Clan,
a sub-set of the sample, comprised of forty (40) students who were rated
twice (a year apart), provided a within subject paired comparison of
MAMA-t scores that permitted estimates of the magnitude of a 12-month
shift in relative maturity that these students managed—in a program whose
clinical goal is to encourage immature teenagers to grow up.

Method

The revised, shortened MAMA-t (for teachers and therapists)
required a change from a parental diction (“My child”) to a generic wording
(“This student™); we cut the numbers of items to 32; and, on the basis of our
pilot studies, we edited each item to reduce ambiguity; and removed items
that cross-loaded unstably in factor analyses. But we preserved four specific
parental concerns, which were so often repeated when parents first came to
visit that we built the prototype MAMA-p around them. In brief, parents
complained, again and again, that a son or daughter was:

a) grossly inconsiderate, oblivious to others’ needs, desires, or rights

b) lacking empathy, particularly for others unlike themselves
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c) ethically selfish, brazenly breaking rules, sneaky to avoid
punishment

d) lacking future-mindedness, oblivious consequences of risky present
behavior, and lacking step-wise plans to accomplish fully-imagined
goals

These four parental concerns capture the basic aspects of a stunted
or immature personality development; if you will, a childlike self-centered
obliviousness to others. The normal process of “growing up” involves
attaining physical and mental capacities as well as attaining a security of self
that allows one to feel comfortable with others, and effectively accomplish
the tasks of adolescence and young adulthood. We have found that failure to
achieve an age appropriate level of maturity produces a plethora of
symptoms in adolescence including anxiety, lack of ability to attend,
withdrawal, depression, defiance, and various addictions.

Therefore, we constructed the MAMA-t with 8 items that we felt
reflected each of these four concerns resulting in the total list of 32 MAMA-
t items. They shape the MAMA-t’s underlying conceptual construct, and so
implicitly provide our definition of what maturity means. Built into the
MAMA-t, then, are potentially four subscales: consideration (cons);
empathy (emp), moral reasoning (morR); and planfulness (plan). These are,
in theory, sub-constructs which fall under the primary construct of maturity.

We preserved a 5-point Likert-scale used in the MAMA-p, changed
the scale anchor descriptors from “Never” to “Almost Never”; and from
“Always” to “Almost Always” resulting in the following Likert rating scale:
1 (almost never), 2 (rarely), 3 (sometimes), 4 (often), and 5 (almost always).

Participants

Nine therapists employed by Montana Academy were enlisted to
rate each of the client/students on their team (approximately 10) with the
MAMA-t. Each therapist rated all of their students who were enrolled in
March 2012, and again rated all of their students enrolled in March of 2013.
All of the students were enrolled in a therapeutic boarding school for
treatment of a variety of behavioral, academic, and emotional issues. The
sample in 2012 contained 39.8% females and 60.2% males and in 2013 it
was 58% boys and 42% girls. The students were dominantly Caucasian
(more than 94%) and almost all from middle and upper middle class
families who could afford to pay for private school treatment. The sample in
2012 (n = 83) had an average age of 17.8, and an average Level or “Clan”
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status of 3.5 in a program with 7 Levels. In March 2013, the sample (n = 88)
had an average age of 17.8 and an average Clan status of 3.6. Students
present for both ratings (n = 40) had an average age of 17.3 and average
Clan status of 2.1 in 2012 and in 2013 an average of 18.3 and an average
Clan status of 5.2

Procedure

Prior to each rating, therapists received a refresher lecture and
standard MAMA-t training materials: a one-page “Introduction” to the
MAMA-t; a 5-point Likert scale schematic; an “Adolescent Maturity
Spectrum,” discussed at some length, to provide descriptive anchors for
extreme Likert ratings (1 or 5) along the four sub-scale dimensions: (a)
consideration (vs inconsiderate selfishness); (b) empathy (vs interpersonal
obliviousness); (c) moral reasoning-altruistic-abstract (vs concrete, sneaky
and selfish); and (d) planful future-mindedness (vs now-orientation).
MAMA-t ratings were recorded on-line by means of SurveyMonkey. Clan
status or level in the program (1-7) and GPA were then added to the data set.

Results and Discussion
Basic Statistics

Cronbach’s a for MAMA-tiow1 Was 0.96 indicating a high level of
internal consistency of the MAMA-t scale; and all four subscales had a
>(.86. Table 1 shows the correlations of MAMA-t (total) scores for 2012
and 2013 with both stage of treatment (Levels 1-7) and GPA. Consistent
with previous findings on the MAMA-p (Hong et al., 2013), both the overall
MAMA-t scores as well as all subscales are significantly correlated with
both grade point average and progress in program.

This study provides two estimates of the shifts in relative maturity
as a function of treatment, as measured by MAMA-t. The first estimate
makes use of the cross-sectional therapist ratings of the entire student body.
The average MAMA score combining data from 2012 and 2013 for students
in the first Level of Treatment was 2.65 whereas the average MAMA Score
for students in the final Level of Treatment was 3.75. This mean difference
of nearly two standard deviations was significant (#(51) = 7.15, p <.001)
even though the sample size was quite small (n = 40).

A more powerful test of the hypothesis that MAMA scores and
implied maturity increase with progress in the program is provided by the
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forty students who were rated twice a full year apart. In 2012 these students
were in early stages of the program (Clan,,s = 2.1), which explains why they
were still in the program a year later, albeit more senior (Clana,e =5.2). A
paired (dependent) T-test to compare their MAMA -t Scores a year apart
suggested that on average the maturity rating of those 40 students in 2013,
as reflected by therapist MAMA -t ratings (M = 3.56, SE = .08), was
substantially greater than in 2012 (M =3.22, SE = .09, #39) =-3.325,p <
0.001). The average stay for the school’s students at the time was 18
months. But at a year the change in mean MAMA-ti1 Scores was already
significant, the effect size substantial (» = 0.47).i

Table 1

MAMA-t Correlations with Program Progress and Grade Point Average

Therapist Ratings May 2012 — N =83

Measure Program Progress Grade Point Average
MAMA -tiotal 0.44 0.52
MAMA-tyian 0.39 0.52
MAMA -teons 0.34 0.39
MAMA -temp 0.42 0.36
MAMA -tmorr 0.39 0.52

Therapist Ratings May 2013 — N = 88

Measure Program Progress Grade Point Average
MAMA -tiotal 0.43 0.52

MAMA -tplan 0.27 0.46

MAMA -tcons 0.36 0.38

MAMA -temp 0.45 0.52

MAMA -tmorr 0.42 0.42

Note. p < .02
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Factor analysis

Factor analysis with a Varimax rotation of the therapist rating data
in both years yielded three easily interpretable factors each with Eigenvalues
> 1. The strongest factor clustered all 8 Planfulness (plan) items together. As
with the MAMA-p these data tended to lump the items from empathy (emp)
and consideration (cons)of others into one underlying factor, and the last
factor had largely items related to Moral Reasoning (mor). The results
produced by analyzing the MAMA-t scores rated by therapists are consistent
with previous factor analyses on the MAMA-p (Hong et al., 2013) even
though the current data set was much smaller.

Study 2

Study 2 tests the factor structure and usefulness of the MAMA-t in a
non-clinical setting—in two local Montana public high schools. By
collaborating with a local school district we will be able to determine if the
concept of Maturity as measured by the MAMA-t can be reliably used by
teachers. Finally if the scale can be reliably used by teachers it might prove
useful in detecting students who are immature and likely to struggle and
perhaps require a different pedagogical approach than more mature students.
In 2012 all Freshmen students in two high schools were rated by teachers
with the MAMA-t and the procedure was repeated in 2013 with all
Freshman and with all Sophomores. In 2014 all Freshmen, Sophomores, and
Junior students were given MAMA ratings by their teachers. In 2014 we
also were able to give the GRIT-s (Duckworth & Quinn, 2009) scale to all
Freshmen, Sophomore, and Junior students from one of the participating
high schools. The GRIT scale has been used in a number of studies
(Duckworth & Quinn, 2009; Duckworth, Peterson, Macworth, & Kelly,
2007) and seems to capture some, but certainly not all aspects of maturity
that are included in the MAMA-t. Providing a comparison between the
GRIT scale and the MAMA-t will also provide a course of construct validity
to the extent that the two scales measure similar underlying concepts.

Adding the GRIT scale and being able to compare MAMA scores
on the subset of students who are rated as Freshmen, Sophomores, and
Juniors will allow further examination of the construct validity of the
MAMA-t as an instrument that measures maturation. To the extent the
MAMA-t is positively correlated to GPA and negatively related to
misbehavior reports it will add further criterion validity. In addition, the data
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will allow us to see if MAMA-t scores from one year have predictive ability
to performance in subsequent years.

Method
Participants

The MAMA-t data sets included those students enrolled in regular
academic classes at two public high schools; and excluded students in
special education and alternative programs; students who dropped out or
moved away; and those whose data files had missing data. The first data set
consisted of a total of 3388 ratings including: all freshmen (n = 495) in May
2012; all freshmen (n = 646) and sophomores (n = 562) in May 2013; and
all freshmen (n# = 565), sophomores (n = 599) and juniors (n = 521) in May
2014. The second data set, is a subset of the first, which includes the 327
students who were rated as Freshmen, again as Sophomores, and a third
time as Juniors.

In May 2012, each of the 495 students belonged to a “Freshman
Academy” containing 100-140 students. Each “Freshman Academy” had a set of
teachers (Math, Science, English, and Health) who taught the subgroup of
freshmen in their “Academy”, and each of these teachers rated all students on the
MAMA-t in their “Academy” whom they taught. In subsequent years, only
English teachers rated freshmen. In 2013 the World History teachers rated the
sophomores. In 2014 American History teachers did MAMA-t ratings for juniors.
When assembling ratings for the thrice-rated students in the second data set, we
had four teacher ratings for each of the 2012 freshman—and arbitrarily chose only
the ratings from the English teachers.

Procedure

In order to improve inter-rater reliability participating teachers
received a lecture on adolescent development; together with instructions on
MAMA-t ratings; a one-page “Introduction” to the study; and a schematic
rendering of the 5-point Likert rating scale ( which went from 1-almost
never to 5- almost always. Each year as a new cohort of teacher raters was
added the training became longer and more elaborate. In 2013 a schematic
Adolescent Maturity Spectrum was added to provide. “anchors” for extreme
(1 or 5) ratings along dimensions suggested by MAMA-t subscales:
consideration; empathy; planfulness; and moral reasoning, e.g. a student
who almost always turns in their work on time would be rated a 5, whereas a
student who almost never turns in their work on time and frequently asks for
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an extension would be a 1. In 2014 the instructor added “sketches” of
fictive teenagers for teachers to rate on 3-4 MAMA-t items—and (by raised
hands) let them compare their own ratings to the group’s consensus.

After this training, each teacher received his or her list of students
and research ID codes, a link to an on-line SurveyMonkey version of the
MAMA-t, a computer and the remainder of the day (covered by a substitute)
to complete all ratings, which were closed to input or change at the end of
three days. For attending the training and for each completed rating the
teachers received an honorarium. Several weeks later ancillary data were
added to the file: cumulative GPAs, attendance (# of missed days),
misbehavior (# of disciplinary referrals), DOB and gender.

Results and Discussion

Basic Statistics

In 2012 when four teachers rated each freshman (n = 495), the
Internal consistency (ICC) was 0.88 for the MAMA-tiowi. Inter-rater
reliability was nearly as strong for all four subscales, ICC > 0.80.
Cronbach’s a for the MAMA -t was > 0.98; for all four subscales o >
0.90.

Table 2 presents basic statistics for the MAMA -t and its
subscales. Its means and standard deviations provide a measure of the
distribution of relative maturity within each high school class.

It is worth noting the enormity of the pedagogical challenge to
teachers in a public high school since they must deal with a very large range
in maturity within each class. For example in the Freshman class of 2012
there were some freshmen who received the lowest possible maturity rating
for nearly every one of the 32 MAMA - items; and other students nearly
maxed this maturity metric in their first year of high school.

The data also exhibit a predicted trend of MAMA-t scores
improving with class such that the mean MAMA-t score for freshmen was
3.41, sophomores 3.81, and juniors 3.98. When looking at the subset of
students who were rated both as freshman and as juniors (» = 327) a paired
test of the difference in the mean MAMA-t scores is highly significant
(1326 )=11.7, p <.001). Improvement in maturity scores with high school
class is of course what one would predict if the MAMA-t captures the
concept of maturity. However, one must look at these data cautiously as the
observed differences might be attributable to changes in teacher raters, and
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instructions from year to year even though the inter-rater reliability of the
MAMA-t is quite high.

Table 2

MAMA-t Correlations With GPA, Missed Days & Disciplinary Referrals

Freshman — 2012 — N =493

rof
MAMA-t

rof r of MAMA-t with
MAMA-t with Missed  Discipline

Measure Mean SD with GPA Days Referrals
MAMA -tiotal 3.26 0.60 0.68 -0.44 -0.48
MAMA-tpian 3.19 0.74 0.78 -0.47 -0.48
MAMA -teons 3.34 0.60 0.45 -0.34 -0.39
MAMA-temp 3.18 0.56 0.55 -0.34 -0.41
MAMA -tmorr 3.35 0.71 0.68 -0.46 -0.48
Freshman — 2013 — N = 646

MAMA -tiotal 3.44 0.85 0.67 -0.42 -0.46
MAMA-tpian 3.38 0.96 0.76 -0.45 -0.41
MAMA -teons 3.48 0.85 0.51 -0.33 -0.42
MAMA-temp 3.35 0.83 0.58 -0.36 -0.43
MAMA -tmorr 3.55 0.95 0.65 -0.44 -0.47
Sophomore — 2013 — N = 562

MAMA -tiotal 3.66 0.60 0.57 -0.32 -0.37
MAMA-tpian 3.49 0.95 0.67 -0.34 -0.36
MAMA -teons 3.79 0.79 0.40 -0.23 -0.31
MAMA-temp 3.59 0.79 0.47 -0.26 -0.33
MAMA -tmorr 3.79 0.89 0.54 -0.34 -0.39
Freshman — 2014 — N =565

MAMA -tiotal 3.54 0.88 0.71 -0.36 -0.39
MAMA-tpian 3.45 1.05 0.78 -0.37 -0.32
MAMA -teons 3.59 0.85 0.55 -0.30 -0.36
MAMA-temp 3.44 0.89 0.66 -0.33 -0.35
MAMA -tmorr 3.71 0.96 0.66 -0.35 -0.42
Sophomore — 2014 — N = 599

MAMA -tiotal 3.74 0.79 0.41 -0.24 -0.37
MAMA-tpian 3.68 0.95 0.61 -0.32 -0.38
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rof
MAMA-t

rof r of MAMA-t with
MAMA-t with Missed  Discipline

Measure Mean SD with GPA Days Referrals
MAMA -temp 3.65 0.81 0.33 -0.16 -0.26
MAMA -t 3.86 0.93 0.44 -0.26 -0.40
Junior — 2014 — N =521
MAMA -tiotal 4.19 0.93 0.52 -0.31 -0.37
MAMA -tyan 3.75 1.04 0.64 -0.36 -0.36
MAMA -teons 4.01 0.90 0.38 -0.23 -0.34
MAMA-temp 3.86 0.99 0.42 -0.23 -0.32
MAMA -tmorr 3.91 1.00 0.49 -0.34 -0.39
Note. p<.001

Correlations

The correlations in Table 2 provide strong support for the
“immaturity hypothesis.” For MAMA-t.w1 ratings correlate solidly (r =
0.41-0.71) with cumulative GPA, suggesting that a competent student is a
mature student, and vice versa. Of note, the remarkable correlations with
GPA of the MAMA -tpian sub-scale ( = 0.61-0.78) suggests that planful
future-mindedness accounts for 40-60% of the academic variance among
class-mates. As expected, MAMA -t also associates negatively (» = -0.30
to -0.48) with Missed Days and Disciplinary Referrals, suggesting that
immaturity makes a significant contribution to poor school attendance and
disciplinary problems.

Focusing on the 327 students who participated in these studies as
freshmen, sophomores, and juniors, one is able to examine the predictive
correlations between MAMA-t scores of freshmen and sophomores as they
relate to academic performance of the same students when they are juniors.
This cohort of thrice-rated students provides a test of the instrument’s
predictive validity—the capacity of its MAMA-t maturity ratings in one
year to anticipate academic performance in the next year. The correlation of
total MAMA -ty Score of freshman to GPA’s of juniors is .42, and the
correlation to discipline referrals is -.24 (both p <.001). Similarly,
sophomore MAMA-t total scores predicts semester GPA as a junior (r = .47,
p <.001) and as one might expect is also negatively correlated with
discipline referrals (» =-.37, p <.001). The MAMA-t subscale score for
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Planfulness is even more highly predictive of future GPA of the student as a
junior (r=.53, p <.001).

