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Abstract
Background

Through controlled exposure to stress, wilderness-based education programs can build
capacity for adaptive coping and produce long lasting improvements to participants' quality of life.

However, stress can also overwhelm them, resulting in the emergence and exacerbation of mental

health vulnerabilities in the field. However, empirically grounded best practices for training, pre-trip

screening, and protocol/policy for mental health specific to the wilderness context are not well
developed.

Aim

The aim of this study was to assess needs and assets, and develop recommendations for

training, pre-trip screening, and organizational protocol/policy to assist with successful management
of mental health problems in mountain-focused, wilderness-based education and related fields such

as outdoor leadership, guiding, environmental education, snow safety, search and rescue, and
wilderness therapy.
Methods

A pragmatic, two phase, sequential mixed methods approach was utilized to explore this

topic within the context of an overarching collaborative community based participatory research

(CBPR) framework with organizational partners: National Outdoor Leadership School, Outward

Bound USA and Canada, the Wilderness Risk Management Conference, and the Alaska
Mountaineering School. A preliminary quantitative study utilized a cloud-based survey to determine
baseline characteristics for 64 wilderness-based educators, guides, outdoor leaders, snow safety

professionals, and search and rescue personnel. Qualitative interviews with 16 experienced and

prepared key informants addressed the study aim in more depth, consistent with partnering
organization priorities, in the tradition of CBPR.
Findings

Mental health topics and skills are underemphasized in current training, and training was
found to be of less value than personal and professional experiences with mental health. In the
future, mental health should be increased and emphasized, possibly through the utilization of

existing resources such as the stress continuum or curriculum such as Psychological First Aid as well

as practical training opportunities that emphasize experiential learning around mental health. Current
screening can present both risks and benefits for clients, instructors, and organizations. Non
disclosure and the impacts of stigma and prejudice on the interpretation and utilization of mental
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health screening information were major concerns. However, screening can guide preventive and

proactive efforts, and build working relationships with potential participants. Future screening

should be used to inform participants about course stress, encourage disclosure, and direct
curriculum development. Multi-step screening, utilizing multiple interactions with participants
before the course, was identified as a utilitarian way to facilitate improvements for future screening.
In protocol/policy, field management of mental health problems is underemphasized relative to

evacuation, resulting in overutilization of disruptive evacuation processes. While many organizations
do well at responding to instructor mental health needs after incidents such as a fatality in the line of
work, inconsistencies in implementation can create unintended barriers to instructor self-care.

Future protocol/policy should prioritize instructor mental health by addressing inconsistencies in

implementation, removing barriers to self-care and guiding the deployment of resources such as

responsive staffing or free counseling benefits.
Implications

This study contributes uniquely to the literature by providing an empirically-based

perspective into a little researched topic, and multiple avenues for implementation of findings such

as increasing mental health content and experience-based training, utilization of multi-step screening
processes, and consistent implementation of organizational protocol/policy in support of client and

instructor mental health. Recommendations for implementation address weaknesses and build upon
strengths already present in training, screening, and protocol/policy. Overall, practice and research
in this area are in need of further investigation and development. Future dissemination, research,
and practice development could help develop measures or resources to support the improvement of

training, screening, and protocol/policy across wilderness-based education and related fields.
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Chapter I: Introduction

Wilderness-based education is a growing industry around the world, comprising programs
with divergent purposes and applications (Berman et al., 1998; McIntosh et al., 2007). Due to the
wide variety of program sizes, purposes and applications, there are no available estimates of how
many organizations might be active in North America or around the world. These programs are

structured around a philosophy of personal growth through controlled exposure to challenge. They

take place in wilderness settings, comprising small groups in which participants rely both on
themselves and one another to deal with multiple types of challenges (Neill & Dias, 2001). As

wilderness-based education philosophy is structured around the viewpoint that humans must

experience stress to accomplish personal growth and psychological resilience, they must encounter
and learn from stress in the context of their wilderness-based education experience. Through this
learning experience, one's capacity to successfully manage everyday life stressors, known as

psychological resilience, may be augmented (Neill & Dias, 2001). Wilderness-based education

programs that take place in mountainous environments allow people from relatively urban settings
unique opportunities to experience individual mountain related challenges, all while participating in
group social ecology as a member of an interdependent team (Neill, 2008).

Wilderness environments in general, and mountain environments specifically produce some
of the harshest terrestrial conditions one can encounter (Farrace et al., 1998). Many wilderness-based

education participants have a preconception that stressors experienced in the wilderness will feel
scary, disgusting, or uncomfortable (Bixler & Floyd, 1997). These unique stressors are not typically

present in participants' everyday lives, which are frequently urban environments (Bixler & Carlisle,
1994; Bixler & Floyd, 1997). Their responses to these new stressors exhibit great variability (Koole
& Van den Berg, 2005; Van den Berg & Heijne, 2005). Sometimes responses are adaptive, allowing

participants to experience growth, increased resilience, and learning. At other times, responses are
maladaptive, facilitating the emergence or exacerbation of preexisting conditions (Chrousos & Gold,

1992; Kessler et al., 1985).

In wilderness environments, maladaptive responses can result in acute mental health

problems. Such problems impact both individual health and the overall learning experience of

everyone involved due to the interdependent nature of wilderness-based education groups (Morenz,
2012; Neill & Dias, 2001; Schimelpfenig & Safford, 2016). A practical way of defining mental health

problems in everyday life is: An emotional, cognitive, behavioral, substance use/withdrawal, or
interpersonal issue that evidences deviance, dysfunction, distress, or danger (Davis, 2009). For the
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purpose of this study, a practical way of defining mental health problem is: An emotional, cognitive,

behavioral, substance use/withdrawal, or interpersonal issue that evidences deviance, dysfunction,
distress, or danger in the wilderness context (Davis, 2009; Moore et al., 2015).
Relative to the incidence of mental health problems in human life, there is a lack of literature

addressing mental health problems that occur during mountain-focused wilderness-based education

experiences despite the potential implication of these issues for program participants living in
challenging environments (Davis-Berman & Berman, 2002; Fagenholz et al., 2007; Farrace et al.,
1998; Mortimer, 2010; Van den Berg & Heijne, 2005). As such, there is little empirical guidance for
those working in mountain-focused wilderness-based education to deal with mental health

problems. Some curriculum adaptation may be required to reflect the likely incidence of mental
health problems in wilderness-based education (Berman et al., 1998) and the general shift in

medicine toward integrated care recognizing the interplay between physical and mental health and

the biopsychosocial model (Novack et al., 2007). Thus, wilderness-based education instructors may
not be adequately prepared to recognize mental health issues, conduct differential diagnosis between
commonly presenting physical health issues and mental health problems with a similar presentation,
or make important decisions about management of mental health problems in the field.

This study applied a sequential mixed methods approach (Creswell et al., 2011; Morgan,

2014) utilizing a survey (for breadth) and semi-structured interview (for depth) to conduct a

needs/assets assessment and provide recommendations for further integration of mental health
training, pre-trip mental health screening, and organizational protocols to assist with successful

management of mental health problems in mountain-focused wilderness-based education and
related fields.
Overview

Wilderness-based education includes a broad range of programs that are guided by specific
missions, purposes, and philosophies. These programs focus on education, adventure, leadership,
and personal growth through exposure to challenges in wilderness settings. This study will focus on

mountain-focused wilderness-based education programs; specifically, those taking place in mountain
environments. Exposure to wilderness and mountain environment challenges can promote
participants' health as evidenced by indicators of physical and mental wellness by providing a vehicle

for change and personal growth. Exposure to manageable levels of stress is a central aspect of a

National Outdoor Leadership School or Outward Bound course (Hill, 2007). However, exposure to
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wilderness and its inherent challenges also can present unique threats to participants' physical and

psychological wellness (Van den Berg & Heijne, 2005).

Mountain program participants can begin their expedition with predisposing factors such as
a history of abuse or neglect, recent familial stressors, substance use issues, or a predisposition

toward mental health problems that may increase their vulnerability to stress (Becker, 2010;

Schimelpfenig & Safford, 2016). Wilderness stressors found in mountain environments include, but
are not limited to being in new and unpredictable environments, poor weather, physical exhaustion
or injury, hypothermia, heat exhaustion and heat stroke, altitude, crevasses, avalanches, fear of

falling, thoughts of death and dying, and interpersonal stressors related to group dynamics (Davis-

Berman & Berman, 2002). Many mountain-oriented activities take place in remote environments

where normal coping mechanisms are not available, telecommunications devices may not work, and
in situations where participants are far from primary care. In the event of an emergency these factors
increase the potential consequences of all health problems (Freer, 2006), including mental health
problems.

Stress Responses
Participants involved in wilderness-based education likely will experience some form of

unanticipated stress during their trip. As such, it is important to consider the complex interaction of
biological, mental, and social features of life in the wilderness that present challenges not normally

experienced in participants' home or work life (Lawrence-Wood & Raymond, 2011; Marchand,
2008; Marchand et al., 2009; Phelan, 2003). These challenges require constant adjustment. For

example, participants may be required to walk for extended periods of time in inclement weather, on
uneven ground, while conducting complex team-oriented tasks such as river crossings or other

objective hazard evaluation and mitigation, presenting physical, cognitive, and emotional stressors
for the uninitiated (Neill, 2008).

Humans have unique and complex homeostatic responses to stress (Chrousos & Gold, 1992;
Miller and O'Callaghan, 2002). In some cases, these responses are adaptive. Adaptive coping occurs

when participants adequately cope with stressors. This may prevent the emergence or exacerbation
of pathology. In other cases, these responses are maladaptive. Maladaptive coping occurs when

participants inadequately cope with stressors. This increases the likelihood of the emergence or

exacerbation of pathology (Chrousos & Gold, 1992; Kessler et al., 1985). The ways that people cope
with stress may affect the emergence, exacerbation, and amelioration of mental health problems in

the wilderness (Morenz, 2012; Moore, 2015; Schimelpfenig & Safford, 2016).
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Wilderness Environments and Human Psychology
Human beings have natural tendencies to be attracted to the wilderness (Ulrich, 1993).

However, they are also more likely to become distressed and sometimes think of death and dying

more often during wilderness experiences as a result of obvious threats to life and health (Bixler &
Carlisle, 1994; Bixler & Floyd, 1997; Kellert & Wilson, 1993; Koole & Van den Berg, 2005; Van den
Berg & Heijne, 2005). Mental health problems may arise as a result of the stressors encountered the
mountains and their effect on predisposing factors such as an underlying mental illness or conflicted

familial relationships (Berman et al., 1998).
For example, a 19-year old female presenting with prodromal bipolar disorder might

experience an acute episode of depression or mania in response to stressors encountered during a
two-week wilderness-based expedition, causing her to display unsafe behaviors such as

hypersexuality, irritability, grandiosity, or psychosis, common symptoms of manic or hypomanic

phases of bipolar disorder (APA, 2013; WHO, 1994). This could become problematic during the
performance of important tasks required for safety. She may be unable to conduct herself or

communicate competently in activities such as glacier travel. Acute mental health problems can

impair participants in the mountains. The resulting stress affects expeditions in unforeseen ways,
impacting all taking part (Moore, 2015; Morenz, 2012; Phelan, 2003).
In summary, wilderness-based educational activities taking place in the mountains may be
positively challenging, resulting in personal growth for participants with adequate psychosocial

coping skills. Alternatively, participants may be overwhelmed by stress and experience mental health
problems as a result. If participants lack adequate fitness or coping skills, then physical or mental

health problems may result (Auerbach, 2012). The resulting signs and symptoms may be termed
wilderness mental health problems. A student's emotional or behavioral dysfunction in the
mountains may have a profound impact on a trip or expedition due to the interdependent nature of

wilderness-based education experiences (Berman & Davis-Berman, 2002; Berman et al., 1998).

Mental health problems in the mountains may reflect signs and symptoms of common
American Psychiatric Association (APA) Diagnostic and Statistical Manual (DSM-V) taxonomic

categories (APA, 2013; Morenz, 2012). DSM-V taxonomic categories presenting in the mountains

may include anxiety disorders, mood disorders, psychotic disorders (Moore, 2015; Phelan, 2003),
organic mental disorders, personality disorders, substance abuse disorders, somatic disorders,

disruptive behavior disorders, as well as insomnia, acute suicidality and homicidality (Morenz, 2012).
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The prevalence of mental disorders within the general population is far greater than many
wilderness medical professionals, mountain program administrators or staff are aware (Berman et al.,

1998), with half of Americans experiencing at least one DSM-V diagnosable mental disorder
sometime during the life course (Kessler et. al, 2005). Given that a quarter of Americans report
symptoms of mental health disorders each year (NIMH, 2012), there is a strong possibility that

people participating in wilderness-based education programs come to the course with a diagnosable
mental health problem. The prevalence of mental disorders presented here is contrasted here with a
relative lack of literature dealing with mental health problems in the wilderness (Berman et al., 1998;
Davis-Berman & Berman, 2002).

With a few exceptions, most wilderness-based education programs conduct little to no
screening for mental health issues prior to enrollment (Hansen-Stamp & Gregg, 2002). As a result,

wilderness-based education program staff members are provided inadequate mental health
information about their clients to complement the information afforded by relatively well-developed

medical screenings. A limited mental health emphasis in wilderness medicine training has resulted in
wilderness medicine professionals arguably being ill equipped to deal with mental issues presenting

in the field. The resulting need for more mental healthcare training for wilderness-based education
programs is highlighted by a lack of literature on screening and treatment protocols related to mental

health within wilderness medicine (Berman et al., 1998).
Significance

Anecdotal accounts of mountain professionals indicate that mental health emergencies are a
significant health, risk management, and program implementation issue. This quote from wilderness

based educator, mountain guide, and Alaska Mountaineering School director Colby Coombs
(personal communication, July 11, 2014) illustrates this point:

I don't think we're prepared well. I think it depends how you define mental health problems. We
have clients that aren't necessarily defined as mentally ill; they seem to have problems but no

diagnosis. We also have problems with nondisclosure of current medications they are taking, or

people not telling us about preexisting conditions or accidents. So we might not know anything about

the history then we get these surprises a couple times a season. We added some mental health

information to our annual Medical Protocol Review (MPR) after we reviewed our incident and near
miss forms and determined there was a significant enough issue that some training would be helpful.
We also decided to add a section on TBIs (Traumatic Brain Injuries) since we started working with

groups of wounded combat veterans.
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Little mental health information or training is currently present in wilderness emergency

medicine trainings such as the Wilderness First Responder (WFR) and Wilderness Emergency
Medical Technician (WEMT) relative to mental health issues presenting in the population. Some
seminal wilderness medicine texts contain limited mental health information with little in the way of

easily accessible protocols for mental health management other than recommendations for
screening, psychotropic medication, calming communication, and containment/restraint (Moore,
2015; Morenz, 2012; Phelan, 2003; Tilton, 2010). Other important wilderness medicine texts show

an almost complete absence of mental health information (Backer et al., 2008). A few texts pay
direct attention to MH problems, and provide some treatment principles and nonpharmacological

lay approaches for dealing with them in the field (Schimelpfenig & Safford, 2016). Mountain based

education professionals are accustomed to having to improvise, and to approach medical issues with
a creative problem solving approach in the face of limited resources and difficult conditions (Freer,

2006). Due to these issues, dealing with mental health issues in the field requires great creativity, as

described below (C. Coombs, personal communication, July 11, 2014):
We are typically hands on: ‘It's bleeding, stop the bleeding.' We improvise in the areas where we are

not experts. Even when we are experts we have to improvise because of a lack of equipment or
because of conditions. Mental health is something that we are putting into our training but the
resources aren't out there. I don't know why this is but it seems like people don't really talk about

mental health problems. It could be people's attitudes about mental health. So we improvise.

The following two cases from wilderness-based education in the mountains also illustrate
this need for further mental health training (C. Coombs, personal communication, July 11, 2014):
Case 1:
We don't get a lot of people but there was this one guy who was on a course who was acting

threatening and carrying his ice axe around who had to be evacuated. Before the course it already
seemed like he was acting strangely. This was before we had sat phones. The instructors could only
get cell reception up at a certain pass. They said that the student was acting threatening to others and

then hung up to go intervene. We had to send in a state trooper and get him evacuated because we

didn't have sat phones at that point so we couldn't call back to determine what was happening in the
field. The instructors were no longer at the pass. They were busy dealing with the situation.
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Case 2:
We had to deal with a soldier who was in the middle of opiate withdrawals a couple days into a

private mountaineering course. We ended up administering drugs from our med kits that we usually
don't have to use to in the field. We had to give him antiemetics to help him deal with that aspect of

the withdrawals, and he was able to remain in the field. Sometimes wounded vets are prescribed so
many drugs that we really can't understand all the side effects and contraindications as wilderness

professionals. And when they have TBIs, there can be other complicating factors. Sometimes it is

really helpful to have our medical director available by phone at all hours if there is really an
emergency. We try to use that resource only when we really need it though.

The lack of available resources to assist with training has resulted in gaps in the wilderness
medicine training wilderness-based educators receive. These gaps in training mean wilderness

professionals may be ill equipped to prevent problems or provide mental health interventions in the
context of wilderness program activities, especially in light of the unique challenges the mountains
present. The field identification and treatment of mental health problems in the wilderness have

been thought of as separate or specialized issues, and have not been emphasized. No crisis

intervention or mental health treatment models have been specifically adapted for wilderness
settings, despite concerted efforts by outdoor education researchers to establish the importance of

these issues on programmatic and administrative levels (Berman et al., 1998; Berman & Davis-

Berman, 2002; Seeger, 2006).

The diagnosis, treatment, and management of mental health issues are complex and nuanced
tasks generally undertaken by doctoral level practitioners such as psychologists or masters-level allied
mental health professionals. This current study focused on wilderness-based education programs

taking place in the mountains, which do not generally include mental health professionals among
their staff. With research highlighting the connection between mental and physical health (Kroenke
& Price, 1993; Novack et al, 2007; Salovey et al., 2000), it is time for integrated care to spread to

practice in wilderness medicine (Astin et al., 2003). Unfortunately, there is a lack of available,
applicable published research to guide this development. This research study was conducted to assist
in finding a path forward for the integration of mental health in wilderness-based education

programs.

Study Aim

The aim of this two phase, sequential mixed methods, pragmatic and exploratory community
based participatory research (CBPR) informed study was to assess needs and assets, and to develop a
7

set of recommendations for training, pre-trip screening, and organizational protocols to assist with

successful management of mental health problems in mountain-focused wilderness-based education
and related fields.

Overarching Research Question
The study's focus areas can be summarized under the umbrella of one overarching research

question that reflects the specific study aim: What needs/assets are currently present in training, pre
trip screening, and organizational approaches to mental health, and what are recommendations for

future developments in training, pre-trip screening, and organizational approaches to mental health?
Focus Areas

Under the umbrella of the overarching research question, the study focused on the following
three areas to guide discoveries to determine needs/assets, and to develop pragmatic

recommendations (Table 1.1):
Table 1.1:
Study Focus Areas_________________________________________________________________
Study Focus Areas
1. Mental health training needs, assets, and recommendations.
2. Pre-trip mental health screening needs, assets, and recommendations.

3. Organizational protocol and policy needs, assets, and recommendations.

Design and Purpose
ASequentialTwoPhaseMixedMethodsApproach.

Research methods are chosen in accordance with the research questions and study aims
(Morgan, 2014). The nature of this study, and its pragmatic and exploratory aims warranted using a

sequential mixed methods design (Morgan, 2014). The study used a quantitative ® qualitative mixed
methods approach to conduct an assessment of needs and assets, and to develop a set of

recommendations for future mental health information received by wilderness-based educators
working in mountain environments. Mixed methods designs have become more widely used in

health research in recent years. These methods allow researchers to combine the strengths of
quantitative and qualitative methodologies to address topics with both breadth and depth. This is
especially useful in the exploration of little researched topics such as this study (Yoshikawa et al.,

2008).
ACommunityBasedParticipatoryResearch(CBPR)InformedApproach

This project was also informed by Community Based Participatory Research (CBPR)

approaches. The CBPR approach is both strengths-based and empowerment focused, facilitating
8

collaborative partnership and involvement in all phases of the research (Israel et al., 1998). The

CBPR approach integrates community perspectives to research in ways that can increase the validity,
usability, and likelihood for sustainability of research products such as this study's needs/assets

assessment and recommendations for training, pre-trip screening, and organizational protocols
(Allen et al., 2011).

This study engaged members of partnering wilderness-based education organizations in
problem definition, measure development, recruitment of study participants, interpretation of

results, and application of the results to address concerns related to the management of mental

health problems in mountain-focused wilderness-based education and related fields. This study
partnered with wilderness-based education organizations including the following: the National

Outdoor Leadership School (NOLS), the Wilderness Risk Management Conference (WRMC),

Outward Bound USA (OBUSA), Outward Bound Canada (OBC), and the Alaska Mountaineering
School (AMS).

This study comprised two sequential phases: 1) Online Structured Survey; and 2) In-depth
semi-structured telephone interviews.
Phase I — Online, Structured Survey

Participants (n=64) were recruited via email with the assistance of partnering wilderness
based education organizations (NOLS, WRMC, OBUSA, OBC, and AMS). Individuals met study

criteria if they were 18 years or older, employed as wilderness-based educators working in mountain
environments, had three or more years experience, and had encountered mental health problems in

their work (Table 1.2). Individuals meeting these inclusion criteria were invited to complete a

structured, 10-15 minute online demographic and descriptive survey.

The online, structured survey gathered data on participants' basic demographics, locations
where they work, number of mental health incidents they encountered, wilderness medicine

certifications, opinions and recommendations related to mental health training, screening, and

protocol/policy, and determined whether they would be willing to participate in the Phase II semi
structured interview.
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Table 1.2
Study Inclusion Criteria
Study Inclusion Criteria

1. 18 years or older
2. Employed as wilderness-based educator working in mountain environments (and/or related
fields such as mountain guiding, wilderness therapy, mountain rescue, etc.)
3. Have at least three years experience in the field of mountain-focused wilderness-based
education (and/or related fields such as mountain guiding, wilderness therapy, mountain
rescue, etc.)
4. Have encountered participant mental health problems during the course of their work
Phase II — Telephonic, Semi-StucturedInterview

Prior to Phase I the demographics, opinions, and experiences of wilderness-based educators
with relation to MH problems in the context of mountain-focused wilderness-based education were

unknown, so an interview sample could not be systematically targeted. Demographic, descriptive,
and exploratory analyses of Phase I survey data were used to inform sampling and recruitment of

experienced and prepared key informants to participate in the semi-structured interview (Morgan,
2014). The literature, gaps in literature, and key stakeholder input were vital to the formulation of

the study. The following chapter will review the limited literature base around mental health

problems in wilderness-based education, and identify gaps in current literature.
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Chapter II: Literature Review
Wilderness-based education programs expose participants to the beauty of nature (Ulrich,

1993), help connect them to the natural environment, and challenge them to grow in novel ways
(Neill, 2008). In fact, wilderness-based education programs facilitate learning and personal growth

through challenge and controlled exposure to stress, creating powerful experiential learning

opportunities that have lifelong benefits (Hattie et al., 1997). However, when the stress exceeds a
participant's ability to successfully adapt, it can precipitate the exacerbation of preexisting

vulnerabilities resulting in disruptions in their ability to fully participate in a trip or expedition (Neill
& Dias, 2001). These disruptions can be mild, moderate, or severe. If mild or moderate, they may be

manageable in the mountains with some adjustments to the itinerary or intervention by the
wilderness professional. If severe, containment, restraint or evacuation may be necessary to maintain

the safety of the participant or other members of the team (Morenz, 2012). Prevailing Wilderness
medicine training programs like Wilderness First Responder (WFR) and Wilderness Emergency
Medical Technician (WEMT) have historically dedicated little attention to issues related to mental

health problems (Berman et al., 1998; Berman & Davis-Berman, 2002). However, momentum is

beginning to build in this area with regard to both supporting participants and preventing workforce
attrition in wilderness-based educators (Edwards & Gray, 1998; Marchand et al., 2009) and other
first responder communities (McGladrey, 2018).

Chapter Overview
Per the overarching aim of this study to conduct a contextualized needs/assets assessment
and a provide a set of recommendations focused on dealing with MH problems in the field,

literature was reviewed to provide a basic framework for understanding current wilderness medicine
approaches to mental health problems and to guide collaboration, data collection, analysis, and

dissemination.
There is a relative lack of literature directly applicable to mental health problems in

wilderness-based education in the mountains (Berman et al., 1998; Berman & Davis-Berman, 2002).

As such, literature from other relevant fields will also be discussed. This chapter reviews the
underpinnings of the learning philosophy of many organizations in wilderness-based education and
related fields, discussing the essential role of stress and challenge in creating capacity and resilience
in both instructors and participants (Fabrizio & Neill, 2005; Sibthorp et al., 2007). It also reviews the

essential role of acute and chronic stress as it acts upon predisposing vulnerabilities for illness, be
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they mental or physical, causing the emergence and exacerbation of illness (Agid et al., 2000; Miller
& O'Callaghan, 2002; Thoits, 2010).

A transactional perspective on stress, appraisal, and coping (Lazarus & Folkman, 1984;

Schuster et al., 2006) is essential to the understanding of optimal conditions for growth, or for the

emergence and exacerbation of mental health problems. So it is discussed in light of the unique
stress, appraisal, and coping context of mountainous wilderness (Neill, 2008), characterized by a lack

of normal coping methods (Miller & McCool, 2003) and treatment resources (Morenz, 2012).
Common definitions of mental health problems (Davis, 2009) are discussed in both urban
and wilderness contexts (Flannery & Everly, 2000; Morenz, 2012. A case example and anecdotal

evidence are also provided to illustrate how underlying mental health issues may present in the field,
and how they may interact with co-occurring medical issues. Finally, this chapter discusses emergent
approaches to dealing with mental health problems in wilderness medicine certifications and other

training curricula, with commentary on possible needs and assets in current training opportunities
and resources (McGladrey, 2018; Moore, 2015; Morenz, 2012; National Outdoor Leadership School,

2014a, 2014b; Phelan, 2003; Tilton, 2010).

Notably, the literature presented highlights a need for further research related to

needs/assets in current training, screening, and protocol/policy addressing mental health problems
in the wilderness context. The identified gaps in the literature, in combination with anecdotal
evidence and community priorities, justified the need for this research study. These knowledge gaps

ultimately highlight the need for mental health training, screening, and protocol/policy specifically

applicable to mental health in the wilderness context.
Wilderness-Based Education Programs - Overview

Wilderness-based education programs represent extreme variability in terms of program size,

mission, implementation, and structure (Neill, 2008). It is thus challenging to accurately estimate
how many programs fit under the wilderness-based education definition. For the purposes of this

study, wilderness-based education comprises wilderness-based programs emphasizing domains of
personal and skills development that take place in mountain environments (Neill, 2008). These
programs utilize the challenges of group-based wilderness endeavors to facilitate experiential

learning through the medium of activities such as hiking, rafting, skiing, rock climbing,
mountaineering and caving. There are many examples of heterogeneity among wilderness-based

education programs. Some programs take place in extremely remote areas, far from civilization.
Others work in wilderness areas closer to civilization, or mountainous areas in foreign countries
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(Lyon, 2010). At times these programs set forth physical goals such as climbing to a high summit or

navigating to a multitude of waypoints while facilitating participant learning and personal growth
(Hattie et al., 1997; Neill & Dias, 2001).
EnvironmentalExposure

Weather and concomitant environmental exposure concerns can greatly affect the wilderness
professionals' decisions about how many miles or vertical feet can be completed, or even whether it

is safe to travel. They must consider the impact weather has on the group's ability to stay safe and
warm. Further, they must consider how participants may respond physically and psychologically in

the event of a serious weather event, unstable avalanche conditions, elevated river levels, encounters
with potentially dangerous wildlife, or an injury or illness. Many wilderness-based education
programs have a solo component where individual participants are alone but near instructors in the

wilderness for a period of hours to several days. This is meant to assist a participant in gaining

perspective and insight, self-esteem, self-efficacy, and competence in the wilderness (Neill, 2008).
ControledStressExposureandPersonalGrowthTargets

Through the activities and the stresses that present, participants learn new things in a unique

environment, with personal growth and increased psychological resilience as core goals (Neill &
Dias, 2001). Research has shown that these programs can make a lasting difference in the lives of

their participants. In fact, positive effects of exposure to manageable levels of stress include personal
growth and improved self-efficacy both during courses, and long after course completion (Hattie et

al., 1997). Wilderness-based education programs often target multiple personal growth outcomes
such as (1) communication, (2) leadership, (3) small group behavior, (4) judgment in the outdoors,
(5) outdoor skills, and (6) environmental awareness (Sibthorp et al., 2007).
A large meta-analysis examined approximately 40 outcome variables, organized under six

primary outcome areas: (1) academic, (2) leadership, (3) self-concept, (4) personality, (5)
interpersonal, and (6) adventurousness (Hattie et al., 1997). This study revealed that many

participants make substantial positive gains across the six outcomes. The authors concluded that
outdoor education programs can be effective in facilitating meaningful experiential learning that not
only helps participants grow while taking part in a course, but also helps them maintain this growth.

These benefits can translate into participants' personal, interpersonal, and educational/professional
lives outside the context of the mountains, providing quality of life improvements that appear to be

stable over time (Hattie et al., 1997). These programs challenge participants to experience the
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boundaries of their physical, psychological, and social capacities in an effort to facilitate enduring

growth through successful adaptation (Fabrizio & Neill, 2005; Neill & Dias, 2001).

Physiological and Psychological Responses to Stress
AcuteStressExposure

Since wilderness-based education in mountain environments is designed to substantially
challenge participants, it is important to examine how this challenge might manifest itself through

the activity of the human stress response system. Stress, a relatively ubiquitous condition, presents
uniquely in the wilderness, with sometimes-unexpected results (Koole & Van den Berg, 2005). Stress
is a universal human experience that affects people, to varying degrees, from the individual level

through to large social systems (Thoits, 2010). Stressors are heterogeneous, varying in form and
impact. Stress can result in unfamiliar feelings and other internal reactions, and can produce unusual
behaviors (Bolmont & Abraini, 2001; Endler, 1997). The stress system meets the demands of stress

through a series of complex neuroendocrine and behavioral reactions influencing physiological and
psychological factors aimed toward enhancing survival and success. In the short term, this means
hyperactivation of the body's stress response systems, resulting in an increased level of arousal.

These responses can be adaptive or maladaptive. Over time, the stress system can become
maladjusted, chronically elevated or downregulated, taking a toll on body, mind, and spirit (Agid et

al., 2000; McEwen, 1998).

The mountains present many opportunities for acute stress, with their accompanying
physical and psychological changes (McEwen, 1998). When acute stressors are experienced, many
physical and psychological changes occur in an effort to adapt (Chrousos & Gold, 1992). Physically,

the demands of stress are in large part met by the sympathetic and parasympathetic adrenomedullary
(SAM) system, a part of the autonomic nervous system responsible for the release of two primary
neurotransmitters, norepinephrine and acetylcholine (Miller & O'Callaghan, 2002). This system

affects biological and psychological factors through what is commonly termed the acute stress, or

‘fight-or-flight' response (McEwen, 1998). The acute stress response results in the adaptive
redirection of organismic physiology. These changes lead to increased heart rate and blood pressure,

vasoconstriction, increased respiratory rate, increased sugar production, breakdown of fats for
energy, increased body temperature, metabolic detoxification, inhibition of growth and reproductive

systems, inhibition of digestion, and containment of inflammatory immune responses. Another of its
functions is to carry out continued regulation and modification of the stress response until

homeostasis or allostasis has been reached (Chrousos, 1997).
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Psychologically, the acute stress response results in adaptive redirection of behavior. There

are many physical and psychological changes such as increased mental arousal, heightened cognition
and vigilance, extremely focused attention, increased pain tolerance, and suppression of appetite

occurring throughout the acute stress response that can assist in successful adaptation. However,
there can be physiological and psychological costs when the stress response system becomes

dysregulated for extended periods or in large doses (Chrousos, 1997; Chrousos & Gold, 1992; Miller
& O'Callaghan, 2002).
Chronic Stress Exposure

The demands of chronic stress are met by the hypothalamic-pituitary-adrenal (HPA) axis and
the sympathetic nervous system (SNS). The HPA axis meets the demands of stressful events
through the synthesis and release of several hormones: Corticotropin-releasing hormone (CRH),
adrenocorticotropin hormone (ACTH), and cortisol (Miller & O'Callaghan, 2002). The stress
response system is especially designed to respond to stressors in the short term, during which

suppression of growth, breakdown of body tissues for energy, and immune suppression are

advantageous for survival (Chrousos & Gold, 1992). When managing chronic, repeated, or excessive
stress, these systems develop a more long-term response in which the HPA-axis is either chronically

upregulated or downregulated, providing an effective but generally unsustainable response to stress

(Chrousos, 1998). The continuation of this dysregulation in response to stress is referred to as
‘allostasis.'
Alostasis, AlostaticLoad, and Ilness

Allostasis represents the body's long-term adaptation to chronic and/or repeated stress. The

compiled physical and mental effects of continued allostasis and its accompanying HPA axis
dysregulation are termed the ‘allostatic load.' The allostatic load represents the adaptive ‘weight,' or

cumulative impact of a person's overall physiological and mental exposure to stress. The allostatic

load affects all body systems (e.g., nervous, circulatory, endocrine), and each person may respond to
acute and chronic stress in different ways. The same level of allostatic load biomarkers may produce

varying physical and mental responses depending on the individual. Measurable biomarkers of
allostasis include neuroendocrine, immune, metabolic, cardiovascular and respiratory factors, as well

as anthropometric factors such as waist to hip ratio and body mass index (Juster et al., 2010).
Biomarkers of allostatic load demonstrate the far-reaching physiological effects of the continued

allostasis, illustrating how our important adaptive responses can over time become maladaptive,

predisposing one to illness (Miller & O'Callaghan, 2002).
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Allostatic load is an important risk factor for diabetes, gastrointestinal disorders, cancer, viral

infections, autoimmune disorders (McEwen & Stellar, 1993), heart disease, and a variety of mental

disorders (Miller & O'Callaghan, 2002). In their landmark meta-analysis of the concepts of stress and
stress related illness, Chrousos & Gold (1992) found that both continued overactivity and

underactivity of the stress system may have deleterious effects on physical and mental health.
Overactivity is associated with severe and chronic physical diseases as well as other conditions

including anorexia nervosa, melancholic depression, panic disorder, obsessive-compulsive disorder,
chronic alcoholism, malnutrition, hyperthyroidism, and vulnerability to various addictions.
Conditions associated with underactivity include seasonal depression, Cushing's disease, chronic
fatigue, hypothyroidism, obesity, posttraumatic stress disorder, and vulnerability to inflammatory

diseases such as rheumatoid arthritis. Allostatic load is a significant risk factor for a variety of
physical and psychological illnesses across the lifespan. The variability and heterogeneity in the effect
of allostatic load across populations is what makes stress such a multifaceted area of study.
Depending on how allostatic load interacts with individual genetic, environmental, and cultural

factors, a variety of disease processes can lie dormant, emerge or be exacerbated to the level of a

physical or psychological health crisis (Agid et al., 2000; Miller & O'Callaghan, 2002).
StressandMentalHealthProblems

Adverse environments and negative life experiences have physiological and psychological
consequences and can contribute to the development of mental health problems when there are

preexisting vulnerabilities. Stress responses can both heal and promote mental health problem
development while simultaneously opening the door to acute or chronic illness (Selye, 1956). As the
number of stressful events experienced in the past 12 months increases, the more likely it becomes

that one will experience physical illness, accidental injury, and the onset or recurrence of mental
disorders (Agid et al., 2000; McEwen, 1998) such as generalized anxiety disorder, major depression,
posttraumatic stress disorder, alcohol, and substance use disorders (Thoits, 2010).