Factor Analysis

The high school study allowed us to perform a factor analysis with a
large data set to determine if the same underlying factors emerge when
teachers use the MAMA as when it is used by parents or therapists. To this
end, we pooled three years of freshman ratings by English teachers (n =
1,685). Again, three clusters of items produced Eigenvalues >1.00,
suggesting three factors or fewer (see Appendix A).

A Varimax rotation suggested the data might be best described as
having two underlying factors rather than three: Factor 1 loaded decisively
nearly all (14 of 16) consideration and empathy items as well as 2 of the
Moral Reasoning items. Factor 2 decisively loaded all (8) Planfulness items
and 3 of the Moral Reasoning items. In the Varimax solution ten (10) items
cross-loaded (i.e., as heavily loaded on Factor 1 as Factor 2) (See Appendix
A). Moreover, this cross-loading group contained nearly all (8) Moral
Reasoning items, suggesting that teachers cannot reliably make distinctions
about their students moral/ethical development, at times basing decisions on
their views of the student as planful and responsible, and at times basing
decisions concerning a Moral Reasoning question on their view of the
students sensitivity or empathic qualities. The difference in the 2 factor
solution provided by Teachers as compared with previous 3 factor solutions
provided by parents (MAMA-p, Hong, et al., 2013) and therapists in Study 1
(MAMA-t) might result from teachers being able to observe planfulness,
empathy, and consideration of others in a classroom setting, whereas parents
and therapists would know much more than a teacher about a teenager’s
ethical thinking and behavior in a broader context than the classroom.

Study 3

As a test of concurrent validity we chose the established “grit”
scale, a well-validated measure of “perseverance and passion for long-term
goals” (Duckworth, Peterson, Matthews, & Kelly, 2007). Grit predicts
several “success outcomes,” including cumulative GPA among Ivy League
undergraduates. We hypothesized that “grit” was related but not identical to
“maturity” as measured by the MAMA-t. We expected the subscale of
MAMA-t Planfulness to correlated highly with the GRIT scale, but not
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necessarily the other MAMA-t sub-scales, which conceptually have little to
do with perseverance or goals.

Method
Participants

In May 2014 we invited regular freshmen, sophomores and juniors
in one high school—for whom we had MAMA-t teacher ratings—to
complete the 8-item Short Grit (Grit-S) Scale (Duckworth & Quinn, 2009).
Both parents and students volunteered to participate in this assessment and
were clearly informed that their choice to participate or not would not affect
their course grades. A total of 705 participated: 385 girls and 322 boys. Of
these, 211 were freshmen; 294 sophomores; and 200 juniors.

Procedure

With Angela Duckworth’s permission we transcribed the Grit-S
(Children’s Version)' onto Survey-Monkey. Participating students, read the
on-line standard instructions, entered a research ID, and rated eight brief
statements—e.g., “I am a hard worker”—according to a 5-point Likert
Scale: 1 = Very much like me; 2 = Mostly like me; 3 = Somewhat like me; 4
= Not much like me; and 5 = Not like me at all (half the items had a
reversed polarity). Ratings were later down-loaded, combined with MAMA-
t teacher ratings and ancillary data.

Results and Discussion

The Grit-S was internally coherent as indicated by Cronbach’s o =
0.69-0.75 for the Freshman, Sophomore and Junior class cohorts.

Correlations

Table 3 shows the correlations of GRIT-s with MAMA-t. In all
three class cohorts correlations between grit self-ratings and MAMA-t
teacher ratings of maturity were moderate, but significant (e.g., for MAMA-
towl 7= 0.25-0.37). The subscale demonstrating by far the highest
correlation with grit was the MAMA-tyian. (# = .40, p <.001)

Table 4 shows correlations of both the MAMA-p and GRIT scores
with GPA, missed days, and discipline referrals. The Grit-S self-ratings had
modest negative correlations with indices of academic attendance and self-
discipline (7’s ranging from -.12 to -.21) and moderately with semester GPA
(r’s ranging from 0.33-0.42).
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Table 3
Correlations of MAMA-t and GRIT

MAMA-  paMA. MAMA-  MAMA-  MAMA-

Year N tiotal tplan teons temp_ tmorR

Freshman 221 Q.37%** 0.40%** 0.33*%* 0.3 %*** 0.34***
Sophomore 294  (.25%** 0.31%** 0.16** 0.17%* 0.24%%*
Junior 200  0.29%** 0.32%%** 0.20%* 0.29%** 0.25%**

Note. * p <.05, ** p < .01, *** p < .001

Table 4

MAMA-t and GRIT Correlations With GPA, Missed Days & Disciplinary
Referrals

Missed Disciplinary Grade Point

Year N Days Referrals Average
MAMA-t

Freshman 221 -0.26%** -0.3]*** 0.66%**
Sophomore 294 -0.24%** -0.41%%* 0.42%**
Junior 200 -0.29%** -0.36%** 0.61***
GRIT-s

Freshman 221 -0.21** -0.15% 0.42%%*
Sophomore 294 -0.12%* -0.177* 0.33%*x*
Junior 200 -0.06 -0.08 0.35%%**

Note. * p <.05, ** p < .01, *** p < .001

But across all class cohorts in all correlations with all aspects of
academic performance, the MAMA-t—in particular, the MAMA-tyian
subscale—stood out. The MAMA -t ratings were solidly correlated with
GPA (7’s ranging from 0.42-0.66), but the MAMA-t, ., demonstrated
striking correlations with GPA indices in all three grades (» > 0.57).
MAMA-t,1an accounts for more than half the variance in GPA in all three
Freshman classes (7’s ranging from 0.76 -0.78).
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General Discussion

This series of studies was designed to examine the coherence,
reliability and validity of the MAMA-t, a proxy (therapist/ teacher) rating
scale designed to gauge relative adolescent maturity (vs immaturity). The
MAMA-t was designed as an instrument that could provide a simple
measure of adolescent personality maturation and was based on the MAMA-
p (Hong et al., 2013) which had previously been developed and
substantiated with a set of data based on ratings of parents in a therapeutic
boarding school. The MAMA-t was designed as an instrument that might be
useful to adult observers other than parents.

When used by therapists factor analysis suggests that the MAMA-t
data are best described as having three underlying factors: 1) Planfulness, 2)
Empathy/Consideration of others, and 3) Ethical/Moral thinking. This result
is consistent with previous research by Hong et al. (2013) on the MAMA-p
designed for parents. We originally designed the MAMA to allow for the
possibility of four underlying factors that would allow for a separation of
Empathy as a separate factor from Consideration of others. However, both
the current and past research (Hong et al. 2013) indicate that items designed
to relate to empathy and those designed to relate to consideration of others
tend to indistinguishably cluster together resulting in a scale that has three
rather than four underlying factors.

When the MAMA-t is used by teachers, two underlying factors are
preserved: 1) Planfulness and 2) Empathy/Consideration of others. The third
presumed factor of items intended to relate to Ethical/Moral thinking drops
out. As noted in the earlier discussion, this factor structure makes sense in
that parents and therapists are more aware of ethical decisions, and teachers
are better able to evaluate dimensions of Planfulness and Consideration of
others.

In all three studies, the MAMA-t demonstrated substantial criterion
validity by substantiating the relationship of MAMA-t ratings to
performance both in a therapeutic program and in a conventional high
school in terms of grades and behavior. In the third study when the MAMA -
t was compared with the GRIT scale, the two measures both seemed related
to maturity. Although, the GRIT scale was designed to measure only a small
aspect of personality maturation, which might be called “grit” or
determination, whereas the MAMA has been designed to capture broader
dimensions of maturity. It turns out that the MAMA-t, and particularly the
Planfulness subscale, is actually a better predictor of academic success and
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behavior than the GRIT scale. Using the MAMA-p to provide an index of
maturity of students as freshman is a powerful predictor of how successful a
student will be in future years particularly in terms of academics (as
measured by GPA), but also in terms of attendance and disciplinary issues.

The data taken together provide further evidence of the reliability of
the MAMA-t as a simple rating scale that can be used by teachers and
therapists to gauge the relative maturity of their clients and students. Each of
the experiments demonstrate a high level of internal consistency and inter-
rater reliability. Moreover, the MAMA-t appears to be applicable and
potentially useful for a sample of adolescents who have a mixture of clinical
issues as well as a more general population of high school students. Being
able to assess maturity might well lead to better designed approaches to
pedagogy and clinical intervention that take into consideration the relative
maturity of the individual student or client. From a school system point of
view, the relationship of MAMA-t scores to future performance might well
provide useful information for identifying students who will benefit from
more attention, structure, and support to counteract their lack of maturity. It
will also provide early indicators of those mature students who can benefit
from more independence, enrichment, and challenge.

The set of experiments of course are limited in establishing the
measure’s general reliability and validity in that the populations and
criterion that have been measured are themselves limited. It remains to show
that the MAMA-t can be reliably used with more diverse populations and
raters. It also remains to demonstrate the relationship of the MAMA-t to
other instruments that measure aspects of the underlying concepts of
maturity and personality development.
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Appendix A

Factor Analysis — Varimax Rotation

MAMA-t Factor Analysis (Varimax Rotation) with Three Years of Freshman
Teacher Ratings (n = 1,685)

Sub-
Item # Factor 1 Factor 2 Scale
This student has an
inflated sense of own
M32R 86 * 21 cons importance.
This student has an
M2R 85 * 17 cons entitled attitude.
This student treats others
M7R 82 * 22 cons as servants or puppets.

This student is willing to
M24R 76 * 47 cons inconvenience others.

This student is sensitive to
the feelings of others, even
those who seem different

Ml11 76 * 39 emp from self.
This student is self-
M23R 75 * 39 emp preoccupied.

This student is self-
effacing, quick to give

M16 73 * 39 cons others credit.
This student is oblivious to
M29R 73 * 52 emp others' needs.
This student is grateful for
MI13 70 * 42 cons help and kindness.

This student does not
recognize own social
mistakes or see why others

M30R 69 * 51 emp take offense.
This student is courteous,
MI15 69 * 46 cons considerate and respectful.
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Sub-
Item # Factor 1 Factor 2 scale

This student makes new
M19 64 * 32 emp students feel welcome.

This student would lie
without remorse to
parents, if getting caught
M3R 64 * 56 morR seemed unlikely.

This student thinks a rule
is less important than what
M22R 64 * 55 morR one wants to do.

This student recognizes
accurately how own
M8 63 * 57 emp behavior will affect others.

This student cannot
imagine how it might look
from a teacher's point of
M26R 62 * 61| * emp view.

M10 61 * 46 emp This student is tactful.

This student accepts that
all school rules and
societal laws apply, even
the "silly" or frustrating
M14 59 58 morR ones.

This student would feel
ashamed to do or say
M9 57 54 morR something dishonest.

This student would
shoplift if the group
thought this was
M20R 56 56 morR acceptable behavior.

This student is quick to
M21 50 32 cons share.

This student sets priorities
to accomplish a goal in a
M1 27 88 | * plan sequence of logical steps.
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Sub-
Item # Factor 1 Factor 2 scale

This student commits to a
clear goal with sustained
focus, energy and

M25 29 86 | * plan enthusiasm.

This student gets side-
tracked and can't keep to

M28R 34 85| * plan the plan.
This student, when it is
M6 34 84 | * plan time to work, works hard.

This student keeps work
spaces and belongings in
M17 29 80 | * plan order.

This student gets
discouraged by setbacks

M3I1R 32 77| * plan and gives up.
This student prefers to
MI18R 41 77 | * plan play now and work later.

This student fails to
anticipate the risks and
consequences of present
M4R 47 71 | * plan actions.

This student identifies
with an ideal of integrity
M5 60 * 66 | * morR and can be trusted.

This student acts on
abstract principle, e.g.,
"honor," even if honor
turns out to be

M27 53 62| * morR inconvenient.

This student would
plagiarize a paper, if
getting caught seemed
MI12R 59 61| * morR unlikely.

Note. An * Marks item loadings > = 60.
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This article outlines the development of a tool to measure change in students within
a residential treatment center or therapeutic boarding school environment.
Specifically, changes are tracked across emotional, social, and behavioral domains
using the Residential Emotional, Social, and Behavioral Assessment (RESBA) tool.
Currently, there are a limited number of validated instruments available to track and
measure change among students in residential treatment settings. The ability of
programs to accurately collect and track data increases their ability to track
treatment progress and improve overall outcomes (Hall et al., 2014). The RESBA
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INSTRUMENT TO TRACK CHANGES

is designed to allow for observational data to be reliably recorded across multiple
individuals to track and measure change within treatment. Preliminary RESBA
results indicate an inter-item reliability (Cronbach’s alpha) of » = .930. A principle
components analysis (PCA) was used to speak to the construct validity of the
RESBA with a total combined variance explained being 80.33%. The preliminary
steps for establishing validity and reliability of the RESBA tool is provided as well
as a discussion of potential applications for research and practice.

Keywords: residential treatment, instrument, track changes, progress
reporting, data-informed decision making, adolescents, evidence-based practice
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In the last decade, there has been increased attention on the need to utilize
evidence-based practices across multiple fields (Carlson, Goscha, & Rapp, 2016;
Khagram & Thomas, 2010; Spencer, Dietrich, & Slocum, 2012). Professionals in
the human sciences have been increasing their efforts to bridge the research-to-
practice gap and to integrate evidence-based interventions into clinical work and
service provision (Wang & Lam, 2017). The word “service” implies that there is a
treatment or intervention that is being provided and assumes that it is beneficial to
the recipient. In order to accurately state that a service is beneficial, it is essential
that there be an evidence-base substantiating that claim (Spencer et al., 2012).
Many professionals have begun to recognize that evidence-based practices can be
integrated into the daily practices of practitioners and service providers, improving
outcomes for consumers (Spencer et al., 2012).

Closely tied to the evidence-based practice movement is the recognition of
the value of data-driven decision making in clinical settings. Engagement in
appropriate data collection and analysis is critical for effectively evaluating
treatment change and progress. Individuals across many professions use data as a
basis for tracking and assessing progress and making decisions regarding the
quality of the services being provided (Murray, 2013). The emphasis on the
collection of clinical data continues to increase in the human sciences. Data is
intended to inform the decision-making process of professions, and multiple
sources of data should be utilized for best decision-making (Murray, 2013; Shen
& Cooley, 2008; Shen et al., 2012). For example, pre and post tools are helpful in
determining overall change throughout treatment, but they do little to indicate how
the treatment was effective. These pre and post tools do not provide practitioners
with any information regarding the course of improvement, or information
regarding the client’s experience. In contrast, continuous data collection assists
practitioners in identifying fluctuations in the client’s progress, intervening when
there are significant changes, and recognizing what factors may be playing a
positive or negative role in the treatment process.

Residential treatment centers and therapeutic boarding schools are
important categories of treatment providers for adolescents to consider. According
to a representative from the National Association of Therapeutic Schools and
Programs (NATSAP), there were 160 programs that were part of the NATSAP
organization, serving over 6000 adolescents in 2015 (M. Stokes, personal
communication, Oct. 2016). This is one of multiple organizations that therapeutic
schools can join, clearly indicating the number of adolescents and youth served in
these environments to be well in the thousands, making it a population warranting
consideration in data-tracking and data-informed decision-making processes.
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Research based on quality data-collection methods and evaluation within
residential settings can inform treatment decisions at the individual, program, and
state levels. As residential treatment centers seek to adopt evidence-based
practices and track outcomes they will be better able to advance the quality of
services in the field (Lyons, McCulloch, & Hamilton, 2006). Psychometrically
sound measures are critical to be able to demonstrate differences in client
outcomes due to specific interventions. The Illinois Department of Children and
Family Services completed a project to determine whether a subset of children in
residential treatment could be effectively served in therapeutic communities at
reduced costs. Their findings indicated that agencies that had a method of tracking
changes among students demonstrated an increased ability to meet student needs
and inform program and state policy (Lyons et al., 2006). They noted multiple
challenges of tracking changes in residential treatment due to the complexity of
interventions in that environment. However, they also noted that tracking changes
and outcomes are critical for identifying factors that may influence treatment
progress (Lyons et al., 2006). Another study conducted in the United Kingdom,
evaluating session-by-session outcome measures in mental health services
indicated that tracking changes across sessions may improve the completion of
follow-up measures, help clinicians detect sudden changes (improvement or
decline), and lead to better client outcomes (Hall et al., 2014).