People who have had a greater number and degree of adverse experiences throughout their
lives such as emotional, physical, or sexual abuse, and loss of loved ones are at higher risk for a
variety of physical and psychological illnesses (Agid et al., 2000). Additionally, populations

experiencing historical and ongoing oppression, such as those associated with race and low

socioeconomic status, are at greater risk of illness as a result of the chronic dysregulation of their
stress response systems (Thoits, 2010).
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Diathesis-StressModelofDiseaseManifestation

A diathesis-stress model of etiology provides a utilitarian model for understanding the

impacts of stressful experiences on preexisting vulnerabilities, and potential for the manifestation of
pathology (Agid et al., 2000). Diathesis refers to preexisting vulnerability toward certain

physiological or psychological illnesses. Greater allostatic load interacts with these vulnerabilities in a

pathogenic manner. For example, in the case of the loss of a loved one, a clear temporal relationship

between the experience of stress and the emergence and exacerbation of mental health issues is

possible (Agid et al., 2000). However, the relationship of the stressor with the development or onset
of disease is often more complicated to discern. For example, chronic stress and health problems

may co-occur, but their correlation does not necessarily indicate direction of influence. Causation
can be difficult to determine when multiple factors interact within a period of time. This nuance is a
result of myriad complexities including the influence of genetic, individual, and environmental
factors (McEwen & Stellar, 1993).

Stress, Appraisal, and Coping
ATransactionalPerspectiveofStress

Lazarus and Folkman (1984) posited that a transactional perspective on stress lends much to

the understanding of stress and its effects on an individual. This perspective holds that stress is most

accurately defined as a relational transaction between an organism and its environment. The nature
of a stressful transaction comprises imbalance between demands of one's environment and one's

resources, or between pressures experienced and their perceived ability to cope (Lazarus & Folkman,

1984). The relational transaction between person and environment integrates two primary processes.
These processes affect the way that we interpret and interact with our environment. These can be
thought of as: (1) appraisal of the experience and our ability to cope with it, and (2) how we cope.

Emotional response states resulting from the experience and appraisal of stress have a strong

influence on the outcomes of an encounter as well as the coping methods used (Lazarus & Folkman,
1984).
Appraisal

Appraisal is the cognitive process that we go through to determine what is at stake in an

encounter, and to what degree our actions can affect its outcome. Appraisal comprises two
emotional-cognitive processes, described as primary and secondary appraisal (Schuster et al., 2006).
Appraisal is a process through which a person determines whether, and in what ways, an encounter

is relevant to personal or interpersonal well-being. In primary appraisal, the person determines what
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is at stake in the encounter. Potential risks and benefits are evaluated from emotional and cognitive
standpoints such that threats to life and limb, health, personhood, and interpersonal relationships. In

secondary appraisal, courses of action are considered to determine what, if anything might be done
to prevent/decrease harm or maximize the benefits during the transaction (Folkman et al., 1986). As

we consider options under varying degrees of stress, we determine whether it is possible to control

the situation in a way that will prevent or decrease harm or maximize benefits. To this end, we
employ one or more ways of coping in the interest of our survival and success. Coping is a variable
process by which we focus our efforts to manage the demands of stress (Folkman et al., 1986).
Coping

Coping comprises the emotional, cognitive, and behavioral efforts a person makes to

manage internal and external demands of stressful transactions. Coping is a dynamic process,
continually changing in response to both internal and environmental feedback (Schneider & Iwasaki,

2010). Where the effects of chronic and acute stress come together, coping efforts may allow a

person to successfully navigate the situation and later return to partial or complete homeostasis
(Chrousos, 1997). Coping has two widely recognized functions: (1) regulating stressful emotions,
and (2) altering the relationship between person and environment (Folkman et al., 1986). Ideally,

these functions may produce a positive effect, decreasing the potential for harm and maximizing the

potential for benefit. However, as coping is a contextual process interacting with personal traits and
states, it may exhibit great variation, especially in a wilderness setting like the mountains (Miller &

McCool, 2003).

Stress, Appraisal, & Coping in the Mountain Context
Mountain trips and expeditions present many opportunities for transactional experiences of
stress, appraisal, and coping in a unique context (Miller & McCool, 2003). These experiences take
place in an environment so radically different from participants' typical home environment that

many stressors are both novel and severe, requiring substantial adaptation on the part of participants

(Neill, 2008). In fact, wilderness-based education's experiential learning approach is dependent on

participants experiencing novel challenges in a unique environment. The intent of this approach is

the stimulation of personal growth and experiential learning through successful adaptation to
stressors presented in a manner that is controlled by participants' instructor or leader (Fabrizio &
Neill, 2005). Ideally, the wilderness professional can work to maintain this stress at a level that is

challenging but not overwhelming for their participants, maximizing positive benefits and

minimizing any potential harm participants may experience in the mountains (Neill, 2001). If all goes
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well, participants' cognitive and emotional coping methods will grow and change throughout the

course of a trip or expedition, creating an increase in personal resilience defined by character growth

in areas such as self-esteem, leadership skills, and teamwork abilities (Hattie et al., 1997; Sibthorp et
al., 2007).
When Stress in theMountainsBecomes Overwhelming

Conversely, when these programs challenge participants beyond the edges of their physical,
psychological, and social capacities, difficulties can ensue. Participants can experience increased
thoughts of death and dying while in the mountains (Ewert, 1986), and tend to evaluate their

environment in more negative terms as a result of experiencing uncomfortable emotions (Bixler &
Floyd, 1997; Koole & Van den Berg, 2005). Thinking of death and dying can cause people to cling
tightly to their personal cultural values and norms, leaving them less flexible in the face of

unorthodox sources of stress (Arndt et al., 1997). These changes can make interpersonal
relationships more difficult, creating problems adapting in an interdependent group setting like

wilderness-based education in the mountains (Ewert, 1986; Koole & Van den Berg, 2005).
Temporary reductions in a participant's ability to function safely in the mountain

environment have been noted to occur in the face of stress (Fabrizio & Neill, 2005; Neill & Dias,
2001). All people involved in wilderness-based education in the mountains can experience stress,
particularly due to the unique and sometimes severe stressors encountered in mountain

environments (Lawrence-Wood & Raymond, 2011; Marchand, 2008; Marchand et al., 2009; and
Phelan, 2003). Stressors experienced in mountains have the potential to tax participants' coping

resources, causing emergence or exacerbation of emotional and behavioral problems to the level of
crisis (Berman et al., 1998; Mortimer, 2010). Preexisting stressors such as relationship difficulties,

employment problems, or family problems may also be present in participants' lives prior to or
during their participation in wilderness-based education, negatively affecting their ability to cope
with stressors encountered during their time in the mountain environment. Due to this, the

emergence or exacerbation of preexisting vulnerabilities may occur (Chrousos & Gold, 1992; Kessler
et al., 1985), resulting in a potential mental health problem deep in the mountains (Morenz, 2012).
MentalHealth Crises

A mental health crisis is a situation in which the following occurs: (1) one's psychological

homeostasis has been disrupted, (2) one's usual ways of coping have failed to reestablish
homeostasis, and (3) the stress brought about by the crisis has yielded some level of dysfunction,
distress or danger (Davis, 2009; Flannery & Everly, 2000). However, there is no hard and fast

19

definition of ‘where to draw the line' regarding what constitutes a mental health crisis among
psychological practitioners, and no universal definition that has been applied to investigate adaption
to the wilderness context. Diagnosis and treatment are important, integral facets of the psychological

healthcare professions, and they are complicated tasks requiring critical thinking and extensive

training that are generally not available through staff in the mountain environment (Morenz, 2012).
Many mental health problems exhibit considerable overlap with physical disease in both etiology and
symptomatology (Meyer et al., 2009) further complicating lay evaluation. In the absence of literature

directly informing the definition of mental health crises or psychological disease constructs in the

context of wilderness-based education, the broader term ‘mental health problems' will be used to

describe signs, symptoms, and syndromes common to the presentation of mental health issues in the
field.

Defining Mental Health Problems in Mountain-Focused Wilderness-Based Education
‘HarmfulDysfunction'and‘TheFourDs'inContext

The generally accepted ‘harmful dysfunction' model of psychopathology crossed with
elements of the ‘four Ds of psychiatric disorders' model presents a utilitarian approach to the

definition and understanding of mental health problems that works well in the wilderness context.
Mental health problems include emotional, cognitive, behavioral, substance use/withdrawal, and
interpersonal issues that cause difficulty within a person's environmental context. In the ‘harmful

dysfunction' model, a mental health problem may be said to exist when a person's ability to function
in the context of their environment has become impaired (Kessler et al, 1985). In the ‘four Ds of

psychiatric disorders' model, a mental health problem may be said to exist when deviance,

dysfunction, distress or danger decrease a person's ability to function safely in the context of their
environment (Davis, 2009; Schimelpfenig & Safford, 2016).

The above definitions of mental health problems allow for the natural heterogeneity in
physiological and psychological responses to stress while still attending to important data such as

identifiable, measurable symptoms, syndromes, and sicknesses of the mind that traverse cultural

groups and socioeconomic strata (Kessler et al, 1985). Mental disorders do not conform to a single
presentation, and they vary in tandem with factors like socioeconomic status, genetics, personality,

culture of origin, and substance use habits (Agid et al., 2000; Baum & Posluszny, 1999). It is most

appropriate to consider participants' physical and mental health in the contexts of wilderness and as
a member of an interdependent team in a mountain environment where definitive care is difficult to

impossible to obtain without evacuation (Morenz, 2012).

20

MentalHealthProblemsDefined

For the purpose of this study, the following pragmatic definition of mental health problems

in the context of mountain-focused wilderness-based education is proposed: An emotional,

cognitive, behavioral, substance use/withdrawal, or interpersonal issue that evidences dysfunction,

distress, or danger in ways that affect a person's ability to participate safely in the context of
mountain-focused wilderness-based education and related fields (Neill, 2008)

Mental Health Problems in Mountain Environments
Urbanvs.WildernessContext

In urban environments, it can be relatively straightforward to access definitive care in

relatively short order if a medical or mental health problem occurs. For example, someone
experiencing excessive worries about disease in their home community might present to primary
care to determine whether their impressions about their health are accurate. If the individual is not

satisfied with their diagnosis, they might consider presenting to a specialist. When the specialist

obtains the person's medical records, they may learn that this person has presented many times over
the past few years demanding expensive tests that failed to confirm a medical diagnosis. If the
specialist does not find physical basis for disease, the specialist might consider referring to a

behavioral health provider for assessment to determine whether a psychological condition might

better explain the person's symptoms.
In contrast to urban environments, options for healthcare are minimal in the wilderness
context, with no easy access to definitive care (Morenz, 2012; Schimelpfenig & Safford, 2016). There

are few options for addressing even relatively minor health problems, much less for addressing
serious health problems, especially when inclement weather or another environmental stressor

creates difficulty in balancing participant health and group health and group safety concerns.
Through this lens, it is easy to see how the environment presents unique challenges to field

assessment and decisions about intervention, field management, and evacuation regardless of the
nature of a participant's ailments (Schimelpfenig & Safford, 2016; Tilton, 2010).
MentalHealthProblemsintheWildernessContext

Berman & Davis-Berman (2002) indicate that mental health problems are relatively common
and can be expected to appear during the course of wilderness-based education trips and

expeditions. Most commonly, mental health problems are demonstrated through signs (observable

to trained professionals such as licensed clinical social workers or psychologists) and symptoms;

which participants can verbalize. Identifiable signs and symptoms of mental disorders are detailed in
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the American Psychiatric Association Diagnostic and Statistical Manual of Mental Disorders (APA,
2013) and World Health Organization (WHO) International Classification of Diseases, or ICD-11

(WHO, 2018).

The assessment and diagnosis of mental disorders is best left to trained professionals
(Morenz, 2012). However, this does not mean that evaluating or assisting a person struggling with
mental health issues in the mountains is beyond the ability of wilderness-based education

professionals who may be the only option for in-field assessment and intervention.
In the mountains, it may make sense for the wilderness professional to consider how mental

disturbances may impact a person's abilities to function as a member of their interdependent team.
Mental health concerns present an unusual challenge for traditional wilderness medicine
environments, which often do not include masters or doctoral level practitioners in either physical
or psychological medicine (Tarter et al., 2010), though many programs have a de facto medical

director under whose license certain medical care including medication administration can be

provided (C. Coombs, personal communication, July 14, 2014).
Many categories of mental disorders can occur within participants engaged in mountainfocused wilderness-based education. Examples from leading wilderness medicine texts include
anxiety disorders, mood disorders, psychotic disorders (Moore, 2015; Phelan, 2003), organic mental

disorders, personality disorders, substance abuse disorders, somatic disorders, disruptive behavioral
disorders, as well as insomnia, acute suicidality and homicidality (Morenz, 2012). Since the 12-month
prevalence of mental disorders in the general population is in the range of 25% (NIMH, 2012), there
is a reasonable likelihood that they may be encountered during wilderness-based education trips and
expeditions occurring in the mountains, especially in light of the unique challenges the mountains

present (Davis-Berman & Berman, 2002; Ewert, 1986; Fagenholz et al., 2007; Farrace, et al, 1998;
McIntosh et al., 2007; Palinkas, 1992; Shukitt-Hale et al., 1991, 1998).

Case example. The following case exemplifies the interaction of physical and psychological
stressors, with resulting emergence and exacerbation of mental health problems needing to be

differentiated from purely physical causes of similar behavior:
A wilderness-based education group has been travelling through the Wind River range of

Wyoming when the weather begins to turn for the worse. After many days of hiking, participants
have not had a shower and their next food drop is over a moderate pass. Stress has begun to build
among the group members as a result of exhaustion and worries about their ability to access their

food drop in marginal weather. When the group is called upon to navigate a small section of
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crevassed glacier, they are required to rope up and work together. Due to the exhaustion
experienced by some team members, the team's rope work is not handled smoothly and participants

become irritated with one another, sparking a disagreement amongst the group. One participant
becomes overwhelmed, collapses on the ground hyperventilating and begins to display signs of acute

respiratory distress with no history of asthma. Medical possibilities assessed for include allergies,
undiagnosed asthma, and pneumothorax. The instructor's efforts at patient assessment are

hampered by acute physiological and psychological distress, which appears to be escalating. The

instructor determines that the safest options are to administer an albuterol inhaler and intramuscular
epinephrine to address the potential asthma and allergy concerns. The participant's condition
appears to worsen and shortly thereafter they lose consciousness for over a minute. When the

participant can be roused, they indicate feeling very tired but otherwise healthy. Talking with the
participant later, it becomes evident that they are a survivor of childhood sexual abuse, have
attended counseling for anxiety, and have experienced severe panic attacks on several previous

occasions.
In the above case example, there was a fundamental imbalance between the demands of the

situation and the participants' coping resources. Already stretched by the demands of their
environment and the necessity of continued travel, the group experiences a communication

breakdown and participants experience immense anxiety over the interpersonal struggles of the team
and begin to take out their frustrations on their fellow group members, resulting in increased social

stress, personal and interpersonal dysfunction. In this transactional experience of stress, the
participant's emotional experience and cognitive appraisal of the stressors and their preexisting

vulnerabilities all contributed to their reaction to the stressful experience (Miller & McCool, 2003).
In this case, a lack of adequate background information about the participant's mental health history
led to an inaccurate assessment and incorrect provision of medical treatment which increased the
participant's already elevated levels of adrenaline, worsening their panic attack to the point of

syncope. If the instructor had knowledge of the preexisting mental health conditions or training in

basic mental health intervention skills, they might have been able to complete an informed lay

assessment and provide nonpharmacological intervention through the use of calming
communication and deep breathing techniques.
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Emergent Interventions for Mental Health Problems in the Wilderness
Wilderness First Responder (WFR) and Wilderness Emergency Medical Technician

(WEMT)

Wilderness medicine trainings such as WFR and WEMT represent the standard for

wilderness medicine education for individuals employed in wilderness-based instruction and

leadership programs (National Outdoor Leadership School, 2014a, 2014b). Most commonly,
wilderness-based educators seek WFR level certification, which requires ten days (80 hours) for

initial certification and three days (24 hours) for recertification every two or three years depending

on the certificate granting institution (NOLS, 2014a), while WEMT training requires 25 days (200
hours) for initial certification, requiring a combination of the three day (24 hour) EMT basic

refresher and a three day (24 hour) WFR recertification to renew (NOLS, 2014b).
Some mental health information has been more recently included in the appendix in WFR

training materials (Tilton, 2010), in some WFR course didactics (NOLS, 2014a) and practice
scenarios, with scenarios drafted for inclusion in WFR courses (Schimelpfenig & Safford, 2016; C.
Coombs, personal communication, July 14, 2014). Mental health is now among the elective topics
listed by NOLS Wilderness Medicine in their WFR courses, which may also cover topics such as the

patient assessment system (PAS), documentation, basic life support, and decision-making (NOLS,
2014a, Schimelpfenig & Safford, 2016). WEMT includes WFR topics plus a variety of other

emergency medical care topics (NOLS, 2014b). For the wilderness-based educators, often WFR

certified, a basic mental health lesson plan may be used, with the following briefing provided in the
lesson plan for the WFR instructor (Schimelpfenig & Safford, 2016, p.243):

When we venture into wilderness, we bring with us our medical and our mental health history.
Illness, injury, and mental health concerns that can present back in our urban lives may also present

in the wilderness. Outdoor leaders and expedition physicians will tell you that they see mental health

issues on Denali, at Everest base camp, on treks, outdoor programs, and personal trips. No one
talks much about this in public, but mental health issues ranging from heightened stress to episodes
of anxiety, depression, mania, psychosis, or drug concerns can and do present on wilderness

expeditions.
In the lesson plan (Table 2.1), the following curriculum outcomes are listed: (1) Introduce

students to common presentations of mental health problems during wilderness expeditions, (2)

Walk through potential presentations using the patient assessment system (PAS) as a guide, (3)
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Discuss simple interventions, and (4) Cover potential evacuation thresholds for patients with mental

health problems on wilderness expeditions (adapted from NOLS, 2008a).
Table 2.1
WFR Mental Health Lesson Plan - Main Points on Mental Health
WFR Mental Health Lesson Plan - Main Points on Mental Health
Assessing and treating psychological issues when someone has been injured or is ill is not as
straightforward as treating the injury itself.
In almost every situation where there is physical injury or illness there will be some element of
stress.________________________________________________________________________
Stress will manifest itself by signs and symptoms such as breathing changes, elevated heart rate,
sweating, trouble focusing, dizziness, trembling, etc.
Mental illness and acute stress reaction symptoms can interfere with an accurate assessment of the
physical injury, and need to be dealt with in order to determine a reasonable treatment plan.
The responder should work to decrease the acuity of the participant's signs and symptoms when
possible by breathing slowly and deeply, talking slowly, and giving words of encouragement.
When a person is exhibiting symptoms that are beyond the normally expected range, then one
must assess what may have triggered these symptoms, what knowledge exists to improve the
situation, and what risk there is to the responder, patient and others.
Anxiety, mild depression, some post-traumatic stress responses, and mild drug reactions can often
be managed without having to end the camping experience.
More serious episodes of anxiety, depression, mania, psychosis, and/or complications due to drug
reactions will need to be treated by a skilled mental health professional in a more controlled
setting.

The lesson plan encourages students to consider the following points when mental health
problems are encountered (Table 2.2, adapted from NOLS, 2008a).

Table 2.2
Nonpharmacological Intervention Points from WFR Lesson Plan
Primary Nonpharmacological Intervention Points from WFR Lesson Plan
1. Assess the situation for safety
9. Be respectful
2. Don't rush the person/situation
10. Give the person extra space
3. Try to provide assistance
11. Repeat yourself if necessary
4. Maintain a calm and encouraging tone of 12. Keep questions simple & be patient
voice
5. Talk the person through what you are 13. Continuously reevaluate the situation
about to do so they are not surprised.
6. Remember that stress affects body and 14. Listen carefully and actively
mind simultaneously
7. Provide reassurance
15. Move slowly
8. Talk directly to the person vs. questioning 16. Convey calmness through your actions
others
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The WFR mental health lesson plans offer the scenario in Table 2.3 as a likely presentation
of a mental health problem that may appear in the field (adapted from NOLS, 2008a). Students are
split into groups of three, with one student being the identified ‘patient,' the other two the identified

‘wilderness professionals.'

Table 2.3
PAS Based WFR Mental Health Lesson Plan Scenario
PAS Based WFR Mental Health Lesson Plan Scenario - Depression with Suicidal Ideation
Person is a member of your group. They are “not well.” Another trip
Set-Up
participant suggests you talk with them. Person sitting down when
approached by first responder.
Chief
Person having suicidal thoughts.
Complaint
LOR
AO x 4
HR
Within normal range.
RR
Within normal range.
SCTM
Within normal range.
Head-to-toe
No physical problems. No injuries.
Symptoms
Person having suicidal thoughts.
Going on for past year since breaking up with significant other.
Wrote suicide note right after breakup, but nothing since then.
No specific suicidal plans, means, no previous attempts.
Used to go camping with significant other, which may have brought on these
thoughts.
Journaling and exercise usually helps.
Allergies
None.
Medications
None. Not taking any medications for this problem.
Past Hx
Depression in the past year since breaking up with significant other. No other
medical conditions.
Last Intake/
Well hydrated and fed. Normal bowel and urine.
Output
Nothing remarkable other than this trip.
Recent Events
Assessment
Suicide potential.
Ask what has changed since trip began. Ask about current stressors. Listen
for issues related to self-esteem, shame, guilt etc. Evaluate for self-harm or
suicide (5 Questions).
Are you thinking of harming or killing yourself?
Do you have a plan for how you would do this?
Do you have a means by which you could do this on this trip?
If so, when are you planning on doing this?
Do you have a history of past suicide attempts?
Treatment
In addition to patience and listening, physical exercise and journaling are
things this person identifies as helpful.
Evacuation
Depends on severity, duration, danger to self, and organizational policy. If
individual rates high on risk and is unwilling to agree to a no harm contract
for the remainder of the trip, consider 24-hour watch until evacuation is poss.
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Both sides are presented with case basics. The identified ‘patient' acts out the cases with

prior guidance from their instructor and responding to queries from the identified ‘wilderness
professionals' as they make their assessment using the patient assessment system (PAS). These case

examples include ‘depression with suicidal ideation,' framed here within the context of their normal
PAS. While debriefing about the scenarios, the WFR instructor goes through the cases with their

students. They remind their students to complete their normal patient assessment system to avoid

missing underlying and/or comorbid medical conditions. They reiterate primary intervention points
and then complete a class-wide debrief of the scenario and talk about the case in the context of their

PAS.
AdvancedWildernessMedicineApproaches

Several advanced wilderness medicine texts have addressed mental health issues with

dedicated chapters covering mental health including important aspects of mountain environments.
Table 2.4
Guidelines for Mental Health Triage in the Wilderness
Guidelines for Mental Health Triage in the Wilderness
Anxiety Disorders
Mood disorders, mild
Mood disorders, severe (e.g., mania,
suicidal ideation, violence)
Psychotic disorders

Organic mental disorders

Personality disorders, mild
Personality disorders, severe (e.g.,
violence, extreme behaviors)
Substance abuse, mild
Substance abuse or withdrawal, severe
(unstable vital signs, delirium,
psychosis)
Suicidal or violent behaviors

Somatic symptoms of psychological
origin
Disasters, acute stress, posttraumatic
stress disorder
Wilderness survival emergencies

Provide reassurance, support, lorazepam
Provide support and encouragement
Observe constantly, contain or restrain, give lorazepam and
haloperidol, and evacuate
Observe constantly, contain or restrain, give lorazepam and
haloperidol, and evacuate
Identify the cause and eliminate it if possible, observe
constantly, contain or restrain, give lorazepam and
haloperidol, evacuate
Avoid overreacting to annoying behaviors, intercede to
prevent conflicts within the group
Expel the individual from group if possible, obtain assistance,
terminate outing
Confiscate drugs and/or alcohol
Give lorazepam for withdrawal, haloperidol for psychosis or
delirium, observe constantly, contain or restrain, evacuate
Observe constantly, contain or restrain, give lorazepam and
haloperidol, evacuate
Exclude organic cause, provide reassurance and support,
evacuate
Ensure physical and psychological safety, provide support,
discuss the disaster as guided by the victim if present
Stop, take time to develop a plan, attend to physical security
(e.g., shelter, warmth, water), avoid panic
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Each of these texts addresses the unique nature of stressors in the wilderness, highlighting

signs and symptoms of mental disorders that may appear during the course of a trip or expedition,
and suggests various ways to prevent and intervene in mental health problems in the field (Moore,

2015; McGladrey, 2018; Morenz, 2012; Phelan, 2003; Schimelpfenig & Safford, 2016). As can be

seen in table 2.4, some guidelines complement WFR and WEMT didactics and scenarios but include

the use of several medications that are not typically carried on expeditions (adapted from Morenz,

2012) . While providing a potentially useful framework for how to approach mental health triage,
these advanced wilderness medicine texts offer very limited choices for nonpharmacological

intervention. Though traditionally practiced by mental health professionals, basic interventions skills
for mental health problems are not beyond the capabilities of wilderness professionals if they are
adequately trained (Schimelpfenig & Safford, 2016).
PsychologicalFirstAid

Psychological First Aid (PFA) is an intervention that grew from the roots of crisis

management and critical incident stress debriefing (CISD), and is specifically oriented toward
reducing or preventing the formation of stress injuries and related conditions like PTSD following
accidents (McGladrey, 2018; NOLS, 2017). In the formation of every stress injury, an event or

stressor has overwhelmed a person's ability to cope and fully integrate their experiences. PFA has
five general treatment principles (NOLS, 2017) that are used to assist in the reduction of

psychological dysfunction, distress, and danger that may result following an overwhelming stressor,
accident, or injury (Table 2.5), adapted from McGladrey (2018) and NOLS (2017).

The DSM-V outlines specific stressors related to PTSD formation such as death or
threatened death, actual or threatened serious injury, and actual or threatened sexual violence (APA,

2013) . PFA is a general method of response designed to decrease distress, dysfunction, or danger as
opposed to a diagnosis directed therapeutic modality. As such, it is a modality that can be used by

first responders who do not have formal clinical training as a mental health practitioner (McGladrey,

2018).
MentalHealthFirstAid

Mental Health First Aid (MHFA), available in North America formally since its adaptation

for the United States in 2013, is managed, operated, and disseminated by the National Council on
Behavioral Health (NCBH, 2013).
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Table 2.5
PFA Principles and Recommended Approaches
Principle
Recommended Approach
1. Create a sense
Creating a sense of safety means you communicate to the brain's fight or
of safety
flight system that the stressful situation is over. You can do that by shielding
the patient from a disturbing scene or explaining to the individual that they're
safe. Reinforce this by showing them what you've done to make the scene
safe, like moving them away from a precarious edge or pointing out that the
thunderstorm has passed and the weather has calmed.
2. Create calm

Speaking and acting calmly can show your patient they're in a safe place and
can start calming themselves. If you're struggling to calm yourself or your
patient, use simple tools like taking a deep breath, counting to four, then
letting your breath out slowly, and coaching your patient to do the same. It's
hard to calm someone else when you don't feel calm yourself, so check your
own composure before helping your patient.

3. Create self and
collective
efficacy

Foster patient self-efficacy by making them an active part of their own rescue.
Remind your patient of their existing strengths, allow them to care for
themselves or help their companions, and involve them in decisions about
their care. This helps them overcome the feeling of helplessness that
sometimes comes with a traumatic event. They're no longer a victim, but a
part of the team.

4. Create
connection

Creating connection helps the patient tap into the social supports that
surround them. You can create connection by building an on-scene
relationship with your patient: use their name and build a rescue partnership.
This also includes connecting the patient with loved ones or even pets.

5. Create hope

Hope in this context means the belief that, although the current situation may
be grim, it can get better. To build hope, point to specific, accurate, and
positive facts about the event, and discuss next steps that are realistic and
predictable. Maintaining hope is as important for the individual patient as it is
for your team as you provide care.

It is a one-day (12 Hour), mental health equivalent to an in-person urban first aid course.

MHFA instructs participants at a lay level about a broad range of mental health topics, providing a
basic framework for the layperson to use when assessing the acuity and flavor of a mental health

problem, interact respectfully with the person, and refer them appropriately to care, be it social
support such as friends and family, peer mental health and substance abuse support groups, a family

physician, therapist, psychiatrist, or acute care facility (Table 2.6).
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Table 2.6
MHFA Action Plan
A
L
G
E
E

MHFA Action Plan
Assess for risk of suicide or harm.
Listen nonjudgmentally.
Give reassurance and information.
Encourage appropriate professional help.
Encourage self-help and other support strategies.

This can help ensure that the person can receive the help they need to avoid a problematic

mental health issue or provide a layperson with some of the tools to intervene when a crisis is in
process. MHFA suggests the framework in Table 2.6 (adapted from NCBH, 2013), providing a basic

approach to lay assessment and intervention that has potential to contribute to the development of a

more useful approach for management of mental health problems in wilderness-based education in
the mountains.
Topics covered in MHFA's curriculum are listed in Table 2.7 adapted from NCBH (2013).

MHFA is the only nationally accredited curriculum that provides lay training on recognition of
mental health problems, the stigma associated with them (Teachman et al., 2006), and lay

interventions for use in urban and rural communities. As mentioned by NOLS (2008) and Colby

Coombs (personal communication, July 14 2014), mental health problems are not often discussed
openly among the general public due to the expectation of negative opinions and labels being

applied to one's person, and because they are not well understood by the general public (NCBH,

2013).
Summary and Implications

The integrated health care movement has been percolating across the nation and around the
world in response to a growing body of literature indicating a potential for improved and more
holistic care (Blount, 2003). The biopsychosocial view of human functioning is widely used in

primary care as an explanatory model for the interplay between biological, psychological, and social
components of both health and illness (Novack et al., 2007). An inextricable link between physical
and mental illness has been demonstrated, with high rates of comorbidity between the two (Meyer et

al., 2009). Many factors influence the appearance or exacerbation of both physical and mental
problems with acute and chronic stress playing a pivotal role (Agid et al., 2000; Selye, 1956).
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Table 2.7
MHFA Curriculum
MHFA Curriculum

.
.
.
.
.
.

Mental Health Problems in the US
What is mental health?
1.
What are mental health problems?
2.
How common are mental disorders?
Impact of mental disorders
Spectrum of interventions for mental health
problems
Professionals who can help
The changing nature of mental health care in
the US
Resources
Depression
What is depression?
1.
Other mood disorders
2.
What causes depression?
3.
Importance of early intervention
4.
MHFA action plan for depression
5.
Resources for depression and suicidal ideation 6.
Resources for non-suicidal self-injury
Psychosis
What is psychosis?
1.
Types of psychotic disorders
2.
What causes psychosis?
3.
Importance of early intervention
4.
MHFA action plan for psychosis
5.
Resources on psychotic disorders
6.

.
.
.
.
.
.

Eating Disorders
What are eating disorders?
Types of eating disorders
Causes of eating disorders
Importance of early intervention
MHFA plan for eating disorders
Resources on eating disorders

.
.
.
.
.
.
.

.
.
.
.
.
.

1.
2.
3.
4.
5.
6.

Mental Health First Aid
Why MHFA
The MHFA action plan

Anxiety Disorders
What is an anxiety disorder?
Types of anxiety disorders
What causes anxiety disorders?
Importance of early intervention
MHFA action plan for anxiety disorders
Resources for anxiety disorders
Substance Use Disorders
What are substance use disorders?
Alcohol
Other drugs
What causes substance use disorders?
Importance of early intervention
MHFA action plan for substance use disorders
Resources on substance use disorders
First Aid for Mental Health Problems by Type
Suicidal thoughts and behaviors
Non-suicidal self-injury
Panic attacks
Adults affected by trauma
Children affected by trauma
Acute psychosis
Alcohol Related Medical Emergencies
Aggressive behavior

During wilderness-based education in the mountains, there are a myriad of unique stressors
that can affect a participant's ability to maintain physical and psychological homeostasis to include all

manner of physical challenges, challenging psychological experiences, and challenging interpersonal
situations. These experiences are part of the core participant growth theory, with challenge being

seen as necessary for personal growth and the development of resilience; a necessary trait for
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successful navigation of mountain environments and successful navigation of daily life. Sometimes,
however, the physical and emotional stressors presented to participants to assist them in personal

growth can overwhelm their personal capacities to appraise and cope successfully with the
challenges of their wilderness-based education course. In this case, mental health problems may

present.
Literature highlights the biopsychosocial experience of physical, psychological, and social
stress in wilderness-based education. It appropriately recognizes the double-edged sword of

controlled exposure to stress as something that can cause both personal growth and personal crisis
(Neill & Dias, 2001). Mental health problems can present subtly, as in the case of prodromal bipolar

disorder or mild depression, or dramatically as in the case of severe personality disordered behaviors

or acute drug/alcohol withdrawals. Such situations are stressful not only for the individual who is ill,

but also for all members of their interdependent wilderness expedition.
Due to the ubiquitousness of stress in the wilderness-based education experience (Neill &
Dias, 2001) and the prevalence of MH problems in the general population (Kessler et al., 2005), it is
highly likely that instructors will encounter client MH problems during the course of their career

(Schimelpfenig & Safford, 2016). Relative to this likelihood, mental health problems remain an

insufficiently researched topic in wilderness medicine (Berman et al., 1998; Berman & DavisBerman, 2002). While wilderness medicine has made efforts to respond to emergent research and
professional anecdotes indicating the importance of mental health in the mountains, coverage of

mental health problems in wilderness medicine training programs remains somewhat cursory as a
result of little directly applicable literature dictating best practices in the wilderness context.
It is evident looking at the research on mental health in wilderness-based education that

mental health concerns are likely common occurrences in mountain-focused wilderness-based
education. However, preexisting vulnerabilities may easily be missed if psychotropic medications are

not on a participant's medical screening form, and there is little guidance in terms of best practices
for dealing with mental health problems in the remote context of mountain-focused wilderness

based education and related fields.
From the anecdotes of Colby Coombs (personal communication, July 11, 2014), it is evident

that some wilderness-based educators do not feel that existing training, pre-trip screening, and
organizational protocols are entirely adequate to deal with real world situations that arise in the field.