Without psychometrically sound tracking tools, clinicians are limited to
pre/post data that leaves gaps regarding what specifically led to changes. Of more
concern, they are limited to anecdotal information, which is limited with regards
to validity and generalizability. A quality measure for a residential treatment
program must include six key features: 1) validity, 2) reliability, 3) related to the
services that are being provided (Barkham & Mellor-Clark, 2003), 4) provide
clinically-relevant data, 5) be easily understandable and trainable, and 6)
parsimonious. The combination of these six elements help to provide continuity,
reliability, and accuracy in the instrument’s use and application. Additionally, a
measurement tool that allows for a shorter interval of measure and specificity in
what is being measured may enable users to track more specific changes over
time. Currently, there are relatively few psychometrically sound measures
available specifically for use in residential treatment that allow for clear and
concrete measures to be made to track progress of students, particularly ones
based on observable data rather than being reliant on self-report only.

The purpose of this article is to report the creation and initial steps
towards validation of an instrument for residential treatment programs. The
Residential Emotional, Social and Behavioral Assessment (RESBA) has been
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developed to measure student progress across three core domains: behavioral,
emotional, and social experiences. The purpose of this instrument is to assist in the
effort to engage in data-informed decision making and establish an evidence-based
practice within a residential treatment context - consequently increasing the
quality and effectiveness of treatment interventions and improving outcomes.

Methods
Instrument Development

Instrument creation began with a focus group, the purpose of which was to
develop the items that were to be included. Members of the focus group included
eight individuals who were residential, clinical, and academic directors from four
residential treatment programs that together have been providing residential
treatment services for troubled youth for over 20 years (RedCliff Ascent, n.d.).
These programs provide services for a wide scope of issues in varying contexts,
including: a wilderness program for troubled youth, treatment for addiction, and
treatment for sexually inappropriate behaviors. All programs are located in the
state of Utah, with students enrolled from all over the United States as well as
some international students. One of the programs was specific to adolescent males
while the other three were co-ed with both male and female adolescents at the time
of the instrument development.

The focus group met three different times, for four hours each time, to
develop potential items for the instrument. The focus group process began with a
discussion of the purpose of evaluation, and the identification of the primary
constructs that participants would benefit from assessing regularly. Participants
identified emotional, social, and behavioral domains as the primary constructs that
would be of most benefit to assess. Consensus was then reached regarding the
definitions of these terms. Potential items were then developed to measure each
construct. Following each focus group, accuracy checks of qualitative analyses
were conducted. Using this process of discussion, elimination, and evaluation, the
group of potential items was refined to include 23 items to be utilized in the pilot
version of the evaluation tool. The potential items were written with a variety of
individuals intended to be recording the data, including therapists, academic
teachers, and residential support staff.

After development, the 23 items were sent to each program for pilot data
collection. Therapists, academic teachers, and residential support staff from each
program completed the questions based on observations of students in treatment at
that time. It is likely that a therapist, residential staff, and teacher were the ones

86 © JTSP Volume Xl



INSTRUMENT TO TRACK CHANGES

completing the RESBA assessment on each student, however, this was not
specifically tracked. Student populations across these treatment programs were
diverse in age, race, gender, socioeconomic status, and other demographic factors;
more detailed demographic information was neither required nor collected. The
data as collected was sufficient to accomplish the intended goal of the pilot study,
which was to begin determining the construct validity of these measures and if
they would discreetly load to the identified factors (emotional, social, and
behavioral). This data was evaluated to determine the validity and reliability of the
instrument items. All data evaluation and processes were done in accordance with
ethical guidelines and principles.

Data Analysis

The data analysis utilized 1,055 client evaluations that were completed by
clinical, academic, and residential support staff across four different programs
using the pilot instrument (23 items). These clinicians, residential support staff,
and therapists were all given basic instructions on how to understand, interpret,
and respond to the items. A principle components analysis (PCA) was used to
establish the construct validity of the RESBA. The data were factorable as
evidenced by the Kaiser-Meyer-Olkin measure of sampling adequacy, which was
r=.910. Additionally, Bartlett’s Test of Sphericity was significant at the p <.000
level. The PCA is utilized to statistically group individual items together into
constructs, or factors. The RESBA items were developed to measure three distinct
areas: Emotional, Social, and Behavioral experiences of the students. Establishing
support for the underlying factor structure can be accomplished utilizing a PCA,
as that statistical procedure determines the constructs to which individual items
are loading. If an item loads to multiple constructs, we can determine that the
particular item is not accurate and does not assist us in measuring a mutually
exclusive construct, and thus it can be removed from the instrument. An item that
fails to adequately load to any factor demonstrates a lack of accuracy in the item
and can also be eliminated from the instrument. The strength of a PCA is
determined by how much of the variance in the responses are accounted for by the
items in the final model. A higher percentage of variance explained by the factor
is indicative of a more accurate model. To measure the reliability, a Cronbach’s
alpha correlation was utilized. An a priori level of .70 was used as our reliability
cut off level.

Results

The items of the RESBA, as completed by therapists, teachers, and
residential staff, were all combined into one group and resulted in an overall inter-
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item reliability (Cronbach's alpha) of » = .930. The construct validity of the
instrument was addressed using a PCA, using Varimax rotation. The data was
determined to be factorable based on the results of the Kaiser-Meyer-Olkin
measure of sampling adequacy, which was » = .910. Additionally, Bartlett's Test
of Sphericity was significant at the p <.001 level. The analysis was a forced,
three-factor solution and was run several times to determine the most
parsimonious model. The final model eliminated 13 of the original test items.
Each of these items were dropped due to inadequately loading on any factor or
loading to multiple factors. A .400 cutoff was used to determine what factor to
which an item loaded. The loading data for each item is provided in Table 1.

Table 1

Individual Item Loading Value Across Each Factor

Item Factor 1  Factor2 Factor 3
Student used appropriate coping skills for .834 262 335
dealing with emotions.

The student’s behavior appropriately 877 .199 306

matched reported emotional state.

When experiencing emotions, the student .854 261 299
recognized and expressed awareness of
the emotion.

Student appropriately prompted others. 225 .859 258
Student actively worked to build positive 335 728 338
relationships.

Student took initiative on assignments and 245 314 172
tasks.

Student stayed on task without prompting. 235 239 786
Student responded positively when asked 310 .166 796
to complete a new/different task.

Student willingly responded when asked 278 .193 811
to complete a new/different task.

Student completed task to the expectation. 275 237 782

Note. Used .400 cutoff for loading factor.
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This left a final instrument with 10 items across three factors. Factor one
represented observed emotional reactions (e.g. behaviors appropriately match
reported emotional state), and had three items, which accounted for 27.21% of the
variance. Factor two represented observed social interactions (e.g. appropriately
prompted others.), and had two questions, which accounted for 17.20% of the
variance. Factor three represented observed behaviors (e.g. when asked to
complete a new/different task student willingly responded.), and had five items,
which accounted for 35.92% of the variance. Together these three factors
accounted for 80.33% of the variance. A summary of these results is found in
Table 2.

Table 2

Total Variance Explained by Each Loading Factor

Cumulative
Factor Total Value % Variance Variance
Factor 1 2.721 27.21 27.21
Factor 2 1.72 17.20 4441
Factor 3 3.592 35.92 80.33

Discussion

The primary goal of this study was to obtain preliminary data to support
the initial stages of establishing validity and reliability of the RESBA instrument.
A central purpose for developing this instrument was to increase the ability of
residential facilities to engage in data-informed decision-making and improve the
ability of residential treatment programs to establish and maintain evidence-based
practices. The ability of programs to accurately collect and track data increases
their ability to monitor the effectiveness of treatment interventions, leading to
overall improvement of outcomes (Hall et al., 2014). This instrument was
conceived, developed, and implemented by and for residential treatment centers.
The items identified within it are intended to specifically speak to the broad range
of activities and requirements an individual will face in residential treatment that
may not be present in outpatient scenarios. Most residential treatment includes an
academic component, residential component, and therapeutic component; the
questions were designed to span each of these contexts and still provide
meaningful data. For example, in the question “student stayed on task without
prompting,” there is a deliberate lack of specification on the nature or type of task
so that it could be applicable for an academic, residential, or therapeutic
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environment. Additionally, since it is based on observational data, staff from
across these areas will be able to identify if there was prompting required and
complete accurate documentation. Because this tool is based on observational data
and completed by various individuals who have interactions with students in
treatment, it potentially allows for a greater range of interpretation and
comparison. This enables it to be used as a tracking tool with behavioral data from
multiple perspectives and in multiple contexts, which can be viewed in their
entirety or individually to compare differences in behaviors across contexts.

In addition, having documented observational data could allow programs
to make comparisons to other instruments that may rely on self-report, allowing
for tracking of trends for both an individual and their peer group. With enough
data being collected, measures could be looked at in terms of predictive value for
determining if certain scores are predictive of successful treatment outcomes. For
example, an individual’s RESBA score trends could be compared to what other
students’ trends look like during the same time period; or, they can be compared
to what other students’ trends were when they were in the same phase or time
period of treatment. With consistent use over time, programs may have many
opportunities for utilizing this tool to determine trends, norms, and establish
predictive values within treatment.

Limitations of this Study

There are several considerations regarding the use and implementation of
the RESBA. First, while preliminary results are supportive of the instrument
demonstrating construct validity and internal reliability, use of this instrument in
research without additional psychometric studies should be done with
caution. While it has potential for utilization as a tracking tool as well as a
dependent variable in research, these findings remain preliminary. In addition, this
instrument is not intended to be used as a single administration outcome measure
as there are no established norms or cutoffs to indicate clinical significance of
behaviors observed. The data from this instrument currently seems to be most
meaningful when it is placed within a specific context and tracked over time.
Future research may be appropriate for exploring if there are differences between
different groups and populations. Second, the sensitivity of this instrument to
detect discreet changes across the various domains is currently undetermined. It
may not detect small changes that would serve as indicators of progress and
instead may be more appropriate for identifying larger change patterns. The level
of sensitivity at this time is unclear. Currently, it is best suited to detect trends and
patterns across individuals as well as groups. Looking at trends in the RESBA
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scores throughout treatment can also be of benefit in determining progress and
change of the student, based on their observable data.

A third significant limitation of this instrument is recognition of the role
of fidelity in the instrument’s reliability. Fidelity of implementation is a concern
across measures, treatment settings, and contexts. It is important that those who
are scoring the RESBA have instruction regarding the interpretation and responses
to each item. The preliminary results of internal reliability show promise that
consistency can be obtained across observers and evaluators with appropriate
training. Without consistency in the interpretation of the items, the instrument may
no longer be measuring what it is intended to measure, compromising the data.

Conclusion

In this pilot study, the RESBA instrument demonstrated promising results
for preliminary reliability and validity, suggesting it may be appropriate for use in
a residential treatment or therapeutic boarding school environment, alongside
other measures. The continued push for operating from an evidence-based practice
approach encourages programs to invest in appropriate and sound data collection
processes. As programs do so, they will be better able to provide appropriate and
effective services to their clients and their families, make data-informed decisions,
advance research in residential treatment, monitor overall treatment provisions of
the program as a whole, and improve marketability of their program.

Implications for Research

The RESBA has many potential uses in research within a residential
environment. Because the RESBA 1is appropriate across a variety of contexts and
populations, it lends itself to utilization for a variety of research goals and
objectives. For example, because it is depending only upon observations of a
given population and is not used comparatively to other populations, it can be
equally useful to a researcher working in a wilderness program to track change as
well as in an addiction treatment center, transition programs, or programs working
specifically with Autism Spectrum Disorder populations, to name a few. The
RESBA has particular merit when looked at as a dependent variable. For instance,
if a researcher were interested in knowing the impact of a certain intervention, the
RESBA tool scores could be used as a dependent variable to measure change
occurring as a result of that intervention. Having a consistent and reliable
dependent variable allows for programs to design studies looking at specific
aspects of their treatment to determine their overall impact on actual behaviors of
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those they work with. This kind of measure provides opportunities for researchers
to ask a broad range of research questions and investigate their answers.

The RESBA would benefit from repeated studies examining its
psychometric properties. Future research going beyond the item and construct
validity and beginning to explore other areas of validity, such as convergent
validity with other instruments or test-retest reliability, would be of great value.
This would further speak to the accuracy with which this instrument actually
measures what it is intended to measure. In addition, further exploration of the
trends and range of scores that connect to successful outcomes may aid in being
able to use the RESBA as a predictive tool in positive outcomes. Another potential
area of exploration includes evaluating the sensitivity to change this instrument
allows. By manipulating the number of response items there could be added value;
however, this would need to be balanced with consideration to fidelity of
implementation. The overall fidelity of implementation, including looking at
consistency of rating across various staff, could also add to the understanding of
how the fidelity of this instrument impacts its usefulness.

Implications for Practice

In addition to opening up opportunities for research projects within
programs, the RESBA may be valuable to provide service providers within
treatment as a potential means of making data-informed decisions. By keeping
track of how a student changes over time, making informed decisions to assist the
student based on observing the data for behavior trends and patterns becomes
possible. The RESBA could be used on an individual client level which an
individual is compared only to his/herself, but it also has utilization for being able
to compare an individual to his/her peer group in order to determine if an
individual is functioning in a manner that may be out of the ordinary for the
population. This kind of information can assist service providers in making key
decisions for advancement within the program’s structure, as well as in
determining if a client is responsive to specific interventions and feedback. For
inter-rater reliability and consistency in question interpretation, a manual has been
created to clearly define each question as well as potential formats for responses.

Implications for Program Evaluation

Finally, the RESBA can be useful in looking at overall program
evaluation and marketing. By collecting data consistently over time, with an
accurate measure, a program is able to look at its overall ability to produce change
across a range of individuals and contexts. Once this information is obtained,
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strengths of a program may become more apparent as well as areas that can be
improved or are in need of adjustment. This kind of feedback on a programmatic
level can improve the overall quality of services being provided as well as provide
assurance to parents, education consultants, and other key players, that the
program is seeking to monitor and improve their overall services in order to be
most effective.

In conclusion, a gap in residential treatment may exist where it may be
difficult to track progress in a pragmatic and clear manner across various
providers. There are limited resources available for tracking change over time that
are based on observation rather than self-report. The RESBA appears to have
construct validity and preliminary reliability, potentially adding a much-needed
instrument to the toolbox of those working in residential treatment. This tool has
potential to increase the ability of residential treatment centers to make data-based
clinical decisions on an individual and programmatic level. It could also increase
the ability of treatment programs to meaningfully engage in the establishment and
utilization of evidence-based practices, contributing to the body of literature and
moving forward the field of residential treatment.
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Appendix A

The Residential, Emotional, and Behavioral Assessment (RESBA) Tool

Item

Factor

Never

Occasionally

Often

Always

Not
Observed

Student used
appropriate
coping skills
for dealing
with
emotions.

Emotional

The student’s
behavior
appropriately
matched
reported
emotional
state.

Emotional

When
experiencing
emotions, the

student

recognized
and
expressed
awareness of
the emotion.

Emotional

Student
appropriately
prompted
others.

Social
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Item

Factor

Never

Occasionally

Often

Always

Not
Observed

Student
actively
worked to
build positive
relationships.

Social

Student took

initiative on

assignments
and tasks.

Behavioral

Student
stayed on
task without
prompting.

Behavioral

Student
responded
positively

when asked
to complete a
new/different
task.

Behavioral

Student
willingly
responded
when asked
to complete a
new/different
task.

Behavioral
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Item Factor Never | Occasionally | Often | Always Not
Observed
Student Behavioral
completed
task to the
expectation.
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The Golden Thread Software: Improving the
Scientific Value of the NATSAP Practice Research
Network

Mike Petree
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This article describes how the Golden Thread (GT) software solves important
problems in the NATSAP Practice Research Network. Prior to the GT, researchers
were unable to match clients in the de-identified database. Clients and families were
completing surveys redundantly, and treatment providers were unable to
conveniently view change data from prior treatment services. The GT addresses
each of these concerns through the development of a client matching algorithm, the
creation of the GT Portal, and the auto-population of surveys. Additionally, the GT
creates systems that support educational consultants and other professional referents
to collect and contribute data from those who inquire about receiving treatment
services but do not place in a treatment program. These data work as a "quasi-
control group," further enhancing the scientific value of the dataset.