Examples of these situations including acute anxiety, substance withdrawals, traumatic brain injury,
personality issues, psychosis, and aggressive behavior illustrate how mental health specific
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information has not been integrated into wilderness medical training, pre-trip screening, and

organizational protocols in a way that reflects the commonality of mental health issues in the general

population.

The aim of this mixed methods study was to assess needs and assets, and to develop a set of
recommendations for training, pre-trip screening, and organizational protocols to assist with

successful management of mental health problems in mountain-focused wilderness-based education
and related fields.

As the nature of this study was pragmatic and exploratory, it employed a pragmatic and
exploratory mixed methods design (Morgan, 2014) that was also informed by principles of

Community Based Participatory Research (CBPR) (Israel et al., 1998, 2001). The mixed methods

approach encouraged both breadth and depth in the study findings, and informed the recruitment of
interview participants based on their survey responses, which assisted in identifying experienced key

informants based on their ability to speak to the research questions. The CBPR aspects of the study

encompassed building relationships with key stakeholders in the wilderness-based education and
wilderness medicine community who collaborated on study and measure design, recruitment,

interpretation of findings, and dissemination of findings.

The goal of adhering to CBPR principles was to ensure that the findings would be useful to
the community of wilderness-based educators, wilderness medicine professionals, and organizations
whose priorities are reflected in the study focus areas and the findings (Badiee et al., 2012; Israel et

al., 2001). This mixed methods, stakeholder-informed approach is outlined in the following chapter,
with detailed discussion around how methodology choices tie back into the pragmatic and

exploratory aim of the study as reflected in the study focus areas.
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Chapter III: Design and Methods

Overview of Study Design
This mixed methods study sequentially used quantitative and qualitative approaches to assess

current needs/assets, and to develop a set of recommendations for training, pre-trip screening, and
organizational protocols to assist with successful management of mental health problems in
mountain-focused wilderness-based education and related fields. It was guided by a CBPR-informed

collaboration with stakeholders (wilderness-based education organizations) in all stages of the study
from development of the research protocol and measures to recruitment of participants,

interpretation of results, and dissemination of findings.

The study's data collection were conducted in two primary phases: Phase I comprised an
initial online survey of 64 participants, and Phase II comprised a follow-up semi-structured

telephone interview with 16 key informants selected from the Phase I survey pool. The following

sections outline the rationale and the theoretical assumptions that informed the methodological

choices in this study.
ProjectRationale

As discussed in Chapter Two, mental health problems remain a scantly researched topic in
wilderness medicine (Davis-Berman & Berman, 2002; Fagenholz et al., 2007; Mortimer, 2010; Van

den Berg & Heijne, 2005). This is even though the incidence of mental health problems in the
general population is higher than many wilderness-based educators might appreciate (Berman et al.,

1998; Davis-Berman & Berman, 2002; Kessler et al., 2005; NIMH, 2012).
Anecdotal information from Colby Coombs (personal communication, July 11, 2014),

identified gaps in the literature base (Berman et al., 1998; Davis-Berman & Berman, 2002), while

subsequent conversations with key stakeholders in collaborating organizations indicated that current
practices are not typically based on empirically derived best practices designed for the context of

mountain-focused wilderness-based education and related fields (L. McGladrey & T. Schimelpfenig,

personal communication, October & November, 2018). Additionally, there is little, if any, directly

applicable published research to guide the further development of best practices in mental health
training, pre-trip screening, and organizational protocols.
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StudyAim

Accordingly, the aim of this study was to assess current needs/assets, and to develop a set of

recommendations for training, pre-trip screening, and organizational protocols to assist with
successful management of mental health problems in mountain-focused wilderness-based education
and related fields.
OverarchingResearchQuestion

The study foci can be summarized under the umbrella of one overarching research question
that reflects the specific aim of the study: What needs/assets are currently present in training, pre

trip screening, and organizational approaches to mental health, and what are recommendations for

future developments in training, pre-trip screening, and organizational approaches to mental health?
StudyFocusAreas

Under the umbrella of the overarching research question, the study focused on the following
three areas to guide discoveries to determine needs/assets and develop pragmatic recommendations

(Table 3.1):
Table 3.1:
Study Focus Areas_________________________________________________________________
__________________________________ Study Focus Areas____________________________
1. Mental health training needs, assets, and recommendations
2. Pre-trip mental health screening needs, assets, and recommendations

3. Organizational protocol and policy needs, assets, and recommendations

Theories and Approaches

The following section outlines the theories and approaches that informed the development
of this study including pragmatism, mixed methods research, community based participatory
research (CBPR), and directed content analysis (Vaismoradi et al., 2013). By acknowledging the
assumptions behind the development and implementation of a study's methodology one can build

methodological rigor (Darawsheh, 2014; Hays et al., 2016) and trustworthiness (Morrow, 2005;
Shenton, 2004).
Pragmatism

This study was based on a pragmatist philosophy of inquiry. As a philosophy of inquiry,
pragmatism takes a middle road between realism and constructivism. With regard to ontology (the

study or theory of existence), pragmatism proposes that while there is an objective reality that exists
independent of human experience, it cannot be encountered or interpreted outside of human

experience. With respect to epistemology (the theory of knowledge), pragmatism holds that all
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knowledge of the world is based in experience, and that objective reality coexists with socially
constructed knowledge. Finally, with regard to methodology (the study of organizing principles),
pragmatism concentrates on what knowledge is useful as opposed to what knowledge is directly

connected to either an objective reality or a socially constructed paradigm (Morgan, 2014).

A pragmatic system of inquiry focuses first on the nature of the problem or research
question, and next on potential solutions and their likely consequences. Thus, pragmatic inquiry is

rooted in the practical action and consequence context of human life. This is in contrast to solely
focusing on deducing an objective truth or experiential understanding (Morgan, 2014). This

approach is an excellent fit for this current study given the practical nature of the research question
and the study focus areas.
MixedMethods

A mixed methods approach rooted in pragmatism utilizes the strengths of both quantitative
and qualitative methods. Pragmatism in mixed methods research emphasizes the integration of

quantitative and qualitative methodologies to leverage their combined strengths through the lens of

the research questions and study focus areas to achieve a study's ultimate research goals (Morgan,
2014). In this case the goal is to obtain findings that are of utility to the community of wilderness
based educators, wilderness medicine professionals, and the organizations for whom they work.

The specific purpose that drove the use of the mixed methods approach in this study was
sequential contributions (Morgan, 2014). In this approach, quantitative and qualitative methods are
linked sequentially to utilize the strengths of one method as an input to or follow up on the other
method. The two methods are integrated, utilizing the strengths of one method to gather data that

can be used to improve the quality and utility of another method (Morgan, 2014).

The sequential contributions approach allows a researcher to accomplish more than if either
method were used alone (Badiee et al., 2012; Sandelowski, 2000). A sequential contributions mixed
methods approach is identified as being the most successful approach to integrate the quantitative

results and qualitative findings from a study (Morgan, 20140. This study utilized a supplementary
quantitative method to add methodological rigor and increase the quality and trustworthiness of the
core qualitative findings (Morgan, 2014). This was accomplished by using the quantitative results of
a survey to learn about the demographics of participants, identify subgroups, and guide purposive

sampling so that key informants could be identified and subsequently interviewed.
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Table 3.2
CBPR Principles Informing the Current Study — Study Adherence
Principle
Study Adherence
Facilitates a
This study was developed through collaborative partnerships established
collaborative,
by the researcher with key stakeholders in wilderness-based education
organizations that operate in mountain environments. These partnerships
equitable
partnership in all
provided anecdotal justification for the study and assisted with developing
phases of research
the research protocol and data collection measures. These partnerships
also resulted in approval by organizational research committees (where
applicable) to assist with study recruitment. These stakeholders and
organizational partners were also involved in interpreting and
disseminating the study findings.
Integrates
This study was developed through examining the existing literature and
knowledge and
through developing collaborative partnerships with key stakeholders and
action for the
organizations. Gaps in the literature, and consultation with key
mutual benefit of
stakeholders and academic advisors guided the establishment of study
all partners
priorities and refined the study's research protocol and data collection
measures. This approach was taken in the hope of providing useful
information and appropriate recommendations for future research and
intervention.
Involves a
Collaborating with academic advisors, key stakeholders, and
cyclical/iterative
organizational partners entailed a cyclical process of submitting study
process
materials, gaining feedback, and revising and resubmitting materials until
deemed appropriate. The same process was utilized to review and co
interpret study findings during both Phase I and Phase II, and to prepare
reports for dissemination.

Addresses health
from a pragmatic
perspective
encompassing real
world problems
and real world
solutions

Study priorities and research protocols were developed to address the lack
of published literature addressing the management of mental health
problems. The dearth of literature supporting current practices has
resulted in mental health problems being overlooked, misinterpreted, and
misdiagnosed in the wilderness context. This study's research question,
focus areas, use of pragmatic mixed methods design, and analysis
strategies were developed to provide actionable recommendations to
address this apparent healthcare disparity impacting training, pre-trip
screening, and organizational protocols.

Disseminates
findings and
knowledge gained
to all partners

A final summary of findings was disseminated to academic advisors and
key stakeholders for review. Study findings will also be shared with all
participants who indicated interest in receiving them. In addition to
disseminating findings through the researcher's dissertation defense and
peer reviewed journals and conference presentations, they will be written
up for publication in popular outdoor industry publications, and other
non-academic avenues
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CommunityBasedParticipatoryResearch(CBPR)

This study was also informed by the principles of community based participatory research
(CBPR). Specific principles of CBPR informing this study are presented in Table 3.2 (adapted from
Israel et al., 2001).

This approach has often been utilized in the public health field to understand and address

health disparities in communities (Wallerstein & Duran, 2017). CBPR embraces an inherent
interrelationship between research and the communities that it impacts, acknowledging that the very

reasons research is being conducted is because there are problems that need to be addressed for the

health and well-being of people, communities and organizations (Israel et al., 2005).

The aim of CBPR is to increase knowledge and understanding of a phenomenon while
integrating research findings with action to improve the well-being of people, communities, and

organizations (Israel et al., 1998, 2001). CBPR and pragmatism mesh well because both acknowledge

that real world solutions may coexist with the real world problems that are the subject of the
research (Drahota et al, 2016). The goals of both CBPR and pragmatic inquiry are to find real world
solutions to real world problems; solutions that are rooted in a practical understanding of actions
and consequences, and address community needs with strategies that fit with the needs and assets of

that community (Israel et al., 2001).
CBPR is an approach that takes advantage of the inherent shared experiences of being
human, emphasizing the interplay between a person and their environment in all phases of research.

Information is gathered and interpreted within the context of a collaborative relationship between
researcher, academic advisors, key stakeholders, or organizations.
CBPR approaches allow the researcher to reflexively evaluate the study findings within the

context of the community that ultimately will be affected by the consequences of resulting policy or

practice changes. Thus, the approach increases utility and trustworthiness of the findings while
decreasing potential unintended consequences of the research or policy/practical changes. (Badiee et

al., 2012; Israel et al., 2001).
In this study, the strengths of CBPR and mixed methods approaches were leveraged to

produce utilitarian findings. These findings focused on current needs/assets and recommendations
for mental health training, pre-trip screening, and organizational protocols used by the community
of people working in mountain-focused wilderness- based education and related fields.
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DirectedContentAnalysis

This study used the techniques of directed content analysis, an approach that uses both

deductive and inductive means to frame and analyze textual, verbal, or visual communications data
(Cho & Lee, 2014; Elo & Kyngas, 2007; Erlingsson & Brysciewicz, 2017; Hsieh & Shannon, 2005).
Directed content analysis is an especially useful and pragmatic approach to the analysis of textual

information in areas with an existing but limited literature base (Hsieh & Shannon, 2005; Yoshikawa

et al., 2008).

Per this approach, qualitative analysis begins with a predefined framework that may be based

on existing theory or literature. The analysis process then continues with a flexibility to highlight,
clarify, add, or eliminate constructs based on their presence or absence in the data (Elo & Kyngas,

2007). In this current study, a priori codes that were based on existing theory, literature, and the

study aim and focus areas were used to develop an initial codebook. The codebook guided an initial
deductive content analysis process (assessing information to assess its fit with an existing theory or
information). It also highlighted other potentially useful information for follow-up inductive analysis
(assessing information to revise existing or develop new theory or information) using open coding to
assist with a deeper understanding of phenomenon under study. This a priori codebook can be

found in Appendix E (Assaroudi et al., 2018; Elo & Kyngas, 2007).

Detailed Methodological Approach
Sequencingand Priorities

This study was conducted in two phases. Phase I provided preliminary quantitative input to
enhance the outputs of the core qualitative Phase II. The specific sequential contributions mixed

methods approach this study used can be visualized as a quant → QUAL design (Table 3.3).

Table 3.3
Sequential Mixed Method Sequences, Contributions, and Priorities
Sequential Mixed Method Sequences, Contributions, and Priorities
Priority of methods

Preliminary
contribution
Sequence of methods
Follow-up
contribution

Quantitative priority

Qualitative priority

Preliminary
qualitative
qual → QUANT
Follow-up
qualitative
QUANT → qual

Preliminary quantitative
quant → QUAL
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Follow-up quantitative
QUAL → quant

In Table 3.3, the arrows denote the chronological order of each method's contribution. In

this study, that used quant

QUAL, the lowercase quant denotes the supplementary priority of the

quantitative methods, while the uppercase QUAL denotes the core priority of the qualitative
methods (Morgan, 2014). There are two primary reasons why the quant

QUAL sequence was

chosen for this study. First, the Phase I quantitative study was the basis for collecting and

interpreting the data from the core priority qualitative study, and established preliminary results to
pursue further in Phase II. Secondly, the preliminary quantitative study was used to locate

differences between subgroups within the participant pool, to guide purposive sampling for

qualitative interviews (Morgan, 2014).
Phases,Purposes,andMethods

Both Phase I and Phase II addressed the study focus areas in different ways. The Phase I
survey (see Appendix C) was oriented toward breadth, while Phase II semi-structured interview (see

Appendix D) was oriented toward depth.
Table 3.4
Phase I Survey: Purposes and Methods
Purposes
Recruit eligible wilderness-based educators
Establish informed consent

Determine eligibility
Learn about participants

Learn about participant opinions

Establish subgroups

Methods
Utilized CBPR partner email listserves to recruit
participants
Initial survey pages established informed consent by
telling potential participants about the study and
asking them to choose whether they would like to
participate
Subsequent survey pages screened participants for
eligibility
Main survey pages gathered information on
participant demographics, training, knowledge,
readiness, and field experiences
Main survey pages gathered information on
participant opinions on needs/assets in mental
health training, pre-trip screening for mental health,
and organizational mental health protocols and
policies
Quantitative analyses produced descriptive
information about the sample of survey participants
and identified subgroups based on Phase I results

Engage stakeholders in interpretation

Survey results and subgroup information were
reviewed by academic advisors and key stakeholders

Inform strategic recruitment for Phase II

After review, Phase I findings informed recruitment
of key informants for Phase II interviews.
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The primarily quantitative Phase I survey provided breadth in terms of participants'

demographics, training, knowledge, readiness, field experiences, and opinions relevant to the
overarching research question, aim, and focus areas of the study (Table 3.4). The qualitative Phase II
interviews provided in-depth information about participants' opinions on mental health training

needs/assets, integration of mental health training, pre-trip screening for mental health, and

organizational mental health protocols as well as their experiences dealing with mental health
problems (Table 3.5).
Table 3.5
Phase II Semi-Structured Interview: Purposes and Methods
Purpose
Methods
Recruit key informants
Recruited based on experience and preparedness
following review of Phase I findings
Establish informed consent
Interview consent script established informed
consent by telling potential key informants about
Phase II and allowing them to choose whether or
not they would like to participate
Main interview gathered key informant experiences
Learn with depth about needs, assets, and
recommendations
and opinions on study focus areas
Organize and analyze the interviews
Interviews (audio-recorded with permission) were
transcribed verbatim. Direct content analysis
methods were used to deductively and inductively
analyze textual interview data
Gather research team and key stakeholder Preliminary findings were distributed for review to
feedback
academic advisors and key stakeholders
Disseminate final study findings
Study findings will be disseminated through
organizations, presentations, and publications
ResearchTeam

The backgrounds of the research team are discussed to increase the transparency and

trustworthiness of the study and its findings (Morrow, 2005; Shenton, 2004), and to provide
information on the human and organizational contexts of this study's design and implementation
(Darawsheh, 2014; Hays et al., 2016).
As the author of this dissertation and a PhD student in the UAF-UAA Clinical-Community

Psychology program, I (Samuel Johnson) lead this research. I am an active alpinist, former Alaska
based wilderness guide and instructor, and private mental health practitioner living in rural Alaska. I
have also worked as a graduate research assistant on stress and coping research projects through the

Center for Alaska Native Health research. Christine M. Forgione, the volunteer research assistant for
Phase II qualitative analyses is also a private mental health practitioner, and a Master of Public
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Health student through the University of Alaska Anchorage. This dissertation study was co-chaired
by Dr. Patrick Dulin, trained in clinical psychology and quantitative methods, and with a history in
wilderness-based education as an instructor, and by Dr. Ellen Lopez, trained in public health

behavior and health education, qualitative methods, and CBPR. Committee members Dr. Inna
Rivkin and Dr. Valerie Gifford also have extensive experience in qualitative methods and CBPR.
CBPRPartnerships

This study was conducted within an academic-community partnership. The academic research team

collaborated with key research and administrative personnel in each partnering organization

throughout the study. Key stakeholders and partners were recruited using the Wilderness Allies
Engagement Email (Appendix A). Consistent with CBPR principles as outlined by Israel et al (2001),

the research team also included two primary key stakeholders who served as professional advisors
and liaisons with wilderness-based education and wilderness medicine organizations. These two key

stakeholders, Laura McGladrey and Tod Schimelpfenig, are identified within the North American

wilderness medicine community as thought leaders in the effort to improve mental health
components of wilderness medicine education. Information about individuals that informed the

study is as follows:
Laura McGladrey is a Family Nurse Practitioner (FNP), a Psychiatric and Mental Health
Nurse Practitioner (PMHNP), a Registered Nurse (RN), a Wilderness EMT (EMT-W), and a Fellow
in the Academy of Wilderness Medicine (FAWM). She is an instructor with the NOLS Wilderness
Medicine (WM), consults with Outward Bound (OB), and is a senior clinical instructor at the

University of Colorado Denver College of Nursing. Laura authored wilderness medicine chapters on
Psychological First Aid (PFA) for use in wilderness settings (McGladrey, 2018), received the

Wilderness Medical Society (WMS) Education Award, and speaks nationally on topics of PFA, stress
injury formation, and provider/first responder resilience (NOLS, 2017; NOLS, 2019a; University of

Colorado Denver, 2019). She is also the founder of an organization called the Responder Alliance,
Tod Schimelpfenig is the NOLS WM Curriculum Director, the NOLS Risk Management

Director, and an EMT-W. He won the WMS Warren Bowman award for lifetime contribution to

the field of wilderness medicine for his work over the past 40 years. Tod has authored a wide variety
of peer-reviewed articles on wilderness medicine topics as well as a wide variety of wilderness

medicine texts that form the standards of curriculum for instruction and practice for wilderness
medicine instruction for NOLS WM (NOLS, 2019b; Schimelpfenig & Safford, 2016).
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For this study, McGladrey and Schimelpfenig provided, in conjunction with academic co

chairs, guidance on study priorities and several cycles of feedback during the development of the

research protocol and data collection measures. They also assisted the researchers in developing

relationships with key research personnel from the partnering organizations (NOLS, Outward

Bound USA, Outward Bound Canada, the Wilderness Risk Management Conference, and Alaska
Mountaineering School). Each partnering organization assisted with email recruitment of Phase I

survey participants and thereby provided the recruitment foundation for Phase II interview
participants. These key stakeholders and research personnel from the partnering organizations
assisted in interpretation of study findings, and they are committed to assisting with findings

dissemination.
Key stakeholders in these organizations also included Colby Coombs, Director of Alaska
Mountaineering School (AMS), who provided strong anecdotal evidence demonstrating a need for

the study during the initial stages of the literature review process. Dr. Nevin Harper is the National
Research Coordinator for Outward Bound Canada (OBC), and Caroline Blair-Smith is the
Associate Director of Safety for Outward Bound USA (OBUSA). Harper and Blair-Smith provided

feedback on the study aims, research protocol, and data collection measures. All stakeholders were
instrumental in obtaining organizational approval to partner on this study.
CBPRPartneringOrganizations

This study was developed with the assistance of academic advisors and key stakeholders
within NOLS, OB, the WRMC, and AMS. In partnering in this study, each organization indicated

their values toward educational principles of wilderness-based education, and they recognized the
importance of controlled exposure to stress and risk as related to the common program targets of

resilience, adaptation, personal growth, and development.
The National Outdoor Leadership School (NOLS). The NOLS began as a small
outdoor skills school based out of a little cabin in Sinks Canyon, Wyoming, in 1965. Since then,

NOLS has grown to be a multifaceted nonprofit wilderness school that works with thousands of
students each year both in the field and in classrooms around the world. Their mission is as follows
(NOLS, 2019c):
To be the leading source and teacher of wilderness skills and leadership that serve people and the

environment. Our community—staff, students, trustees, and alumni—shares a commitment to
wilderness, education, leadership, safety, community, and excellence.
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The NOLS current student oriented wilderness-based education curriculum comprises

expedition-based courses. Across all their these courses, they emphasize the following core
curriculum domains and goals (Table 3.6, adapted from NOLS, 2019c). NOLS wilderness-based

expeditions last from one week to several months. They also offer combined leadership and

wilderness-based education experiences that can last up to a year. NOLS has 16 office locations
around the world, with their world headquarters based in Lander, Wyoming.
Table 3.6
NOLS Learning Domains and Goals for Expedition Based Courses
Learning
Outcome Goals
Domain
Leadership
1. Serve a team in a variety of roles: self-leader, peer leader, designated leader,
and active follower
2. Demonstrate good expedition behavior—take initiative, balance group and
personal goals, and remain respectful and inclusive of their team members
3. Demonstrate competence
4. Communicate effectively
5. Make sound decisions
6. Display a tolerance for adversity and uncertainty
7. Demonstrate self-awareness
8. Display initiative by setting and achieving goals
Wilderness
skills

1. Live comfortably (select a campsite; set up shelter; organize, pack, and
maintain gear; cook; manage nutrition; and use clothing as protection from
the elements)
2. Travel (hike, climb, paddle, row, sail, ski, snowboard, cave, and/or
horseback)
3. Navigate using maps, charts, compass, GPS, and/or terrain
4. Prevent, assess, and treat injury and illness in the wilderness

Risk
management

1. Identify and assess hazards and understand risks in the wilderness
2. Use technical skills, leadership, judgment, and situational awareness to
manage risks
3. Use risk management terminology and models to assess and communicate
decisions and actions
4. Create and implement contingency plans

Environmental
studies

1. Explore the natural world through observation and application of
ecological concepts
2. Develop a sense of place by experiencing wilderness and exploring
relationships with their surroundings
3. Articulate an environmental ethic
4. Understand land management and environmental issues
5. Apply Leave No Trace principles to camping and travel
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Their courses take place in a variety of locations such as the contiguous United States,
Alaska, the Yukon Territories, Mexico, Chile, Scandinavia, India, Tanzania, and New Zealand

(NOLS, 2019c). NOLS also provides other categories of education through NOLS WM and NOLS

Risk Services: NOLS WM provides educational opportunities in wilderness medicine (WFA, WFR,
EMT-W, etc.) and NOLS Risk Services provides risk management education for leaders in
wilderness- based education and related fields (NOLS, 2019c).

Outward Bound (OB) USA (OBUSA) and Canada (OBC). Outward Bound
International (OB) is an international network of experiential outdoor learning and leadership

programs, founded in the United Kingdom in 1941. Since then, OB has grown to operate out of 42

offices in 33 countries worldwide, and educates over 250,000 students each year. OB is run through
separate organizations in each country of operation and offers one day to semester and yearlong
courses. OB founder Kurt Hahn's legacy includes the following guiding philosophy of education

that overarches all OB courses (Outward Bound USA, 2019): “I regard it as the foremost task of
education to ensure the survival of these qualities: An enterprising curiosity, an undefeatable spirit,
tenacity in pursuit, readiness for sensible self-denial, and above all, compassion.” This study
partnered with OBUSA and OBC, which are nationally-based organizations that operate under the

educational philosophy and approach of OB international (Harper, 2012; OBUSA, 2019; OBC,

2019).

OBUSA was founded in 1961 and offers over 1000 courses in wilderness and classroom
settings. OBUSA comprises 11 chartered schools across the country with locations in the Pacific

Northwest, California, Colorado, Nebraska, North Carolina, Maryland, Pennsylvania, New York,

Maine, and Massachusetts. The mission of OBUSA is as follows: “To change lives through challenge
and discovery.” OBUSA courses are designed to build confidence and develop their students'

abilities to interact and work effectively with others. For all courses over five days in length, OBUSA

collects data on students' character, leadership, and environmental orientation. Students in these
courses report that they are more likely to be a leader in their school or community, assist people
who need help, accomplish their goals, believe in their ability to succeed, take responsibility for their
actions, and serve their community. The same can be said of OBUSA graduates one-year post

course completion (OBUSA, 2019).

Outcome domains, subdomains, and descriptions used by both OBUSA and OBC are
presented in Table 3.7 (adapted from Harper, 2012; OBUSA, 2019; OBC, 2019). OBC was founded
in 1969 and has educated over 150,000 Canadians in wilderness and classroom settings. They
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operate in five regions within Canada and many environments with centers in Vancouver, the
Canadian Rockies, northern Ontario, Toronto, and the Bay of Fundy. Courses span the provinces of

British Columbia, Alberta, Ontario, New Brunswick, Newfoundland, and Nunavut.

Table 3.7
General OB Outcome Domains and Subdomains
Outcome Domain
Subdomains and Descriptions
Character
1. Self-confidence: Assuredness in one's abilities and the success of
development
one's actions
2. Goal setting: Establishing specific objectives and motivation to
achieve them
3. Resilience: An ability to recover from or adjust to challenges in one's
life
4. Empowerment: The connection between one's sense of personal
competence and willingness to take action
Leadership

1. Problem solving: Thinking critically in order to effectively look for
solutions to problems
2. Effective communication: Effectively communicate with other people
in interpersonal and group settings
3. Group collaboration: Working and cooperating with other people to
achieve group tasks
4. Compassion: Awareness of suffering of others coupled with the wish
to relieve it

Environment

1. Environmental awareness: Demonstrate a sense of consciousness and
stewardship for the natural world

OBC's mission is as follows: “To cultivate resilience, leadership, connections, and

compassion through inspiring and challenging journeys of self-discovery in the natural world.” OBC
tracks the same categories of general outcomes as OBUSA (Table 3.7) (Harper, 2012). OBC

students report an increased likelihood to be a leader in their community, accomplish their goals,
believe in their ability to succeed, and take responsibility for their actions (Harper, 2012; OBC 2019).

The Wilderness Risk Management Conference (WRMC). The WRMC is an interagency

supported wilderness risk management conference emphasizing educational content focused around
a philosophy of shared risk management (WRMC, 2019). The WRMC began in 1994 when

representatives from NOLS, OB, the WMS, Exum Mountain Guides, the Association for
Experiential Education, the National Park Service, the National Safety Network, the American

Alpine Club (AAC), and the Outdoor Network came together in response to a call from the

community to establish a formal dialogue on risk management in wilderness-based education
following several expedition fatalities (WRMC, 2013).
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The WRMC Purpose Statement is as follows: “The WRMC provides a forum to learn and
share common practices in wilderness risk management and contributes to a culture of open
dialogue among outdoor industry professionals” (WRMC, 2018). The WRMC steering committee
recognizes that great physical, emotional, and spiritual growth is possible through wilderness-based

education, and that risk is inherent in wilderness experiences, as it is in life. The WRMC believes that

each wilderness-based education organization should develop and implement their own risk

management goals and practices while collaborating with industry partners to promote improved
practices across the industry. The WRMC published a set of core beliefs (WRMC, 2018) about risk

management in the context of wilderness-based education and related fields (Table 3.8).
Table 3.8
WRMC Core Beliefs

WRMC Core Beliefs
1. Wilderness and outdoor experiences create unique opportunities for growth
2. There is value in taking risks, and those risks need to be thoughtfully assessed and managed
3. We have a responsibility to share learning in order to promote improved practices across the
industry
4. Each organization should define its own risk management goals and practices, while also
striving to learn from the experiences of others
5. Managing the risks to our participants and staff helps us manage the risks to our
organizations
6. We can and should enlist out participants in managing program risks
7. Cultural competence supports risk management
8. Transparency with participants and their families is valuable and appropriate, including in
times of crisis
9. Timely reporting and debriefing of incidents is key to promoting learning and improving
practices over time
10. Prudent legal strategies are grounded in running quality programs that prioritize the health
and well-being of those involved.
Alaska Mountaineering School (AMS). Located in Talkeetna, AMS began as Alaska
Denali Guiding (ADG) in 1983, when Alaskans Brian and Diane Okonek obtained one of the six
guiding concessions permits for Denali expeditions. Colby Coombs and Caitlin Palmer worked

under the Okonek's leadership as they developed their skill sets as fledgling guides and wilderness
based educators. In 1996, Colby and Caitlin started a new mountain-focused wilderness-based

education organization called Alaska Mountaineering School (AMS). AMS core values can be found
in Table 3.9.
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Table 3.9
AMS Core Values
Core Value
Education

Description
Knowledge instills the confidence and foundation for
applying skills to any potential climbing situation in the
world.

Safety

Safety is at the heart of everything AMS practices and
preaches, and the safety of our teams is our number one
priority.

Proximity to mountains

Being close to the mountains allows AMS students to stay on
the premises before courses if the weather becomes
unflyable. We are able to use the time to cover a lot of the
safety systems we will be using in the mountains.

Food

The food you eat while you exert yourself can mean the
difference between having the energy you need vs. putting
yourself and others in a dangerous situation. We believe that
eating hearty, nutritious foods is one of the most important
components of a successful expedition.

Environmental stewardship

Environmental efforts consists of education, recycling, waste
reduction, bulk packaging, use of green products,
involvement with local community supported agriculture,
proactive human waste management practices, off glacier trip
bacterial testing, and emissions reduction through energy
reduction and carbon offset purchases.

Community stewardship

Contributing to our community adds immeasurably to its
strength and health. In a small town, each person can make a
big impact. AMS offers scholarships to locals, internships for
aspiring guides and wilderness-based educators, and a variety
of volunteer hour contributions to community organizations
and causes.

In 2001, Colby and Caitlin purchased ADG and began running a wide range of mountain-

focused wilderness-based education and guiding expeditions and courses. Today, this programming
includes Denali guiding, Mt. Foraker guiding, Mt. Hunter guiding, custom guiding, military

expeditions, youth experiences, South American expeditions, beginning to advanced mountaineering
courses, pack rafting workshops, glacier treks, skill-based intensive workshops (such as ice climbing,

Denali skills, glacier travel & crevasse rescue), and media/film support services (AMS, 2019). AMS

balances their guiding practices with a core focus on education. Whether participants are on a Denali
expedition or an instructional course, there is a strong educational, community, and environmental

stewardship component embedded in each trip (AMS, 2019).
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Ethical Considerations and Human Subjects Protection
This study was approved by the University of Alaska Fairbanks Institutional Review Board.

The IRB approval letter can be found in Appendix I. The study procedures were designed with
consideration for ethical concerns such as adequate informed consent, voluntary participation,
confidentiality, and beneficence for individual participants as well as organizations.

Voluntary participation was emphasized during the informed consent processes, which are
embedded in the web based Phase I survey (Appendix C), and the telephonic audio recorded Phase
II semi-structured interview (Appendix D).

All original study data were stored behind a locked door in a locked cabinet in the lead
researcher's office. A backup data copy was kept behind a locked door in a locked cabinet in the
UAF Psychology department clinic.

Confidential information collected during Phase I included participant email addresses,

demographic data, and telephone numbers. Each participant was assigned a participant ID number

that was linked to their survey and (if they participated in Phase II), their interview data by a
randomly generated keycode to preserve confidentiality.

Quantitative data from the Phase I survey such as demographics, comparisons, and
subgroup identifications were connected with the anonymous participant ID. Quantitative results

were presented in aggregate form for preliminary review by academic advisors and key stakeholders,
and in final study results for dissemination.

Qualitative data from the Phase II telephone interview were redacted during the
transcription process, eliminating information such as names, dates, or places that could be used to

identify key informants or wilderness-based education participants. All demographic and descriptive
findings are presented in aggregate. Study related files were accessible only to personnel identified on

the UAF-IRB approved Personnel List (Appendix K).
FundingandCompensation

To compensate study participants, the researcher obtained a small research grant from the
American Alpine Club (AAC). This grant was used to purchase one $100 gift card for a participant

prize raffle, and to assist with research costs related to transcription and data analysis software.
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Participant Eligibility, Sampling, and Recruitment Considerations
Eligibility

Inclusion Criteria. Inclusion criteria required study participants to: (1) be 18 years of age
or older, (2) be employed as a wilderness-based educator working in mountain environments

(and/or related fields such as mountain guiding, wilderness therapy, mountain rescue.), (3) have at
least three years of experience in the field of mountain-focused wilderness-based education and

related fields, and (4) have encountered mental health problems during the course of the work in

mountain-focused wilderness-based education and related fields.
Sampling Strategy Overview and Rationale. This study was pragmatic and
developmental, seeking to further theory and practice in an area with limited existing theory, thereby
addressing the priorities and needs of partnering organizations with regard to management of mental

health problems, in the CBPR tradition (Israel et al., 2001). As there was little literature describing

wilderness-based educators' experiences with mental health problems, baseline participant
characteristics and experiences first needed to be broadly understood to inform sampling and

recruitment for the core, depth oriented interview (Morgan, 2014). To that end, a two phase
sampling and recruitment strategy was utilized to access participants meeting inclusion criteria for
Phase I, then Phase I findings were used to inform sampling and recruitment of experienced and

prepared key informants for Phase II (Morgan, 2014).
PhaseISamplingandRecruitment

Phase I: Homogenous Criterion-Based Purposive Sampling. Phase I employed

homogenous criterion-based purposive sampling wherein the initial section of the Phase I survey
screened potential participants for eligibility, making sure they met or exceeded the study's inclusion
criteria. Individuals who did not meet inclusion criteria were excluded (Teddlie & Yu, 2007).

Ultimately, the study recruited 64 participants to complete the Phase I survey (n=64).
Phase I Recruitment. Potential participants were recruited for Phase I through email.

Partnering organizations distributed the Study Participant Recruitment Email (Appendix B) through

their organizational listserves. This email contained a link to the online survey based in the
Qualtrics

®

platform (Appendix C).

PhaseIISamplingandRecruitment

Phase II: Data Driven Purposive Sampling. Using a data-driven purposive sampling
strategy, Phase I findings informed the selection of key informants for potential participation during
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Phase II. The potential key informant pool (n=36) was selected from Phase I survey participants.
Phase I findings described characteristics of study participants such as demographics, training,
knowledge, readiness, field experiences, and opinions on mental health training needs/assets,

integration of mental health training, pre-trip screening for mental health, and organizational mental
health protocols. Analyses of Phase I survey data generated descriptive information about the

participant pool, and enabled the identification of subgroups based on queried factors. Analyses

revealed positive correlations between participants' preparedness to deal with mental health issues
and the number of field mental health problems encounters, and between the number of field

medicine encounters and number of years in the field. As such, the data-driven purposive sampling
strategy for Phase II was based on participant experience and expertise (Onwuegbuzie & Collins,
2007; Teddlie & Yu, 2007). Specifically, potential key informants were individuals who (1) had five

or more years of experience, (2) experienced five or more career encounters with MH problems in

the field, and (3) indicated that they were interested in completing a telephone interview.
Phase II Recruitment. Potential key informants were contacted using the email address
and telephone number they provided on their Phase I survey to determine their continued interest in

participating, and to schedule a date and time to conduct the Phase II audio-recorded telephone

interviews. Ultimately, 16 key informants completed Phase II.
Phase I & Phase II Demographics
Of the 64 total participants, all participated in the Phase I survey and 16 participated in the

Phase II telephone interviews. Demographic information for Phase I and Phase II is summarized
below and presented in Table 3.10. Phase I participants were slightly younger (M = 36, Rng = 20-64)

than Phase II key informants (M = 41, Rng = 24-64). Of Phase I participants, the greater half

identified as male (56%), while in Phase II more than half of key informants identified as female
(56%). Phase I participants reported having fewer years in the field (M = 13, Rng = 3-50) than Phase

II key informants (M = 20, Rng = 5-50). Phase I participants worked the same number of trips per

year (M = 9, Rng = 1-50) as Phase II key informants (M = 9, Rng = 1-50). Phase I participants
worked more field days per year (M = 95, Rng = 1-280) than Phase II key informants (M = 85,

= 4-200). Phase I participants reported a slightly higher number of career MH incidents (M = 19,
Rng = 1-100) than Phase II key informants (M = 17, Rng = 5-90). The 16 Phase I participants who
took part in Phase II (M = 20, SD = 14.7) had significantly more years in the field than the 48 who

did not take part in Phase II (M = 10.4, SD = 8.0), t(62) = 3.2, p < .05). No other significant
differences between these groups were noted in descriptive analyses.
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Table 3.10
Demographics for Research Participants
Survey Item

Phase I (n=64)

Age in years
Years in Field
Trips per year
Field days per year
Career MH incidents

Gender ID
Male
Female
Education level
Diploma or GED
Vocational training
Bachelors degree
Masters degree
Doctorate
Work experience (multiple response)
Guiding
Skills based instruction
Outdoor leadership
Wilderness therapy
Wilderness medicine
Search and rescue
Snow safety
Environmental education
Geographic work regions (multiple response)
Asia
Africa
North America
South America
Antarctica
Europe
Oceania
Current wilderness medicine certifications
(multiple response)
Wilderness First Aid
Wilderness Advanced First Aid
Wilderness First Responder
Wilderness Emerg. Med. Tech
Wilderness medicine certifications for advanced
medical providers
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Phase II (n=16)

x (Rng)

x (Rng)

36(20-64)
13(3-50)
9(1-50)
95(1-280)
19(1-100)
N(%)

41(24-64)
20(5-50)
9(1-50)
85(4-200)
17(5-90)
N(%)

36(56)
28(44)

7(44)
9(56)

5(8)
2(3)
42(66)
14(22)
1(2)

1(6)
1(6)
9(56)
4(25)
1(6)

45(70)
50(78)
57(90)
11(17)
15(23)
15(23)
18(28)
29(45)

13(81)
15(94)
15(94)
4(25)
4(25)
4(25)
5(31)
12(75)

13(20)
7(11)
64(100)
19(29)
7(11)
7(11)
6(9)

2(12)
4(25)
16(100)
6(38)
1(6)
2(13)
2(13)

3(5)
2(3)
54(84)
8(13)
2(3)

2(13)
1(6)
14(88)
2(13)
2(13)

EducationLevel

Regarding highest education level, about two-thirds of Phase I participants (66%) and over
half of Phase II key informants (56%) had completed a bachelors degree, while about a quarter of

Phase I participants (22%) and Phase II key informants (25%) had completed a masters degree.
WorkExperience

Phase I participants and Phase II key informants both endorsed a wide range of work

experience types in wilderness-based education and related fields. Most Phase I and Phase II
participants had worked as a guide. Most Phase I participants had worked in skills based instruction,
in comparison to almost all Phase II key informants. Almost all Phase I participants and Phase II
key informants had worked in outdoor leadership. Regarding wilderness therapy, 17 percent of

Phase I participants had worked in this field, as compared to 25 percent of Phase II key informants.

About a quarter of Phase I participants and Phase II key informants had worked in wilderness
medicine, with the same proportions in search and rescue. Regarding snow safety, 28 percent of

Phase I participants and 31 percent of Phase II key informants had worked in this field. Almost half
of Phase I participants endorsed career experience in environmental education, as compared to

three-quarters of Phase II key informants.
GeographicWorkRegions

Phase I participants and Phase II key informants both endorsed a wide range of geographical
work regions where they had practiced wilderness-based education and related fields. Twenty

percent of Phase I participants had worked in Asia, as compared to 13 percent of Phase II key
informants. Eleven percent of Phase I participants had worked in Africa as opposed to 25 percent

of Phase II key informants. All Phase I and Phase II participants had worked in North America.

Twenty nine percent of Phase I participants and 38 percent of Phase II key informants had worked
in South America. Eleven percent of Phase I participants and 6 percent of Phase II key informants
had worked in Antarctica. Regarding Europe and Oceania, similarly smaller proportions of Phase I

participants and Phase II key informants had worked in those regions.
CurrentWildernessMedicineCertifications

The majority of Phase I participants (84%) and Phase II key informants (88%) held a
Wilderness First Responder (WFR) certification. An equal proportion (12%) of Phase I participants
and Phase II key informants held a current certification as a Wilderness Emergency Medical

Technician (WEMT). Smaller proportions of each group held a current certification in Wilderness
First Aid (WFA) and Wilderness Advanced First Aid (WAFA). Notably, a considerably lower
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proportion of Phase I participants (3%) as compared to Phase II key informants (12%) held

wilderness medicine certifications for advanced medical providers.
Data Collection
Instruments

Phase I survey data were collected using an online survey, while Phase II data were collected

using an audio-recorded telephone interview employing a semi-structured interview guide.
Phase I Online Survey: Focused on Breadth.The Phase I survey format can be found in

Appendix C, and Table 3.4 provides an overview of Phase I purposes and methods. Initial survey
pages established informed consent by telling potential participants about the study and allowing
them to choose whether or not to participate. The following survey pages screened participants for
eligibility to ensure they met inclusion criteria. Subsequent main survey pages collected information

on participant demographics, training, knowledge, readiness, field experiences, and opinions on the

study focus areas. Final survey pages allowed participants to indicate if they wanted to: (1) be
entered into a raffle to win a $100 gift certificate, (2) receive a summary of study findings, and (3)
participate in the Phase II semi-structured interview, if selected.

Phase II Semi-Structured Telephone Interview: Focused on Depth. The Phase II semi
structured interview protocol can be found in Appendix D, and Table 3.5 provides an overview of

Phase II purposes and methods. In general, the semi-structured interview followed a pre-determined
format, while also using a conversational style that assisted with rapport building and flexible

exploration of topics and experiential narratives that emerged (Morrow, 2005).

The interview consent script informed potential key informants about Phase II. It allowed
them to choose whether or not to participate, and whether or not they consented to the interview
being audio recorded (Gifford, 2012).

The main interview questions pertained to the three study focus areas, thus they gathered
participants' opinions about needs, assets, and recommendations with regard to mental health

training, pre-trip screening for mental health, as well as organizational mental health protocols and
policies. The main interview also gathered experiential information illustrating key informant
experiences managing mental health problems in the context of mountain-focused wilderness-based

education and related fields.
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Phase I Survey Data Management and Analysis
Management

Completed online surveys were coded and entered into the Statistical Package for Social

Sciences (SPSS version 25) software for descriptive and exploratory analysis.
Analysis

Demographic and Descriptive Analysis. Categorical variables, including gender identity,
types of wilderness-based education and related fields worked in, educational attainment, geographic
practice areas, major mountain ranges, wilderness medicine, areas that should be included in pre-trip
mental health screening, existence of organizational mental health protocols, psychological first aid

training (PFA), PFA support for staff following critical incidents, and organizational staff support
related to stress and mental health management while in the field, were analyzed for frequencies,

descriptive information, and distribution.
Continuous variables, including age, number of years in the field, number of trips per year,
field days per year, and number of mental health incidents encountered, were analyzed descriptively

for mean, median, range, and distribution, as were ordinal variables such as familiarity with mental

health signs and symptoms, ability to recognize mental health problems in the field, readiness to deal
with mental health problems in the field, as well as opinions on adequacy of mental health training in

wilderness medicine, and the importance of pre-trip screening for mental health problems.
Exploratory Analysis. In addition to conducting descriptive analyses, Phase I survey data
were explored to identify subgroups within the participant pool (n=64). The research team utilized

correlation matrices to explore variable relationships within the survey data to identify a recruitment

pool of experienced and prepared potential key informants for Phase II. This method reflected the
expertise oriented data-driven purposive sampling strategy outlined earlier in this chapter, and
resulted in the final potential key informant pool (n=36), from which the key informants (n=16)
were recruited. The demographic, descriptive, and exploratory findings provided a valuable
supplementary quantitative contribution to quality and trustworthiness of the final study findings by

allowing the research team to target potential key informants with a greater degree of professional

experience and a higher overall sense of preparedness to deal with MH problems in the field
(Morgan, 2014; Onwuegbuzie & Leech, 2004).
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Phase II Telephone Interview Data Management and Analysis
DataManagement

Completed interviews were transcribed into text format, reviewed for accuracy, and redacted

to remove any identifying information. This raw, textual data was then imported into the qualitative
data analysis software package, Atlas.ti (version 8.4).
Deductive-Inductive DirectedContentAnalysis

As described previously, this study utilized the techniques of a directed content analysis, a
qualitative content analysis approach, to analyze the Phase II interview data. The directed content

analysis approach used both deductive and inductive means to frame and analyze textual data (Elo &

Kyngas, 2007; Erlingsson & Brysciewicz, 2017; Hsieh & Shannon, 2005). This approach was
identified as an especially useful and pragmatic approach to analyze the textual data given the

existing, but limited, literature base (Elo & Kyngas, 2007; Hsieh & Shannon, 2005).
ManifestContentAnalysis

The focus of this study's qualitative analysis process was manifest content. Manifest content
is the tangible or concrete content that is present within text. This is in contract to a focus on latent

content, which refers to underlying elements that may not be visible directly in the text to include
deeper interpretations and meanings (Assaroudi et al, 2018; Elo & Kyngas, 2007). Focusing on

manifest content assisted in keeping findings closely tied to key informants' words and building
clarity in the coding process (Assaroudi et al., 2018). Clarity in the coding scheme and the manifest

content approach supported content validity (Elo & Kyngas, 2007), one important indicator of
quality and trustworthiness in qualitative research (Shenton, 2004), by tying findings directly back

into the coding scheme and the clearly visible manifest content (Assaroudi et al., 2018; Leung, 2015).

Deductive-Inductive Content Analysis Progression
Following the collection of qualitative data, the literature suggests that researchers develop a
clearly defined, visible progression for their analysis process (Thompson et al., 2004). Table 3.11
provides the steps adhered to in this study (Assaroudi et al., 2018; Elo & Kyngas, 2007; Kim &

Kuljis, 2010).
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Table 3.11
Deductive-Inductive Content Analysis Progression
Deductive-Inductive Content Analy sis Progression
1. Making sense of the data and the whole
2. Developing and refining the codebook
3. Co-coder training & pilot reliability analysis
4. Subsequent coding & iterative reliability analysis
5. Grouping, categorization, and abstraction
MakingSenseoftheDataandtheWhole

The Phase II audio-recorded telephone interviews were transcribed into text format,
reviewed for accuracy, and redacted to remove any identifying information to protect confidentiality
(McLellan et al., 2003). Initial transcription utilized transcription software, while the lead researcher

listened to interview audio and completed an initial memo to support reflective processes. Then, the
researcher began the time consuming and in-depth process of immersion in the data that was

ongoing throughout the directed content analysis process (Assaroudi et al., 2018).

The researcher read through the interview transcripts to continue data immersion and memo
processes, while correcting any auto transcription errors. The resulting transcripts were the raw data

that was imported into qualitative data analysis software, Atlas.ti

®

(version 8.4) for directed content

analysis.
DevelopingandRefiningtheCodebook

The next step in directed content analysis was to develop a formative categorization matrix
(Assaroudi et al., 2018). Existing theory guided the development of an initial, theory-driven

categorization matrix, also known as an a priori codebook (Elo & Kyngas, 2007). The a priori

codebook for this study can be found in Appendix E.
A Priori Codebook. The a priori codebook was informed primarily by the existing theory
and practice reviewed in Chapter Two and Three. The definition of major themes and sub-themes

derived from existing theory was based on already published relevant research (Hsieh & Shannon,

2005) and stakeholder generated study focus areas (Fonteyn et al., 2008; Israel et al., 1998). This
approach increased the efficiency and power of the qualitative analysis, and increased the

transferability of findings to practice. That is, study findings can be used to make recommendations
for improvements to existing wilderness medicine and organizational practices that are already

present within existing theory and practice (Miles et al., 2014), as well as generate novel findings that
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add to existing theory or supplement existing practices consistent with partnering organizations'
needs (Israel et al., 1998).
Anchoring a Priori Themes in the Data.To begin, the lead researcher began immersion
in the raw data and identified explicit examples, “anchor samples,” of manifest content illustrating

each a priori code in the text. These anchor samples assisted in the contextually-based identification
of preliminary themes within the manifest content. By identifying anchor samples, the lead
researcher also continued to further develop and clarify the definitions of a priori themes. If a priori

themes did not appear in the manifest content, they were highlighted and considered for elimination
or clarification at this time (Elo & Kyngas, 2007).

Identifying Novel Themes. This study's preliminary directed content analysis began
deductively with an a priori codebook, also known as a deductive codebook. Specifically, this study

used an unconstrained codebook (Elo & Kyngas, 2007). Following the identification and anchoring
of deductive codes, the matrix allowed for the inductive identification of novel, emergent themes
and sub-themes not present in the existing literature or theory, but apparent within the manifest

content of key informants' speech (Assaroudi et al., 2018; Elo & Kyngas, 2007).

Ongoing Data Immersion and Refinement of the Codebook. The lead researcher
continued immersion in the data, and identified other areas of manifest content that showed the
potential to inform the study findings that were not already included in the a priori codebook, each
anchored in the textual data. These areas of manifest content assisted the lead researcher in defining,

clarifying, merging, adding, and eliminating constructs in the codebook based on their presence or
absence in the text (Elo & Kyngas, 2007).
Co-CoderTraining&PilotIntercoderAgreement(ICA)Analysis

Co-Coder Training. Once the codebook was developed, the lead researcher trained the
research assistant on the codebook, the use of Atlas.ti for coding, and how to identify manifest

content in quotations utilizing the refined Codebook (Appendix F). Following this training process,

the research assistant independently coded a set of randomly selected documents for pilot ICA
analysis.
Pilot ICA Analysis Measures. In this study, ICA was an important measure of reliability by

establishing the degree to which two independent coders agree on the presence or absence of

themes in a particular highlighted segment of manifest content (Hallgren, 2012). This study utilized
Cohen's kappa to quantify ICA and demonstrate the reliability of the Coding Grid (Appendix F).
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Cohen's kappa is an often-used metric in calculation of ICA in a variety of qualitative research

paradigms.
Cohen's kappa can be used when the phenomenon under study is nominal or ordinal, and
when coding involves paired observations with the opportunity to select or not select a given code.

It requires that the cross-tabulated variables have an equal number of categories, and that the same
two coders independently conduct the paired observations in question (Banerjee et al., 1999;

Hallgren, 2012). All of the above requirements are met for the Cohen's kappa as a measure of ICA
in the case of this research.
Cohen's kappa (k) measures the proportion of agreement over and above that expected by

chance. Cohen's k values range from perfect disagreement (k = -1) to perfect agreement (k =1),

with desired levels in the positive, at k = 0.6 or higher with a 95 percent confidence interval, with a
common standard of seeking k = 0.7 or higher (McHugh, 2012). Following the initial co-coding for

ICA, pilot ICA across the first three co-coded interviews was k = 0.91 (95% CI, 0.88 to 0.93). At
this point the researcher and research assistant discussed coding discrepancies to consensus in the
master dataset.
SubsequentCodingandIterativeICAAnalyses

The purpose of iterative ICA analysis is to ensure the reliability of the identified codes and
lend quality and trustworthiness to the final study findings (Darawsheh; 2014; Shenton, 2004). With

success in pilot intercoder agreement analysis on the first three interviews, the analysis plan

permitted the researcher to move forward coding the next three transcripts. After the researcher

completed coding every fourth transcript, the researcher and research assistant conducted an

assessment of intercoder agreement (ICA #2) using the same methodology utilized in the pilot
coding, with Cohen's k = 0.88 (95% CI, 0.84 to 0.94). While lower than the pilot coding ICA k, this
is still well within the desirable range (McHugh, 2012). Following adequate k in ICA#2, the analysis
plan, again, allowed the researcher to move forward, coding the next four randomly selected
interviews and conducting the second coding ICA analysis (ICA #3) where k = 0.84 (95% CI, 0.79

to 0.9) on the 11th randomly selected interview. Following adequate k in ICA #3, the research plan
allowed the researcher to move forward in the coding process. Finally, the researcher and research

assistant conducted a final ICA analysis (ICA #4) on the 15th randomly selected transcript, where k

= 0.85 (95% CI, .79 to 0.91) and discussed coding discrepancies to consensus in the master dataset.
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With all four planned ICA analyses completed, the research plan allowed the researcher to

continue the analysis plan by coding the final remaining transcript to complete the primary analysis
of all 16 interviews.
Grouping,Categorization,Abstraction,andModeling

Grouping and Categorization. Starting with initial data immersion, and continuing
through development of the formative and finalized analysis codebook, pilot coding and intercoder
agreement assessment, and achievement of theoretical saturation, codes were increasingly well

defined, understood, operationalized, and exemplified through a variety of salient manifest content

samples known as anchor quotes (Assaroudi et al., 2018; Elo & Kyngas, 2007). Grouping and

categorization of codes began with the above processes, continued through co-coder training and
ICA analyses between the lead researcher and the volunteer research assistant, and finished in final

consultations with academic advisors and key stakeholders. Grouping and categorizing data was an
inherently inductive component of this study, one that took advantage of the use of a priori codes to

provide a thematic umbrella to which inductively generated codes could be added and organized
during the co-coding process (Elo & Kyngas, 2007). Through the above processes, the manifest

content was ultimately categorized into five major themes that further comprised 68 sub-themes

discussed by key informants.
Abstracton and Modeling. The concluding aim of the analysis process was to distill
meaning units into terms that represent various levels of conceptual information relevant to the

study aim and focus areas (Assaroudi et al., 2018; Elo & Kyngas, 2007). To systematically analyze

theme utilization, the researcher exported theme utilization frequency data into SPSS to determine

how often themes were being discussed by participants, and by what percentage of key informants.
Then, co-occurrence frequencies between study focus areas and other subthemes were examined in

•®
Atlas.ti to systematically locate textual overlaps between study focus areas and other sub-themes.

Co-occurrences were utilized to build thematic network models (Appendix L), clustered by major
theme, to support the development of final findings that both address the study aim and are

supportable by confirmed in-text co-occurrence and key informants' statements (Elo & Kyngas,
2007; Friese, 2019).
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The following chapter outlines preliminary findings from the Phase I survey and core study
findings from the Phase II interview to address the study aims and focus areas, providing a

meaningful assessment of needs/assets, and recommendations for future directions in MH training,
screening, and protocol/policy.
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Chapter IV: Findings and Discussion
Findings are both presented and discussed per each study phase, in an integrated findings
and discussion format (Burnard, 2004), with triangulation of Phase I and Phase II findings

throughout (Badiee et al., 2012). Findings from the Phase I online survey are presented first,
comprising the results of descriptive and exploratory analyses. Following presentation and
discussion of Phase I findings, Phase II findings are presented and discussed. First, major themes
and sub-themes that emerged during qualitative analyses are presented and discussed, accompanied

by presentation of a novel process model concerning MH problems through the lens of field

medicine processes. Core qualitative findings addressing study focus areas are presented and

discussed in light of existing theory and the literature base. Core findings concerning needs and

assets in current training, pre-trip screening, and protocol/policy in are summarized in preparation
for discussion of the implications of findings for practice, protocol/policy, and research in Chapter
Five.

Phase I

Descriptive Findings

The Phase I online survey gathered information about participants' experiences,
preparedness to deal with mental health problems, and opinions on mental health training, pre-trip
screening for mental health, and organizational protocols and policy in order to address the study

focus areas. Descriptive analysis revealed several areas of preliminary findings.
Familiarity

Familiarity with signs and symptoms of MH problems (M = 3.62, SD = .87) was examined
in this study as part of assessing wilderness-based educators' baseline level of knowledge about MH

problems. As can be seen in Table 4.1, overall participants reported moderate to high levels of
familiarity with signs and symptoms of common MH problems. Thirty-four percent of participants

described themselves as somewhat familiar with the signs and symptoms of common mental health
problems, while 57 percent indicated that they were quite familiar to very familiar.
Confidence

Confidence to recognize signs and symptoms of MH problems (M = 3.42, SD = .86) was
investigated in this study as part of assessing wilderness-based educators baseline level of skill at

identification of MH problems in the wilderness context. In general, participants reported being

confident that they could recognize the signs and symptoms of common MH problems in the field,
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with 45 percent describing themselves as quite confident or very confident in their ability to

recognize signs and symptoms of MH problems in the field.
Table 4.1
Preparedness & Opinions about MH Training, Screening, and Protocols

Familiarity with signs and symptoms of mental health (MH)
problems
Very familiar
Quite familiar
Somewhat familiar
Slightly familiar
Not at all familiar
Confidence in ability to recognize signs and symptoms of MH
problems in the field
Very confident
Quite confident
Somewhat confident
Slightly confident
Not at all confident
Readiness to deal with MH problems in the field
Very ready
Quite ready
Somewhat ready
Slightly ready
Not at all ready
Wilderness medicine training has adequately prepared me to deal
with MH problems in the field
Strongly agree
Agree
Neutral
Disagree
Strongly disagree
Importance of pre-trip screening for MH problems
Very important
Quite important
Somewhat important
Slightly important
Not at all important
Org(s) MH specific protocols?
All orgs have them
Some orgs have them
No orgs have them
I don't know

64

N
64

%

10
26
22
6
0
64

16
41
34
9
0

7
22
28
5
2
64
2
20
33
8
1
64

11
34
44
8
3

0
6
11
32
15
64
39
19
5
1
0
64
16
36
9
3

0
9
17
50
23

3
31
52
13
2

61
30
8
2
0
25
56
14
5

Table 4.1 continued

Org/Wilderness Medicine training on Psychological First Aid
(PFA)
Yes
No
I don't know
Employing org(s) PFA plan for staff following near miss/critical
incident
All orgs have them
Some orgs have them
No orgs have them
I don't know
Org support for personal stress and MH management
All orgs have been supportive
Some orgs have been supportive
No orgs have been supportive
I don't know

N
64

%

27
32
5
64

42
50
8

9
23
14
18
64
23
35
3
3

14
36
22
28
36
55
5
5

Readiness

Readiness to deal with MH problems (M = 3.22, SD = .77) was examined in this study as

part of understanding wilderness-based educators baseline level of preparedness to deal with MH

problems in the field. Half of participants described themselves as somewhat ready to deal with
mental health problems in the field, while 31 percent described themselves as quite ready to deal
with mental health problems in the field. Relative to familiarity and confidence, participants'

reported sense of readiness to deal with MH problems in the field was low: Almost nobody

indicated that they felt very ready to handle MH problems in the field.
TrainingAdequacy

MH training adequacy (M = 2.16, SD = .88) was investigated in this study as part of

understanding the current status of MH training relative to the demands of field medicine
encounters with MH. While most participants reported being at least somewhat prepared to

recognize and deal with MH problems in the field, they indicated that their training was not what
had prepared them: Three-quarters disagreed or strongly disagreed that existing MH training is

adequate relative to the demands of encounters with MH problems in the field. Only nine percent
agreed that existing mental health training is adequate, while no one strongly agreed that training is

adequate relative to the demands of mental health problem encounters in the field. Opinions on

training confirmed concerns about training adequacy voiced by stakeholders and the literature base
(Berman et al., 1998; Berman & Davis-Berman, 2002; Neill & Dias, 2001; Neill, 2008).
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Pre-TripScreeningImportance

Pre-trip screening importance (M = 4.5, SD = .71) was examined to determine the level of

importance of pre-trip screening information to field medicine practice with MH problems. Overall,
participants placed a high level of importance on pre-trip screening for MH. Specifically, 91 percent
of participants indicated that pre-trip screening for MH problems was quite important or very
important.
Pre-TripScreeningTargets

This study assessed pre-trip screening targets to determine the types of information that

participants indicate would be of greatest utility to them in the field. Almost all participants indicated

that pre-trip screening should collect information on MH related medications (98%), and personal
history of MH (94%) and personal substance abuse problems (89%). Most participants also felt that
pre-trip screening should collect information on trauma history (77%) and recent life stressors

(77%). Far fewer felt that pre-trip screening for MH should collect information on family history of
MH (27%) or substance abuse problems (27%).
OrganizationalMentalHealthProtocols

This study sought to assess baseline utilization of organizational MH protocols for the field.
Eighty-one participants indicated that some or all of the organizations they work for have mental

health specific protocols, while only 14 percent indicated that none of the organizations they work
for have mental health specific protocols: Overall, organizational mental health protocols were

identified as a strength throughout the study.
PsychologicalFirstAidTraining(PFA)

Survey questions on PFA were added in response to key stakeholder feedback during early

collaboration with partnering organizations. PFA is an important and pragmatic curriculum that can
be used to support people's mental health and reduce the formation of stress related illnesses

following stress injuries (McGladrey, 2018; NOLS, 2017). Despite key stakeholder emphasis on its
uses, only 42 percent of all participants indicated that they had received training on PFA, while half

indicated that had not.
PFAFolowingCriticalIncidentsandNearMisses

Overall, about half of participants indicated that at least some of the organizations they work
for have a plan in place for implementing PFA (McGladrey, 2018; NOLS, 2017) following critical

incidents and near misses. However, despite key stakeholder emphasis on the importance of PFA

following critical incidents and near misses, only 14 percent of participants indicated that all of the
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organizations they work for have a plan for PFA following critical incidents and near misses, with
almost a quarter of participants indicating that none of the organizations they work for have a plan

in place and more than a quarter indicating that they did not know if their organizational have a plan
in place for PFA.
OrganizationalSupportforPersonalStressManagementandMH

This survey question was added in response to stakeholder concerns about the impacts of

acute, repetitive, and ongoing stress on instructor mental health and accompanying occupational

burnout and workforce attrition. Thirty-six percent indicated that all of the organizations they work
for have been supportive of their stress management and mental health, while just over half

indicated that some of the organizations they have worked for have been supportive. Overall, nearly

all participants indicated that at least some of the organizations they have worked for were

supportive of their stress management and mental health. Both instructor mental health and burnout

syndrome were identified as major concerns by key stakeholders and the literature (Edwards &
Gray, 1998; Marchand et al., 2009; Thomas, 2003).

Exploratory Findings
In addition to descriptive analyses, exploratory Spearman's rank order correlations (2-tailed)

were completed to explore potential relationships between demographic and descriptive variables

among participants. This was also done to learn more about the characteristics and opinions of the
participant pool as a whole, and identify subgroups within it. Findings were used to inform Phase II

sampling and recruitment efforts. Correlations completed included the following variables:

Education, years in the field, trips per year, field days per year, familiarity, confidence, readiness,
career MH incidents, opinions on training adequacy, pre-trip screening importance, organizational
MH protocols following critical incidents/near misses, organizational Psychological First Aid (PFA),

and organizational support for personal mental health (Table 4.2).
Preparedness

Correlations were observed between familiarity with MH signs and symptoms, confidence in
ability to recognize MH signs and symptoms, and readiness to deal with MH problems in the field:

Statistically significant, positive correlations were found between familiarity and confidence (rs(63) =
.75, p < .01), between familiarity and readiness (rs(63) = .54, p < .01), and between confidence and

readiness (rs(63) = .59, p < .01). Collectively, these variables seemed to assess ‘preparedness' to

understand and deal with mental health problems in the field.
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Table 4.2
Phase I Correlations
Variable
1. Education
2. Yrs. In Field
3. Trips/ yr.
4. Days/ yr.
5. Familiarity
6. Confidence
7. Readiness
8. Incidents
9. Training
10. Screening
11. Protocols
12. Org PFA
13. Org support

1

2

3

4

5

6

7

8

9

10

.20
-.10
-.08
-.03
-.11
.05
-.16
.02
.11
.10
.01
-.15

.04
.07
-.08
-.11
.15
.26*
.04
-.08
-.10
.25
-.09

.70**
-.01
.12
.16
.06
-.17
.03
.07
-.13
-.20

-.15
.03
.13
.04
-.16
-.14
.06
-.14
-.10

.75**
.54**
.35**
.15
-.08
.06
-.14
-.01

.59**
.43**
-.04
.01
.02
-.19
-.09

.33**
.06
.02
.09
.04
.08

-.30
-.09
-.08
-.06
-.14

.08
.11
.14
.21

-.04
-.12
.11

11

12

.43**
.12
.27

*p < .05. **p < .01
ExperienceandPreparedness

Correlations were utilized to explore potential relationships between indicators of experience
and overall preparedness to deal with MH problems in the field. Years in the field was significantly,

positively correlated with career MH incidents (r,(63) = .26, p < .05), which were positively
correlated with familiarity (rs(63) = .35, p < .01), confidence (rs(63) = .43, p < .01), and readiness

(rs(63) = .33, p < .01). Conversely, a non-significant negative correlation was observed between
career MH incidents and opinions about current training adequacy (rs(63) = -.30). Overall, the longer
a participant worked in the field, the more incidents they were likely to have encountered, and the

less likely they were to feel that their training was what had prepared them. Finally, the more
incidents they had encountered, the more likely they were to feel knowledgeable about, and be
prepared to deal with MH in the field.
OrganizationalSupportandPractice

Correlations were examined to assess potential relationships between areas of organizational

protocol/policy and practice in support of staff MH. Organizational support for staff MH was nonsignificantly, positively correlated with presence of PFA protocols (rs(63) = .27) and perceptions of
training adequacy (rs(63) = .21). A statistically significant, positive correlation between use of

organizational mental health protocols and post-incident PFA protocols (rs(63) = .43, p < .01) was
also found. The above correlations implied a possible relationship between supportive MH culture
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and prioritization of resources toward MH needs like implementation of post-incident protocol or a

PFA plan to mitigate negative impacts of traumatic or troubling events.
Summary of Phase I Findings

Both descriptive and exploratory analyses indicated that training may be a weakness. This
preliminary finding corroborated the limited literature base (Berman et al., 1998; Berman & Davis-

Berman, 2002; Neill & Dias, 2001; Neill, 2008) and anecdotal evidence from key stakeholders.

Despite efforts by many wilderness medicine and wilderness-based education organizations to
develop quality curriculum around mental health (Moore, 2015; Morenz, 2012; NOLS, 2008a,
2008b, 2014a, 2014b; Phelan, 2003; Tilton, 2010), training for mental health may be underdeveloped
and underemphasized relative to the demands of field encounters. A strong positive relationship

between experience and overall preparedness to deal with mental health problems in the field was
identified. Analysis also revealed a negative relationship between experience and opinion of training

adequacy. Together, these findings indicate the possibility that personal and professional experience
with MH helped participants realize that they had not received enough MH specific training to deal
with MH problems in the field, highlighting a need for further development of training.
Screening for MH was identified as very important, with desired screening targets focused

on factors such as personal history of mental health, substance abuse, mental health related
medications, trauma history, and recent life stressors as opposed to family history of mental health
or substance abuse.
A supportive organizational mental health culture was related to prioritization of resources

for staff mental health through the use of protocols such as PFA following accidents, traumatic
injuries, and fatalities. Overall, procedures were often in place to support staff mental health

following events like accidents, traumatic injuries, and fatalities, but emerging best practices such as
Psychological First Aid (McGladrey, 2018; NOLS, 2017) were not consistently emphasized in

organizational training or practice. Overall, analyses revealed strengths in organizational
protocol/policy, while raising further questions about inconsistency in implementation.
Phase II
Qualitative Findings

The following provides the findings from the qualitative interviews. It is structured in two
sections. Throughout both sections, findings will be discussed in light of the literature or community

priorities, while novel findings will also be discussed in relationship to existing literature (Burnard,

2004).
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Section 1 — Major Themes and Sub-Themes

In the first section, primary qualitative findings are presented in terms of the five major themes
emerging from the key stakeholders, the literature base, and the interview analysis process. Each of
these major themes will be broadly introduced, accompanied by tabular presentation and discussion

of the most common sub-themes that emerged for each major theme in terms of how often each
sub-theme was discussed, and by what proportion of key informants.
Section 2 — Training, Screening, and Protocol/Policy

In the second section, the core qualitative findings are presented through the lens of the

convergence of major themes and sub-themes with study focus areas (Training, screening, and

protocol/policy) through in-text cooccurrence. Findings for each study focus area are presented in
concept maps linking the study focus area with sub-theme clusters from each major theme, with
accompanying discussion detailing connections between the existing literature base and the study
findings (Burnard, 2004).

Section I: Major Themes and Sub-Themes
Primary qualitative analysis revealed five major themes and 68 sub-themes representing both
deductively generated a priori codes and inductively generated novel themes that emerged from the
data during the course of analysis. These major themes were Processes, Mental and Physical

Health Problems, Needs and Stressors, Resources and Coping, and the expression of the study
aim, the Study Focus Areas. Throughout this section, major themes are presented in order of the
final coding scheme (same as above) while component sub-themes are presented in order of

descending utilization frequency. Major themes and component sub-themes are presented and

discussed in light of the literature base and study focus areas where such intersections occur. Novel
findings are denoted with an asterisk (*) in tables.