Keywords: client progress monitoring, outcome research, continuum of
care
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GOLDEN THREAD SOFTWARE

The Golden Thread (GT) is a software solution directed by the University
of New Hampshire that is designed to improve the scientific value of the
NATSAP Practice Research Network (PRN), the national outcomes study
coordinated by NATSAP, and the Outdoor Behavioral Healthcare Council
(OBHC). The GT enhances scientific value by matching clients who have
attended or are attending multiple programs. Through a portal designed for
educational consultants, data can be collected from clients who inquire about
treatment services but do not actually participate. These data can be used as a
quasi-control group. The software also includes educational consultants and
inquiry data that can provide quasi-control groups. Finally, programs can reduce
data collection redundancies and provide clinicians with client progress data that
informs the overall treatment process.

The NATSAP data collection initiative is structured to collect outcome
data by sampling adolescent and adult clients, the parents of adolescent clients,
and key staff members four times: at admission, discharge, six months post-
discharge, and twelve months after discharge. The resulting NATSAP database is
managed by the University of New Hampshire and provides the ability to measure
treatment outcomes. It also provides a resource for programs and researchers to
explore the impact of treatment for various diagnoses and populations, as well as
to answer questions not yet asked. While both the initiative and the data set have
proven to be valuable for scientific inquiry and increasing the accessibility of
treatment services through insurance reimbursement, they have also exposed areas
in need of improvement. To address these needs, NATSAP, OBHC, and two
associations of professional referents (The Therapeutic Consultants Association
[TCA] and the Independent Educational Consultants Association [IECA]),
collectively financed the development of the Golden Thread (GT) software. As the
name suggests, the GT will increase the scientific value of the data set by linking
together an individual participant’s data throughout the treatment process
including pre-treatment, various stages of treatment, and post treatment. This data
will provide a more accurate examination of the impact of treatment on final
outcomes.

The Golden Thread Improves the Database

To understand how the GT will improve the database it is necessary to
understand the structure of the study and to consider the logistics involved in data
collection. Each participating program subscribes to an online data collection
system called OutcomeTools (OT). OT accounts are discrete systems that have no
between-account communication. When clients and families consent to participate
in the study their data are de-identified and contributed to the national NATSAP
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database. The Golden Thread software sits between OT and the database and
works with the identified data to match clients before de-identification takes place.

Currently, the NATSAP research initiative collects three types of data:
demographic, mental health status such as emotional and behavioral symptom
issues, and family functioning. Mental health data are collected using the Youth
Outcome Questionnaire 2.0 SR (YOQ 2.0 self-report), Youth Outcome
Questionnaire 2.01 (YOQ 2.01 parent report), and the Outcome Questionnaire
45.2 for adult clients. Family functioning data are collected using the McMaster
Family Assessment Device (FAD). Demographic data are collected using surveys
completed by staff, clients, and parents at admission, discharge, six months post-
discharge, and twelve months post-discharge.

OutcomeTools accounts come pre-loaded with the surveys defined above.
These surveys can be completed on paper, via email, or on a tablet or computer
with Internet access.

It is common for clients to participate in more than one type of
programming. Often, clients will transition from “door-to-door,” meaning that
they may leave one program and begin another within a 24-48-hour window.
When both programs are participating in the study, unnecessary redundancies in
data collection are placed on the clients and families, as well as on the program
staff.

Consider this scenario: on the day of discharge from a wilderness therapy
program, a client (Jane) reports a 37-point improvement on the YOQ 2.0 SR from
admit. Her changed score indicates that she made “clinically significant”
improvements, meaning that someone close to her would recognize positive
changes. While she made measured improvements, she wasn’t quite in the non-
clinical or normal range at the time of discharge.

On the same day Jane transfers to a therapeutic boarding school and is
given another YOQ 2.0 SR to document her baseline score for the new program.
The baseline score is consistent with the discharge score that she’d completed at
the wilderness therapy program. She attends the boarding school for twelve
months, and her discharge score indicates that she moved into the non-clinical
range with a 22-point improvement.

Jane’s data indicate that from the beginning of wilderness to the end of
boarding school, she changed a total of 59 points. In the database, however,
researchers can only view Jane as two separate people with less robust outcomes.
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While clinically significant improvements were made at both locations, the full
story of Jane’s change is not available to researchers.

To further complicate things, the wilderness program is scheduled to
follow up with Jane at six and twelve months after discharge. Jane was at a
therapeutic boarding school at both instances. In order to obtain these data, staff
at the wilderness therapy program must request that current staff administer
surveys on their behalf. The process of making contact and securing data is
laborious and time consuming. In cases when these data are collected, it is not
entirely clear to researchers where the client was when the post-discharge surveys
were completed. The complicated logistics result in significant data loss. The
absence of location results in ambiguous information about the reality of post-
discharge status.

The Golden Thread Solves Four Primary Problems

In the scenario above, there are four primary issues. The first is that the
researchers are hindered in their ability to match de-identified clients in the
existing database which precludes examining a single client’s change over the
course of treatment. The second is that clients, parents, and staff are asked to
complete surveys redundantly at multiple times through the full survey cycle for
each program, which results in participation attrition. The third is that there is no
consistent system for tracking whether or not a client completed post-discharge
surveys while in treatment or when they returned to the home or normal living
environment. The fourth is that clinicians who might benefit from viewing a
client’s full outcomes history are only able to view data collected locally.

Addressing the problem of matching clients in the database, the Golden
Thread organizes the existing database through two third party entities,
OutcomeTools and Petree Consulting Inc. (PCI). PCI created a client-matching
algorithm that searches the identified data and compares client information along a
number of variables. The client-matching algorithm produces a “match certainty
score.” Once matches are made, the data are de-identified and clustered to show
cases that meet the criterion for a “match.” This allows researchers to select the
desired threshold based on the “match score” and to track clients with multiple
treatment episodes with a high degree of certainty while still protecting
confidentiality.

Addressing the second issue the GT will reduce the need for redundant
survey completion by tracking clients from one program to another. If post-
discharge surveys are due from a previous program while the client is in treatment
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elsewhere, the GT will do one of two things:

1. Ifaneeded survey such as the YOQ 2.0 SR was completed by the current
program within the on-time window, its score will be included as a post-
discharge data point for the prior program.

2. If needed surveys were not completed within the window, they will be
auto-populated within the OT account of the current provider thereby
eliminating the need for data collection personnel to manually push survey
links to current providers.

Addressing the third problem the Golden Thread will employ standardized
release of information forms that give clients and families the ability to authorize
the sharing of results between programs within the GT portal designed for this
purpose. Additionally, all completed surveys are stamped with location, when
possible, so that post-discharge results can be binned to either “at home” or “in
treatment” categories. In cases where post-discharge data are collected while
clients are in programs that do not participate in the study, NATSAP demographic
surveys have been adjusted to document location and living circumstances at the
time of completion. This allows for more accurate post treatment outcome
descriptions, by accounting for differing post-treatment locations.

Finally, clinicians will be able to access the full data history for clients
through the Golden Thread portal. These results can be used to augment the
clinical process by providing encouragement to clients through documentation of
their improvements, helping clients to recognize patterns in their own treatment
process, or demonstrating the continuing need for services to families or other
stakeholders.

The Golden Thread Tracks Clients Before They Enter the Treatment Process

In the summer of 2018, revised versions of the NATSAP demographic
surveys were approved by the University of New Hampshire IRB. Revisions were
guided by feedback from users and researchers studying the database.

The IRB also approved the inclusion of weekly client progress data using
the YOQ. Client progress monitoring is a method for improving outcomes and is
being used by an increasing number of study participants. These data will
potentially give researchers greater insight into what happens for clients during the
treatment process.

The Golden Thread is designed to include data collected by professional
referents so that the clients can be tracked even before they enter the treatment
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process. An additional bonus to having educational consultant participation is the
collection of data from those who inquire about, but do not ultimately use,
treatment services. These data can function as a quasi-control group enabling
researchers to study the differences between clients with similar mental health
profiles who do and don’t participate in treatment programming.

The objectives driving the NATSAP study include improving the quality
of services, increasing accessibility of treatment through insurance and other
funding sources, protection against legal or governmental aggressors with
unfounded claims, and self-promotion through marketing.

Despite the weaknesses that the GT was designed to address, the existing
NATSAP dataset has been valuable in establishing the general effectiveness of
NATSAP treatment programs. With the improvements made possible by the
Golden Thread it is highly likely that the “black box” of treatment will become
less opaque. With the ability to match clients and to study change patterns across
different types of programs providers will be better equipped to improve the
quality of treatment services, demonstrate outcomes, and use research results to
expand accessibility to treatment.
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Differences between Opioid and Non-Opioid Users
During and After Outdoor Behavioral Treatment

Paige Mandas'!, Kayla Argo', Hannah Rose!, Taylor Zelenik!, Ansley
Wetherington', Garrett Cook', Matthew (Cole) Brogden', Harold L.
(Lee) Gillis, Jr.', & Keith C. Russell?

Georgia College & State University’, Western Washington University?

Enviros Shunda Creek is an Outdoor Behavioral Healthcare (OBH) program
treating young adult males with substance use disorders. There are no psychosocial
treatments for use of specific drugs. Based on this and the ongoing opioid epidemic,
the current study investigates whether OBH is equally effective for the treatment of
opioid users compared to non-opioid users at Shunda Creek. This study found no
statistically significant differences at intake, during treatment, discharge, and
follow-up. Opioids served as a stronger predictor for severity of relapse than other
drugs of choice, R? = 0.098, F(1,73) = 7.930, p < .001, 95% CI [0.118, 0.687].

Keywords: substance use disorders, young adults, opioids, relapse
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Opioid Use Disorder (OUD) is a current public health crisis in the United
States and Canada. The rise of OUDs creates a need for extended research on
effective treatment strategies (Liebling et al., 2016; Sokol, LaVertu, Morrill,
Albanese, & Schuman-Olivier, 2018). Outdoor Behavioral Healthcare (OBH) is
shown in numerous studies to be an effective treatment strategy for youth and
adolescents struggling with Substance Use Disorders (SUD; DeMille et al., 2018).
This study serves as a follow-up to Chapman et al. (2018), which demonstrated
that OBH was equally effective for high and low SUD involved young adult
males. Here, we examine treatment trajectories of clients who use opioids and
clients whose drugs of choice do not include opioid use.

Despite the watchful eye and diligent work of numerous politicians,
clinicians, and researchers in Canada since the early 2000’s, nonmedical
prescription opioid use (NMPO) has increased at a baffling rate (Liebling et al.,
2016). In 2010 alone, the death toll from prescription opioid use exceeded 16,000,
and the rate of heroin overdoses increased steadily from 2010 to 2013 (Dart et al.,
2015). The Canadian Federal Health Minister officially declared the opioid
problem a national public health crisis on August 31, 2017 (Health Canada, 2017).
To reduce the stigma associated with drug-related deaths and raise awareness for
the various treatment options available, the Prime Minister proclaimed an
International Overdose Awareness Day in Canada. The United States has also
declared a public health opioid crisis, demonstrating that the substance abuse issue
knows no boundaries (Beletsky & Davis, 2017).

Currently, the psychosocial treatment of SUD is similar, if not the same
for both opioid and non-opioid users (Mayet, Farrell, Ferri, & Davoli, 2004).
Available psychosocial therapies include cognitive-behavioral therapy, 12-step
programs, and motivational interventions, among others (Chapman, et al., 2018;
Jhanjee, 2014).

The majority of modern medical treatments are centered around
replacement therapy, which is the administration of a weaker opioid to addicts in
order to avoid withdrawal symptoms and eventually curb cravings (Mattick et al.,
2003). According to a double-blind study conducted by Fudala et al. (2003),
buprenorphine, a partial opioid agonist, functions as an effective form of treatment
both by itself and when combined with naloxone. Methadone, a mild opioid, has
also been found to aid in the recovery of opioid abusers; however, a controlled
trial in Canada found that injectable diacetylmorphine performed significantly
better than methadone in the treatment of opioid dependence (Oviedo-Joekes et
al., 2009). In the event of an overdose, an opioid antagonist called naloxone, often
referred to as the life-saving drug, can also be safely administered to counteract
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the effects of the overdose (Tobin, Sherman, Beilenson, Welsh, & Latkin, 2009).
Group Based Opioid Treatment (GBOT; Sokol et al., 2018) is a combination of
office-based group counseling with the prescription naloxone. Compared to
pharmacological treatment alone, the literature suggests that GBOT has the added
benefit of group-based support where clients can feel more accepted. However, the
inadequate number of studies cannot judge the overall efficacy of GBOT.

Current research suggests that mindfulness-based approaches to therapy
show positive results in terms of reducing harm to clients. Garland, Froeliger, and
Howard (2014) found that implementing a Mindfulness-Oriented Recovery
Enhancement (MORE) intervention effectively aids in reducing the behaviors and
cravings associated with opioid addicts. Additional research by Russell, Gillis, and
Heppner (2016) studied the integration of mindfulness-based experiences (MBE)
into the treatment process at an outdoor behavioral healthcare program for young
adult males with SUD. Statistically significant changes were found in clients' Five
Facet Mindfulness Questionnaire (FFMQ); Baer, Smith, Hopkins, Krietemeyer, &
Toney, 2006) scores from pre- to post-treatment. Moreover, these changes were
also significantly correlated with changes in clients' Outcome Questionnaire-45.2
(0Q-45.2; Lambert et al., 1996) scores. Analysis of these results highlight how the
development of mindfulness skills helps clients to increase their awareness and
cognitive control of unregulated cravings and triggers.

OBH is a treatment option for adolescents and young adults with SUD
that are seeking a nontraditional treatment program (Russell, 2003). Russell,
Gillis, and Lewis (2008) distinguish OBH from other residential treatment
programs by its primary use of wilderness expeditions as a therapeutic milieu with
the application of a clinical treatment model by licensed mental health
professionals. OBH focuses on treating and strengthening the client’s mental and
emotional state, as well as their behavior by using MBE. Clients gain growth as an
individual as they develop a better self-concept while also learning to interact with
peers in a social setting.

According to Lewis (2018), OBH was an effective treatment alternative
for treating SUD in the young adult population compared to traditional treatment
settings. Lewis (2013) also identified that these changes were consistent in the
adolescent population, with a reduction of symptomology maintaining statistical
significance 12 months after discharge. Current literature suggests that OBH can
also provide positive treatment outcomes for adolescents in terms of their family
dynamic and relationship with both parents (Tucker, Paul, Hobson, Karoff, &
Grass, 2017). Bettmann, Russell, and Parry (2013) examined the specific factors
that contribute to the treatment progress and outcome in OBH. Their results
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(N=189) indicated that wilderness therapy (i.e., OBH) programs are effective in
reducing mental health symptomatology through the use of abstinence-based
coping methods. Additionally, the results suggested that readiness to change is not
required for wilderness therapy to be effective. When applied correctly, OBH can
create positive long-term effects within young adults throughout the treatment as
well as the following months (Roberts, Stroud, Hoag, & Massey, 2017). This body
of literature supports the case that OBH is effective in treating SUD in several age
groups.

Chapman et. al (2018) studied treatment effectiveness at Enviros Shunda
Creek in relation to clients’ prior drug use. Clients completed the Personal
Involvement with Chemicals Scales (PICS; Winters & Henly, 1989) at intake to
measure their drugs of choice and frequency. To measure treatment outcomes,
clients completed the Outcome Questionnaire-45.2 (0Q-45.2) (Lambert et al.,
1996; Lambert & Finch, 1999) and the Five Facet Mindfulness Questionnaire
(FFMQ; Baer, et al., 2006). The OQ-45.2 monitors treatment progress by
administration every two weeks. One subscale of OQ-45.2 assesses Symptom
Distress and was found to be positively correlated with PICS scores. This finding
suggests clients that self-report higher drug use also report higher symptom
distress. Results from the FFMQ’s Acts with Awareness subscale were negatively
correlated with PICS, suggesting that those with higher drug use report lower
scores of awareness. The OQ-45.2 change scores (intake-discharge) were found to
be significantly correlated with PICS scores at intake. These results suggest
treatment is effective regardless of the differences in clients’ drug use.

Chapman et al. (2018) encouraged progress monitoring of outcomes
during treatment as well as recommended further examination of different drugs
used prior to treatment. With the current opioid crisis affecting young adults, this
study compared client outcomes between self-reported opioid and non-opioid
users during and six months after treatment.

Method
Treatment Program

Enviros Shunda Creek is a 10-bed, 90-day OBH program for individuals
with SUD. The program is designed to treat adult males, ages 18-24. To increase
awareness of substance use patterns, clients participate in MBE (Russell, Gillis, &
Heppner, 2016). Through adventure in nature, clients initiate and prepare one to
five-day outdoor experiences that are based upon the goals of treatment (e.g.,
canoe trips, river crossings, rock climbing, backpacking). The intentional
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relationships formed between the clients and staff emphasize the connections that
are made between the outdoor experience and the treatment process. For example,
fears that occur during a canoe trip may coincide with post-treatment social
situations that elicit a drug relapse. Within their cohort, clients reflect “in the
moment” and after in hopes of solidifying the significance of the experience. On
average, clients participate in one trip per week of the 90-day program.