Overall, most a priori themes and sub-themes were confirmed or merged into broader,
conceptually congruent themes or sub-themes, while a myriad of novel findings were also
discovered. The A Priori Codebook (Appendix E) represents the pre-existing literature, anecdotal

evidence, and study focus areas that provided justification for the study, while the final Coding Grid
(Appendix F) represents the finalized coding scheme containing both a priori and novel themes and

sub-themes. A summary table, the Actual Codebook vs. A Priori Codebook (Appendix G), provides
a condensed summary of the convergence and divergence of the pre-existing literature base and the

final themes and sub-themes that presented during primary qualitative analysis.
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MajorTheme1:Processes

This major theme was defined by: Key informants' discussion of essential process oriented
components of wilderness medicine practice. Processes was inclusive of nine sub-themes, reflecting

six literature-based a priori sub-themes and three novel sub-themes emerging during the course of
analysis (Table 4.3). Connections with pre-existing literature are briefly discussed throughout.

Intervention. Discussed by all key informants, this a priori sub-theme (Morenz, 2012;
NOLS, 2008a; Phelan, 2003) refers to direct intervention strategies aimed at decreasing distress,

dysfunction, danger, or deviance in the field. Key informants talked about many different methods
of intervention to include active listening, processing, diffusing difficult behaviors, coaching or

teaching coping skills, enlisting peer support, containing problem behaviors, developing a behavior
contract, engaging patients in recovery or repair processes, and medical interventions for physical

injuries and illnesses. One key informant talked about anxiety management intervention utilizing
mindfulness practices:

Managing anxiety in general, but especially in those, in acute moments. I guess along with that too,
mindfulness practices I've found to be very helpful. That could be helpful in a broader sense. I think

its more practice around identifying behaviors that are pushing the boundary of what we accept for
any given program and dealing with it and conflict resolution for dealing with all of that.

Another key informant shared about utilizing an intervention strategy of validation and

containment:
So, on the one hand, validate these fill experiences that it makes sense thatyou might be nervous

here, and it might make sense thatyou'refeeling depressed in this particular situation. And kind of

acknowledge and validate what they're going through, and at the same time, contain it so that it

doesn't become the totalizing experience of their time in the outdoors.
Field Management. This a priori sub-theme (NOLS, 2008a) was referenced by all key
informants, and refers to indirect intervention strategies used to manage MH and medical problems
and related safety concerns in the field. Key informants talked about many different methods of

field management to include treatment planning, action planning, and supporting participants as a
group. They also talked about the importance of considering unintended consequences of prolonged

field management efforts, and discussed field management topics such as risk management, triage,
and utilizing programmatic or curriculum resources to support participants.
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Table 4.3
Processes
Sub-theme
Intervention

Field Management

Assessment

Evacuation

Anticipate MH

Brief/Debrief

Recognition *

Information
Management *

Follow-Up *

No.
References
117

No. and % of n= 16
Interviews n(%)
16(100)

62

16(100)

53

15(94)

Processes related to evacuation and
termination of field management
Processes related to the importance
of expecting, preventing, planning
ahead for, or taking a proactive
stance toward the potential
presentation of MH problems in the
field
Briefing or debriefing and related
interpersonal reflective processes to
learn from what happens in the field

53

15(94)

52

14(88)

31

13(81)

Processes related to identification &
recognition of MH problems and
personal or contextual factors
influencing assessment, field
management, intervention
Processes related to confidentiality
and information management

33

10(63)

24

10(63)

Key informant mention of processes
related to follow-up

11

6(38)

Description
Direct intervention processes aimed
at decreasing patient distress,
dysfunction, danger, or deviance
while in the field
Indirect intervention processes used
to manage MH and medically related
risk and safety concerns while in the
field
Processes related to the assessment
and understanding of MH and
medical problems in the field

* = novel findings

This key informant talked about being conservative and adapting a course itinerary to

mitigate risk associated with group impacts of MH problems:

I think both of those incidents or instances I made more conservative risk management decisions in
all of this because I knew that it was this added stress. I knew that it was this extra thing and that

I guess my training told me to be conservative and how these are related to group dynamics and how
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that has effects on risk management and I think my training helped encourage me to say we never
need to push hard, at least in the organizations that I've worked for. I was really empowered to

shorten the route for various reasons, but that was one of them, you know.

Assessment. Referenced by almost all key informants, this a priori sub-theme (Morenz
2012; NOLS, 2008a) refers to processes related to the assessment and contextualized understanding

of MH problems in the field. Key informants talked about a variety of methods of assessment to
include in field data gathering, observation, using curiosity to explore problems, interviewing the

patient, seeking clarification, working to understand patient history and current complaint, and

assessing risk. One key informant shared about assessment by discussing individual and contextual
factors to consider during assessment:

And, uh, our plan is, is that they stay within what they're comfortable with, they do a patient

assessment and uh, make sure they're comfortable, that there isn't something physical going on. Then
the patient assessment becomes a lot of what I was talking about earlier, which is an inquiry into
what's the patient's history? Um, what the patient tells you about what their history has been,
what's going on now, what things can you control? What things can't you control?
Another shared the process of assessing considerations that affect decisions about field

management of mental health problems:

We ask them to make an assessment. If the intervention is simple and within their competence they
can do it. But a lot of times it's a decision of, again, 'can I manage this in the field?' Or, uh, 'does

this patient have to see a physician?' I can't expect to reverse a disease process that's been going on

for years or decades. I have to make a decision about whether it's appropriate for this person to stay

in the wilderness or not.

Evacuation. This a priori sub-theme (Morenz, 2012; NOLS, 2008a; Tilton, 2010) was talked
about by almost all key informants. It referred to evacuation, and processes associated with

evacuation. These included termination of field management, initiation of evacuation efforts,
walking out of the field, helicopter extrication, and participant statements indicating they feel unable
to continue on course. One key informant shared about evacuation by talking about how ongoing
boundary issues between two participants led to removal of one participant from the field:

So, I was on one canoe trip where one of the boys hit another boy in the face with a canoe paddle and
there was a lot of bullying between the two of them leading up to that cause they had been in the
same treatment program for, I don't know, four or five months by that time. And so there was like
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ongoing bullying and just disrespect between them. So we ended up evacuating the one young boy but

I mean, that led into many conversations about how bullying can lead to these like long-term issues.

Anticipate MH. Most key informants discussed this a priori sub-theme (Moore, 2015;
Morenz, 2013; Phelan, 2003). It concerns processes connected with the importance of expecting,
preventing, and planning ahead for MH problems. Key informants relayed how MH problems are

not a possibility but a probability:

Working in the outdoor industry it's probably not a matter of if something major is going to happen

or something traumatic or some encounter with mental health. It's just a matter of when, and I
think really understanding that and having instructors or guides really aware of that possibility.
They also talked about how pre-trip screening information should be utilized to prepare for
encounters with MH problems, and building awareness about what kinds of MH problems might be

encountered in the field. They discussed the importance of informing participants about the stress

that is typically present in mountain-focused wilderness-based education, and especially the
importance of taking a proactive stance to adaptation of curriculum, trip objectives, and staffing
when there are known MH issues:

Finding a way to let people know what is going to be happening on the course and asking questions

in terms of the screening, like when you're in a stressful situation, what are your tells and how, you
know, what does your body do, what are your go to kind of comfort or coping mechanisms. What
does that look like? How often does this happen for you? What situations has it happened in

before? So yeah, just really trying to get a picture about what happens to the person or individual
when they're stressed, and under pressure.
Brief/Debrief. This a priori sub-theme (NOLS, 2008a) was referenced by most key

informants, and pertains to processes related to briefing and debriefing before and after courses or
after critical incidents and near misses. It can be described as an interpersonal reflective process
where the general goal is to learn from experiences as instructors, colleagues, and organizations in
order to not repeat past mistakes and gather information to better inform decisions on future

courses. A key informant explained:

I think an important one for me or from my perspective is, is the debriefing process that happens

afterwards. Whether that be you, it's like a director, supervisor, other staff, whoever it is, but I
think it's important to hear the people who have managed the mental health issues in the field. To
have that time, the process and talk through it themselves and make sure that the decisions that were
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made were effective and helpful and how they can either do the same moving forward or make

changes so that it works better for all parties involved.
MajorTheme2:MentalandPhysicalHealthProblems

This major theme was defined by key informants' discussions of mental and physical health

problems, or topics that describe, contextualize, elucidate, or impact mental and physical health
problems. Mental and Physical Health Problems comprises 13 total sub-themes, inclusive of ten

literature-based a priori-subthemes and three novel sub-themes that emerged during the course of
analysis (Table 4.4).

MH Problem. This a priori sub-theme (Berman & Davis-Berman, 2002; Davis, 2009,

Flannery & Everly, 2000; Morenz, 2012) was discussed by all key informants. It refers to any mental
health problem or mental health issue. Essentially, this was a catchall sub-theme that identified
participant references to mental health problems regardless of whether a diagnosis or condition
name is explicitly stated. Key informants talked about diagnosable mental health problems, implied

mental health problems, and negative mental health reactions to stress that demonstrate distress,

dysfunction, danger, or deviance. This key informant shared about participant mental health
problems such as self-harm and suicidality:
Last year we had a student with a previous history of suicide ideation and self-harm and that
student did end up harming themselves on the course. First without instructor knowledge, eventually

other students brought it to our attention and then we ended up getting that student the treatment

that they needed and ultimately they left the field.

Another key informant referenced MH problems by discussing co-instructor mental health
problems such as the triggering of issues related to trauma survivorship, and difficulties related to
having a supervisor with untreated mental health problems:

And then with other work that I've done more in private guiding, it's been actually with other

coworkers. So having people who have had a traumatic event and getting really triggered by them or

having um challenges with like good hazard perception, risk management or if they're in a leadership

position, kind of having not consistent reactions to things. And so having yeah, and then one boss
that I had for a number of years, I was never told there's a diagnosis, I don't think he'd ever sought
help for mental health, but suffering from PTSD and some kind of personality disorder.
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Table 4.4
Mental & Physical Health Problems
Sub-Theme
MH Problem

MH Diagnosis
Signs & Symptoms

Boundary Issue *
Medical Problem
Trauma Survivorship *

Suicidality
Trigger

Stress Responses

Emergence &
Exacerbation
Self-Harm
Fatality *
Medical-MH Overlap

Description
MH problem or MH issue
indicating the presence of
distress, dysfunction, danger, or
deviance (4Ds)
MH diagnoses, MH diagnostic
categories, or specific types of
mental health problems
Signs (observed) and symptoms
(reported) and synonyms
Boundary issues or boundary
violations
Medical illness or injury
The physical, mental, emotional,
and neurological legacy of
trauma
Suicidality
Trigger,' 'triggered,' or a MH
problem presentation following a
specific, known event
Physiological or psychological
responses to stress
MH or medical issues appearing
or getting worse
Intentional self-harm
Fatality
Medical-MH overlap or
cooccurrence

No.
References
144

No. and % of n= 16
Interviews n(%)
16(100)

103

16(100)

43

13(81)

41

13(81)

46
30

12(75)
11(69)

29
20

11(69)
9(56)

11

9(56)

14

8(50)

14
17
10

8(50)
8(50)
6(38)

= novel findings

MH Diagnosis. Pertaining to specific diagnostic categories and other specific mental health

problems, this a priori sub-theme (APA, 2012; Moore, 2015; Morenz, 2012; Phelan, 2003;

Schimelpfenig & Safford, 2016) was discussed by all key informants. They talked about many types
of diagnosable mental health conditions such as depression, anxiety, bipolar I and II, attention
deficit hyperactivity disorder (ADHD), autism, panic disorder, schizophrenia, post-traumatic stress

disorder (PTSD), conduct disorder, oppositional defiant disorder (ODD), obsessive compulsive
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disorder (OCD), eating disorders, substance use disorders, and personality disorders. One key
informant discussed MH diagnoses by talking about the presentation of PTSD in the field:

We had a couple of women get triggered by an event. One was a gun shot, and guess she was very
anxious, kind of became displaced, kind of thought she was back in that moment of trauma, and
then later that evening had a seizure.

Signs & Symptoms. This a priori sub-theme (APA, 2013; Morenz, 2012; NOLS, 2008;

WHO, 1994) was referred to by most key informants. It is concerned with signs (observed) and
symptoms (described) of mental health and medical problems indicating distress, dysfunction,
danger, or deviance in the wilderness context. One key informant talked about signs and symptoms

of mental health problems, in this case bipolar disorder:

I can think of a student with a history of bipolar disorder who was for some reason was altering a

normal medication pattern and had very, uh , dramatic mood swings when she was in thefield with
us. And, we were just at the edge of our competency managing her, uh, extremes of energy versus her

extremes ofwhat I would call a depressive, uh, affect.
Boundary Issue.This novel sub-theme was discussed by most key informants. It refers to

interpersonal boundary issues and boundary violations such as harassment, deception, manipulation,
bullying, acts of discrimination, physical violence, sexual acting out, going away without leave

(AWOL), not following directions, noncompliance with policy, and not respecting established group
conduct expectations. One key informant talked about how a participant not following an

established plan or instructions resulted in an accident:
Another one was one that actually just happened on a climbing course and a student took a really

bigfallfrom the top of a cliffpartway down the route through basically clipping the wrong rope into

the system, like notfollowing their 'plan or instructions.
Another key informant discussed boundary issues such as AWOL and physical violence
between course participants:

You're evacuating or having AWOLs, which are absent without leave. People that are running or
disappearing, escaping things, or where they were fighting a few times. Or that one or two were going

head to head and kind of separate them...they were fighting physically. They were coming off meth.

A lot ofmenial heallh around their addictions as they were detoxing.
Medical Problem. This a priori sub-theme (Meyer et al., 2009; Neill, 2008; NOLS, 2008a)
was discussed by most key informants. It is concerned with medical illness and injury. Key
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informants talked about a variety of medical problems. One key informant addressed medical

problems by talking about altitude illness:

So what is an early sign? Well, you take whatever the late stage signs are and you put a little twist
to them. So there at 11,000feet, ifyou're showing shortness ofbreath, not while resting, shortness of
bιeath with mild exercise coupled with a 10 point drop in your pule oximetry, thenyou most likely

have allilude related problems going on.
Trauma Survivorship.This novel sub-theme was endorsed by over half of key informants.
It is concerned with the physical, neurological, psychological, and emotional legacy of trauma and

traumatic stress, otherwise known as trauma sequelae, in general and with regard to participant and
instructor mental health. Key informants discussed trauma survivorship by talking about PTSD

specific symptoms, after effects of trauma, previous traumatic events being triggered by present day

events, and the chronological persistence of the effects of trauma and traumatic stress. Here, one
key informant describes leading groups that had experienced trauma:

I guess the three main groups I worked with were survivors of trauma. Thefirst nations kids, who

have kind of various degrees of some trauma, sometimes they're just like you know, normal kids,
and then veterans. I don't do a lot of work with veterans, but [organization] had a veteran's

program. I did a couple of courses with that.

Suicidality.Over half of key informants discussed this a priori sub-theme (Morenz, 2012,
NOLS, 2008a; NCBH, 2013). It refers to suicidal thinking, statements, and actions. Key informants

talked about suicidality by discussing assessment, field management, and eventual evacuation to
access a higher level of care, as this key informant described:

The suicidal one would just became, you know, we just had to go to our intuition, and our comfort

about the risk. And, the decision we made was that we were, we were uncomfortable, that it was
beyond our competence level and we were able to convince this student that they should leave thefield

so they could talk to somebody and the student eventually left the field, talked to somebody and did
not return.
MajorTheme3:Needs&Stressors

This major theme was defined by key informants' discussion of needs, problems, and
experiences that can be described as stressful from a personal, interpersonal, professional, or

organizational standpoint. Needs & Stressors comprises 11 sub-themes inclusive of four literature
based a priori sub-themes and seven novel sub-themes that emerged during the course of analysis
(Table 4.5).
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Table 4.5
Needs & Stressors

Sub-theme
Stress & Challenge
Occupational Stress

Trauma/Stress Injury *
Non-Disclosure *

Group Impacts of
MH/PH Problems

Barriers to Self-Care*

MH is Difficult *

Lack of Normal
Coping Methods

Unsupportive Org
Culture *

Accident
Increase in MH
Presentation *

Description
Stress and challenge in general, or
in the context of wilderness-based
education curriculum and practice
Occupational stressors and issues
related to burnout such as
vicarious trauma & compassion
fatigue
Trauma and stress injury in life in
general or as related to wilderness
based education
Non-disclosure of MH or medical
issues
Ways that MH or medical
problems impact other participants
of the course or impact the patient
socially, or how these problems
were impacted by group dynamics
Organizational or practical barriers
to self-care
Key informant mention that MH is
difficult to deal with, more difficult
than physical health, is
unpredictable, exhausting, hard to
know enough about or train for
Key informant mention that
normal or preferred coping
methodologies are not available in
or out of the field
Unsupportive org or industry
culture around MH and related
issues as a barrier to self-care,
quality of life, or field medicine
processes
An unpredicted or unintended
event leading to injury, illness or
death
Presentation of MH problems is
increasing

= novel findings
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No.
References
71

No. and % of n=
16 Interviews
n(%)
16(100)

53

16(100)

53

16(100)

37

16(100)

31

15(94)

30

14(88)

40

13(81)

14

9(56)

17

7(44)

14

6(38)

5

4(25)

Stress & Challenge. This a priori sub-theme (Fabrizio & Neill, 2005; Hattie et al., 1997;
Neill & Dias, 2001; Neill, 2008) was discussed by all key informants. It pertains to stress and
challenge in general, and to the educational and environmental context of wilderness-based

education and related fields specifically. They also discussed how physical and mental stresses are
not separate, always occurring together. Key informants talked about demanding aspects of the
challenge and growth core of wilderness-based education curriculum, and the role of stress in

developing capacity and resilience, as exemplified in this key informant's quote:

So I mean, the best example of that's when you take someone to rappelling, you put them over the

edge, they're freaking out. They hit the ground, then you say, okay, what was your thing? Oh, we're
committing, it was doing this. It was not knowing. It was my inability to control and then once I
had it, I was good.

Occupational Stress. This a priori sub-theme (Edwards & Gray, 1998; Marchand, 2008;
Marchand et al., 2009; McGladrey, 2018; Thomas, 2003) was discussed by all key informants. Key

informants talked about such occupational stressors as low pay, challenging co-instructor/supervisor
relationships, work related stress injuries, and struggles with balancing their nomadic personal and
professional lives, as explained by this key informant:

I think that's just the hard part about this work sometimes is that maybe for individuals when
they're out in the field working, they're very high functioning and you know, maybe the outdoors is

their happy place. So they feel at peace or they're kind of their best self. Often problems can crop up

when they get back home and there's difficulties in their relationships or if they are struggling to find
a home base because you know, they don't want to pay rent when they're gone 90% of the time.

Trauma/Stress Injury. This novel sub-theme was referenced by all key informants. It
refers to trauma and stress injuries in general, as well as trauma and stress injuries in the context of
wilderness-based education and related fields. Key informants talked about individuals and groups

with trauma history, and how this trauma and stress injury history can be triggered in the wilderness

context. Trauma and stress injuries also occur in the context of wilderness-based education and

related fields when there are accidents, illnesses, fatalities and other stressful events. One key

informant discussed trauma and stress injuries by talking about working with participants dealing
with traumatic histories:

I've worked a lot of programs in my years with women who are survivors of domestic violence. I've
worked a ton in the last 10 years with women veterans. So that whole gamut of female population
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that is included, rape victims, incest victims, people who are dealing with military sexual trauma and
then all of the mental health issues that go along with that.
Non-Disclosure.Referring to non-disclosure of mental health or physical health issues, this
novel sub-theme was discussed by all key informants. Key informants talked about course

participants or their families failing to report mental and physical health issues, or being untruthful
about them. They also talked about a lack of disclosure due to worries about a potential course

participant being screened out, and about non-disclosure of instructor mental health issues due to
worries about not getting work contracts. A key informant shared the following about non

disclosure:
I've definitely been bitten by it. I can think about times when you're like... You're three days into a
two-week thing, and you're like, man, this person is legit suffering from some sort of mental health

thing. Then you sit down and talk with them and they tell you about it, and you're like, damn it, I
wish I'd have known that two days ago, or three days ago, whenever we started.

Group Impacts of MH/PH Problems. This a priori sub-theme (Morenz, 2012; Tilton,
2010) was talked about by almost all key informants. Key informants talked about ways that group
dynamics can interact with mental health problems. One key informant talked about how a mental

health problem caused the end of a trip for their entire group:

There was maybe 12 kids and three instructors and it was such a long drive home. We actually
pulled the entire course just for us to...the logistics did not really allow for us to keep going. So we did
go back home. As we were driving home, made all the phone calls to the family and the counseling
staff and family members were there to meet us. And then we did not continue the backpacking trip.

Barriers to Self-Care. This novel sub-theme was referenced by most key informants. It

pertains to a variety of pragmatic and organizational barriers to self-care such as stigma, an
unsupportive organizational culture, or worries about how disclosure could affect employment

opportunities. They also discuss the idea that the MH focus in training is typically on participants,
while mental health concerns among instructors are not a common topic. Here, one key informant

shared about how pragmatic concerns such as a lack of staffing resources could be a barrier to self

care:

I think it's really hard when you're dealing with seasonal staff. And I guess that's where I tend to

think that the large part of the gap lies. But in my opinion, having enough staff resources that you
can always replace someone is something that should be in place, because I feel like I've been pushed
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to work when I didn't necessarily want to or feel like I needed to or should because there was no one
else that could take my place.
MajorTheme4:Resources&Coping

This major theme was defined by key informants' discussion of resources, actions or

processes that are helpful, growthful, or adaptive from the personal level through to the professional
and organizational level. It demonstrates the full depth and breadth of insightful, helpful, and

solutions focused ideas that key informants discussed. Resources & Coping comprised 25 sub
themes inclusive of eight literature based a priori sub-themes and 17 novel sub-themes that emerged
during the course of analysis (Table 4.6).

Personal & Professional Experience. This novel sub-theme was referenced by all key

informants. It pertains to personal & professional experiences that have built capacity in general and
with regard to mental health specifically. Key informants talked about personal and family

experiences with mental health problems, about volunteering to gain experience, and work in unpaid

professional experiences in emergency response and psychiatric hospitals. They also spoke of the
value of personal and professional experiences in building skills and gaining perspective, and their
value in building capacity as compared to formal or informal training experiences. One key

informant referenced the value of personal & professional experiences in recognizing mental health
problems, practicing compassion, and assessing risk:
In part, I think it's working with so many different kinds of people is part of it. Like I've worked
with kids, I've worked with adults, I've worked as an educational assistant subbed in schools and
this kind of thing, and just like seeing a whole lot of different things. So my approach always is like,

"Okay, I'm going to treat this person with kindness and with as much patience as I can," and then
try to recognize these kind of lines of risk of when it becomes a danger to either them or me.

Establishing Emotional Safety. Discussed by almost all key informants, this novel sub
theme is relevant to actions and processes that assist in developing or establishing emotional safety,
and closely related to the principles of Psychological First Aid (McGladrey, 2018; NOLS, 2017). It

includes such themes as relationship building, validating people's experiences, staying calm,
practicing compassion and empathy, empowering others, establishing trust and respect, establishing
and maintaining healthy boundaries, fostering hope, addressing basic survival needs (such as food,

shelter), knowing when to decrease or mitigate participant stress exposure, knowing when to assist
and when to give people space, and calming the nervous system.
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Table 4.6
Resources & Coping

Sub-theme
Personal &
Professional
Experience *

Establishing
Emotional Safety *

Description
Importance of personal, volunteer, and
professional experiences and learning
efforts in building capacity personally
and professionally
Strategies, actions, or processes related
to the establishment and maintenance
of emotional safety

No.
References
79

No. and % of
n=16 Interviews
n(%)
16(100)

69

15(94)

Normalize
MH/reduce stigma *

Stigma/prejudice about MH and the
normalization and reduction of
stigma/prejudice around MH

61

15(94)

Disclosure *

Honest and open disclosure of mental
or physical health issues

45

15(94)

Collaboration *

Collaborative processes focused on
working together for an improved
outcome
Advanced MH or medical health care
provider or facility regardless of setting

35

15(94)
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14(88)

Supportive org or industry culture
around MH and related issues as
facilitating self-care, quality of life, or
patient care
Screening processes that extend past
the initial filling out of screening forms
or documents

36

14(88)

28

14(88)

Medication
Communications
Technology

Medication
Communications technology in general
or the use of communications
technology in the field

42
33

12(75)
12(75)

Colleague Support &
Mentorship

Colleagues/co-instructors supporting
one another with regard to personal
issues or from a peer, administrative,
mentorship, or coaching stance for
support and/or professional
development

25

12(75)

Responsive Staffing *

Flexible staffing processes in response
to instructor, participant, or org needs

18

12(75)

Instructor Self-Care*

Instructor self-care and self-advocacy
efforts

34

11(69)

Adv Med/MH
Provider
Supportive Org
Culture *
Multi-Step Screening *

* = novel finding
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Table 4.6 Continued

Coping & Growth
Scope of Practice *

Concrete &
Actionable *
Consultation

Communication Skills

Diversity/Inclusivity *
Employee
Benefit/EAP *

Family Support *
Stress Continuum *

Responsive MH
Training, Protocols &
Policies *

Instructor Manual *
Participant Peer
Support *

Growth through challenges,
positive adaptation to stress and
challenge
Knowledge, concerns, or
advantages of navigating scope of
practice issues
Methods, strategies, frameworks,
protocols being accessible, easy to
follow, concrete, actionable,
practical, simple
Utilization of consultation and
consultation processes through
organizational networks, incident
response networks, and on
course/off course resources
Communication skills in general or
specific methods or strategies for
communicating with people
Topics related to diversity and
inclusivity such as culture, SES,
non-exclusivity
Employee benefit programs such
as free counseling

23

11(69)

32

10(63)

31

10(63)

22

10(63)

21

10(63)

21

9(56)

12

9(56)

Utilization of family support or
assistance
Stress continuum, mental health
continuum and its synonyms and
components
Adaptation of training curriculum,
protocols, screening or policies
based on issues encountered
and/or understandings arrived at
through briefing and debriefing
processes
Instructor field manual
Participants supporting one
another, providing constructive
feedback, or looking out for one
another's best interests

20

8(50)

12

5(31)

7

4(25)

4
4

3(19)
3(19)

* = novel finding
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One key informant talked about how knowing when to engage/when not to engage
and addressing basic needs can help establish a sense of emotional safety:

And the training that they provided, and it was kind of crucial to know when to support them and

when to push a little bit, and when you just need to kind of dial it way back and make sure those
basic needs are being taken care of. I think some of my training, just from [organization] in how to
speak with people and how to take care of their basic needs, and how to figure out like when they're

kind of spiraling down, what they actually need to get them kind of in a safe spot really helps
sometimes.

Normalize MH/Reduce Stigma. This novel sub-theme was discussed by almost all key
informants, relating to literature on stigma (NCBH, 2013; Teachman et al., 2006). It concerns issues

of stigma and prejudice as well as the need for normalization of mental health issues and reduction
of stigma and prejudice. Key informants talked about discomfort with MH topics, prejudice about
MH problems, treating people with MH problems differently, the effects of stigma and prejudice,

the need to address stigma and prejudice, a need to normalize MH issues, and treating patients as
people first and diagnoses later. One key informant shared about stigma and prejudice, and the
potential for training to help address it:

I think the big thing, and I know I've fallen into it, is like stigma. You know just like oh Johnny's
going to be a bad kid, or is going to be a handful, or maybe this person shouldn't come. I think you
have to be careful of those biases and stigma probably. I think being objective is really important,

probably some training around that could be useful.

Disclosure. Talked about by almost all key informants, this novel sub-theme refers to the
honest and open disclosure of mental or physical health issues by participants, instructors,

supervisors, etc. One key informant talked about how having some common language around
mental health problems could help instructors feel safe to disclose personal mental health issues and

access the support they need:

I think just even having a common language with other instructors or managers around you allows
you to you know, it makes it easier to talk about stressors or if you're having anxiety, or some kind
of mental health issue, and just to know that everyone's on the same page and receives the same

training. I think that just makes people more likely to tell the truth and feel like they can get the

proper support as needed.
Collaboration. This novel sub-theme was referred to by almost all key informants. It

pertains to mutual collaboration, and comprises reciprocal problem solving processes aimed at
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achieving improved situational outcomes between any two parties from an individual to

organizational level. One key informant discussed collaboration by sharing about how a
collaborative approach helped deal with participant anxiety:

The anxiety episode I think of, uh, we just worked with that student. Uh, I don't think we, I don't
remember consulting with anybody. Uh, it was just a lot of attention, a lot of listening to their

concerns, a lot of, a lot of trying to demonstrate how they, with our support, were going to be able to
manage these concerns.
Advanced MH/PH Provider. Referenced by almost all key informants, this a priori sub

theme (Coombs, NOLS, 2008a) refers to advanced medical and mental health providers and

facilities, and includes mention of health care providers, such as therapists, physicians, clinics,

hospitals. One key informant discussed advanced providers by talking about utilizing consultation

with a physician to determine how to handle a medication related problem:

For the vet, after talking with [physician], he reminded us that there weren't any contra indicators
for [anti-emetic medication] and opiates as far as interactions. Andfirst, you had to get him back
on his opiate regime, but we had to get him to stop throwing up first. And both drugs in the system

would be OK.

Supportive Organizational Culture. This novel sub-theme was discussed by most key
informants. It pertains to a supportive organizational or industry culture around mental health and

related issues such as occupational stress, trauma/stress injury exposure, disclosure, burnout,
instructor self-care, personal quality of life, or client care, as endorsed by this key informant:
But having some avenue to be able to talk about the situation, and talk it through would be useful.

I think some companies are really open about that. I work with [organization] and I think they do

a greatjob with that aspect. Ifeel comfortable going to the owners or to any of the staff and talking if
I had a problem.

Multi-Step Screening. This novel sub-theme, discussed by most key informants, concerns

any screening processes that extend past initial completion of screening forms and documents. It
includes such topics as how initial screening can lead to opportunities for conversations with

potential participants and their families, orientation to the rigors of wilderness-based education, and

referral to courses or programs that may be a better fit. It also concerns utilization of multiple data
gathering methodologies such as collateral information from advanced providers, and prerequisite
course participation prior to course admission to allow for extended observation. Key informants
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shared about how multi-step screening processes could encourage disclosure, utilize advanced
providers, and prevent future evacuation challenges, as explained by this key informant's quote:

But just to say it plainly, we want to know more and it doesn't mean you're not going to be a let on
this trip. We really encourage you to be honest in your answering this. Its a starting point and I

think an organization needs to have their own professionals who maybe have a conversation with the
students, the parents, instructors as well. So they're doing the due diligence on the programmatic end

and saving a lot of evacuation challenges that could come.
Summary of Major Themes and Sub-Themes

Stress and coping processes in general are endemic to the wilderness context (Van den Berg
& Heijne, 2005), to curriculum and personal growth targets in many wilderness-based education
programs (Neill & Dias, 2001), and to the lives of people who operate as first responders with

limited support options in the field (McGladrey, 2018; Schimelpfenig & Safford, 2016). This is

evidenced throughout this study, especially in the qualitative findings. Overall, the major themes and
sub-themes represent an adaptation of the concepts in the literature based on stress, appraisal, and

coping, through the lens of field medicine processes related to MH problems. Needs & Stressors

are integral to wilderness-based education's experiential learning model, and to living in a

mountainous wilderness context (Bixler & Floyd, 1997; Farrace et al, 1998; Hill, 2007; Neill & Dias,
2001; Neill, 2008). The same can be said of Resources and Coping, necessary to appraisal of stress
and adaptive growth through challenge (Miller & McCool, 2003; Morenz, 2012; Neill, 2008). Of

course, many normal coping methodologies are unavailable in the wilderness context (Miller &
McCool, 2003), presenting participants and instructors with unique challenges to adaptive coping

(Morenz, 2012; Neill, 2008; Schimelpfenig & Safford, 2016). This can result in the emergence of

Mental and Physical Health Problems in the Field (Berman et al., 1998; Chrousos & Gold, 1992;
Neill, 2008; Schimelpfenig & Safford, 2016), dealt with through field medicine Processes (Figure
4.1).

Primary qualitative analysis revealed that the concepts of Needs & Stressors as well as

Resources & Coping affect not only the individual experiencing Mental & Physical Health
Problems, but also their peer group, the instructor working with a client in the field (Edwards &

Gray, 1998; Marchand, 2008; Thomas, 2003), and the organization the instructor works for. Key
informants discussed these major themes in relationship to field medicine Processes which typically

begin with briefing and end with debriefing. They also discussed them in regard to screening and
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organizational protocol/policies, intended to support field medicine processes as well as instructor
mental health needs in the field and upon their return home.
Figure 4.1
Major Themes and Sub-Themes Process Model

The experience of dealing with illnesses, injuries, and fatalities in the field is a challenging
one for instructors (Morenz, 2012; Schimelpfenig & Safford, 2016), as is dealing with difficult
behaviors on a repeated basis (Marchand, 2008). These experiences can produce stress injuries in the
short term (McGladrey, 2018; NOLS, 2017), and stress related illnesses in the long term (Agid et al.,
2000; Agid et al., 2000), sometimes resulting in identifiable burnout syndrome and workforce

attrition (Thomas, 2003), affecting organizational health and well-being through experiences of
collective stress (Dupere & Perkins, 2007). Whatever the root cause, MH problems present a unique
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challenge for clients, instructors, and organizations (Schimelpfenig & Safford, 2016). This challenge
is often experienced through the lens of field medicine processes and interpersonal interaction with

people who evidence distress, dysfunction, danger, or deviance in the field (Davis, 2009; Moore et
al., 2015), or after getting back (Edward & Gray, 2009; McGladrey, 2018).

Clients, instructors, and organizations must each address MH problems through their own

transactional framework, assessing the situation and coping with it using the capacities and resources
available (Dupere & Perkins, 2007; Miller & McCool, 2003; Palinkas, 1992; Schimelpfenig & Safford,
2016; Schuster et al., 2006). This complexity was evidenced through five major themes, comprising

68 sub-themes, 38 of which reflected prior literature or study focus areas, and 30 of which
represented novel findings not represented in prior literature. The following section overlays the first
four major themes on the study focus areas to directly address the research question, study aim,
and study focus areas.

Section 2: Training, Screening, and Protocol/Policy
The aim of this study was to assess needs and assets, and to develop a set of

recommendations for training, pre-trip screening, and organizational protocols to assist with
successful management of mental health problems in mountain-focused wilderness-based education
and related fields. The following findings represent the achievement of that aim, reflecting an

overlay of the first four major themes upon the fifth major theme, the study focus areas. Co

occurrence frequencies for these confirmed thematic relationships are included in the Thematic Co
Occurrence Networks (Appendix L).