Participants

The average age of clients was 21.7 years (SD = 2.15) and the average
length of stay in treatment was 87.8 days (SD = 17.85). The current database for
Shunda Creek includes 190 clients. This study consisted of clients (n = 75) who
completed the OQ-45.2 at intake, discharge and 6 months after discharge with the
alumni survey. The alumni sample consisted of 41.8% who identified as White,
14.3% who identified as First Nation, 12.7% who identified as “Other,” and
31.2% whose ethnicity was “Unknown” at intake. Clients had the option to
disclose their ethnicity. Those who declined were classified as “Unknown.”
Participation in treatment was voluntary; therefore, clients could leave at any time.
The top four drugs that clients reported prior to treatment were 1) alcohol, 2)
marijuana, 3) cocaine, and 4) opiates. Of the participants, 52.1% acknowledge use
of opioids and 47.9% did not acknowledge use of opioids.

Measures

Outcome Questionnaire 45.2. The Outcome Questionnaire-45.2 (OQ-
45.2; Lambert et al., 1996; Lambert & Finch, 1999) is a psychosocial self-report
instrument that contains 45 questions and utilizes a Likert-scale for responses to
compute a total score. Scores range from 0 to 180 with higher scores indicating
low levels of functioning. The OQ-45.2 has three subscales: Symptom Distress,
Interpersonal Relations, and Social Role performance. An example question for
Symptom Distress is, “I feel no interest in things.”; for Interpersonal Relations, “I
get along well with others.”; and for Social Roles, “I feel stressed at work/school.”

Alumni Survey. The Alumni Survey is a self-report instrument
developed by Enviros Shunda Creek staff. It is administered six months after
clients’ discharge. The survey contains 22 questions scored on a scale of 1-10 with
10 implicating the strongest level of agreement. This instrument assess how
alumni are doing in current relationships, quality of life, and information about
relapses. An example question asking about relationships is, “How satisfied are
you with your relationships with your family of origin?” A question asking about
relapse is, “How would you rate the severity of your relapse?”’
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Personal Experience Inventory (PEI). Winters and Henly (1989)
designed the Personal Experience Inventory (PEI) which has multiple scales to
explore the frequency, duration, and age of onset for use of 12 categories of drugs.
The Personal Involvement with Chemicals Scales (PICS) is one subscale that
assesses drug use prior to treatment. The PICS is self-report and contains 29
questions that are answered on a scale of 1 (never), 2 (once or twice), 3
(sometimes), or 4 (often). The subscale asks clients how often they use drugs
and/or alcohol for a variety of reasons, such as “to have fun” or “to get your mind
off problems.” This instrument assesses the frequency, amount, and the reasons
behind clients’ drug use from the last 90 days before admission into the program.

The Substance Use Frequency Scale (SUFS) is another subscale from the
PEL This instrument is a self-report and used to assess how severe a client’s drug
use is prior to treatment, specifically within the last 90 days. It follows the PICS
with 22 questions. An example question is, “In the past three months: Alcohol
(Example: beer, wine, coolers, hard liquor, etc.)” and clients could answer with
“Never. 1-2 times, 3-5 times, 6-9 times, 10-19 times, 20-30 times,” or “40 or more
times.”

Procedure

Clients at Enviros Shunda Creek were administered the PICS and SUFS at
intake to assess the frequency and severity of clients’ drug use during the 90 days
prior to treatment. These assessments are both self-report subscales of the PEI.
The OQ-45.2 is administered at intake, biweekly during treatment, and at
discharge. This instrument monitors clients’ treatment progress. The alumni
survey was administered 6 months after discharge.

Results

Table 1 shows the OQ-45.2 mean scores and standard deviations for non-
opioid users and opioid users at intake, discharge, and follow up. A one-way
analysis of variance was conducted to examine the differences in the OQ-45.2
scores of opioid and non-opioid users at Enviros Shunda Creek. The results
indicated that there were no statistically significant differences at intake, (¥ (1,66)
=0.261, p =.611), during treatment, (F (1,62) = 0.585, p = .447), or at discharge
(F(1,71)=0.127, p = .722). Additionally, no statistically significant difference
was found between OQ-45.2 total change scores (discharge — intake) (£ (1,61) =
0.038, p = .847). When examining the length of treatment between opioid and
non-opioid users, results indicated no statistically significant differences F (1,71)
=0.034, p = .854).
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Table 1

0Q-45.2 Total Score Means and Standard Deviations for Non-Opioid Users and
Opioid Users at Intake, Discharge, and Follow Up

Non-Opioid User Opioid User
0Q-45.2 n M(SD) 95% CI n M(SD) 95% CI
Scores
Intake 29 82.41 [72.92, 34 85.74 [79.15,
(24.95) 91.90] (18.88) 93.32]
Discharge 29 35.52 [27.28, 34 41.76 [32.58,
(21.64) 43.75] (26.31) 50.94]
Follow Up 29 48.59 [39.69, 34 51.65 [44.00,
(23.40) 57.48] (21.90) 59.29]

Table 2 shows the bivariate correlations between the top four drugs and
severity of relapse. Clients’ severity of relapse scores significantly correlated with
high self-reported opioid use (» (73) = 0.313, p = .003) and high self-reported
cocaine use (7 (73) = 0.213, p = .033). However, no statistically significant
correlations are found between severity of relapse scores and clients’ self-reported
use of alcohol or marijuana.

Based on the significance found in the bivariate correlations, a multiple
linear regression predicted clients’ severity of relapse based on their top four drugs
of choice. As seen in Table 3, Model 1 includes opioid users alone and the
regression is significant (F, (1,73) = 7.930, p = .006, 95% CI [0.118, 0.687]), with
an R?of 0.098. When cocaine is added in Model 2, R*increases to 0.01 ((F, (2,72)
=4.351,p=.016 95% CI[-0.172, 0.451]) with an R? of 0.108. When alcohol and
marijuana are added in Model 3, the change in R? is only 0.004. There is no
statistical significance.
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Table 2

Pearson Correlations and Significance Levels for Severity of Relapse, Opiates,
Cocaine, Marijuana, and Alcohol

Severity of

Relapse Opiates Cocaine Marijuana

Opiates r 0.313

p 0.006

n 75
Cocaine r 0.213 0.343%**

p 0.066 0.001
Marijuana r 0.144 0.355%* 0.385%**

p 0.216 0.000 0.000
Alcohol r -0.046 0.000 0.269** 0.178

p 0.698 0.997 0.007 0.078
Note. ¥*< 01
Table 3

Regression Models for Severity of Relapse, Opioids, Cocaine, Alcohol, and
Marijuana Use

Severity of Relapse

Model 1 Model 2 Model 3
Variable B B 95% CI B 95% CI
Opioids 0.313 0.271 [0.04,0.67] 0.259 [0.01,0.66]
Cocaine 0.108 [-0.17,0.45] 0.118 [-0.19, 0.49]
Alcohol -0.066 [-0.64, 0.36]
Marijuana 0.019 [-0.38, 0.44]
R’ 0.098 0.108 0.112
F 7.93 4.351 2.205
AR’ 0.010 0.004
AF 0.795 0.160

Discussion

Results demonstrate no statistically significant differences between opioid
users and non-opioid users in OQ-45.2 scores at intake, during treatment, at
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discharge, or follow-up, indicating that OBH treatment at Shunda Creek is equally
effective at treating SUD for both opioid and non-opioid users. Additionally, the
results support the idea that clients with high self-reported opioid use predict more
severe self-reported relapse.

Clients had the option to complete a question on the survey that asks how
they define their relapse on a scale from 1-10 and were also asked to qualitatively
define their relapse. For instance, a client commented, “I used but wouldn’t
consider this a full-blown relapse” and provided a rating of four for his qualitative
response. On the other hand, another client reported, “extreme use, happened
within a week of leaving, new drugs tried, almost got a criminal record (charges
dropped), most relapses were brought on by depression.” The relapse descriptions
of the high self-reported opioid users support the prediction of severe self-reported
relapse. For example, a high self-reported opioid user rated the severity of his
relapse as a 10 and defined his relapse as “ignorance” and “didn’t want to use
tools to deal with stress.”

Other questions on the alumni survey relating to friends, significant
others, and family of origin also give insight into the potential influences of
interpersonal relationships on opioid users. Whereas it may be obvious, this study
suggests that the need for a positive community is imperative for less severe
relapses. For example, a high self-reported opioid user who also reported high
relapse severity commented on his satisfaction with his relationships with friends
by reporting, “I don’t have any sober friends.” When asked how satisfied he was
with the relationships with his family of origin, the same client reported, “there
needs to be more work on this” and “I feel they don’t help out when it comes to
addiction stuff.” However, another opioid user with low self-reported relapse
severity reported his relationship with his friends as a “good care group — call me
out when I need it.” When asked about his relationship with his family of origin,
he indicated that he “became more of a family guy” and that he is “visiting family
more.” These comments indicate that the quality of clients’ relationships with
family and friends could also be related to the severity of relapse.

Limitations

Limitations of this study include that all of the instruments are self-report
measures, and no objective measures of drug use were utilized (e.g. drug screens).
Similarly, severity of relapse was measured subjectively based on clients’ own
opinions. At intake, clients report their prior drug use based on 12 categories. The
various drugs are rated at the same time, on the same scale; therefore, it may be
difficult for clients at intake to recall what they have used. Additionally, there is
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missing data that results from absence during home visits or lack of follow-up
responses after treatment.

This study consists of one sample, so there is also no comparison group.
The sample of this study was chosen by complete data sets. Because this sample
was less than half of the total data set, there is a chance the results would be
different with a more complete data set. Only 40% of clients with data from intake
through follow-up were included in the study (n = 75) Because of this, it is
possible that results could be different if a higher percentage of the data set could
have been used. The alumni survey also did not ask where the clients went after
discharge limiting analysis of those who went back to their respective
communities or into additional treatment. The probability for Type I error is high
due to the large number of questions in the alumni questionnaire, increasing
degrees of freedom.

There was also no qualitative analysis of the alumni survey; no mixed
methods were used. To better understand a client’s rating on the alumni survey
scale, the clients’ comments were used to provide more context for how they rated
and defined their relapse. Descriptions of clients’ settings after treatment was not
collected to determine how it may have impacted relapses.

Strengths

One strength of this study is its relevance to the public health crisis (Sokol
et al., 2018). This study was able to analyze treatment outcomes for opioid users.
This study serves as the first examination of the differences in opioid and non-
opioid users in OBH treatment. Thus, it is a call to action for other OBH programs
to further examine clients’ drug histories. These findings provide evidence that
OBH is an effective treatment option for those with SUD, regardless of their drug
of choice.

Conclusion

Literature suggests that psychosocial treatments are the same for opioid
and non-opioid users (Mayet, Farrell, Ferri, & Davoli, 2004). This study supports
the notion that OBH treatment programs such as Enviros Shunda Creek are
effective in increasing psychosocial outcomes with clients who use a variety of
substances. This is supported by the idea that no statistically significant
differences were found between opioid and non-opioid users’ OQ-45.2 scores at
intake, during treatment, at discharge, or follow-up. As mentioned, the purpose of
this paper was answering Chapman et al.’s (2018) recommendation to investigate
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various drugs of choice and how they relate to treatment effectiveness at Enviros
Shunda Creek. By investigating both specific drugs of choice as well as alumni’s
psychosocial outcomes (0Q-45.2), this study reinforces the effectiveness of OBH
in improving psychosocial outcomes regardless of drug choice. Overall
effectiveness of SUD treatment is difficult to measure, as relapse is a complicated
statistic as “individual treatment outcomes depend on the extent and nature of the
patient’s problems, the appropriateness of treatment and related services used to
address those problems, and the quality of interaction between the patient and his
or her treatment providers (National Institute on Drug Abuse, 2000, “How
effective is drug addiction treatment?” para 2).
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The Lived Experience of Mental Health Providers in
Wilderness Programs
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In 2012, over 200,000 adolescents were placed in out-of-home treatment settings in
the United States. A subset of those settings is wilderness programs. Relatively little
research links the components of wilderness programs to the successful client
outcomes reported by wilderness programs. A phenomenological inquiry using the
conceptual mapping task (CMT) provided a mechanism for wilderness therapists to
define their experience in the treatment process. Results of the study indicated that
wilderness therapists delineated four themes: a) positive experiences in the
outdoors, b) unexpected changes and life transitions, c) work-life balance, and d)
being a wilderness therapist versus a traditional therapist.

Keywords: wilderness therapy, outdoor behavioral healthcare, qualitative
methods

120 * JTSP Volume XI

ISSN 2469-3030 online © 2019 Journal of Therapeutic Schools and Programs DOI: 10.19157/JTSP.issue.11.01.08



MENTAL HEALTH PROVIDERS IN WILDERNESS PROGRAMS

Some adolescent mental health concerns are so severe they necessitate
out-of-home placement to adequately address them (Farmer, Mustillo, Burns, &
Holden, 2008; The Annie E. Casey Foundation, 2015; Zinn & Havlicek, 2014). A
number of investigators have documented the effectiveness of wilderness therapy
(WT; Gass, 1993; Gass, Gillis, & Russell, 2012; Greggo, 2008; Itin, 1998; Norton,
Carpenter, & Pryor, 2015; White, 2012) to support a distinctive approach to
address the mental health concerns of adolescents in need of out-of-home
placement.

The current study implemented a phenomenological design using the
conceptual mapping task (CMT; Impellizzeri, Savinsky, King, & Leitch-Alford,
2017) to better understand the lived experience of mental health therapists in
wilderness programs, as a distinct type of therapy and a subset of adventure
therapy. The goal in doing so is to provide a mechanism for wilderness therapists
to define what their practice.

Review of Literature

While authors have discussed the need to explore the unique role of
mental health providers working in these out-of-home placements (Bunce, 1998;
Itin, 1998), research to date has focused on the potential burnout risks and
stressors for field staff or instructors, rather than mental health therapists
(Arizmendi, 2011; Marchand, 2008; Marchand, Russell, & Cross, 2009; Marchand
& Russell, 2013). In their meta-analytic study, Bettman, Gillis, Speelman, Parry,
and Case (2016) identified stronger effect sizes amongst clients for locus of
control, behavioral observation, and interpersonal measures when a therapist was
on staff; additionally, they noted “...our results may also indicate that published
WT research may not be explicating clearly the roles and impacts of utilized
therapists” (p. 2669).

Over the last two decades, the primary research focus in wilderness
therapy has been on self-reported client outcomes based on the Youth Outcome
Questionnaire (Y-OQ); Burlingame et al., 2005) given at various times throughout
the treatment process (Bettman, Olson-Morrison, & Jasperson, 2011; Gass &
Gillis, 2010; Russell, 2006). However, outcomes-based research (Behrens, Santa,
& Gass, 2010; Behrens & Satterfield, 2011; Daniels, 2014; Lariviére et al., 2012;
Neill, 2003; Russell, Gillis, & Lewis, 2008) has not clearly identified what makes
wilderness therapy a distinct approach from other therapeutic modalities. Russell
and Gillis (2017) deepened understanding of the components that contribute to the
effectiveness of wilderness therapy with their Adventure Therapy Experience
Scale (ATES). The ATES will allow researchers to look at four primary factors: 1)
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group adventure, 2) reflection, 3) nature, and 4) challenge, to more accurately
reflect characteristics inherent to the wilderness therapy process and the treatment
gains reported. The ATES has since been used in at least one quantitative study
using routine outcome monitoring (Russell, Gillis, & Kivlighan, 2017) that found
group adventure to be significant to treatment gains both between-client and
within-client. It may be helpful for future research to look at the remaining three
factors that the ATES assesses to ascertain how their impact on treatment may be
more indirect yet still a significant component of the therapeutic process in
adventure and wilderness therapy.

Qualitative Wilderness Therapy Research

Several qualitative studies have looked at techniques implemented in
wilderness therapy settings. A case study by Caulkins, White, and Russell (2006)
examined the impact of physical exercise for adolescent women in wilderness
therapy programs, using both adolescent clients and female instructors to conduct
semi-structured interviews. A second study (Mossman & Goldthorpe, 2004)
employed a mixed-methods approach that focused on the client’s perception of
their experience, which in part incorporated mental health therapists’ input. From
the findings, one could ascertain the components that the mental health therapist
found useful in wilderness therapy. Russell (2003) used a case study design to
interview past clients and their parents/caregivers to understand how the
significant reduction in reported symptoms was either maintained or lost after
discharge from wilderness treatment.

The challenge remains to conduct qualitative research that explores the
experience of wilderness therapists (Berman & Davis-Berman, 2013; McKenzie,
2000). As Tucker and Rheingold (2010) asked, “How can adventure professionals
know if they are doing something well if they do not know what it is they are
doing” (p. 260)?

Research Questions

Three research questions were selected by the principal investigator (PI),
who used these questions to guide the formation of a verbal prompt that was given
to each participant during their interview.

Research Questions:

1. What is the lived experience of professional mental health providers
in wilderness therapy programs?
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2. What characteristics make wilderness therapy distinct from other
forms of experiential therapies?

3. How is the therapeutic process, and more specifically the therapeutic
relationship, distinct in wilderness therapy programs versus more
traditional mental health settings?

Method

Using a phenomenological inquiry approach, this study drew from the
lived experience of mental health professionals working in private wilderness
settings. The programs from which participants were drawn self-identified as
having wilderness therapy as the heart of their program model. Through the
interviews, the PI gained insight into what wilderness therapists are doing in
therapy sessions with clients as that relates to their program’s treatment model.

During the planning stages of this study, the PI presented sessions at the
annual NATSAP conference. As an outgrowth of those presentations, five
wilderness therapy programs expressed interest in participating in this study.
While the PI followed up with all five programs that expressed interest, only two
wilderness therapy programs proceeded. Both programs were accredited members
of the Outdoor Behavioral Healthcare Council (Pace et al., 2014). The
accreditation was independently maintained through an external entity, the
Association for Experiential Education (AEE). The study had nine mental health
professional participants, drawn from two programs: one situated in the
Northeastern United States, the other in the Southwestern United States.

Participant Profiles

Therapists were selected to participate if they met the criteria of
employment in a private wilderness therapy program and an active state or
provisional license as a counselor, social worker, psychologist, or substance abuse
counselor. All nine participants received an informed consent packet and were
given a chance to ask clarifying questions prior to audio recording. Four
participants were at the Northeastern site, while the remaining five participants
were at the Southwestern site. Participants had the CMT prompt below read aloud
and received a copy of the prompt for their reference. Each of the nine therapists
created a CMT map, which presented the information visually during the
interview process. The CMT’s below in Figure 1 and Figure 2 serve as examples
of the finalized product.
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CMT prompt:

I want you to take about 10-15 minutes to tell me the story of being a
wilderness therapist. Please give me some background as to what about
wilderness therapy and working in a wilderness therapy program attracted
you to this field. Some areas to consider as you are thinking about your
answer are how you conduct therapy and if being a wilderness therapist is
different from others’ experiences you may have had as a mental health
provider before. What do your sessions look like? How do you coordinate
your therapeutic work with the rest of the treatment team? How is the
therapeutic relationship you create with your clients different in this
setting than you think it could be elsewhere?

CMT Process

An additional feature of the data collection and data analysis process was
the ability of the CMT to provide in-depth member checking (Hays & Singh,
2012) when the PI was limited to being on site only once. Impellizzeri et al.
(2017) discussed the efficacy of using the CMT in their seminal article on eliciting
four distinct member-checking phases within a single semi-structured interview to
both collect data and include participants in the data analysis process: a) gathering
information and rapport building, b) participant storying, ¢) creating the
conceptual map, and d) reflecting on the conceptual map. Phase 1 consisted of
meeting with participants individually to collect and clarify their demographic
forms, as well as reviewing the informed consent process that included a consent
for audio recording. This initial phase was also a time to share with each
participant that the PI might be asking clarifying questions to ensure the accurate
reflection of their story, rather than allowing the PI’s narrative to bias their
statements. Phase 2 began with reading the CMT prompt aloud for the participant
and beginning the audio recording. During the interview, Impellizzeri and
colleagues delineate that the “...interviewer records the participant’s story on small
rectangular Post-it® Notes designating one concept (statement/thought) per note”
(2017, p. 3).

After the interview, participants were asked to review their Post-it® Notes
that had been placed on a blank, white tri-fold poster board that could easily be
moved between the PI and participant. Notes could be changed or added to if they
did not accurately reflect what participants ultimately chose to leave on their
boards. Phase 3 was a process of the participant creating their own conceptual
map. Participants were encouraged to create a physical representation of their
ideas as they made sense to them. They were asked to draw connecting lines,
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circle themes, and do any type of creative, additive mechanism for their
conceptual maps. The only boundary provided by the PI was to request that
statements not be removed for any reason, and if they truly fall outside the scope
of the map, to be left as part of the project with special separation to distinguish
them. Phase 4 provided time for participants to reflect on their CMT with the PI.
This final phase included participants describing what themes they saw in their
own narrative as demonstrated by their CMT’s and reflecting on their experience
of the process.

Results and Discussion

Clear themes emerged that answered the research questions. A standard
prompt resulted in several participants using the components to shape both their
responses and how they grouped concepts in their conceptual maps. There was
enough variation in the nine CMT’s created to lend credence to the idea that the
themes reflected below add an additional layer of depth to the analysis of the
interviews, transcripts, and CMT’s. The PI used multiple aspects of the nine
CMT’s to pull four primary themes that encompass the lived experience of mental
health providers in wilderness therapy programs; the four themes are listed below
in Figure 3. Aspects of the CMT’s that were used to delineate the themes included
visual clues present while observing participants create their CMT’s, the
participant’s reflections on their CMT’s after they were created, and repetitive
statements and themes across multiple CMT’s.

Posn!ve Expenencgs il UInEXpBetat Ch_anges diid Work Life Balance Being a Wilderness Therapist
Wilderness Settings Life Transitions
‘ Personal life ‘ | Transformation | ‘ Finding your fit ‘ ‘ Sessions ‘

Perceived efficacy of
wilderness therapy Family sessions

wilderness therapy and

traditional therapy
comparison

Use of groups
Treatment team approach

Supervision, training, and
teaching

Reverence for field staff

Figure 3. Flowchart of Primary Themes with Secondary and Tertiary Categories
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The first theme was related to the positive experiences with outdoor
settings in the participant’s personal lives, from early childhood to adulthood,
prior to becoming wilderness therapists. A second theme emerged that revolved
around the unexpected, but meaningful, changes and life transitions that happened
to the participants personally as a result of working in wilderness settings. The
third theme was related to the desirable work-life balance provided by the
wilderness setting. The fourth theme was related to the benefits of a close
treatment team approach that applied to individual, family, and group therapy
work. These themes and subcategories are addressed in more detail below as they
served to answer each of the research questions.

1. What is the lived experience of professional mental health providers in
wilderness therapy programs?

As noted above, in the first theme of positive experiences with outdoor
settings, participants overwhelmingly spoke of their love for the outdoors and their
appreciation of the time they have spent in the outdoors in their personal and
working lives. This strong positive regard for the wilderness work place
environment offers an additional perspective because the extant literature that has
primarily evaluated the stressors and potential burnout risks for wilderness
instructors (referred to as guides or field staff).

A second theme that emerged with participants in this study were the
unexpected changes and life transitions that accompanied working in the outdoors.
This was described as having been personally transformative. Participants used
words like powerful, impact, blessing, and healing to describe how their personal
experiences with the outdoors was transformative in their lives. One participant
said:

I had my own experiences with wilderness, and sort of the power of it, if
you will. That stemmed back to a point in my life where I was really
struggling. And I found that, I felt the most me, when I removed
everything else in my life. When it really just became about being with
myself all day, every day, alone on the trail. And my tasks were quite
simplistic. Get up. Eat. Make sure I have enough fuel, literally calories,
for myself for the day to take care of myself. Enough hydration. And hike.
And be with myself. The metaphor of carrying everything I needed, truly
needed not wanted, needed on my back was very powerful. And so, that
sort of started my curiosity because it was such a powerful experience.
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Quotes such as the one above suggested that the reported transformation was
inextricably related to resilience that participants found through their outdoor
experiences, fueled by heightened self-sufficiency.

Participants believed that the third theme, related to work-life balance,
was aided by the wilderness settings in which they worked. It is worth noting here
that this sentiment was salient for every participant interviewed. Therefore, further
questions occurred to the PI in the data analysis phase. What if wilderness therapy
is not just the clients and families responding to the nontraditional approach, but
equally the staff themselves? Is there a resilience factor emerging when therapists
have an innate capacity to prevent burnout in their workplace settings because
they get to do what they love, where they love to be? As one participant reflected:

Such a huge part of being a clinician is self-care, right? They talk about
that ad nauseam in any program [graduate school] you take, and I think
for the right person and certainly for me, this setting is such a huge part of
my self-care.

2. What characteristics make wilderness therapy distinct from other forms of
experiential therapies?

In six out of nine interviews, participants shared they had been wilderness
instructors, guides, or field staff themselves at some point in their career in
wilderness therapy programs. Their prior experience in the field meant they were
often coming back to wilderness therapy programs to work after an extended time
away from the field as they pursued their graduate educations. However, some
returned during summer breaks to work as guides or field staff. Wilderness
therapists described their roles as ones of leading their treatment teams, yet there
was also a sense that this role was done with an increased focus on decreasing
power differentials to ensure that everyone contributed to the process for clients
and families. There was also a consistent description in their language choices that
reflected active, rather than passive participation in their clients’ wilderness
experiences. For example, all participants spent some amount of time out in the
field with their clients and stated that this experience created some of their most
effective work. There was an additional sense from participants that they made a
career choice to be a wilderness therapist that they recognized was nontraditional
where they were often immersed in the treatment team process.

Wilderness therapists are accustomed to living and working in remote
locations, where they rely on their peers and staff for support. They also reported
engaging in leisure pursuits that were consistent with the outdoor experiential
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activities available to them in these more remote locations. However, there was a
sense that this work environment could create an insulated approach to therapy.
One protective factor, which participants used to address insulation, was the
ongoing educational opportunities they took to expand their knowledge base.
Engaging in continuing education seemingly mitigated becoming isolated in their
therapeutic approach, along with seeking additional credentialing for specific
modalities of therapy. For example, one participant discussed being credentialed
in a trauma-specific therapy. Another continuing education opportunity seemed to
come from attending professional conferences, as many participants stated they
had done. Finally, participants guarded against becoming too isolated by seeking
leisure activities, such as yoga, that created opportunities for interaction with
members of the community beyond their wilderness therapy programs.

Wilderness therapists differentiated their therapeutic work with clients and
families from non- wilderness therapy settings in three key ways: a) the positive
use of challenging the client, coupled with metaphorical learning via experiential
interventions, b) the role of all members of the treatment team as equals,
specifically embracing field staff as driving components of the therapeutic
process, and c¢) the explicit use of movement.

In the present study, wilderness therapists did not emphasize the role of
the milieu as much as the importance of individual and family therapy sessions.
This could have been due to participants focusing on the role of the therapist,
assuming, due to the PI’s background, that she understood the foundational role
that group work and individual therapy plays in most wilderness therapy
programs. Perhaps this juxtaposition was best summarized in one participant’s
initial comments during his interview when he said, “...in a wilderness therapy
program it’s much more the milieu and the guide staff,” to describe how the
wilderness therapist is just one component of the treatment team.

The important role of the treatment team was present in all participant
interviews and consistently showed that wilderness therapists relied on each other
for support with challenging cases. It seemed to be a priority to have case
consultations for support in areas which clinicians were working on becoming
proficient.

The program model is the heart of each of the wilderness therapy
programs included in this study. Building on that model, the wilderness therapists
serve as the arms and legs that generate movement, which field staff make
possible through their contributions. Field staff add the five sensory components
with their observations and reflections of the client’s experience, while
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simultaneously going through those experiences with clients. Of the six
participants who had prior experience as field staff, all discussed how they saw the
therapeutic benefit of wilderness therapy through their embedded (field)
experiences embedded with clients.

Physical movement was a primary component that was viewed as distinct
from other experiential therapeutic approaches. Creative interventions that were
similar to other experiential approaches, like art therapy, were discussed; such as,
the example of picking an object from the natural world to represent some facet of
a client’s life, or creating a mandala using only natural objects found in the
backcountry. However, the key differentiation, even when more traditional
experiential activities were implemented in wilderness settings, was the use of
expedition and backcountry skills as an element that participants perceived to be
impacting client growth.

Participants shared that having the flexibility to use various experiential
interventions with clients was a key factor in their positive experience working in
wilderness therapy programs. They suggested that the time they spent outdoors
with clients were some of the most powerful moments they remembered when
reflecting on a client’s journey. In every participant interview there was a priority
placed on being outdoors for individual sessions. Wilderness therapists used the
physical environment to create a sense of calm and clarity, free from the
distractions of modern life. These concepts were consistent with widely-adopted
definitions of adventure therapy that included the positive use of challenging
experiences that are new to the client, the healing nature of outdoor settings, and
clients receiving therapeutic support from trained professionals and licensed staff
that is tailored to their specific needs (Gass et al., 2012; Pace et al., 2014). The
added components that emerged from this study were the positive effect that the
wilderness settings had for members of the treatment team and the strength of
having the capacity to use movement in individual sessions to promote an active
therapeutic alliance.

3. How is the therapeutic process, and more specifically the therapeutic
relationship distinct in wilderness therapy programs versus more traditional
mental health settings?

The treatment team and the flexibility to use experiential interventions in
outdoor settings were the two primary components that participants consistently
discussed as distinctions of their therapeutic relationship with clients in wilderness
therapy settings. Regarding the therapeutic relationship between client and
wilderness therapist, one participant summarized:
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I know how much they’re sleeping, I know if they're taking their meds. I
know what they’re eating, and I get a written report in my mailbox every
Monday morning about everything that happened on their wilderness
expedition. If nothing else, the wilderness and expeditions. Yes, they can
be transformative for kids, but at the same time probably the best thing
they do is in the assessment of the student. Like they can’t hide who they
really are.

Indeed, participants spoke of a comprehensive perspective on their client’s
because they were aware of the degree to which clients implemented treatment
goals and objectives. This is distinct from traditional mental health settings, where
therapists sometimes rely on a client’s self-assessment. Individual, family, or
group sessions are opportunities for mental health providers in traditional settings
to interact with their clients, whereas wilderness therapists have many more
possibilities for interacting with their clients. For instance, when a client is
struggling with an academic issue, the wilderness therapist can work through the
soft skill of communication in the classroom setting. In another example, the
wilderness therapist can work alongside a client when they successfully create
their first fire and thereby participate in their client’s success, rather than just
hearing about it later.

Implications of the Study

The present study supports the idea that wilderness therapy is in unique
and different from more traditional forms of therapy. It would serve us well to
better understand the lived experience of wilderness therapists in order to capture
the subtle ways in which wilderness therapy effects change. The present study
provides a deepening of our understanding that might inform training in practice
of wilderness treatment. Such training could lead to a specialty degree in
wilderness therapy much like courses of study offered in art or music therapy.
Alternatively, such advance training could lead to a wilderness therapy
certification program for mental health professionals, much like existing
certification programs such as Dialectical Behavior Therapy (DBT) or Eye
Movement Desensitization and Reprocessing (EMDR).

Suggestions for Future Research

Emerging from the data was a sense that wilderness therapists experience
resilience when they combine their love of the outdoors and adventure-based
activities with their work. Future research could investigate how work-life balance
in wilderness therapy might mitigate compassion fatigue and burnout. One of the
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most salient themes was that participants use consultation to rely on their peers for
input. An assessment such as the Professional Quality of Life scale (ProQOL)
could be given to wilderness therapists to better understand how their perception
of preventing burnout with their career choice compares to other professionals on
the subscales of Compassion, Satisfaction, Burnout, and Secondary Traumatic
Stress (Stamm, 2010).

A final consideration is the loyalty that participants expressed for their
specific program models. While there is strength in employees being fully
committed to specific programming components with clients and families, there is
a concern that creating this type of adherence could lead to a blind spot in being
able to evaluate program efficacy. The use of impartial, outside research teams to
conduct program evaluations, may foster the trend of best practices.
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In the present study, we examined youths’ narratives of their identity
development during an intensive residential, wilderness, and family therapy
program for youth with addiction and mental health challenges. Emerging
research has documented a reciprocal relationship between identity issues and
mental health problems in adolescence (Wiley & Berman 2013). Specifically,
externalizing problem behaviors and lack of a coherent sense of identity may
reinforce each other (Crocetti, Klimstra, Hale, Koot, & Meeus, 2013). Although
most adolescents move through a process toward identity maturation during
adolescence (Becht et al., 2016), about 14% of youth experience significant
identity issues (Berman, Weems, & Petkus, 2009). When identity development is
not well established by the end of adolescence, youth may struggle in future
developmental periods. For example, female college students with clinically
significant identity distress showed significantly more externalizing symptoms and
antisocial behaviors, and males experienced significantly more internalizing
symptoms such as anxiety, depression, peer problems, and social withdrawal
(Hernandez, Montgomery, & Kurtines, 2006). Thus, it is essential to understand
identity development in youth experiencing mental health problems.