Training Findings
Overall, MH training was the study focus area encompassing the greatest number of needs,
with relatively few assets. Key informants discussed 15 sub-themes related to MH training needs,

and shared ways that training failed to prepare them for field MH encounters. However, they also

discussed seven sub-themes related to MH training assets, sharing ways that training had prepared
them to cope with field MH encounters. Four sub-themes were associated with both needs and
assets. Finally, key informants discussed 18 sub-themes involving MH training recommendations,

sharing a variety of suggestions for how training could be improved.

MHTrainingNeeds
Overall, training was identified as a weakness, substantiating Phase I findings indicating a
lack of development in formal and informal MH training. These findings also corroborated the

literature base, which indicated that there is a lack of existing literature to guide the development and
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practice of training (Davis-Berman & Berman, 2002; Fagenholz et al., 2007; Farrace et al., 1998;
Mortimer, 2010; Van den Berg & Heijne, 2005). Sub-themes associated with current MH training
needs were inclusive of ten a priori sub-themes and five novel sub-theme describing concerns about

lack of training, irrelevance of training, and its inapplicability to field encounters with MH problems.
Underrepresentation of MH in Training. Underrepresentation of MH topics in

Wilderness First Responder (WFR) and Wilderness Emergency Medical Technician (WEMT) was a
common criticism of currently available formal training opportunities, in line with literature

indicating a lack of representation of MH topics in wilderness medicine (Berman et al., 1998;

Schimelpfenig & Safford, 2016; Tilton, 2010):
To be honest, nothing really coming to mind other than like in the most recent [organization] staff

training that we did...yeah. So that's been like, I've been working in that kind ofindustry and for,
you know, between eight to 10 years and that's the first time it's been very directly addressed.

Another commonly expressed concern was a lack of training on the role of course stress in

the emergence and exacerbation of MH problems in the field, especially in light of literature
documenting the unique stressors and lack of normal coping methods present in wilderness-based

education (Neill & Dias, 2001; Neill, 2008), as described by this key informant:
My opinion is that those people that say it's expressed unexpectedly in the field are not well-trained,
right? You're going into the field, it's a place of discomfort in extremis. These things should be

expected to be out there andpeople should expect thatpeople are not going to disclose.
Lack of Fidelity in MH Training. In line with a literature base indicating a lack of

adaptation of urban practices for the wilderness context (Berman et al., 1998; Berman & Davis-

Berman, 2002; Seeger, 2006) key informants talked about how training does not adequately cover
common MH presentations, or provide an accurate representation of the unique difficulties of real

field MH encounters in applied skills training. One key informant described how he relies on his

experience and instincts, as opposed to training due to a lack of accuracy and applicability in MH
training:

Most of how you train in that is you have to go; you just go out and do it. Yeah. There's very little
high fidelity simulation or scenario in that training. Where, for example, uh, somebody would be

playing the role of a patient with a certain mental health crisis and playing that role with accuracy
and then I would engage with them and I'd be engaging in a model that was actually accurate enough

that my learnings out of it would be relevant. So in training people can say, well, I want to do a
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scenario where somebody is having an anxiety attack, yet it's so difficult to get the person who is

roleplaying to roleplay accurately enough that the learnings are useful.

Evacuation Overemphasized in Training. Evacuation processes were described as
disruptive, and too often the training's go-to response to MH problems presenting in the field. Key

informants felt that evacuation was overemphasized relative to other field medicine processes such
as prevention, preparation, field management, and intervention (novel finding), as shared by this key
informant:

When you've got somebody who's acting manic, then you need to get them out. Evacuate, evacuate,

evacuate them. That's the answer that is used for the most part in the industry. And I realize why,
but it's not feasible. It doesn't always make sense or comprise the proper method. There's no way

when that woman, you know, had that event and on [high altitude expedition] where we were days
and days from anybody in unexplored terrain that I could do anything with her besides deal with her
at that point in time...if you were to have to deal with it on a daily, regular basis because you

couldn't get rid of them, you couldn't evacuate them, you can't call a helicopter, you can't do anything

to get rid of them. Now all of the group, you've got to deal with it, you know, whether it's drug

induced, recreational or inappropriate medication, whatever, you know, or cerebral edema that causes

people to be dramatic, to differentiate those things come are well outside the scope of what's taught in

the formal training.

Trauma/Stress Injuries not Adequately Addressed. Trauma and stress injuries were
major areas of concern with regard to participant and instructor MH throughout the study. Here, an

informant relays how training related to MH problems as well as trauma and stress injuries is lagging
behind (novel finding):

I do feel like overall all of the outdoor companies that I work for are still lagging pretty far behind in
mental health training, stress injury training.

Another informant indicated that current training fell short in preparing them to deal with
these issues from the standpoint of the lasting after effects of trauma (novel finding):

Another one from memory is a student I had. I don't remember the name of the disease but she had
a traumatic experience as a young kid about like her brother drowning or something, and then she

had recurring visions of it every night. She talked about that, and that was a big one because it
would affect her in course, and so she talked about those dreams and I had like no experience

dealing with that one.
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Personal & Professional Experience > Training. Many key informants regarded current
MH training as underdeveloped, and emphasized the utility of personal and professional experience

over training (novel finding), as described by this key informant:

I feel like most of the way that I know how to handle these students comes from my own personal
experience, or working with one of my sisters has pretty severe mental health issues, so like thinking

about working with her, working with friends who have these kinds of issues come from like my own
personal life experiences rather than training.
MHTrainingAssets

Key informants did not identify many assets related to training, reflecting a lack of literature
focused on MH practice in the wilderness context and the early stage of curriculum development in

this area (Berman et al., 1998; Schimelpfenig & Safford, 2016; Tilton, 2010). Key informants

discussed seven sub-themes in association with MH training assets, including four a priori sub
themes and three novel sub-themes. Key informants shared about assets in current MH training to

include training being adequate, helpful, or representative of problems encountered on courses.
They also talked about how training is improving or increasing, and how current training had helped
them feel ready to deal with MH problems in the field.

Field Risk Management Training is Useful. Specific training on field risk management
strategies such as removal of triggers, containment or isolation of problem behaviors, behavioral

contracts, and management of group dynamics was identified as an asset by key informants (novel

finding). Here one key informant discussed how his philosophy of group risk management has been
informed by training:

I knew that it was this extra thing and that I guess my training told me to be conservative. And
how these are related to group dynamics and how that has effects on risk management and I think

my training helped encourage me to say we never need to push hard.
Training on Signs & Symptoms of MH Problems is Useful.Sometimes, formal training
helped instructors become oriented to signs and symptoms of various MH problems, which helped

them utilize their training to interact with clients in an informed manner, in line with previous
wilderness medicine literature discussing signs and symptoms of common MH problems (Moore,

2015; Morenz, 2012; Phelan, 2003), as described by this key informant:
And it was really just to give us being the [organization] program staff who for the most part might

be lay people with regards to mental health. At least just a working knowledge and some vocabulary
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so to speak of the ailment...Itjust gave us enough confidence with again, just enough familiarity with

the disorder. Or the layperson's vocabulary ifyou will, to have a conversation.
Training on Establishing Emotional Safety is Highly Useful. Training helped

instructors during encounters with MH problems by building generalized interaction skills needed to
establish sense of emotional safety. This novel sub-theme is closely related to the core principles of

Psychological First Aid (McGladrey, 2018), identified as a core skill throughout the study. Here one
key informant discussed how training on interaction skills has assisted in establishing emotional

safety with youth in the field:
The repair process with the youth, but allowing, it was kind of always encouragedfor staff to Like
give space to ayouth after there was some type of episode or crisis in orderfor them to kind of, come
out of their like intense zone andjust be able to actually like communicate withyou. So just giving

time before engaging in some sort of repair process with ayouth was always completely encouraged.
MHTrainingRecommendations

Overall, training was the study focus area with the most recommendations. Overall, 18 sub
themes were associated with recommendations for MH training. Key informants discussed nine a
priori sub-themes and nine novel sub-themes in association with MH training recommendations,

inclusive of any suggestions and recommendations for future developments in MH training to

include ideas, topics, skills, themes, and training features that would be advantageous to develop or
integrate into existing training frameworks such as basic knowledge, program adaptation, reduction
of stigma, and normalization of MH.

Increase MH Specific Training. The broadest overall training recommendation was to
increase MH specific training in curriculum both within wilderness medicine and organizational

training opportunities, in keeping with key stakeholder opinions, as described by this participant:
Yeah, essentially whether it's still in our trainings or it becomes a more significant part of WFR

certifications, either way, I think there needs to be very specific training on these things and to not
have it be a smallpart of a staff training.
MH Training Should be Concrete and Actionable. Key informants recommended the

utilization of concrete and actionable MH training (novel finding), in this case discussing training on

risk assessment with relationship to field management vs. evacuation. Here, one key informant

relays the dire need for direction regarding MH problems that present in the field.
I can L diagnose someone's abdominalpain. But I have a threshold that says ifyou have abdominal

pain for more than 12 hours...then we're leaving the field. I think there probably could be similar
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parallels in terms of mental health. You don't need to understand the entire biochemical reasons that
this person is having this issue. But if we've crossed the threshold in terms of safety, then it's just
time to go and get them to where they can get better help.

Emphasize Proactive Strategies in Training. Another recommendation was to increase
training on proactive and preventive strategies that encourage instructors to ‘think ahead' about the

probability of MH encounters, in line with previous literature (Moore, 2015; Morenz, 2012; Phelan,

2003). One key informant shared their opinion about MH training:
‘What if' training sessions are incredibly valuable and I think that's one that needs to be integrated

everywhere. I think people shy away from them now, but I think the ‘what if' sessions probably were

the best trainings for staff in the field, especially around this stuff. Like what if this happens? What
if that happens? And when you get into the place where you're actually doing that, I think it's pretty

important.

Incorporate Training on a PAS (Patient Assessment System) for MH. Key informants

recommended emphasizing structured processes in assessment by incorporating and training a
patient assessment system (PAS) specific to MH, in line with previous literature (NOLS, 2008). Key

informants suggested that this could inform reliable data gathering and support objective decision
making during field medicine encounters with MH problems, and that it mirrors the process they

use when assessing physical injuries. One key informant share his intent to include MH in his
organization's PAS:
We have this Patient Assessment System that we rely on, that we get drilled when we do these recerts

[recertifications]. And for this coming year, I'm including a PAS for mental health. You know, it's

another piece of paperwork, but it does sort of require its own assessment system.

Incorporate Training on Stress Injuries, the Stress Continuum, and PFA. Key
informants recommended that specific training on trauma and stress injuries be increased and/or

incorporated into existing wilderness medicine and organizational frameworks. Specific curricula on
the stress continuum and psychological first aid (PFA) were recommended as useful approaches
(McGladrey, 2018; NOLS, 2017), as endorsed by this key informant:
I think like psychological first aid, stress injuries, and exposure stress, the last largely because I have
yet to meet someone in this line of work who doesn't deal with that personally on some level.

Training Should Normalize and Reduce Stigma About MH. Key informants

recommended that future trainings normalize MH issues and seek to reduce stigma among
wilderness-based educators, in line with NOLS (2008), as shared by this key informant:
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And I think that people need to be trained that every human has an aspect of mental health. This is

not a thing that you go and get diagnosed for. It's not like I have cancer or not, everybody's got it.
It's just the level of different experiences, all that. Everybody's had stuff in their life. Maybe not

everybody been sexually abused or neglected or starving, but they all have had some kind of
experience that you've been dealing with in their life or relationships at some point.

The stress continuum was a suggested tool that could be used to reduce stigma and
normalize conversations about MH with colleagues and course participants (novel finding):

I even think with students they're just like oh I don't want to talk about anxiety because it makes

other people judge me. I think it's this stigma is still unfortunately attached to these things. We
could give a different vocabulary. We could like provide a vocabulary like are you orange or are you

green? To remove those labels of like anxiety, depression, we could remove and just put it in our

terms. Especially in working with kids, I think that would be a lot more successful.
Increase Training on Interaction Skills for Use with Distressed People. Key

informants recommended that future training should improve upon existing training on

communication and interaction skills for working with people who are distressed, traumatized, or
stress injured, in line with previous literature (NOLS, 2008; Sibthorp et al., 2007). One key

informant shared his desire for further MH training:
I would love to just have way more training on like how to talk to different people that are going

through a challenging time or having trigger or trauma responses, you know, anxiety and like
learning more concrete tactics for how to speak to people or what are things that are gonna bring
them comfort or can help shift the focus of what's going on for them.

Training Should Emphasize Establishing Emotional Safety. Training on skills and

abilities related to establishing emotional safety should be emphasized across the board, as this

approach presents a vehicle for helping participants who are experiencing a wide range of MH
problems regardless of diagnosis or presentation (novel finding), as discussed by this key informant:

Yeah, I would say first off, being able to have a calm composure yourself and then determine whether
a situation is actually life-threatening. And from there if it's clearly not life threatening and it's

something that can be managed for somebody having emotional distress, the kind of coaching that we
can bring as field instructors around breath, just the actual skills for coaching somebody on how to

regulate their nervous system.

Instructors Should Seek Personal and Professional MH Experience. While not a
recommendation for formal or informal training curriculum development, many key informants
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recommended that instructors seek to engage in personal and professional ‘training' experiences that
can expand or deepen their capacity to deal with MH problems in the field (novel finding):

My suggestion, and it's something that I did specifically, is go and either talk with or participate
with groups of people who either have mental health problems and/or are familiar with treating
them...you know, as a high school kid I would go and work and where I was growing up in [state]
there was a mental health institute you know...and I'd go over there and deal with people in the

psych hospital just as a volunteer. Not because I thought much of it about my outdoor education, but
it certainly gave me a new appreciation for what those people might be going through...I got to be

aware of them and how that worked and as a result as I got older I had that kind of background.
Screening Findings

Overall, key informants referenced an almost equal proportion of needs and assets with
regard to current MH screening. Ten sub-themes were associated with MH screening needs, while

nine sub-themes were associated with MH screening assets. Five sub-themes were associated with
both needs and assets. Key informants discussed 13 sub-themes in association with

recommendations for future directions in MH screening, including seven a priori sub-themes and six
novel sub-themes (Appendix L).
MHScreeningNeeds

Needs comprised problems with current pre-trip screening for MH including faulty

screening processes, worries about prejudice or non-disclosure, false representation, screening not
being pragmatic, helpful, or not being representative of course behavior, not being useful in

preparing for and managing issues in the field. Overall, identified needs line up well with previous
literature, which indicated there was a lack of literature guiding the development of screening

processes (Berman et al., 1998), and that screening processes for MH are not widely utilized across

the industry (Hansen-Stamp & Gregg, 2002).

Confidentiality Problems. Key informants shared screening concerns about information
security with regard to sensitive information about MH problems such as unintentional disclosure of
written materials or unintentional verbal disclosure of participant information (novel finding):
Well, obviously the potential somehow that information being shared outside of the people who are

supposed to see it. And yeah, that would be the only thing I could think of. We print out, I print
out people's information or write it down in some way for every trip and so I have it written down

somewhere like in my backpack. So if I drop it, then somebody has it.
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Another key informant shared about how the bounds of confidentiality could be
broken in a moment due to colleague curiosity about which course a participant had been

screened into (novel finding):

We were running courses that were called [DV survivor course], and they were for women only, and

we would have a group show up and there would be other people around that weren't part of that
course. And somebody might walk into the warehouse and then instructor would say, "Oh, you are

on that [DV survivor course]? Are you on that [DV survivor course]?" which is an immediate
break in confidentiality to thatparticipant group, do you see what I'm saying?

Information Missing, Inaccurate, or not Representative of Field Behavior. Due to
non-disclosure, faulty MH screening processes, and lack of knowledge about on course stress among

referring providers, screening sometimes fails to identify MH problems or pre-existing vulnerabilities

that may emerge or exacerbate in the field (novel finding):
But I think one of the biggest problems with working with student populations, is they're typically
undisclosed. Like these students could have pretty serious mental health or behavior issues, and

either theirparents don't want to tell, or they don't want to tell the organization because they thought
their student wouldn't be accepted.

This key informant discussed concerns about how referring providers may not have a

realistic idea about the stresses present in wilderness-based education (novel finding):
As an instructor, I do want to get that professional's perspective on whether or not this person is a
good fit for the trip we're doing. But also psychiatrists and counselors and all that don't always

understand what a wilderness trip actually is, right?
Key informants discussed how often screening processes failed to identify a history of
trauma in participants, and how this risk factor could cause the unexpected emergence or

exacerbation of underlying MH conditions on course (novel finding):
Yeah, like I think back to that girl, she should never have been on that course. You know that

young girl who had the problem with sexual boundaries, like it was way too much for her. She
wasn't far enough along in her journey. Thinking back on it, what I know now, I'm sure she was

probably still going through trauma at the time, you know? I don't know how she failed the
screening.
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This key informant discussed how MH screening was often not representative of course

behavior (novel finding):
Yeah. I think that the people who disclose are usually the easiest people to work with. The people
that actually write a paragraph about what's going on with them, I'm like, "Okay, you're willing to
talk about what's going on, and we're very clear about what we're getting into." And it's the people

with nothing on their medical form that you end up being like, "Ooh, this is a problem."

Stigma and Prejudice Influence Non-Disclosure, Interpretation, and Utilization.MH
has not been normalized yet in the outdoor industry (NOLS, 2008), and key informants worried that

information obtained through screening can bias the way instructors think about course participants
(novel finding):

I think any pre-trip screening, one of the biases is it pre-prescribes your expectations and outcome of
that person. So for staff, they might read the report and go off of that, versus what the human

actually brings to the table.

They also worried that information obtained through screening could bias the way they treat

participants on course in a way that is unintentionally detrimental to the participant or the group
(novel finding):

I think some people might box them into that illness, or that that issue that they have, and I could

just see that going horribly wrong. If it were used in the wrong way by a guide, or then that could be

devastating to them. To not only the person who has the illness but also to the expedition, for the

whole trip. It could go south really fast.
Stigma and prejudice were also discussed by key informants as barriers to honest disclosure
in pre-trip screening (novel finding):

Unfortunately there is still is this stigma when it comes to mental health, especially like
[organization] where you go through this screening process. A parent might say like oh if I tell them
that my son or daughter has mental health issues, then maybe they won't get accepted. They try to
hide it. I even think with students they're just like oh I don't want to talk about anxiety because it

makes other people judge me. I think it's this stigma is still unfortunately attached to these things.

Finally, they worried that screening information can be used to prematurely exclude

potentially capable or valuable course participants (novel finding):
I think any pre-trip screening, one of the biases is it pre-prescribes your expectations or outcome of
that person...are there limiting factors? Yeah, I just think it can often screen someone off that should

be on, full disclosure that is.
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MHScreeningAssets

Mental health screening assets were discussed by all key informants. They referenced nine
sub-themes in association with MH screening assets, including six a priori sub-themes and three
novel sub-themes. Key informants discussed how screening ca be helpful when it is accurate,

pragmatic, representative of course behavior, truthful, or useful in preparing for and managing issues
in the field.
Screening Data Helps be Proactive Toward MH Problems. When MH problems are

disclosed or documented by referring providers, screening information can help instructors prepare
for, prevent, and assist with MH problems in the field. Key informants talked about how it could be

helpful to have information on known pre-existing conditions and vulnerabilities in the event of an
encounter with mental health problems in the field (novel finding):

Hey, this person who seems totally ready for this expedition, but this is some of the challenges they
deal with. When they're having a panic attack, this is what helps for them. This is what they've

learned. And that can be just great, the instructors have that information. You can talk about it on
a pre-trip one-on-one with that student...I think you can get a lot of those kind of insights before it's

happening in the field.
They also discussed how it was useful to know about course participants' medications ahead

of time, as medications can interact with course behavior and safety in mountain environments

(novel finding):
I think like at least with the medication, I think that is valuable. Every time I hear like a student
taking medication, I always Google it, read about it, and potential side effects and things like that. I

think that's pretty valuable to read about medications and just about them because times like if kids

on a stimulant, they're at high elevation and hiking tons of uphill, they might have a more adverse

reaction.

Multi-Step Screening Gathers High Quality, Useful Data. Multi-step screening
processes can be used to tease out latent MH problems and encourage honest disclosure of MH and
physical health problems. Synchronous screening components like telephone conversations, or

prerequisite course participation were identified as some of the most valuable sources of information

(novel finding):
I think any time an admissions process is done with like a verbal interview, so whether that's phone,

or Skype, or in person, I think that you get better information from them than you do online or
written. And so those have been some of the most helpful screening tools I've seen, is when I get, this
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is the report that came from the admissions person who chatted with this person for an hour about

what the trip is like, about all the questions they have, about things from their history that were

flagged and all that kind of stuff.

Multi-Step Screening Builds Working Relationships, Encourages Disclosure. Multi
step screening processes help potential course participants develop relationships within the

organization, facilitate collaborative relationships between instructors and participants, and

encourage honest disclosure of MH and physical health problems on course (novel finding):
So for instance, doing a veterans program every single person is speaking for, you know, the

equivalent of at least a couple of hours with the admissions person that's assigned to that course.
And so that they can really talk through if they, if they come up with these red flags. And so that is

like, that relationship building is happening 100%, and the people that come in feeling very
supported. They already know [organization] is a place where they can feel safe. Their mental health

challenge isn't something that's gonna discriminate against them and it's more, yeah, the whole
premise that we want to be able to support you in the best way possible. So the more information you
give us, the more tools and resources we can have at your disposal.
MHScreeningRecommendations

Key informants discussed 13 sub-themes in association with recommendations for future

directions in MH screening, including seven a priori sub-themes and six novel sub-themes. They

discussed recommendations such as ideas, themes, topics, steps, or processes that may be helpful to
incorporate into new or existing pre- trip screening for MH.
Screening Should Inform Participants About Course Stressors, Encourage

Disclosure.Key informants felt that screening processes should be utilized to inform participants
about on course stressors and how they impact pre-existing MH vulnerabilities, and encourage
participants to disclose in the interest of preventing future evacuation challenges (novel finding):
On your health form, on your application...maybe it should be a statement of explaining, "These are

the challenges of being on a trip that can cause extra trouble for people with mental health issues."
But just to say it plainly "We want to know more and it doesn't mean you're not going to be let on
this trip. We really encourage you to be honest in your answering this." It's a starting point and I

think an organization needs to have their own professionals who maybe have a conversation with the
students, the parents, instructors as well. So they're doing the due diligence on the programmatic end
and saving a lot of evacuation challenges that could come.
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MH Screening Should Prepare Instructors and Organizations, Inform Field
Medicine Efforts. Key informants recommended that screening data should be used, confidentially,

to inform instructor teams and organizational supports about pre-existing conditions and

vulnerabilities that may present in the field so that they can prepare for encounters with MH in the
field (novel finding):

The people in charge can be better prepared, so the instructor or guides can be better prepared to
understand how to handle somebody's mental health the way that their mental health presents and

they won't be caught off guard...knowing ahead of time could help treat people with more respect

when they are acting in a way that is abnormal or out of the expected.

Multi-Step Screening Should be a Standard Practice. Multi-step screening was identified

as an extremely useful approach to screening. Key informants discussed how multi-step screening
processes could be utilized to get an accurate and useful snapshot of a potential course participant's
MH functioning through repeated interactions. Ideally, multi-step screening can be utilized to build a

working relationship with participants, normalize discussion around MH topics, encourage honest
disclosure, inform participants about the rigors of course life, gather information from advanced

providers, and tentatively prepare for areas of potential challenge in cooperation with the participant
(novel finding):
When I get, this is the report that came from the admissions person who chatted with this person for

an hour about what the trip is like, about all the questions they have, about things from their history

that were flagged and all that kind of stuff. So then it's like they actually create a relationship and a
connection with one specific admissions person and they touch base several times before the trip, so

that by the time they come to me, the admissions person can actually say like here's this whole file I
have on this person, and I've talked to their doctor, and I've talked to their therapist, and I've
talked to them, and this is kind of what I expect their challenges are going to be, and this is where I

think they're going to be a really fun to be with.
Screening Should Include vs. Exclude Participants. Key informants felt that participants

should be fully informed about the purposes of screening, and how the information will be used to
support them on course or refer them to a course or program that could be a better fit rather than

exclude them (novel finding):
I think screening people out for that is not the way to go. I think if you can look for mental health
screening from a way of best supporting and screening them into courses, then I would agree with it. I

don't think it should be used as a tool to exit people, instead it could be a tool to empower. It should
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be used to screen people onto the right course and, or, refer to the right place. Now that is again a
place where I would expect outdoor education organizations that are operating in these environments

to be at an organizational competency to have a list of referrals. So something I brought in to
[organization], like, ifyou say no to someone then there need to be options that they can go to.

This key informant recommended how an inclusive language in screening could also be used

as a first line of opportunity to normalize MH and reduce stigma, and to encourage honest
disclosure so that organizations can support participants on course (novel finding):
I think the one other piece I would love to see changed on these forms is some language around

normalizing those issues. I think a lot of students either say, or maybe don't say, but tend to feel
that when they write out 10 different issues that they've had in the last three years that they're not
going to get accepted to the program or they're going to get treated differently or something like that.

The reality is that we're accepting most of the students anyway, so they're going to show up it'd be
great iftheyfelt more supportfrom the getgo around all of that.
Screening

Data

Should

Direct

Curriculum

Development. Key

informants

recommended that, in concert with information gathered through briefing and debriefing processes,

screening data should feed directly into development of organizational MH curriculum (novel

finding):
Look in the last one year, two years, five years, people have disclosed X, Y or Z on the medical

form. These are the most common things that we are seeing. Not that anything else couldn't show up,
but these are the most common things we're seeing. And that in my mind should drive the nature of

the content training.
Protocol/Policy Findings
Overall, MH protocol/policy was identified as an area of strength, corroborating Phase I
findings. Ten sub-themes were associated with MH protocol/policy needs, while 20 sub-themes
were associated with MH protocol/policy assets. Eight sub-themes were associated with both needs
and assets. Though protocol/policy was identified as an overall strength, key informants also

discussed recommendations for future directions in MH protocol/policy.
MHProtocol/PolicyNeeds

Overall, protocol/policy was found to be strength. However, key informants did identify
several areas of protocol/policy that could be problematic, discussing problems with current

protocols and policies, policies not supporting staff mental health, and problems with curriculum or
educational frameworks. They also talked about the lack of resources to implement needed changes,
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and a lack of prioritization of emergency MH response capability by the organizations they work for.

Sub-themes associated with current MH protocol/policy needs were inclusive of seven a priori sub
themes and three novel sub-themes describing problems with current MH protocol/policy.

MH Protocol/Policy for Field Medicine Processes for MH is Underdeveloped. Key
informants felt there was too much emphasis on evacuation in protocol/policy, and not enough

organizational resources to support more long term field management of MH problems:
Yeah I mean, I'm not a huge, I'm not a huge supporter of instant evacuation, but if you read

through the protocols, the answer is to evacuate. Stabilize, evacuate, stabilize, evacuate. Okay. So

what? Now is that really in the best interest of that person? But having the ability to make that
decision, and being comfortable enough to make that decision, that's something that comes with

experience, you know?

Sometimes, organizations lack protocol/policy around MH problems altogether:
Last Fall when I did have a student experiencing suicide ideation and self-harm we didn't have a

policy about it for the school I was working for.

Others talked about how changes in staffing between brief and debrief processes create
inconsistencies that present a barrier to professional learning related to critical incidents and near
misses:

Yeah, I think near-misses is a big one. I mean, that can be emotionally draining on a guide. And
again, I think it'll probably come up in the debrief, and then just whoever you're debriefing with, I

think it depends on how they run the debrief as to how you're left feeling about that afterwards.

Burnout and Barriers to Self-Care. Key informants discussed a variety of needs and
stressors associated with occupational stress and burnout, and about barriers to self-care resulting
from underdeveloped or unhelpful organizational protocol/policy and practices. Examples of this
included concerns about low pay, solo instruction, inflexible staffing, difficulties with traumatized

supervisors, occupational stress and trauma, and difficulties seeking care due to sporadic/nomadic

contract work life. This key informant discussed an inequity in organizational focus on MH
problems in course participants vs. instructors, and pressure to perform regardless of personal

challenges as unhelpful aspects of organizational protocol/policy and practice:

Maybe just simply say I think that's an unwritten, at least in my experience. Where if you do get
any training, the lip service is all about the participants. But just because we're field instructors

doesn't mean none of us have our own issues going on. So I have never worked for an organization
that actually in the midst of any of this training could pause and say this all applies to you too. I
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think it's thejob. I'm hired to lead these people, and so I have to be stellar. I can't have any my own
foibles.
Another key informant shared about how an unsupportive organizational culture combined

with worries about employment insecurity could create barriers to seeking support:

On the guiding side, I think it's another, the stigma of a mental illness. It's going to be a hidden

subject even for a guide, because I would think because that would, I would think any company
you're workingfor, they're not going to want to, they're going to shy away from hiringyou as ifyou

disclosedyou have some illness. So again, I think it's comes back to that stigma of mental health.
Lack of Attention to Instructor MH in Briefing and Debriefing. Key informants

discussed how some of the organizations they worked for do not consistently attend to instructor
MH following trauma and stress injuries in their briefing and debriefing processes, and how this can

be a major barrier to instructor MH:

On the guiding side, the companies I've workedfor where there has been a traumatic injury, the guys

were just left to deal with it. I think some companies have a plan. I don't know what it is,
necessarily. But I do know that some companies...there was no debrief really on the incident, other
than it seemed like more of a legal aspect to it. The questionsjust were based off of legalities, and not

necessarily howyou or any of the otherguys werefeeling or dealing with the issue.

Unintended, Unhelpful Consequences of Protocol/Policy. Key informants spoke about
a lack of coherence in organizational approaches to instructor MH, and how well intentioned

protocol/policy efforts such as employee assistance programs could end up being difficult to access,
or create unneeded additional MH impacts following already challenging experiences:
I ended up reporting someone in this organization for some harassment, like something that

happened, and the mental health orjust like mental supportfrom the organization was really bad.
And like they really didn't handle it well, and I feel like I'm still like dealing with the mental

health or emotional effects of the whole thing. At least here I have benefits and insurance through the
job but they're like oh here's a pamphlet of mental health resources. Go through and it's then its like

impossible to follow. Then some people don't work with the online thing and I'm emailing all these
people, and it'sjust like a vicious hurdle after hurdle.
MHProtocol/PolicyAssets

Overall, protocol/policy was found to be strength, corroborating Phase I findings. Key
informants talked about a variety of assets in current organizational protocols and policies to include
supportive organizational practices, curriculum, and cultures. They also talked about resource
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sufficiency, and organizational prioritization of emergency MH response capability. Twelve a priori

sub-themes and eight novel sub-themes described ways that protocol/policy could be helpful.
Helpful Protocol/Policy is Concrete and Actionable. Key informants shared that the
organizations they work for have relatively concrete and actionable protocols in place for certain
MH problems such as self-harm and suicidality:

[organization] has a set of policies around them and policies say things like "students will" or
"students will not." You have to have a really good reason to break one of those. I think ultimately
that's pretty supportive when they say things like "Instructors will monitor students 24 hours a day

who've expressed serious suicide ideation until they can leave the field." I'm not reading it directly,

but it said something to that effect. Some of that's really helpful.

Protocol/policy can assist instructors and organizations to deal with MH problems in the
field by outlining steps to be taken in certain situations. Having protocols underlying field medicine

processes provides a framework for assessing risk and making objective, data informed decisions

about what to do next:
Yeah, like with [organization] especially like they have quite a, from my perspective, like a pretty
good protocol around like behavioral issues. And when are you kind of in the green zone? When are

you in the yellow zone and when are you at the red zone and what are factors to recognizing that?
How much is it affecting the rest of group? Are you spending a ton of energy and time dealing with
this one person and it's negatively affecting the rest of the students and when is it a behavior that can

be, you know, managed and adapted versus something that is not able to be managed effectively in

the field?

Helpful Protocol/Policy Supports Instructors and Guides Resource Deployment in

the Field.Key informants talked about various ways that organizational protocols/policies related
to consultation, briefing/debriefing, and communications technology could be of great support to
instructors. Communications technology and the opportunity to consult while in the field were both

highly valued resources considered to be assets by key informants:
Yeah I'd say so, especially with [organization] and their on call system. So it's like you can call like

the green, yellow, red. Yeah there's just three of them. But yeah like you can talk to a person, the
person on call, and you can call in and ask for advice for working with a student. I found that those

systems are in place, and they can work, and I have used them before.
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Options for in person field consultation were also highly valued protocol/policy assets:
Like the good course directors will come into the field pretty often, so they'll be there maybe for a few
days and then they'll go visit another patrol and then they'll be there for like a resupply. I had one

really challenging student. We did a verbal contract and a written contract, got his parents involved,
but the most helpful, it was having the course director come into the field with us and sit down with
this student for several meetings throughout the course.

Helpful Protocol/Policy Supports Instructors, and Guides Resource Deployment
After Coming Back. Debriefing protocols can help instructors and organizations learn from field
experiences so they can be more prepared next time, as discussed by this key informant:

I think an important one for me or from my perspective is, is the debriefing process that happens

afterwards. Whether that be you, it's like a director, supervisor, other staff, whoever it is, but I
think it's important to hear the people who have managed the mental health issues in the field. To
have that time, the process and talk through it themselves and make sure that the decisions that were

made were effective and helpful and how they can either do the same moving forward or make
changes so that it works better for all parties involved.

Consistent debriefing protocol and practice can do a very good job at informing follow up
support and resource deployment to support instructor recovery following difficult experiences such

as accidents and fatalities:
Yeah. I would say over the past five, eight years, I think, well at [organization], we see a lot of

traumatic injuries. A lot of people are affected emotionally by these. And it's been in the past five to
eight years where we've actually set aside ... We'll do debrief and usually on some incidents there's

multiple debrief, there's social workers available. We actually have a formal plan to deal with team
members' emotional responses to traumatic things.
Resource deployments can be made consistently if an organization has
protocol/policy and practices based on incident information and debriefing, and this

consistency can aid instructor comfort when considering accessing services:

So for instance, we have X, Y and Z counselors available, if there's a death, kind of major incident
of some sort, that those folks who are deployed. I think having them available without instructors

having to ask for them, is actually probably very important. So you don't have to feel whatever
stigma is associated with asking for help, those people are just available and you can just chat with
them. I think those kinds of things are very helpful, and I've seen that deployed in the past. That

seems like it makes a lot of sense to me.
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Helpful Protocol/Policy Encourages and Supports Instructor Self-Care.Another key
informant shared about how small demonstrations of supportive organizational culture, like the
opportunity to have input on one's work schedule to maintain a healthy work life balance, can go a
long way toward their job satisfaction and self-care needs (novel finding):

For me, really what it comes down to is feeling valued and being able to maintain some work life

balance. Actions that feel really supportive to that are when the companies I work for express that
I'm a valuable employee to them, particularly through saying like hey we have these courses

available. Which ones would you like to work most? Or saying like here's these other trainings that
you could be involved in. That little switch in language from like please sign up for what you want to

work to like what do you want to work? We really want to have you here.

When organizations had a supportive policy toward on course personal use of company
inReach® technology, it showed one instructor that the company valued his quality of life and that

they understood the importance of being able to access his social support system while in the field
(novel finding):

I had one organization that I really appreciated, they used inReach's in the field and we were

allowed to use them for personal text messages to loved ones, and I thought that was cool, them
recognizing like, oh, you work in the field. Automatically you're spending so much time away from

your support system and here's a small way that you can have some sense of normal-ness in your
support system while you're out there.
Key informants shared about how good MH policy communicates the inherent value of

their employees, as demonstrated by a company's willingness to provide support in times of need,
allow time for self-care, or deploy organizational resources such as EAP counseling or responsive

staffing (novel finding):

Someone told me once about how they had had a critical incident and they were scheduled to go on
another trip like two days later and didn't quite feel up to it, and so the, the company actually

managed to give them a different job and still pay them for that length of time, and someone was able
to take their spot as an instructor.
MHProtocol/PolicyRecommendations

Key informants identified protocol/policy as strength, but also had many recommendations

for how existing strengths could be leveraged to support participants and instructors. Key
informants offered many recommendations to include ideas, topics, steps, or processes that may be

helpful to develop or incorporate into existing organizational and educational frameworks. Themes
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associated with current MH protocol/policy recommendations were inclusive of four a priori sub
themes and eight novel sub-themes associated with recommendations for future MH
protocol/policy.

Decrease Inconsistencies in Briefing & Debriefing. Key informants shared how it
would be supportive to them if briefing and debriefing protocol/policy were implemented

consistently, ideally with the same staff member completing the brief and debrief so that they were
aware of preexisting concerns as well as concerns identified during the course (novel finding):
It just seems like there's always like different, I know they've had a lot of change around in the last
little bit, especially in [province], but like there was, there was somebody before the trip that would

kind of brief us and another somebody after that would debrief us. I think there's a little bit of

inconsistency there. So maybe the protocol is having a consistent support. Cause then yes and they're

knowing, they understand what your concerns are going into the trip and then you can kind of

debrief folks afterwards and you don't have to re-explain kind of the situation.

Address Impacts of Occupational Stress, Trauma, and Stress Injuries. Key informants
identified occupational stress, trauma, and stress injuries as major factors contributing to decreased
quality of life, stress related illness, and personal MH problems. Key informants recommended that

organizations find ways to address widespread issues related to occupational stress and
trauma/stress injury exposure. This key informant recommended eliminating use of solo instruction

as it can create barriers to self-care for an instructor dealing with occupational stress and the after
effects of trauma exposure due to lack of social support:

I think there's a lot of reasons I don't agree the solo instructing they do, but having another adult

instructor with me just as a support system there in the field would have been really helpful. And
yeah, just that I think that there was a lot of traumatic stress that I needed to work through and
that that trip was immediate I think it negatively impacted my instruction throughout that course.

Another key informant shared about how organizations should consider more than the acute
impacts of a stress injury, and deal with the instructor in a way that allows for the impacts of
previous life experiences and the impacts of long term or repeated stress:
I think something else actually important is that so when I tell you it's support for an event that
happened in the field, and the more I think about it, there are some pretty intense things that have
happened. It's kind of like they go about getting support to you in regards to that specific incident,
but I think what's most important thing is that knowing that that kind of incident is actually like a

trigger event for a lot of leftover personal things like trauma. Maybe that brings up a lot. Maybe
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someone lost in a climbing thing. You know like it's like those things are triggers for more intense,

personal issues. I think we should be able to talk about giving support to staff for the incident, but

also for all the things that that incident triggered.
Key informants recommended clear and actionable organizational protocol/policy just after

the critical incidents and longitudinally, in the interest of making sure that instructor MH needs are
addressed in terms of acute post-incident recovery and longitudinal supports:
So pulling people off of work without any obligations, being able to have an appropriate person

coming in to run the debrief if possible. And having follow-up. So maybe there's like, you know,
critical incident stress debrief that happens within 24 hours. But having that followed up with

connections with like EMDR specialists and, and being able to have like really making sure that
all people involved are captured in that, you know, supportive net. And yeah, being able to have

someone to one on one follow up with as well.

Prioritize Instructor MH. Key informants shared that staff MH needs should be
prioritized by the organizations they work for. One recommendation related to how it would be
supportive for organizations to prioritize staff MH by implementing protocols that screen staff each

year to help them get the kind of support they need:
I think we should answer the same questions are students do once a year or upon hiring and just be
honest about our own mental health, and be honest about our own ways that we're supported as

instructors doing this.

Another key informant discussed how having standardized training, language, and self
assessment procedures in an organization through curriculum such as Road to Mental Readiness can

normalize language, decrease stigma, contribute to a supportive organizational culture, and build a

sense of emotional safety that allows people to speak freely about their needs or support their

colleagues:

Even in the last year after Road to Mental Readiness, people are just talking about their mental
health. It's only been a year, and everyone talks about mental health more. Even people who have

ski patrolled for 30 years you know, and they were back when you don't really you know, someone
might have died and then you don't talk about it, you know? I think just having that pre

understanding that everyone has the same training, is on the same page, you don't have to feel like
you're the person who wants to be touchy feely, you don't feel like you're going to get labeled as a
weak person for speaking out. I just think once it's a policy or procedure it's easier to follow it, you

know like we use for avalanche stuff, if someone gets buried you know what to do, and the same
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thing if someone has a stressful day or incident, or an event that could lead to further symptoms, like

just a check sheet that you do.

Another key informant recommended that employee benefits such as access to EAP
counseling should be made accessible to instructors year round, not just during their contract or
period of employment, to prioritize and support instructor MH needs throughout the year:

I think that's just the hard part about this work sometimes is that maybe for individuals when
they're out in the field working, they're very high functioning and you know, maybe the outdoors is

their happy place. So they feel, you know, at peace or they're kind of their best self. Often problems
can come, you know, crop up when they get back home and there's difficulties in their relationships

or if they are struggling to find a home base because you know, they don't want to pay rent when
they're gone 90% of the time. So just those kinds of like everyday challenges become more, more real
once you're off trip and yet then you're off contract and therefore out of support zone. And so I think
being able to have protocols or some kind of parameters in place so that those times almost outside of

the job are captured to be able to have people coming to work healthy and leaving work knowing
that they can have that support and continue to be healthy.

Remove Barriers to Instructor Self-Care. Key informants talked a lot about ways that
organizations could help remove barriers to instructor self-care by building a supportive

organizational culture around MH, utilizing responsive staffing policies to allow instructors adequate
recovery between courses/after incidents, and promoting colleague support and mentorship through

protocol/policy. This key informant shared about how a supportive organizational culture around
MH not just for participants, but also for instructors could remove barriers to instructor self-care
efforts:

Well, yeah, I guess that's, uh, applying the same level of training and care you would for your

students to your faculty, your staff, your guides, uh, and hopefully having a, a cultural tone of

support. You know, you wouldn't want a guide hiding an issue because they thought their

employment was in jeopardy. Right.
Many key informants referenced how responsive staffing in times of need is important, and

recommended that organizations work on decreasing workforce shortages and increasing staffing
flexibility to allow for adequate rest between contracts to increase opportunities for self-care:

I think if we could change some of the standards around what work contracts look like so that staff
have more time off between them or have days off in between them or during them and if staff are
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able to eat really healthy food and basically support their own personal health through positive habits

while doing the work, I think that that ultimately would help everyone's mental health.
Key informants also talked about how having a positive working relationship with a co

instructor could sustain them through the stress and challenges they can experience in the field.
They recommended that policy allowed for sufficient time before courses for co-instructors to bond
and form a mutual support system that can be utilized while in the field:

I think personally it's the communication between my co-instructor and I. So just ensuring that
there's enough time for my co-instructor and to connect and form our own kind ofteam so that I am
able to like process and debrief and communicate things in the field when they arrive...Yeah, 100%.

Yeah. I think it's important in all relationships, but yes, in the field and as a co-instructor for
sure...having a good working relationship with that other person really helps. Because it'll be like,

hey, I'm going to teach this lesson right now, why don't you chill out for a minute in your tent.
There's little things like that I think are actually quite helpful to keeping our own mental health in

check in the field.
Summary
MajorThemesandSub-Themes

Processes, mental and physical health problems, needs and stressors, and resources

and coping were major themes. These major themes reflect topics discussed throughout the pre

existing literature base, supplemented by many novel findings that emerged during analysis.
sub-themes were discovered, which helped contextualize major themes and core study findings.

Eventually, a process model was developed describing how mental and physical health problems

interact with field medicine processes in the larger context of stress and coping throughout the
wilderness-based education process. This process extends current conceptions of stress, appraisal,
and coping with regard to wilderness medicine, and applies them to field medicine encounters with

MH problems from the client, instructor, and organizational perspective.

Major themes were overlaid on the study focus areas to directly address the research
question and achieve the study's ultimate aim: To assess needs and assets, and to develop a set of

recommendations for training, pre-trip screening, and organizational protocols to assist with
successful management of mental health problems in mountain-focused wilderness-based education
and related fields. Current needs and assets in training, screening, and protocol/policy are discussed

over the following paragraphs.
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CurrentPractice

Current training does not prepare instructors to deal with MH problems in a field medicine

context. Several problems with current training were identified. Underrepresentation of MH in

training was the most commonly expressed concern. Another was a lack of fidelity in applied MH
skills training: A lack of accuracy in training simulations misrepresents common MH problems, and
does not prepare instructors for the unique difficulties of field encounters with MH problems. In

training, evacuation is overemphasized relative to other field medicine processes, and this may lead
to disruptive evacuation processes being over utilized in the field. Finally, there is a lack of training

on trauma and stress injuries, which can affect both course participants and instructors. However,
current training on risk management for field encounters with MH can be very useful, as can

training on helping establish emotional safety for people in distress.
Screening was the second focus area. Overall, current screening presented an equal
proportion of needs and assets. Information obtained from current MH screening was considered

dubious, often missing or not representative of field behavior. Problems such as stigma and

prejudice may affect what is disclosed, as well as how disclosed information is utilized by instructors
and programs. Finally, information security and protection of confidential information were

identified as problematic. Several specific screening assets were identified. Multi-step screening was
identified as a major asset, both for gathering high quality useful data, and building working

relationships with course participants prior to embarking on courses. Multi-step screening also
helped encourage disclosure of MH problems, and disclosure can help instructors and organizations

take a proactive and preventative approach to dealing with MH problems.

Protocol/Policy was the third focus area. Overall, protocol/policy was found to be an asset.
However, general problems with current protocol/policy included a general underdevelopment of
protocol/policy in support of field management of MH problems, and unhelpful consequences of

protocol/policy. Specific problems with protocol/policy were also found. These included a lack of
attention to instructor MH in briefing and debriefing processes, and problems with occupational
stress and burnout. Multiple protocol/policy assets were found. When protocol/policy is concrete
and actionable, it provides a useful framework for decision making in the field. Protocol/policy can

be a major asset when it supports instructors and guides resource deployment both in the field and

upon coming back. Protocol/policy that encourages and supports instructor self-care was also
identified as an asset.
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Study needs and assets for training, screening, and protocol/policy are summarized above.

In the next chapter, recommendations for training, screening, and policy will be presented and

discussed in the context of the literature and potential implications for future practice and research.
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Chapter V: Conclusion
The aim of this study was to assess needs and assets, and to develop a set of

recommendations for training, pre-trip screening, and organizational protocols to assist with
successful management of mental health problems in mountain-focused wilderness-based education
and related fields. In all, study findings expand upon the literature base with regard to application of

concepts related to stress and coping to wilderness-based education and related fields, and the
processes of wilderness medicine as related to mental health. This chapter discusses implications for
future practice and research, and reviews the challenges, limitations, and strengths of the approaches
used during the course of this study.

Implications for Practice
Training

Implications for training are discussed in the context of needs and assets findings and

applicable literature throughout this section (Burnard, 2004). WFR and WEMT were the most
commonly held certifications by study participants, and represent the industry standard for first

responders working in wilderness-based education and related fields (NOLS, 2014a, 2014b; Tilton,
2010). MH is often underemphasized and inaccurately represented in current certification and
recertifications. Current training assets such as training on signs and symptoms of common MH

problems, trauma, and stress injuries should be universally incorporated into Wilderness First
Responder (WFR) and Wilderness Emergency Medical Technician (WEMT) certification and

recertification, rather than being an elective module to be included or excluded at instructor

discretion as it is currently (Johnson et al., 2016).

One potential model for inclusion across standard wilderness medicine and organizational
frameworks is the diathesis-stress model (Agid et al., 2000; Chrousos & Gold; 1992; McEwen &
Steller, 1993; Miller & O'Callaghan, 2002; Mortimer, 2010; Palinkas, 1992). The diathesis-stress

model provides a utilitarian explanatory mechanism for the emergence or exacerbation of MH

problems in the field, where people experience unique stressors and do not have access to their
normal coping methods (Schimelpfenig & Safford, 2016). Key informants indicated that inclusion of

this explanatory model in training may serve to normalize MH and reduce stigma among wilderness
based educators as it emphasizes the overarching influence of stress processes, common across all
walks of life, on underlying vulnerabilities and pre-existing conditions (McGladrey, 2018).
Due to the ubiquitousness of stress in the wilderness-based education experience (Neill &

Dias, 2001) and the prevalence of MH problems in the general population (Kessler et al., 2005), it is
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highly likely that instructors will encounter client MH problems during the course of their career

(Schimelpfenig & Safford, 2016). In response to these likelihoods, future training should emphasize

the MH problems by developing high fidelity scenario-based training emphasizing preventive and
proactive approaches to MH problems such as building working relationships with clients, planning
ahead to proactively address potential concerns, and collaboratively developing action plans to deal
with emergencies if further difficulties are encountered (McGladrey, 2018; Phelan, 2003).

Evacuation of clients with MH problems is overemphasized in current training, relative to
other field medicine processes. Building on current assets in field risk management, future training

should include specific instruction on utilization of a MH specific Patient Assessment System (PAS)

to be utilized independently of, or in conjunction with the normal PAS format (NOLS, 2008a). Key
informants indicated that this approach could assist instructors by providing a systematic way to

assess risk, and provide a concrete and actionable framework to support well-informed decisions

about field management, intervention, and other field medicine processes such as evacuation.

Field experience was highly correlated with a sense of preparedness to deal with MH
problems in the field. Also, personal and professional experience with MH was discussed as
extremely valuable when dealing with the nuanced and complex presentations that make high fidelity

training for MH problems so difficult to accomplish. In response to current problems with training,
and the discovery of a positive relationship between experience and preparedness to deal with MH

problems in the field, instructors should seek their own personal and professional experiences with

MH. Also, training should emphasize real-time scenario-based training that aims build ‘experience'

interacting with MH concerns utilizing tools such as the stress continuum or PFA.
Most instructors will have multiple experiences that could be considered stressful or

traumatic during the course of their careers (McGladrey, 2018; Schimelpfenig & Safford, 2016). The
role of stress responses, stress injuries, and trauma exposure in the emergence and exacerbation of

MH problems is an important topic that applies to both clients and instructors: Future training
should emphasize both possibilities equally. Trauma and stress injuries are not adequately addressed

in current training. Physiological and psychological stress responses play a profound role in the

emergence and exacerbation of MH problems in both clients and instructors (Chrousos, 1997; Miller
& O'Callaghan, 2002). Further integration of stress responses, stress injuries, and trauma exposure

could be accomplished through curriculum on the stress continuum (Responder Alliance, 2020) and
Psychological First Aid (PFA). The stress continuum utilizes a visual model elucidating the impacts

of acute and chronic stress on mental and physical health (Responder Alliance, 2020), while PFA
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(McGladrey, 2018; Schimelpfenig & Safford, 2016) is a highly promising first responder curriculum
that was initially aimed at reducing the impacts of stress injuries on the operational readiness of

military personnel (McGladrey, 2018). These days, it is being more broadly incorporated across

various fields including urban fire and emergency medical services, law enforcement, search and
rescue, snow safety, wilderness medicine, wildland fire, and outdoor education to decrease the

impacts of stress injuries on first responders (McGladrey, 2018; Responder Alliance, 2020;

Schimelpfenig & Safford, 2016). PFA also presents a utilitarian model for concrete and actionable
lay training on basic interactional skills and interventions for people who are distressed, which was a

desire expressed by many key informants. PFA involves five central processes that are thematically
related to the highly referenced study sub-theme of establishing emotional safety: Establishment of

safety, calm, connection, self-efficacy, and hope (McGladrey, 2018). Future MH training involving a

combination of the stress continuum and PFA could present an opportunity for development of

common language around MH problems, which has the potential to help clients, instructors, and
organizations normalize MH and reduce stigma around MH (NCBH, 2013; Teachman et al., 2006).
Screening

In response to the weaknesses and strengths identified in screening throughout the study,

many implications for future screening practice were identified. Implications for screening are

discussed in the context of needs and assets findings and applicable literature throughout this
section (Burnard, 2004).
The possible misuse of MH screening data was identified as a major concern, with associated

implications for practice. One basic concern regarded possible threats to confidentiality such as

accidental verbal disclosure or loss of printed screening data carried into the field. Another problem
was related to the effects of stigma and prejudice on instructor or organizational treatment of people

who disclose MH problems such as the possibility for premature exclusion of ADA protected
participants from courses (Hansen-Stamp & Gregg, 2002; McGladrey & McCollum, 2017). In

response to the above concerns, organizations should take pains to protect confidential information
disclosed by participants, decreasing utilization of printed client screening data in the field or

transitioning into use of a password-protected app. Organizations should also train their instructors
on the protection of MH and substance abuse health information in general, in accordance with

protections outlined by federal law (US Department of Health and Human Services Office of Civil

Rights, 2020).
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Vital MH information being missing, inaccurate, or not representative of field behavior was
a major concern. Non-disclosure concerns were universal, as was misrepresentation of pre-existing

MH vulnerabilities or trauma history. Non-disclosure and misrepresentation of MH were potentially

related to stigma or worries about potential exclusion from courses. Screening may not collect
information on trauma history, the sequelae of which are activated by stress and can have great

effects on the client and the expedition as a whole. Another concern related to a lack of knowledge

about the stress present in wilderness-based education and related fields among referring medical

providers, resulting in admission of people who presented with high acuity MH concerns in the
wilderness context.

Multi-step screening, comprising screening processes that take place through multiple

interactions via email, phone, videoconference, or prerequisite course participation, was found to be
an asset in this area. Multi-step screening helps build working relationships with potential
participants ahead of time, facilitating informed consent related to how health information will be
used and protected. It also appears to facilitate the development of mutual trust through repeated

interactions with screening staff or instructors, thereby encouraging honest disclosure of pre-existing
MH problems. It also provides ample opportunities to inform participants and referring providers
about the stresses of on course life and how this can be collaboratively managed, encouraging
honest disclosure and engaging the participant in a proactive or preventive approach to the

management of MH problems in the field.

Multi-step screening processes present many strengths in comparison to more brief
approaches as they involve iterative involvement through the application process, encouraging

repeated communication between participants and staff through email, telephone, videoconference,
and sometimes prerequisite course participation (NOLS, 2019d). These longitudinal processes allow

for the initial development of working relationships that help program staff and instructors ‘get a

feel' for how participants communicate, facilitating discussion of any disclosed issues so that they

can be proactively addressed and planned for ahead of time through collaborative processes with the
potential participant. Building a foundation of support, gathering quality information, and

proactively addressing potential MH issues ahead of time can assist in dealing with MH problems
concisely when utilizing organizational incident response networks, consulting with advanced

providers, or talking with a client's family members while in the field. Multi-step screening can also
facilitate inclusive and collaborative referral processes to determine alternative courses or programs

that may be a better fit for a person's current MH needs.
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In response to identified screening needs, and building upon the assets already in place,
multi-step screening processes should be the field standard for screening practices in wilderness
based education and related fields, and should be universally implemented by organizations where
staffing resources allow: The one disadvantage of multi-step screening is that it is time and resource

intensive in comparison to single or brief screening processes. However, the advantages are clearly
worth the resource utilization if they can prevent harm, improve course quality, or avoid disruptive

evacuation processes through facilitating honest disclosure and collaborative or proactive

approaches to dealing with MH problems in the field (McGladrey & McCollum, 2017).
Policy

In response to the weaknesses and strengths identified in protocol/policy throughout the

study, a variety of implications for future practice were found. Implications for policy are discussed
in the context of needs and assets findings and applicable literature throughout this section

(Burnard, 2004).

Occupational stress, work-related trauma exposure (McGladrey, 2018), and burnout

syndrome (Edwards & Gray, 1998) were major concerns both discussed throughout the study, and

documented in the literature base (Marchand, 2008; Marchand et al., 2009). These issues have a
strong impact on various indicators of physical and mental health and quality of life in general

(Thomas, 2003), also affecting wilderness educators' job satisfaction and interactional style with
participants who have difficult behaviors related to MH problems or other disabilities while in the
field (Marchand, 2008; Marchand et al., 2009). In response to the industry-wide ramifications of the

effects of acute and repeated stress injuries on people working in wilderness-based education and

related fields (McGladrey, 2018) and the organizations they work for (Thomas, 2003), organizations

should prioritize instructor MH amongst their staff and work to actively address the impacts of

occupational stress, trauma, and stress injuries.

Organizations can use multiple avenues to systematically address the affects of acute and
chronic stress injuries on instructors. Briefing and debriefing processes were identified as an ideal
data gathering and resource deployment point by key informants because they generally happen just

before and after courses (Moore, 2015; Phelan, 2003). However, key informants identified problems
with briefing and debriefing such as staffing inconsistency, a lack of attention to instructor MH, and

organizational barriers to resource deployment or access. These issues affected instructors' ability to
benefit from possible opportunities to access peer support, PFA, responsive staffing, or employee

benefits such as free counseling following courses.
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In response to the identified problems, organizations should work to decrease staffing and
process inconsistencies in briefing and debriefing that currently have a negative impact on staff MH
and stress injury management. Ideally, this would include a consistently practiced check-in on stress

injury management in briefing and debriefing utilizing a resource such as the stress continuum

(Responder Alliance, 2020), with concrete and actionable follow-up PFA protocols to guide
supportive resource deployment to support instructors both in the field and upon their return.

Overall, organizations can best support instructors through consistent implementation of
protocol/policy focused on identifying stress injuries, supporting stress injury mitigation, preventing

the development of stress related illness, and removal of organizational barriers to self-care for
instructors both in the field and upon their return.
Implementation

As wilderness-based education organizations are extremely heterogeneous (Hattie et al.,
1997; Lyon, 2010; Neill & Dias, 2001; Neill, 2008), it is recommended that implications for practice
and policy be examined and implemented on a case-by-case basis through the lens of organizational

needs and resources. Some organizations are very large, and others are very small. As such, they

have varying degrees of capacity to integrate and implement recommendations.
Many recommendations can be implemented and evaluated within the scope of wilderness
medicine processes, associated with the brief/debrief portion of the process model. Briefing

provides an opportunity for the input of pre-trip screening or stress continuum data to support field
medicine processes and instructor MH while in the field. Debriefing provides an opportunity to
gather data on what MH problems are actually being encountered in the field, and how training and
protocol/policy helped or hindered efforts to manage them. Follow-up provides an opportunity to

deploy needed resources to support instructor stress injury and MH management in the field or
upon return home, or adapt practice and protocol

Pre-trip screening, stress injury assessment, briefing, debriefing, and follow-up present ideal

opportunities to assess the above concerns from a proactive or preventive stance before courses,
inform field medicine processes, and respond to issues that are learned about after courses to ensure

that follow-up efforts get people connected with the resources they need before and after course
completion. In follow-up, this data can also be tracked and utilized to inform iterative development
and refinement of MH training, pre-trip screening, and protocol/policy through yearly curriculum,

screening, and protocol/policy revisions (NOLS, 2019c).
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It may be possible for a large organization such as the National Outdoor Leadership School
to implement and evaluate recommendations across training, screening, and protocol/policy
simultaneously: Their scope of wilderness practice is worldwide, and they conduct wilderness

medical trainings such as Wilderness First Aid (WFA), Wilderness First Responder (WFR), and
Wilderness EMT (WEMT) through their subsidiary, NOLS Wilderness Medicine. A larger
organizational structure like NOLS would be a good place to implement and test recommendations

in this way. Organizations such as Outward Bound USA and Canada may not directly provide
wilderness medicine certifications, but provide a variety of organizational training opportunities that

could allow them to implement and evaluate recommendations simultaneously per their needs and
resources as well (Outward Bound Canada, 2019; Outward Bound USA, 2019).

Smaller organizations such as the Alaska Mountaineering School have comparatively fewer
resources for large-scale training improvements to wilderness medicine curriculum. However, they

provide a unique WFR recertification for their guides called the Medical Protocol Review (MPR)
through a combination of standardized wilderness medicine curriculum and specialist presentations

for special Alaskan and high altitude medicine concerns, which have included a presentation by the

researcher on current literature and emerging best practices for MH problems in wilderness
medicine (Johnson, 2019). While organizations such as AMS have fewer resources in comparison to

larger organizations, their compact structure may allow for less complexity in implementation and
evaluation of recommendations across training, screening, and protocol/policy.
Dissemination

In accordance with the tenets of Community Based Participatory Research (CBPR), this
study aimed to provide information useful to the community of wilderness-based educators,
wilderness medicine professionals, and organizations whose priorities are reflected in the study focus
areas and the findings (Badiee et al., 2012; Israel et al., 2001).

In support of this, key stakeholders from each organization were involved in the refinement
of study measures before the study and between Phase I and Phase II as well as the interpretation
and evaluation of results between Phase I and Phase II and after Phase II. Dissemination of final

study findings will continue through the dissertation document and defense presentation, a summary

report for participants and partnering organizations, publications in peer reviewed journals and
outdoor industry resources, and presentations to outdoor industry, professional, and academic
audiences. One such presentation will occur at the 2020 Wilderness Risk Management Conference

(WRMC, 2013) as part of their 2nd annual Adventure Risk Research Symposium. WRMC was one of
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the partnering organizations for this study, so this symposium will present a unique opportunity to
share study findings with key stakeholders, partnering organizations, and the industry as a whole.

During the course of the almost two year process of designing and implementing the study,

the author was selected for a change agent ambassador relationship with a volunteer organization
founded by Laura McGladrey (NOLS, 2019a) called the Responder Alliance that focuses on

preventing and mitigating stress injuries in the first responder community from urban emergency

medical services to law enforcement, search and rescue, wilderness-based education, snow safety and
other fields (Responder Alliance, 2020). During this time, Samuel also iteratively participated in the

development of the American Alpine Club Climbing Grief Fund, an organization dedicated to
healthy trauma, grief, and stress injury recovery among the larger community of climbers across the
United States. Many of these people are also involved in wilderness-based education and related
fields such as guiding. It is likely that collaborative psychoeducation, advocacy, curriculum, and

research opportunities will arise from the Responder Alliance and Climbing Grief Fund

involvement, allowing further opportunities for the dissemination, integration, application, and
evaluation of findings in settings that align well with study findings such as wilderness-based

education, outdoor leadership, guiding, snow safety, search and rescue, and environmental
education.

One promising suggestion for ongoing collaboration between the research team and

partnering organizations involves utilization of core project findings to develop short-form
quantitative assessment tools for use in training, pre-trip screening, and organizational practice for
identification of underlying MH and stress injuries in both course participants and instructors. Such
a tool, utilized consistently, could present a unique opportunity to leverage the core findings to add

to existing practices surrounding training, screening, and protocol/policy in a way that serves the

priorities of partnering organizations and the needs of course participants.

Implications for Research
Stress and coping literature was one of the essential underpinnings of this study's theoretical

base, in conjunction with the embedded challenge and resilience framework of wilderness-based

education and related fields (Neill & Dias, 2001), the context of wilderness and mountain life
(Farrace et al., 1998; Fagenholz et al., 2007) and anecdotal evidence from key stakeholders. Stress
and coping are integral to wilderness-based education's experiential learning model, and a natural

part of experiential learning in wilderness-based education curriculum (Neill & Dias, 2001). The

wilderness context presents everyone involved with unique challenges to adaptive coping, as both
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the stresses and coping options are unfamiliar (Miller & McCool, 2003; Neill & Dias, 2001). This can
result in the emergence of MH problems in the field (Berman et al., 1998; Chrousos & Gold, 1992;
Neill, 2008; Schimelpfenig & Safford, 2016), dealt with through field medicine processes, co

instructor or participant peer support, and organizational resource deployments such as responsive
staffing, post incident stress injury mitigation, or referral to external providers for counseling
support.

This study determined that stress and coping also appear to be an integral part of responding

to the unique challenges of dealing with mental and physical health problems in the wilderness
context as a first responder, and after returning home. Study findings represent a novel adaptation of

the concepts of stress and coping, with respect to mental and physical health problems, through the
lens of field medicine processes. Many stressors are identified, appraised, and coped with through

utilization of wilderness medicine processes, individual coping strategies, collaborative strategies, and

organizational approaches (Kolaski & Taylor, 2019) as discussed by key informants. A deeper
examination of the processes of stress, appraisal, and coping through wilderness medicine
experience would likely present utility for the further development of theory and practice. For

example, one future avenue for research would be an investigation of how the supports provided to
instructors in the field or after returning affect instructor appraisal of difficulties related to the field

presentation of MH problems or their position on the stress injury continuum (Responder Alliance,

2020). Another avenue for research might relate to how training, screening, and organizational

approaches to establishment of emotional safety utilizing tools such as the stress continuum
(Responder Alliance, 2020) and PFA (McGladrey, 2018) might affect appraisal of stresses associated
with emergence or exacerbation of MH problems in the field from the perspective of instructors or

participants.
Given enough field time, it seems that everyone working in this field has seen some very

challenging situations unfold, inclusive of serious injury and death (McGladrey, 2018; Schimelpfenig
& Safford, 2016). Occupational stress, trauma, stress injuries, burnout, and associated mental and

physical health problems were major concerns discussed by key stakeholders and key informants

throughout the study. Ongoing research is needed in the field of stress injury mitigation and

management as related to the presentation of MH problems in the field, and the role of individual
and organizational factors as they might contribute to burnout (Green et al., 2014) or development

of resilience among people working in wilderness-based education and related fields (Kolaski &

Taylor, 2019).
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Preventing workforce attrition due to burnout was identified as a priority across the
literature base, key stakeholder input, and study findings. The most compelling target for future

research in this area is in regard to acute and chronic trauma exposure and stress injury across
wilderness-based education and related fields. Specifically, research could target the development of
approaches that might be used by instructors and organizations to prevent the formation of stress

injuries and the development of stress illness over time. Longitudinal research in partnership with a
large organization such as the National Outdoor Leadership School was suggested by one key

informant as an approach that could utilize the resources of a larger organization with built in data

collection and curriculum improvement cycles (NOLS, 2019c) to implement and evaluate study
findings across training, screening, and protocol/policy. Embedded practice elements such as

briefing and debriefing processes could be used as data collection opportunities to evaluate the
utility of recommendations in dealing with MH problems in general, and specifically with regard to

prevention and mitigation of factors contributing to instructor burnout such as difficult behaviors
(Marchand et al., 2009), accidents, illnesses, injuries, and fatalities (Kolaski & Taylor, 2019;

McGladrey, 2018; Schimelpfenig & Safford, 2016). This approach could enable the systematic

development of future training, screening, and protocol/policy best practices that could then be

disseminated through peer reviewed literature and industry publications or presentations.

Challenges, Limitations, & Strengths
This study uniquely contributes to the literature base by exploring a little researched topic
very important to its key stakeholders and the larger community of people working in wilderness

based education and related fields. This exploratory mixed methods, quant → QUAL, CBPR

informed study might serve as a jumping point for future research, as many wilderness-based

educators and wilderness medicine professionals seem to feel that this is an area in need of further

research. The limitations, challenges, and strengths of this study are discussed throughout the
following paragraphs.

This study has attempted to attend to issues of methodological rigor through multiple

pathways. This study utilized a pragmatic, mixed methods quant → QUAL design based in the
CBPR tradition. Challenges, limitations, and strengths of this design follow below.

Pragmatic inquiry focuses on what knowledge is useful in the context of real world action
and consequence, making it an ideal theoretical framework for a practical study such as this

(Morgan, 2014). The sequential quant → QUAL design used in this study facilitated the systematic

location and recruitment of highly qualified key informants who could truly help answer the research
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question (Morgan, 2014). Overall, the sequential contributions mixed methods process assisted in

obtaining quality, trustworthy findings that fit the priorities of partnering organizations (Badiee et al.,
2012; Israel et al., 1998, 2001; Morgan, 2014).

CBPR is time intensive. However, the time and collaboration helped develop quality and
trustworthiness in the study (Israel et al., 2001). CBPR facilitates a collaborative, equitable
partnership in all phases of research, integrates knowledge and action for the mutual benefit of all

partners, involves a cyclical process of collaboration, addresses health from a pragmatic perspective

that aims to pair real world solutions with real world problems, and disseminates findings to all
partners (Israel et al., 2001; Drahota et al., 2016). By fostering an ongoing process of CBPRinformed collaboration with academic advisors and key stakeholders in partnering organizations, the

lead researcher sought to attend to the needs and priorities of the community of wilderness-based

educators and wilderness medicine professionals whose work may be directly affected by the project
results. These CBPR-informed processes were utilized to enhance the quality, trustworthiness, and

practicality of the research, in adherence to the principles of CBPR (Badiee et al., 2012; Israel et al.,
2005).

This study used a time consuming but pragmatic sequential two stage quantitative →
qualitative sampling and recruitment strategy (Morgan, 2014), typically known as a sequential mixed

purposive sampling (Teddlie & Yu, 2007), noted as being favorable for use in developmental

research such as this study (Onwuegbuzie & Collins, 2007). Overall, the mixed purposive sampling
approach was successful in achieving its target sample sizes for both Phase I and Phase II, and in

recruiting an experienced and prepared cohort of potential key informants to address the core study
focus areas in accordance with partnering organizations' priorities, adding to the overall quality and

trustworthiness of the study (Morgan, 2014).
This study utilized a cloud based online survey for Phase I, and a telephonic semi-structured
interview for Phase II. The survey gathered useful baseline data that provided a supplemental

contribution to final study finding. While time-intensive in comparison to the online survey, the
semi-structured interview allowed the researcher to utilize a conversational framework that

encouraged a flexible exploration of pre-existing and emergent topics that key informants discussed.