Marcia created the identity status model based on Erik Erikson’s work
(Erikson, 1959). Marcia (1967) documented four identity statuses, which are
defined by where someone falls along the two orthogonal dimensions of
exploration and commitment. These four statuses include: achievement (high
exploration, followed by commitment), moratorium (high exploration and low
commitment), foreclosure (low exploration and high commitment), and diffusion
(low commitment and low exploration). Those who have reached achievement
status have experienced a period of identity crisis and have been able to resolve
this crisis and commit to a stable sense of identity (e.g., cultural, political,
religious, occupational, personality, values, life goals, etc.). The moratorium status
refers to individuals who are actively exploring their identity, values, and life
goals and attempting to settle into a stable sense of identity. Individuals in the
foreclosure status have not experienced an identity crisis but instead hold firm and
often parentally determined commitments related to their identity. Those in the
identity diffusion status have not committed to a stable identity and are not
engaging in active exploration of the different identities available to them (Marcia,
1967).

Over the course of adolescence and young adulthood, commitment
processes tend to increase in a linear fashion (Luyckx, Klimstra, Duriez, Van
Petegem, & Beyers, 2013). Individuals who have made commitments in the
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achieved and foreclosed identity groups report higher levels of psychological well-
being, adjustment, and emotional stability (Crocetti, Rubini, & Meeus, 2008;
Luyckx, Goossens, Soenens, Beyers, & Vansteenkiste, 2005; Wiley & Berman,
2013). On the other hand, individuals stuck in the exploration process may
experience anxiety, depression, and distress (Luyckx & Robitschek, 2014;
Schwartz, Zamboanga, Weisskirch, & Rodriguez, 2009).

Identity Development in a Relational Context

Recent longitudinal studies have revealed how proximal and distal social
contexts shape and are shaped by youth identity development (Crocetti, Beyers, &
Cok, 2016). A number of studies have demonstrated how identity development is
embedded within family and community relationships (Beyers & Goossens, 2008;
Crocetti, Garckija, Gabrialaviciute, Vosylis, & Zukauskiene, 2014; Schwartz,
Mason, Pantin, & Szapocznik, 2008, 2009). For example, Schwartz and colleagues
found that changes in adolescent-reported family functioning significantly relate
to changes in identity confusion (Schwartz et al., 2009). Further, Crocetti and
colleagues reported that identity is promoted by warm and supportive parent-child
relationships (Crocetti et al., 2014). In terms of the community context,
adolescents with different identity styles have been shown to differ in terms of
their civic engagement (i.e., involvement in volunteering activities and in youth
nonpolitical organizations; Crocetti et al., 2014).

An emergent body of literature has identified the essential role of family
relationships in facilitating identity formation (Arseth, Kroger, & Martinussen,
2009; Crocetti, Branje, Rubini, Koot, & Meeus, 2017; Meeus, ledema, Maassen,
& Engels, 2005; Meeus, Oosterwegel, & Vollebergh, 2002). In particular, identity
development has been found to be positively associated with warm and nurturing
parent-child relationships (Arseth et al., 2009; Crocetti et al., 2017). On the other
hand, youth who perceive their parents as psychologically controlling tend to
explore a breadth of identity alternatives and experience greater difficulty
committing to meaningful life domains (Luyckx, Soenens, Vansteenkiste,
Goossens, & Berzonsky, 2007). Emerging evidence suggests that there is a
reciprocal relationship between difficulties with identity development and
adolescent-parent relationships; it may be that family relationships affect identity,
and identity has significant effects on family relationships (Crocetti et al., 2017).
In this study by Crocetti and colleagues, identity certainty was related to nurturing
family relationships, and, in turn, adolescents’ identity commitment led to a more
supportive relationship with their mothers and a more egalitarian relationship with
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their siblings (Crocetti et al., 2017).

Early research on psychosocial maturity in adolescence revealed that
mature young women used interpersonal relationships for identity resolution
(Josselson, Greenberger, & McConochie, 1977). That is, they used friendships to
explore and clarify their identities in relation to others, referred to as self-
differentiating experiences (Grotevant, Thorbecke, & Meyer, 1982). Josselson and
colleagues concluded that mature individuals are "identity seekers, attempting to
discover who they are and who they want to be in relation to the significant others
in their lives" (Josselson, Greenberger, & McConochie, 1977). Further, it has been
suggested that ego development arises through social interactions that challenge
individuals and require them to think deeply about the relation between self and
others (Loevinger, 1976; Syed & Seiffge-Krenke, 2013). More research is needed
to fully understand how identity develops in the context of relationships.

An Intervention for Youth Who Struggle with Addiction and Mental Health
Problems

Pine River Institute (PRI) is a 36-bed residential program for youth
struggling with addiction and mental health challenges. Located in Ontario,
Canada, PRI combines four services: wilderness therapy, residential treatment,
parent intervention, and aftercare. There are five stages of the program: Stage 1 is
the wilderness phase, Stages 2 - 4 take place on the residential site, and Stage 5
involves the provision of aftercare services while youth transition back to their
homes and communities.

The wilderness therapy component occurs during the first two months of
the program, where youth live in a wilderness environment, camp in tents or yurts,
and engage in physical activities such as hiking and canoeing. Personal growth is
facilitated through group initiatives, individual therapy, journaling, and other
therapeutic activities. After youth graduate from the wilderness, they spend the
next eight to ten months at the residential campus completing high school credits,
living collectively, and participating in individual, group, and family therapy. An
important aspect of the program is the requirement of parent involvement. Parents
meet individually with staff and in groups to learn how to respond to their
adolescents in developmentally appropriate ways. Furthermore, youth and parents
engage in family therapy. In the final phase of the program, youth are re-integrated
into the community with the support of aftercare services.
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PRI’s program is partly based on the maturity model, which posits that
youth struggle with mental health challenges and addiction due to immaturity
(defined as blocked emotional/social development; McKinnon, 2008). A blockage
of social-emotional development obviously has the potential to affect the core
adolescent task of identity development. Similar to other youth treatment
programs, PRI’s program is designed to accelerate development through treatment
and raise youths’ developmental capacities to levels normative for their same-age
peers (Pepler, 2016). This makes it an ideal setting to study the impact of
treatment on the processes of identity development in adolescence. Numerous
types of programs exist to support youth struggling with mental health challenges.
There is, however, very little research on how treatment programs support
adolescents in the core task of identity development. There are also few studies
examining youths’ identity development from their own perspectives.

The goal of this study was to understand youths’ perspectives on their
identity development and how this development was accelerated through
treatment. In this qualitative study, we interviewed adolescents struggling with
mental health challenges and addiction about their experience in a treatment
program. The qualitative approach enabled us to derive an in-depth understanding
of youths’ process of identity development in their own words and to answer two
main research questions: (1) What are youths’ perspectives on their identity
development? (2) What aspects of the program support this development?

Method

This study was conducted at Pine River Institute (PRI) with ethics
approval from the York University Ethics Review Board. Parents were informed
about the research project and provided written consent for youth to participate.
Parental consent was obtained for 24 youth (71%). Only youth with parental
consent participated in this study and the youth themselves assented to participate.
Youth were informed that if they declined to participate in the study, it would not
jeopardize their relationships with staff nor the services they received at PRI.
Conversely, if they chose to participate, every effort would be made to de-identify
their responses. They were cautioned that it was possible that individuals who
knew them well might recognize quotations as belonging them.
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Participants

Youth were informed about the study by the PRI principal and were
invited to speak with the first author if they wanted more information about the
study and/or were interested in participating. It was decided a priori that the
sample would be 10 youth, as this is a manageable sample size when conducting
in-depth interviews and doing qualitative analyses. The total sample consisted of
seven boys and three girls. Youth were chosen for the interviews to represent the
gender ratio at PRI, which ranges from 66% to 85% male (Pine River Institute,
2014). During daily activities, six male youths mentioned that they were interested
in being interviewed. All six of these youths were interviewed. For the remaining
four participants, four girls were selected from diverse stages in the program. Of
the youth invited to participate, one female youth declined, and a male youth who
was interested in the study was chosen instead. Youth were also chosen from
different stages of the program: two participants were from Stage 2, four from
Stage 3 and four from Stage 4. No youth were from Stages 1 or 5 as they were not
present in the center. Similar to the population at PRI (Pine River Institute, 2015),
all 10 youth who participated in this study were white and their average age was
17.5 years old, with an age range between 14 and 18 years old. Half of the
participants were from the Greater Toronto Area and the others were from within
the province of Ontario. More than half of youth admitted to PRI have been
diagnosed with a significant mental health challenge, the most common being
anxiety, depression, bipolar disorder, and attention deficit hyperactivity disorder.
Similarly, many of the youth in this sample struggled with a range of mental
health challenges in addition to addiction, including: self-harm, school refusal,
family conflict, and past trauma. Information on socioeconomic status
(SES)/income is not formally collected by the program, however, clinicians have
reported that most youth tend to be from mid to high SES families. At the time of
interview, the youth in this study had been in the program for an average of 8.5
months, whereas youth spend an average of 11 months in the program in total
(Pine River Institute, 2015).

Procedure

The first step in developing this study was to meet with the clinical staff to
discuss the project and receive feedback on the research goals and procedures. The
research questions and methods were mutually decided upon with the clinical
staff. The primary researcher spent a few days a week at PRI for about eight
months, participating in daily activities with the youth and staff. This extended
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time at PRI was essential in developing trusting relationships with the youth and
staff, as well as getting a deeper understanding of the program. Since the goal of
this study was to capture the perspectives of youth in their own words, open-ended
interviews were conducted with the youth.

Analyses

The semi-structured interview guide contained 15 main questions, which
are included in Table 1. These questions were intentionally broad to give youth the
opportunity to discuss the aspects of themselves and their experiences that they
considered most important. Subsequent follow up questions were asked, such as
asking youth to provide more information about something they have shared.
Interviews lasted between 30 and 90 minutes, with the majority of interviews
lasting 60 minutes. Thematic analysis was chosen to analyze the transcripts.
Thematic analysis is a flexible and accessible approach for identifying, analyzing,
and reporting patterns within data (Braun & Clarke, 2006). In short, and like other
qualitative methods, thematic analysis is a way of parsing qualitative data into
themes that are internally coherent, consistent, and distinctive. The decision to use
a descriptive approach as opposed to a more interpretive approach was made
before beginning the analysis. In the analysis phase, the primary researcher
worked on bracketing assumptions from previous reading, research, and personal
experiences to allow the themes to emerge from the data. Care was taken to stick
closely to the language of the participants when creating categories and to limit
the amount of interpretation.

In the first phase of the analysis, transcripts of the 10 interviews were
coded using NVivo software with the initial main categories and subcategories
identified. NVivo is a software used to organize data. It allows the researcher to
manually highlight sections of text and code it with the name of a theme that the
researcher creates. All parts of the text that have been given the same theme name
can then be viewed in one section to allow the researcher to then assess the theme
for internal consistency.

In the second phase, all 10 interviews were re-coded to identify any
additional examples of existing categories, as well as to identify new categories.
In the third stage of analysis, each category was examined to ensure it was
internally consistent (i.e., the properties within the category were conceptually
similar), as well as to ensure the category was conceptually distinct from other
categories. All categories that contained properties from only one or two
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participants were excluded in the final model. The final step was sorting all
categories into domains, and the main categories and subcategories that fall under
those domains. A consensus was reached amongst researchers on the structure of
domains, categories, and subcategories.

Table 1. Main Questions from Interview Guide

1. Think of yourself before you came to Pine River. How would you have
described yourself? How would your parents have described you?

2. Now think of who you are at this moment, how would you describe

yourself? What has changed?

What challenges led you to participate in this program?

4. Since you’ve been at Pine River, have you noticed any changes? What
part(s) of the program was (were) most helpful in making these changes?

5. Think of a time you felt you could be yourself around someone else. Who
was this person? Who else do you feel like you can be yourself around?

6. Think back to the circle of trust activity you completed at the beginning of
the program. What did your circle of trust look like then? What does your
circle of trust look like now?

7. Has your relationship with your parents changed since coming to Pine
River? If so, how has it changed? What aspects of the program helped you
and your parents make these changes?

8. Think back to when you wrote your letter of accountability to your parents.
Describe the experience of writing the letter in as much detail as you can
remember. Did this letter impact your relationship with your parents?

9. Describe your relationships with your friends before you came to Pine
River. Have these friendships changed at all in the time you’ve been at Pine
River?

10. Describe your romantic relationships before you came to Pine River. Have
these relationships changed at all in the time you’ve been at Pine River?

11. Please describe your relationships with the staff at Pine River.

12. Please describe your relationships with your team members.

13. Please describe what it’s like to participate in the weekly process groups.

14. How would you summarize your experience in this program overall?

15. What do you think the future holds for you? What are your plans after you
finish at Pine River?

98]
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Results
Relational Identity

The first aim of this study was to determine youths’ perspectives on their
identity development. From the interviews, the domain Relational Identity
emerged, which is represented in Figure 1. In this domain, youth described the
interaction between their identity development and their relationships with staff
and other youth at PRI. They explained that who they are becoming (e.g.,
empathetic, accountable, funny, grateful, etc.) developed in the context of their
relationships during treatment. Youth also articulated that to build these close
relationships, they needed to show their true selves to others (e.g., being authentic,
being vulnerable, accepting themselves, being honest). For example, one youth
discussed how their! ability to provide support to others (a relational pattern) is a
core aspect of their identity:

I went through patches here where I didn't do too well in process groups?...
I was dealing with my own stuff and I just shut down, and that's not a good
me...when I'm at my best is when I'm offering support to people.

p

1. Being 2. Being
authentic and vulnerable
ol 3. Acceptance
of self and
others

4. Developing

empathy
o .
P
7. Gratitude
5. Honesty
6. Taking
accountability

Figure 1. Aspects of youths’ identity development.
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Another core aspect of their identity development involved positive
relationships acting as a mirror through which youth can begin to see and develop
positive aspects of themselves. For example, following feedback on a youth’s
hope and wisdom in the face of adversity, they replied, “People tell me a lot of the
time that I'm a wise person and it makes me feel really good because back home, |
wasn't seen that way. I was just seen as crazy and angry.” In these ways, the
process of identity development was represented by youth as occurring within the
context of close, healthy relationships with both peers and staff at PRI. Youths’
descriptions of “who they are” related to their ways of being in relationships as
opposed to static individual characteristics, such as being ‘smart.” The eight
categories within this domain are described below.

Being authentic and real. The theme of authenticity came up across
multiple questions during the interviews. One youth said, “I've worked a bit on
identifying who I am... when I came I didn't really know who I was, because I'd
been like browsing around, looking for someone's personality to try on. Like a
new pair of pants.” Another youth explained that through feedback with people at
PRI they were able to construct an authentic sense of self. They said, “Especially
with your masks and walls you put up. You don't even realize those are walls
until someone calls you on it and they're like "You're putting up a front right now,
that doesn't feel authentic.”” The culture of authenticity at PRI allows for healthy
experimentation with different ways of being, as youth receive feedback from
people they trust about how any their attitudes and behaviors are experienced by
others.

Being vulnerable. The second aspect of relational identity development
is the importance of being vulnerable in relationships, which involves showing
true parts of oneself to others and having others see and validate these parts. One
youth explained how some of their behaviors before PRI were the result of being
afraid to show their true selves in relationships. They said, “Yeah, so a lot of it
came down to vulnerability. Immaturity saved me from having to be
vulnerable.” Another youth commented, “To be in an empathetic relationship you
need to learn how to be vulnerable.” Similar to other participants, this youth drew
a connection between having the courage to be truly oneself in a relationship
(vulnerability) and to be seen and accept attuned care within a healthy
(empathetic) relationship.

Acceptance of self and others. Participants mentioned that cultivating
acceptance for themselves and other people was important in their developmental
process. One youth explained that a large part of their therapeutic work was,
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“analyzing my behavior and accepting what I don't really like about myself or my
behavior.” Accepting themselves allowed youth to be authentic and vulnerable
with others, which facilitated building close relationships. Acceptance of self was
also related to youth’s capacity to be accepting of others, which was another
relational pattern that became part of their developing sense of self. Furthermore,
feeling accepted by others was a core part of the context at PRI that made identity
development possible.

Developing empathy. Many youth mentioned that the capacity to be
empathic was a core relational pattern they had developed throughout the
program, and this in turn became a way that they self-identified (i.e., as an
empathic person), as well as a quality that they would look for in future
relationships. One youth said of their peers at PRI, “We all can relate a lot...we
learn how to really feel empathy for people and care about people.”

Honesty. Another prominent change noted by youth was their ability to be
more honest in relationships. While the theme of authenticity captures youth’s
sense of being able to be themselves in their relationships, the theme of honesty
relates to youth’s ability to be tell the truth even when it is difficult. One youth
explained, “I've become more close and more honest with my dad and my
family...It's the feeling that I actually feel that good in our relationship, that it
feels authentic and honest. And the ability to be vulnerable with him.” Another
youth explained how being honest was connected with their sense of self-
confidence. This youth gave advice to others to, “Stand up for what you believe
in, be respectful, be honest and direct.” Similar to the other categories in this
domain, being more honest is a way of being in relationships that became part of
youths’ identity.

Taking accountability. Youth mentioned the importance of taking
responsibility for their behavior, which in the PRI program is referred to as
“taking accountability.” One youth described this as “admitting things you've
done, coming to terms with things you did, understanding why you did the things
you did, and most importantly wanting to change.” The youth discussed this way
of relating to people as helping them have mutually satisfying relationships, as
well as being an essential aspect of how they viewed themselves.

Gratitude. Participants commented on the importance of being grateful
for things in their lives, as well as expressing gratitude towards others. For
example, one youth said, “You just gotta appreciate where you're at and what you
get here...so you just got to appreciate things.” Becoming someone who expresses
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gratitude informs youths’ developing sense of self and impacts the quality of their
relationships.

Humor. Youth described using humor as a way to connect with others
and be authentic in relationships. One youth explained, “You gotta laugh...
sometimes you even have to laugh at yourself. Saying that was stupid, what I did,
but whatever.” In this way, participants have identified humor as a way to learn,
grow, and make mistakes without harming their self-esteem. They also identified
humor as a way to be gentle with themselves and others.

Elements that Facilitate Identity Development

The second aim of this study was to understand what aspects of the
program youth view as responsible for their development. These themes are
captured in the domain Program Elements Linked to Change, part of which is
represented in Figure 2. Youth discussed the key aspects of the program that they
considered highly influential in their identity development. The seven categories
in this domain included: the process group, the opportunity to practice skills, the
process of giving and accepting feedback, check-ins, Dialectical Behavior Therapy
(DBT; Linehan, 1987), being accepted within a community, as well as opening up
to and connecting with others.

1. Process
group

7. Opening up
to and
connecting
withothers

6. Being accepted
within a community

» = 3. Givingand
2. Practisingskills | accepting feedback

| 5. Dialectical Behaviour
Therapy
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Figure 2. Aspects of the program that youth discussed as responsible for their
identity development.

Process group. All youth mentioned process group as being a main space
in which they worked on their relationships with other students in the program.
Process group involves a team of students (about 10 youth in total) and a staff or
therapist meeting three times per week to discuss how things are within the team.
This includes: discussing problems, sharing how each member is doing, giving
feedback to others about their behavior, asking for support, and offering
appreciation to fellow team members. One youth shared their experience in
process group by saying:

I enjoyed process group because people are honest and it’s a safe
place...they can trust you and you can trust them. It feels good to be in a
relationship with that many people ...makes everybody feel really open
and honest.

Another youth described process group as “a really good place to grow, and to
hear support from everyone.”

Practising skills. A second influential part of the program involved
learning relationship skills in therapy, then applying these skills in relationships
with staff and other youth. Youth also discussed learning interpersonal skills at
PRI that they could then apply with family, friends, and others outside of PRI.
One youth explained, “I also learned how to deal with interpersonal situations.
Relationships I developed with team members and staff have been a practice for
situations that I may come across later on.”

Giving and accepting feedback. Youth discussed the importance of
giving and accepting feedback about one’s behavior as a mechanism that
facilitated their identity development. Often, this process of giving and accepting
feedback occurs during process group; it may also occur during therapy sessions,
or informal conversations with staff or other students. One student explained
giving and receiving feedback in process group, “Everyone has taken at least one
or two pieces of feedback and probably given some to other people... and it has
been given in such a way so it's productive and it helps people deal with their
issues.” Many youths described how the process of giving and receiving feedback
helps people grow and become more authentic in relationships.
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Check-ins. At PRI a check-in refers to an informal conversation between
a youth and a staff member or two youth in which the youth opens up about how
they are doing. One youth described a check-in as, “just talking about how your
day is, or what you're feeling or what you've been doing in therapy, or anything.”
Participants talked about how important check-ins were in their process of change,
as they function to both help the individual youth in their development and
facilitate a deeper relationship among the individuals involved in the check-in.

Dialectical Behavior Therapy. Youth discussed Dialectical Behavior
Therapy (DBT; Linehan, 1987) as a way to gain skills that helped them be
themselves in relationships. One youth stated that “DBT teaches you a lot. It
teaches you how to be mindful, and how to be aware of certain issues you have.”
After learning these skills in DBT, youth were able to practice skills like
mindfulness and interpersonal effectiveness in their relationships with the staff
and students at PRI, as well as with their families who were also learning new
skills in therapy.

Being accepted within a community. Youth mentioned that being part of
a whole community of staff and students working to be their true selves in
relationships was the reason PRI was so effective at facilitating their identity
development. One youth explained, “I think the biggest thing here is because it’s a
community...it's like a sort of society where you can just learn to be yourself.”
When asked directly what helped them in their personal growth, one participant
responded, “I think the community, like being in a culture that’s extremely
accepting.”

Opening up to and connecting with others. Youth described how the
process of opening up to others and having their vulnerability met with care and
trust was essential in their developmental process. One youth described their
relationships with team members by saying, “I’ve opened up to so much. And it’s
really helped and, yeah, I just have the deepest relationships with everybody
here.” When asked what parts of the program had been most helpful in their
journey, one youth answered, “The main thing is making connections with people.
Umm, being around people who I can relate with and talk to. I think most of my
work has been figuring out how to connect with people, you know?”

Discussion

The goal of this study was to enhance understanding of how a key aspect
of adolescent development, identity, is accelerated through a residential program
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for adolescents struggling with addiction and mental health challenges. PRI’s
programming is based on the maturity model, which recognizes that adolescent
addiction results in stalled emotional and social development (McKinnon, 2008).
In the present study, youth were receiving treatment for their addiction and mental
health challenges. Participants described the process of opening up to themselves
and others during treatment, which allowed them to take the risks and
opportunities necessary to advance their identity development. They noted a
number of specific program elements that supported this process, all of which
were related to their relationships with staff and other students in the program.

In their interviews, youth highlighted the central role of relationships in
promoting their development. They explained how their identity development and
their experiences in relationships were interconnected. For example, they shared
the importance of being authentic in relationships as a way of both developing a
sense of who they are and connecting with others. They mentioned the importance
of being able to be vulnerable with others, empathetic, honest, accountable, and
grateful, as these were all part of who they wanted to be in the context of their
relationships. In this way, their identity development represents the ongoing
process of constructing a sense of self through connections with others. This way
of understanding identity development, as fundamentally relational, is consistent
with ecological perspectives on development, which emphasize the primary role
of relationships in adolescent development (Collins & Steinberg, 2006). Relational
identity development also relates to Harter’s focus on the developmental and
sociocultural contexts through which the self is constructed (Harter, 1999, 2006,
2012). In examining the self-worth of adolescents, Harter and colleagues found a
four-factor solution with negligible cross-loadings, suggesting different
contributions to self-worth stemming from relationships with parents, teachers,
male classmates, and female classmates (Harter, Waters, & Whitesell, 1998). They
discovered that perceived support or validation for oneself as a person from those
in each relational context predicted self-worth in that context. This work, along
with the results of the current study, suggest that it may not be adequate to study
identity development without considering relational contexts, as was done in early
work on identity development (e.g., Marcia, 1967).

Youth in this study mentioned seven program elements that facilitated
their identity development: process group, practicing skills, giving and accepting
feedback, check-ins, DBT, being accepted within a community, and opening up to
and connecting with others. During process group, youth share their emotions
with their team, make requests for support, and learn how to handle conflict

151 « JTSP Volume XI



YOUTHS’ RELATIONAL IDENTITY DEVELOPMENT

constructively by working through problems with staff support. They also learn
how to give both positive and negative feedback, such as telling someone how
their behavior is affecting them. Youth learn how to respond to such feedback
from others and begin to integrate these skills into their relationships outside of
process group. Abraham and colleagues examined adolescents’ perceptions of
both process group and specialty group therapy and discovered that adolescents
rated on-going process groups as more helpful for relating to staff and peers, and
specialty groups were considered to be more helpful for cognitive, social, and
interpersonal skill development (Abraham, Lovegrove-Lepisto, & Schultz, 1995).

All seven of the program elements identified by youth as important in
their identity development involve relationships with other students and staff in
the program. This finding is consistent with surveys of youth placed in residential
care who cite relationships with staff as one of the most helpful and positive
aspects of their residential experience (Anglin, 2004; Devine, 2004; Gallagher &
Green, 2012; Smith, McKay, & Chakrabarti, 2004; Zimmerman, Abraham, Reddy,
& Furr, 2000). The relationship components of residential treatment, whether
formalized or informal, have been identified by youth clients and staff as the most
helpful dimensions, with planned and/or spontaneous social interactions between
staff and clients being perceived as highly valuable and important (Zimmerman et
al., 2000).

Limitations

Given the highly personal nature of this research, it was important to
allow youth to self-select into this study. This led to a potential sampling bias, as
participants may have over-represented youth who had a positive attitude toward
and who had benefitted from the program. To get a more complete picture of
youths’ development of self in relationships, it would be useful to interview
parents and others with whom the youth have a close relationship. Given the
results of the current study, it is important to explore how youth’s sense of self
develops in different relational contexts. Moreover, the present study had a small
sample size and contained youth from one treatment program. As such, findings
from this sample of youth at PRI may not generalize to other programs. It is
essential to conduct similar research with other samples in other programs and in
other geographic regions. It is also important to follow up on this research with a
larger sample size and a mixed-methods approach. Finally, the current study was
cross-sectional. Longitudinal research is needed to determine whether these
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changes are sustained and to measure the underlying processes in the development
of self. These limitations present important avenues for future research.

Implications for Prevention and Intervention

Several implications for prevention and intervention can be drawn from
youths’ perspectives of their relational identity development. This study highlights
the value of using a developmental lens when studying programs to support youth
who struggle with mental health challenges and addiction. An important function
of interventions for struggling youth is to accelerate development in key areas,
such as identity development. It is, therefore, essential to tailor interventions to
enable youth to accomplish these tasks and to measure changes in identity
development at various stages of the treatment process.

Youth discussed how their sense of self was relationally defined and
constructed. These findings highlight the importance of training staff who work
with adolescents to be attuned to the nature of youths’ developmental tasks and
challenges, as well as to the quality of their relationships with youth. To ensure
youth are able to develop authentically within their relationships, it is essential for
staff to create a positive peer culture and teach youth how to support each other’s
journey of change. Future research is needed to examine how specific experiences
in relationships within different programs relate to the diverse range of outcomes
youth achieve during these programs designed to guide them onto healthy
pathways.
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Footnotes

! In this manuscript, the gender of the speaker is intentionally not included
to protect confidentiality at the request of the program, and the terms ‘they’,
‘them’ or ‘themselves’ have been adopted for this reason.

2 The term “Process Group™ is explained in detail in the next section on
Elements that Facilitate ldentity Development.
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authors have used the work and/or words of others that this has been appropriately
cited or quoted.

Multiple, Redundant, or Concurrent Publication

An author should not in general publish manuscripts describing essentially the
same research in more than one journal or primary publication. Submitting the
same manuscript to more than one journal concurrently constitutes unethical
publishing behavior and is unacceptable.
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reported work.

Authorship of the Paper

Authorship should be limited to those who have made a significant contribution to
the conception, design, execution, or interpretation of the reported study. All
those who have made significant contributions should be listed as co-authors.
Where there are others who have participated in certain substantive aspects of the
research project, they should be acknowledged or listed as contributors. The
corresponding author should ensure that all appropriate co-authors and no
inappropriate co-authors are included on the paper, and that all co-authors have
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seen and approved the final version of the paper and have agreed to its submission
for publication.
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2019 JTSP Order Form

The National Association of Therapeutic Schools and Programs offers the
following options for ordering of Volume XI of the Journal of Therapeutic
Schools and Programs (JTSP).

1. Single Copy — Check applicable category

UInstitution ($30) Olndividual ($20)  OMember Program Staff ($15)

2. Multiple Copies — List amount desired
Ulnstitution ($20) UlIndividual ($§10)  [IMember Program Staff ($10)

Name (please print clearly):
Company/Organization:
Address:

City: State: Zip:
Phone Number:

Email:

Pavment

(This form also serves as your invoice and payment is due when you
submit your request.)

O Check Enclosed Total Amount:
O Credit Card Number
Exp. Date: CVC:

Please return completed form and payment to:
* Fax (301) 986-8772
* Email - info@natsap.org
* NATSAP, 4350 East West Hwy, Ste 925, Bethesda, MD 20814
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NATIONAL ASSOCIATION OF
NAT s AP THERAPEUTIC SCHOOLS AND PROGRAMS
Member Directory Order Form

To order a current copy of the Directory, please complete the form below and mail
or FAX your order, with your check or credit card information for shipping and
handling, to NATSAP, Inc.

First/Last Name:
Organization:
Mailing Address:
City: State: Zip:
Phone: Email:

Please indicate your profession:

Educational Consultant O Licensed Counselor
Psychologist 0 Licensed Therapist
Psychiatrist 0 College/University Professor
NATSAP Member 0 Alumnus Program Staff
Parent O Student

Other__ (please specify):

Please select your NATSAP Membership Status:

NATSAP Member (Staff of Member Program or Individual Professional)
Non-Member
Shipping and handling charges

(We ship via United States Postal Service.)

Single Copy (Media Mail) $-0- (complimentary)

2 directories (Priority Mail) $5.00

3 to 15 directories (Priority Mail) $10.00

16 to 30 directories (Priority Mail) . $20.00

31 or more contact the NATSAP office
Number of Copies Requested: Total Shipping Charges (see above): $

(Media Mail: Allow 7-10 days for delivery, Priority Mail: Allow 3 to 5 days for delivery)
Payment
(This form also serves as your invoice and payment is due once you FAX your request.)

Check Enclosed
Credit Card Number Exp. Date: CVC:
Please return completed form and payment to:

Fax: (301) 986-8772 « Email: info@natsap.org
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The National Association of Therapeutic Schools and Programs
Ethical Principles

Members of the National Association of Therapeutic Schools and Programs (NATSAP)
provide residential, therapeutic, and/or education services to children, adolescents, and
young adults entrusted to them by parents and guardians. The common mission of
NATSAP members is to promote the healthy growth, learning, motivation, and
personal well-being of our program participants. The objective of all our therapeutic
and educational programs is to provide excellent treatment for our program
participants; treatment that is rooted in good-hearted concern for their well-being and
growth; respect for them as human beings; and sensitivity to their individual needs and
integrity.

When applying to become or continue as a member of The National Association of
Therapeutic Schools and Programs, the program / school Executive signs the Ethical
Principles stating that our organization supports and follows the NATSAP Ethical
Principles.

1. Be conscious of, and responsive to, the dignity, welfare, and worth of our program
participants.

2. Honestly and accurately represent ownership, competence,
experience, and scope of activities related to our program, and
to not exploit potential clients’ fears and vulnerabilities.

3. Respect the privacy, confidentiality, and autonomy of program
participants within the context of our facilities and programs.

4. Be aware and respectful of cultural, familial, and societal backgrounds of our
program participants.

5. Avoid dual or multiple relationships that may impair
professional judgment, increase the risk of harm to program
participants, or lead to exploitation.

6. Take reasonable steps to ensure a safe environment that
addresses the emotional, spiritual, educational, and physical
needs of our program participants.
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10.

11.

12.

13.

Aspire to maintain high standards of competence in our areas of expertise and to
be mindful of our limitations.

Value continuous professional development, research, and scholarship.

Place primary emphasis on the welfare of our program
participants in the development and implementation of our
business practices.

Manage our finances to ensure that there are adequate resources to accomplish our
mission.

Fully disclose to prospective candidates the nature of services, benefits, risks, and
costs.

Provide informed, professional referrals when appropriate or if we are unable to
continue service.

NATSAP members agree to not facilitate or practice reparative therapy.
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