Analyses were completed in two main blocks. Descriptive and exploratory analyses were
straightforward, and helped determine participant characteristics, experience level, opinions, and the

possible relationships between them. Qualitative analysis followed a clearly defined, visible

progression that was aimed at enhancing the utility, quality, and trustworthiness of the final study
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findings (Assaroudi et al., 2018; Elo & Kyngas, 2007; Kim & Kuljis, 2010; Morgan, 2014; Morrow,
2005; Shenton, 2004; Vaismoradi et al., 2013).
Conclusion

The aim of this study was to address gaps in the literature and the anecdotal concerns of key

stakeholders in NOLS, Outward Bound USA and Canada, the Wilderness Risk Management

Conference, and the Alaska Mountaineering School by assessing needs and assets, and developing a
set of recommendations for future directions in training, pre-trip screening, and organizational

protocols relating to mental health.
This study expands upon the literature base with regard to application of stress and coping

concepts to wilderness-based education and related fields, and the processes of wilderness medicine

encounters with mental health problems from the perspective of client or instructor. Both
experience stress through wilderness-based education, and through dealing with mental and physical
health problems with limited or unfamiliar resources at their disposal in the wilderness context.
This study contributes uniquely to the literature by providing and in-depth perspective into a
little researched topic that is very important to the community of wilderness-based educators,

outdoor leaders, guides, snow safety professionals, search and rescue personnel, and environmental
educators among others. Overall, the representation of mental health and stress injuries needs to be
increased, emphasized, and integrated across training, screening, and protocol/policy. Through

integration, mental health topics can be normalized and addressed so that they become safe topics
for clients, instructors, and organizations. Findings outline how implications for training, screening,
and protocol/policy could be implemented in organizations varying in size and resource availability.

This study also provides a departure point for potential future collaborations between the

researcher and partnering organizations through collaborative dissemination efforts such as the

upcoming Adventure Risk Research Symposium at the Wilderness Risk Management Conference,
the Medical Protocol Review at Alaska Mountaineering School, or Samuel's change agent
ambassadorship with the Responder Alliance. The author is open to the possibility of collaborative

efforts for both research and practice development with any of the partnering organizations from

this study. Samuel is also open to independent development of measures or resources that could be
utilized in program evaluation and development opportunities with local search and rescue, guiding,
or snow safety organizations to support the health and well-being of their members or build

preparedness to deal with MH problems among their membership as a whole.
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Appendix A
Wilderness Allies Partner Engagement Email
Hi there!

My name is Samuel Johnson, a former wilderness-based educator/guide, current clinical social
worker and Ph.D candidate in psychology at the University of Alaska Fairbanks.
I received your email address from ________________, a wilderness-based educator and/or
wilderness medicine contact.
Name
I understand you are the __________________ for ________________ .
Position
Organization
I am working on a doctoral dissertation project titled ‘Mental Health Problems in the Mountains: A
Contextual Assessment of Needs/Assets and Recommendations for Managing Mental Health
Problems in Wilderness-Based Education in Mountain Environments.'
The project aim is to conduct a needs/assets assessment, and to develop a set of recommendations
for the integration of mental health information in wilderness medical training, pre-trip screening,
and organizational protocols.

I am wondering whether you and/or your organization might be interested in an informal
partnership with the purpose to both: (1) Help connect me with participants/key informants, and
(2) Ensure results will be useful to your organization.
The project will use a mixed methods approach to complete the needs/assets assessment and
develop recommendations. An initial 10-15 minute survey will be used to learn about participants
training, background, and experiences. Participants can select whether they would be willing to
participate in a follow up 25-35 minute interview: A sample from within the initial survey pool will
be selected for participation in a semi-structured interview to complete the needs/assets assessment
and develop the final study recommendations.
Feel free to contact Samuel Johnson or faculty advisors Dr. Patrick Dulin or Dr. Ellen Lopez if you
have any questions or concerns about the study.

Samuel Johnson
Patrick Dulin
Ellen Lopez

email: shjohnson2@alaska.edu
email: pldulin@alaska.edu
email: edlopez@alaska.edu

Office: 907.422.7504
Office: 907.786.1653
Office: 907.474.7318

If you have any further questions or concerns about the study, you may contact the University of
Alaska Fairbanks (UAF) Insitutional Review Board (IRB).
Email: uaf-irb@alaska.edu
Phone: (907) 474-7800
Toll-Free: 1 (866) 876-7800
Website: http://www.uaf.edu/irb/report-concerns
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Best, and thanks for your time.
Samuel H. Johnson, LCSW, Ph.D Candidate
University of Alaska Fairbanks-University of Alaska Anchorage Joint Ph.D Program in ClinicalCommunity Psychology with Rural-Indigenous Emphasis
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Appendix B
Study Participant Engagement Email
Hello!

My name is Samuel Johnson. I am a former wilderness-based educator, mountain guide. I now run
a private mental health practice in rural Alaska, where I am also a mountain athlete. Finally, I am a
doctoral candidate in Psychology at the University of Alaska Fairbanks (UAF).
I am working on a research study titled:
Mental Health Problems in the Mountains: A Contextual Assessment of Needs/Assets and
Recommendations for Managing Mental Health Problems in Wilderness-Based Education in
Mountain Environments.

To complete the project, I am partnering with groups such as:
The National Outdoor Leadership School (NOLS)
The Wilderness Risk Management Conference (WRMC)
Outward Bound (OB)
Alaska Mountaineering School (AMS)

The goals of the study are to:
Conduct a needs/assets assessment
Help advance training, screening, and protocols
We invite you to take part in this study as a person who works with students and clients in the field.
We are especially interested in people who may have seen mental health problems during the course
of their field work.
If you choose to take part, you will complete a survey that will take 10-15 minutes.

By taking part in the survey, you will be entered to win a $100 dollar Amazon gift card. You can
also choose to receive a summary report of study results.

Those who want to may be selected to take part in an interview at a later date.
If you have any questions for the student researcher please contact Samuel Johnson. If you have
any questions for Sam's mentors, please contact Patrick Dulin or Ellen Lopez.

Samuel Johnson
Patrick Dulin
Ellen Lopez

email: shjohnson2@alaska.edu
email: pldulin@alaska.edu
email: edlopez@alaska.edu
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The UAF Institutional Review Board (IRB) is a group that examines research projects involving
people. This review is done to protect the rights and welfare of people involved the research. If you
would like to learn more about your rights in this study, contact the UAF Office of Research
Integrity.

1.866.876.7800 (toll-free outside the Fairbanks area) or uaf-irb@alaska.edu.

If you would like to take part in the survey, feel free to access it using the link below.
LINK TO QUALTRICS SURVEY

Best, and thanks for your time —
Samuel H. Johnson, LCSW, Ph.D Candidate
University of Alaska Fairbanks-University of Alaska Anchorage Joint Ph.D Program in ClinicalCommunity Psychology with Rural-Indigenous Emphasis
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Appendix C
Phase I Survey
Mental Health Problems in the Mountains Survey
INTRODUCTION

Mental Health Problems in the Mountains: A Contextual Assessment of Needs/Assets and
Recommendations for Managing Mental Health Problems in Wilderness-Based Education in
Mountain Environments.
Thank you for your interest in participating in this project!
This project is part of the requirements for Sam Johnson who is earning a doctorate in Psychology
at the University of Alaska Fairbanks-University of Alaska Anchorage Joint Ph.D Program in
Clinical Community Psychology. Sam is collaborating with the National Outdoor Leadership School
(NOLS), the Wilderness Risk Management Conference (WRMC), Outward Bound USA (OBUSA),
Outward Bound Canada (OBC), and Alaska Mountaineering School (AMS) to conduct a needs and
assets assessment, and to develop a set of recommendations for improvement and integration of
mental health information in wilderness medicine training, screening, and organizational protocols.

Mental health problems in wilderness-based education include problems with thinking, emotions, or
behavior that decrease a person's ability to function safely within the context of a course. Examples
include having: a panic attack, suicidal thoughts, drug or alcohol withdrawals, or trouble getting
along with other course participants. These problems can be problematic because they can cause
harmful dysfunction, distress, or danger in the context of their wilderness-based education
experience.
Please carefully read the consent form on the next screen to learn about the purpose of the survey,
what participation entails, and the risks and benefits of participation.

At the end of the survey you will be asked whether you would be willing to participate in an
interview about your experiences dealing with mental health problems within the context of
mountain focused wilderness-based education.
You will also be offered the opportunity to enter your name to win a $100 Amazon gift card.

If you have any questions, please email Samuel Johnson (the researcher) at: shjohnson2@alaska.edu
START INFORMED CONSENT

IRB#: 1333242-1
Date Approved: 12-18-18

Description of the Study:
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You are being asked to take part in a research study about mental health problems in the mountains.
You are being asked to take part because you may work in wilderness-based education in the
mountains. Please read this form carefully. We encourage you to ask questions and decide for
yourself on whether or not to participate.

If you decide to take part, you will be asked to complete a 10-15 minute online survey. The survey
will ask you questions about your training, background, and experience as a wildernessbasededucator.
Risks and Benefits of Being in the Study:
We foresee no risks directly related to taking part in this survey. You may feel discomfort answering
specific questions and you don't have to answer any question. You can choose to receive a summary
report of the study results if you like. There are no direct benefits to you as a participant.
Compensation:
We will give you a chance to win a $100 Amazon gift card for taking part.

Who should take the survey? 50 to 150 people who:
• Are 18 years or older
• Are wilderness-based educators working in the mountains
• Have at least 3 years in the field and related fields
• Have seen mental health problems during their field work
Confidentiality:
• Any information obtained about you from the research will be kept confidential
• Any information with your name attached will not be shared with anyone outside the
research team
• We will code your information with a number so no one can trace your answers to your
name
• We will properly dispose paperwork and securely store all research records
• Your name will not be used in reports, public speaking, or publications

How will you use the data I provide?
Data will be used to:
• Select 15 to 30 willing people for a 25 to 35 minute interview
• Help advance training, screening, and protocols
• Complete Samuel Johnson's research project
• Develop a report for study partners and those who take part
• Develop articles for peer reviewed and outdoor industry publications
•
Present results to academic and outdoor industry audiences

Voluntary Nature of the Study:
Your decision to take part in the study is voluntary. You are free to choose whether or not to take
part in the study. If you decide to take part in the study you can stop or change your mind at any
time with no penalty. Simply email Samuel Johnson at shjohnson2@alaska.edu.
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Contacts and Questions for the Research Team:
If you have any questions for the student researcher please contact Samuel Johnson. If you have
any questions for Sam's mentors, please contact Patrick Dulin or Ellen Lopez.
Samuel Johnson
Patrick Dulin
Ellen Lopez

email: shjohnson2@alaska.edu
email: pldulin@alaska.edu
email: edlopez@alaska.edu

Office: 907.422.7504
Office: 907.786.1653
Office: 907.474.7318

Contacts and Questions for the Institutional Review Board:
The UAF Institutional Review Board (IRB) is a group that examines research projects involving
people. This review is done to protect the rights and welfare of people involved the research. If you
would like to learn more about your rights in this study, contact the UAF Office of Research Integrity
at 1.866.876.7800 (toll-free outside the Fairbanks area) or uaf-irb@alaska.edu.
If you are interested in taking part, please read the statement on the following page very carefully.
Then, if you would still like to take part, please note your consent by checking the appropriate box.
We encourage you to save this form for your records.
STATEMENT OF CONSENT
I understand the procedures described above. My questions have been answered to my satisfaction,
and I agree to participate in this study. I have been provided a chance to print a copy of this form.

Yes - I would like to complete the survey (Click Yes and the NEXT arrow to start the survey).
No - I would not like to complete this survey (Thank you for your interest. Click No and the
NEXT arrow to exit the study).
END CONSENT

ELIGIBILITY
Are you at least 18 years of age?

Yes
No - Unfortunately, if you are not 18 years or older, you are not eligible to complete this
survey. (Thank you for your interest. Click No and the NEXT arrow to exit the study)

Do you work in mountain-focused wilderness-based education?

Yes
No — Unfortunately, if you do not work in mountain-focused wilderness-based education
you are not eligible to complete this survey. (Thank you for your interest. Click No and the
NEXT arrow to exit the study)
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Do you have at least 3 years experience in the field of mountain-focused wilderness-based
education (and/or related fields such as mountain guiding, wilderness therapy, mountain rescue)?

Yes
No — Unfortunately, if you do not have at least three years or experience in the field of
mountain-focused wilderness-based education (and/or related fields such as mountain
guiding, wilderness therapy, mountain rescue) you are not eligible to complete this survey.
(Thank you for your interest. Click No and the NEXT arrow to exit the study)

Have you encountered participant mental health problems during the course of your work as a
wilderness-basededucator?

Yes
No — Unfortunately, if you have not encountered participant mental health problems during
the course of your work as a wilderness-basededucator, you are not eligible to complete this
survey. (Thank you for your interest. Click No and the NEXT arrow to exit the study).
MENTAL HEALTH BACKGROUND INFORMATION

Mental health problems are common among the general public, with 50 percent of people
experiencing a diagnosable mental health problem during the course of life, 25 percent in the last 12
months.

For the purposes of this project, mental health problems are defined as an emotional, cognitive,
behavioral, substance use/withdrawal, or interpersonal problems that causes harmful dysfunction,
distress, or danger in the context of their daily life.
For the purposes of this project, in wilderness settings mental health problems are defined here as
an emotional, cognitive, behavioral, substance use/withdrawal, or interpersonal problem that causes
harmful dysfunction, distress, or danger in the context of their wilderness-based education
experience.
When mental health problems arise, there are usually preexisting vulnerabilities or conditions that
can worsen in response to stressors like homesickness, exhaustion, hunger, dehydration, altitude
illness, transitions, exposure, crevasse terrain, avalanche terrain, social dynamics, injury, accidents,
emergencies, etc. In these cases, the participant's ability to function independently and as a member
of a team is significantly decreased due to dysfunction, distress, or danger.

This study is interested in the training you have had in wilderness medicine, your experiences as a
wilderness-based educator in the mountains, and your experiences dealing with mental health
problems in the field.
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SURVEY

To begin, we'd like to know some basics about you...
1. Your age: _____________ (years)
2. Your gender identity?

Female
Male
Other: _________________

3. The highest year of school you completed?

Elementary
Middle school
Some High School
Diploma or GED
Vocational Training
Associates
Bachelors
Masters
Doctorate
Other________________________
4.

Areas of wilderness-based education or related fields in which you have worked? (Please
check all that apply).
Guiding
Skills based instruction
Outdoor leadership
Wilderness therapy
Wilderness medicine
Search and Rescue
Snow Safety
Environmental Education

5. Number of total years have you worked in mountain-focused wilderness-based education & related
fields?

_______________ years
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6. Geographic regions in which you have worked in mountain-focused education and related fields?
(Please check all that apply)

Asia
Africa
North America
South America
Antarctica
Europe
Oceania
7. List up to 10 major mountain ranges in which you have gained the bulk of your experience in
mountain-focused wilderness-based education and related fields.
8. Estimated number of trips per year in mountain-focused wilderness-based education or related
fields?

______________ trips per year
9. Estimated number of field days you work per year in mountain-focused wilderness-based education
and related fields?

______________ field days per year

10. In what areas of wilderness medical training do you currently hold certification? (Please check all
that apply)
Wilderness First Aid
Wilderness Advanced First Aid
Wilderness First Responder
Wilderness Emergency Medical Technician
Wilderness medicine certifications for advanced medical providers
Other__________________________________________

11. How familiar are you with the signs and symptoms of mental health problems?
Very familiar
Quite familiar
Somewhat familiar
Slightly familiar
Not at all familiar
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12. How confident are you in your ability to recognize signs or symptoms of mental health problems in
mountain-focused wilderness-based education?
Very confident
Quite confident
Somewhat confident
Slightly confident
Not at all confident

13. How ready are you to deal with mental health problems in mountain-focused wilderness-based
education?
Very ready
Quite ready
Somewhat ready
Slightly ready
Not at all ready

14. How many mental health problem related incidents would you estimate you have encountered
during your career in mountain focused wilderness-based education?
___________ mental health problem related incidents

15. How much do you agree with the following: My wilderness medical training has adequately
prepared me to deal with mental health problems in the context of wilderness-based education in
the mountains.
Strongly agree
Agree
Neutral
Disagree
Strongly disagree

16. In your opinion, how important is pre-trip screening for mental health problems in wilderness
based education programs?
Very Important
Quite Important
Somewhat Important
Slightly Important
Not at all Important
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17. If pre-trip mental health screening were implemented, which of the following types of information
would you want to know about before a student begins a multi-day or multi-week course? (Please
check all that apply)
Family history of mental health problems
Personal history of mental health problems
Family history of substance abuse problems
Personal history of substance abuse problems
Trauma history
Recent life stressors
Mental health related medications
Other_______________________________

18. Do the organizations you work for have mental health specific medical protocols?
All of the organizations I work for have mental health specific medical protocols
Some of the organizations I work for have mental health specific medical protocols
None of the organizations I work for have mental health specific medical protocols
I don't know
19. Have you been trained by your organization on Psychological First Aid, or been offered this
training in your wilderness medicine training program?

Yes
No
I don't know
20. Do the organizations you work for have an established plan that includes implementation of
Psychological First Aid for staff following a critical incident or near miss?

All of the organizations I work for have a Psychological First Aid plan
Some of the organizations I work for have Psychological First Aid plan
None of the organizations I work for have Psychological First Aid plan
I don't know
21. In your opinion, have the organizations you work for been typically supportive of you in terms of
managing your own stress and mental health while you are in the field?

All of the organizations I work for have been supportive in terms of managing my own
stress and mental health while I am in the field
Some of the organizations I work for have been supportive in terms of managing my own
stress and mental health while I am in the field
None of the organizations I work for have been supportive in terms of managing my own
stress and mental health while I am in the field
I don't know
22. Please share any other comments you have about training, screening, or protocols to help address
mental health problems in mountain-focused wilderness-based education and related fields.

147

MENTAL HEALTH PROBLEMS IN THE MOUNTAINS

23. Would you like to be entered to win a $100 Amazon gift card?
Yes
No
If yes,
What is the best email to reach you? _________________________________________

24. I would like to receive a summary report that shares the study results via email (select one):
Yes
No
If yes,
What is the best email to reach you? _________________________________________

25. Would you be willing to participate in an interview about your experiences dealing with mental
health problems in the field (if selected)?
Yes
No
If yes,
Please provide both the best email address and best phone number to reach you to schedule
the interview.

What is the best email to reach you? ____________________________________
What is the best phone number to reach you? _____________________________

If no,
Thank you for your participation!
Thank you for your time!

If you selected, you will be entered in the raffle for the $100 gift card and will be contacted if you
win to redeem the prize.
If you are selected for an interview based on your survey responses, you will be contacted via email
and telephone to schedule a telephonic interview.
EXIT SURVEY
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Appendix D
Semi-Structured Interview Protocol
ID#______

Date:______ Q18:________

Mental Health in the Mountains: Semi-Structured Interview Protocol
INTRODUCTION

Thank you greatly for your participation in this project!
You are asked to complete an interview because you responded to the survey about your experience
working in the mountains as a wilderness guide, instructor, or leader.

I am Sam Johnson, a doctoral candidate in the University of Alaska Fairbanks-University of Alaska
Anchorage (UAF-UAA) Joint Ph.D Program in Clinical Community Psychology. I am
collaborating with the National Outdoor Leadership School (NOLS), the Wilderness Risk
Management Conference (WRMC), Outward Bound (OB), and Alaska Mountaineering School
(AMS) to conduct a needs and assets assessment, and to ultimately develop a set of
recommendations towards incorporating mental health information into wilderness medical
training, screening, and organizational protocols.
To help you decide whether or not you want to take part in this interview, I will review some
information you should know about the study.

INFORMED CONSENT SCRIPT - START
You are being asked to take part in a research study about mental health problems in the
mountains.
You are being asked to take part because you work in wilderness-based education in the mountains.
We are asking you to do this interview for the following reason. Your survey answers showed that
you have unique skills, opinions, or experiences, and you indicated that you were willing to
participate in an interview.

If you decide to take part, you will be asked to complete an audio recorded interview. The
interview is expected to take 25-35 minutes, though it may be shorter or longer depending on your
responses.
The interview will first ask you questions about your training and work-related encounters with
mental health problems. Then, you will be asked your thoughts about mental health training, pre
trip screening, and protocols. Please note: Your name would not be attached to any information
you provide during your interview, and any quotes used will be edited to remove any identifying
information.
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We foresee no physical risks related to taking part in this interview. You may feel discomfort
answering specific questions. Being in this study may not benefit you directly. However, you can
choose to receive a summary report of the study results.

You will be offered a chance to win a $100 Amazon gift card for taking part in the study.
You can participate in the interview if you:
• Are 18 years or older
• Are a wilderness-based educator working in the mountains
• Have at least 3 years in the field and related fields
• Have seen mental health problems during your field work
You indicated during your survey that you meet these criteria. If you do not meet these criteria,
please say so now.
What you say is important, so I would like to audio record your interview to help with analysis. If
you ever want me to turn off the recorder, just let me know and I will turn it off.

Any information about you from the research will be kept confidential. Any data with your
information attached will not be shared with anyone outside the research team. We will securely store
and dispose of research records per approved ethical guidelines from the University of Alaska
Fairbanks' Institutional Review Board for ethical research. No personal information will be included
when sharing findings, such as in reports, public speaking, or publications. Quotes of what you say
during the interview might be used, but no identifying information would be connected with your
quote.
What I learn from your interview will be used to:
• Help advance training, screening, and protocols
• Complete my (Samuel Johnson's) doctoral research
• Develop a report for study collaborators and participants
• Write articles and presentations to share findings with various audiences (academic,
professional, and public)

Your decision to take part in the study is voluntary. You are free to choose whether or not to take
part in the study. If you decide to take part in the study you can stop or change your mind at any
time.
If you have any questions about the study/interview or would like to withdraw, contact researcher
Samuel Johnson. If you have any questions for Sam's mentors, please contact Patrick Dulin or Ellen
Lopez. Would you like their information now?
If yes, read the contact info, if no, move on.

Samuel Johnson
Patrick Dulin
Ellen Lopez

email: shjohnson2@alaska.edu
email: pldulin@alaska.edu
email: edlopez@alaska.edu
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The UAF Institutional Review Board (IRB) is a group that examines research projects involving
people. This review is conducted to protect the rights and welfare of people involved the research. If
you would like to learn more about your rights in this study, contact the UAF Office of Research
Integrity. Would you like their information now?
If yes, read the contact information, if no, move on.
1.866.876.7800 (toll-free outside the Fairbanks area) or uaf-irb@alaska.edu

If you are interested in taking part in the interview, please listen to the following statement carefully:
I understand the procedures described. My questions have been answered to my satisfaction. I agree to participate in
the interview portion of this study.

If you would like to participate, please indicate your consent by saying yes or no.

Yes - I would like to complete the interview.
Thank you!

No - I would not like to complete the interview.
Thank you for your interest and participation thus far. The interview will not proceed.

Do I have your consent to record the interview?

Yes - Great, let's get started.
No — Thank you for your interest and participation thus far. The interview will not proceed.

END - INFORMED CONSENT SCRIPT

Area 1: Mental Health Training Needs
First let's start with some questions related to your training and field experiences.

1. What mental health subject areas were emphasized in your training?

Prompt for clarity and detail. Feel free to follow up for examples
2. What kinds of applied mental health skills were included in your training?

Prompt for clarity and detail. Feel free to follow up for examples.

151

MENTAL HEALTH PROBLEMS IN THE MOUNTAINS
3. On your survey, you indicated that you have had ______ (#) encounters dealing with
mental health problems in the field. Please describe a couple of these encounter(s) with
mental health problems in the field that stand out in your memory.

Prompt for clarity and detail. Encourage anecdotes.
a. Tell me about the strategies or methods you used to deal with the situation(s).

Prompt for clarity and detail.
b. In what ways did your training assist you in assessing and making decisions about how
to deal with the situation(s)?

Prompt for clarity and detail.
c. What do you think was missing from your training that would have helped you deal
with the situation(s) in a better way?

Prompt: Survey responses indicated that other things beyond training, such as people's
experiences, may relate to how prepared people feel to deal with mental health
problems in the field. If it wasn't your training that helped you to deal with the situation,
what in your personal or professional experiences was helpful?

Prompt for clarity and detail.
Area 2: Integration of Mental Health Training into Existing Frameworks.
Now, I'd like to hear your thoughts regarding how to improve mental health training and
knowledge among wilderness-based educators.

1. What suggestions would you have to increase wilderness-based educators' level of
knowledge about mental health problems?

Prompt for clarity and detail.
2. What types of mental health subject areas do you believe should be covered in training?

Prompt for clarity and detail.
3. What applied skills related to mental health problems do you think should be emphasized in
training?

Prompt for clarity and detail.
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Area 3: Pre-Trip Screening for Mental Health Problems
Now, I'd like to discuss client pre-trip screening for mental health information like family history of
mental health and substance abuse problems, personal history of mental health and substance abuse
problems, trauma history, recent life stressors, and mental health related medications.
These are known to be preexisting vulnerabilities that may be exacerbated by commonly experienced
stressors such as homesickness, exhaustion, dehydration, hunger, accidents/injuries, altitude,
objective hazards, and exposure.
1. What are your thoughts about pre-trip screening for mental health issues?

Prompt for clarity and detail.
Prompt: Some study participant mentioned that they worry that people may not disclose
mental health issues in pre-trip screening, and so mental health problems can present
unexpectedly. What is your experience related to clients disclosing or not disclosing mental
health problems in pre-trip screening?

Prompt for clarity and detail.
2. How do you think pre-trip screening information related to mental health could or should
be used?

Prompt for clarity and detail
3. What benefits do you see in collecting information about mental health and related issues
through pre-trip screening?

Prompt for clarity and detail
4. What do you think are some potential risks or drawbacks to collecting information about
mental health and related issues through pre-trip screening?

Area 4: Organizational Mental Health Protocols

On your survey (question 18), you indicated that the organization(s) you work for:

□
□
□

Do have medical protocols related to mental health problems in the field.
Do not have medical protocols related to mental health problems in the field.
Some Do/Some Do not have medical protocols related to mental health problems in the
field.
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□

Don't know

1. How have/How could organizational mental health protocols improve(d) your readiness to
respond to mental health problems in the field?

Prompt for clarity and detail.
2. Some study participants have indicated that organizations could do a better job supporting
the mental health needs of their staff. In your opinion, how could organizations use
protocols or policies to better support staff mental health needs?

Prompt for clarity and detail.
3. How have/How could organizational protocols or policies supported your personal stress
management and mental health in the field?

Prompt for clarity and detail.
4. How have/How could organizational protocols or policies support staff following stressful
events such as critical incidents and/or near misses?

Area 5: Ending the Interview
Thank you for all of the information you shared!

1. Is there anything else that you would like to add regarding training needs/assets, pre-trip
screening, organizational protocols or your experiences related to managing mental health
problems in the field?

Prompt for clarity and detail.
If you have selected to receive a summary of study results via email, this will be sent to you when
the study is complete. If you are selected as the winner of the $100 gift certificate, we will contact
you via email.
Thank you for your participation in the interview!
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Appendix E
A Priori Codebook

Code
Current MH training need
Current MH training asset
Current MH subject areas
Current MH applied skill
Experiential MH narrative
Event context
Critical incident/near miss
Approach used
What worked
What did not work
What could have helped
Further integration of MH MH Training Recommendations
training
Integration of MH topics
Integration of applied MH skills
MH training integration strategies
Pre-trip MH screening
MH screening problems
MH screening assets
MH screening recommendations
How pre-trip MH screening should
be used
Benefits of pre-trip MH screening
Risks of pre-trip MH screening
Organizational MH protocols Org MH protocol needs
Org MH protocol assets
Org MH protocol recommendations
Org MH protocol integration
strategies
Wilderness-based education
Challenge
Limits
Adaptation
Experiential learning
Self efficacy
Skills development
Personal growth
Resilience
Group learning
Personal learning
Communication
Leadership
Judgement
Outdoor skills
Environmental awareness
Decision making
Learning outcomes
Mountain environment
Weather
Physical mountain features
Environmental exposure
Dynamic
Category
Current MH training
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Justification
Gaps in literature base;
collaboration with academic
advisors and CPBR key
stakeholders; Backer et al., 2008;
Davis-Berman & Berman, 2002;
Fagenholz et al, 2007; Farrace et
al., 1998; Hansen-Stamp &
Gregg, 2002; Mortimer, 2010;
Van den Berg & Heijne, 2005.

Berman, et al., 1994; Fabrizio &
Neill, 2005; Hattie et al., 1997;
McIntosh et al., 2007; Neill &
Dias, 2001; Neill, 2008; Sibthorp
et al., 2007

Bixler & Carlisle, 1994; Bixler &
Floyd, 1997; Farrace et al., 1998;
Lyon, 2010; Neill, 2008;
Sibthorp et al., 2007
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Mountain stressors

Remote
Cold
Hot
Altitude
Wildlife
Water
Crevasses
Avalanche terrain
Glaciers
Steep terrain
Moraine
Talus
Acute stressor
Ongoing stressor
Unfamiliar environments
Unfamiliar stressors
Unfamiliar coping options
Thoughts of injury, death, and dying
Rockfall
Avalanche
Accident
Critical incident
Near miss
Illness
Injury
Exhaustion
Dehydration
Nutritional deficiency
Interpersonal stressors
Scary
Disgusting
Uncomfortable

Mental health problems in the Pre-existing condition
mountains
Pre-existing stressor
Pre-trip screening
Prevention
Trigger event
Stress response
Stress appraisal
Coping with stress
Emergence
Exacerbation
Dysfunction
Distress
Danger
Deviance
Assessment
Scene safety
Triage
Signs
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Becker, 2010; Bixler & Carlisle,
1994; Bixler & Floyd, 1997;
Davis-Berman & Berman, 2002;
Farrace et al, 1998; LawrenceWood & Raymond, 2011;
Marchand, 2008; Marchand et
al., 2009; Morenz, 2012; Neill,
2008; Novack et al, 2007;
Schimelpfenig & Safford, 2016

Astin et al., 2003; APA, 2013;
Berman et al., 1998; Bolmont &
Abraini, 2001; Endler, 1997;
Freer, 2006; Kellert & Wilson,
1993; Koole & Van den Berg,
2005; Moore, 2015; Morenz,
2012; Mortimer, 2010; NOLS,
2014a, 2014b; NOLS, 2017;
Phelan, 2003; Schimelpfenig &
Safford, 2016; Tilton, 2010; Van
den Berg & Heijne, 2005;
WHO, 1994
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Symptoms
Last intake/output
Allergies
Current medications
Mental health history
Medical history
Rule out medical contribution
Physical-psychological overlap
Integrated care
Mild problem
Moderate problem
Severe problem
Risk level
Diagnostic category
Listening
Nonpharmacological intervention(s)
Pharmacological intervention(s)
Ongoing reassessment
Field management
Evacuation
Wilderness context
Communications equipment
Consultation
Debriefing

Stigma

Activities

Group responses to mental health
problems
Training model (WFR, WEMT,
WFA, MHFA, PFA, etc.)
Fabrizio & Neill, 2005; Hattie et
Rock climbing
al., 1997; Neill & Dias, 2001
Ice climbing
Hiking
Backpacking
Mountaineering
Rafting
Caving
Skiing/Snowboarding
Glacier travel
Crevasse rescue
Skill building
Environmental education
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Appendix F
Final Codebook

Codebook: PROCESSES
Broad
Concept
Anticipate
MH

Description
(Operationalization)
Key informant mention of
processes related to the
importance of preparing
for, planning ahead for,
preventing, or taking a
proactive stance toward
the potential presentation
of MH problems.

Does or does not include

INCLUDES: Mental health
problems are common, they
happen all the time, its not if
but when we will encounter
them, we should use
knowledge about participants
to support participants or
prepare for incidents, having
awareness about what MH
problems might be
encountered, thinking ahead
about what issues are
manageable in the field vs.
requiring evacuation, we
should prepare participants
by informing them about the
challenges of wilderness
based education, preparing
them for the stressors they
will encounter, adapting
course objectives ahead of
time, adjusting staffing ahead
of time, etc.
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Key Words/Example
Quotes
"Working in the outdoor
industry it's probably not a
matter of if something
major is going to happen or
something traumatic or
some encounter with
mental health. It's just a
matter of when, and I think
really understanding that
and having instructors or
guides really aware of that
possibility."
"Finding a way to let
people know what is going
to be happening on the
course and asking questions
in terms of the screening,
like when you're in a
stressful situation, what are
your tells and how, you
know, what does your body
do, what are your go to
kind of comfort or coping
mechanisms. What does
that look like? How often
does this happen for you?
What situations has it
happened in before? So
yeah, just really trying to get
a picture about what
happens to the person or
individual when they're
stressed, and under
pressure."
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Assessment

Key informant mention of
processes related to the
assessment and
understanding of MH
problems.

INCLUDES: In field data
gathering, observation,
getting information, using
curiosity to explore problems
or get to know people,
interviewing the patient
asking them questions,
clarifying details, learning
from the patient, working to
understand patient history
and current complaint,
working to understand 4Ds
in context, assessing risk.

Brief/Debrief

Key informant mention of
briefing or debriefing and
related interpersonal
reflective processes to
learn from what happens
on trips.

INCLUDES: Briefing and
debriefing as well as
organizational and
interpersonal processes
related to incidents or events
that occurred, what
happened in those incidents
or events, what worked, how
things could be done
differently next time.
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"You know, we don't ask
people to be physicians. We
ask to make a, make an
assessment. If the
intervention is simple and
within their competence
they can do it. But a lot of
times it's a decision of,
again, 'can I manage this in
the field?' Or, uh, 'does this
patient have to see a
physician?' Uh, I can't
expect to reverse a disease
process that's been going
on for years or decades. I
have to make a decision
about whether it's
appropriate for this person
to stay in the wilderness or
not."
"A lot of is talking and
listening, and, for us
following paths of curiosity
and trying to get the patient
to tell us, uh, to tell us, uh,
I guess their diagnosis, how
they'd been treated and
how this is outside of a
pattern that they're used
to."
"And programs I worked
for, they walk their talk. So
there was just time to
debrief as field instructors
or administrators of
incidents that went down.
How would we do it
different. A lot of time
spent doing that. And when
I was sitting with people
who at that point were
wiser than I was and had
been doing this for 20
years."
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Evacuation

Key informant mention of
processes related to
evacuation and
termination of field
management.

INCLUDES: Mention of
evacuation, evacuation
processes, discussion of
potential evacuation, that a
problem is no longer
manageable in the field,
termination of field
management, walking out,
helicopter evacuation, person
says they shouldn't be in the
field, discussion implying
someone needs to be
removed from the field

Field
Management

Key informant mention of
any indirect intervention
strategies used to manage
MH related safety
concerns while remaining
in the field.

Follow-up

Key informant mention of
processes related to
follow-up.

INCLUDES: Mention of
'field management,' 'risk
management' and synonyms,
mention of indirect
intervention strategies and
field management processes
such as treatment planning,
action planning, supporting
participants as a group, risk
management in the field,
utilizing programmatic or
curriculum resources to
support participants in the
field, adapting group actions
or activities to mitigate risk
or facilitate patient
participation, considering
unintended consequences of
prolonged field management
efforts.
INCLUDES: 'Follow-up' and "And yeah, I like that was
synonyms.
huge for me to recognize
that the company or the
organization was doing that
because that just showed
the level of understanding
about what's actually going
on and importance of
follow up."
" Ideally it'd be awesome if
we just knew all the things
they were dealing with and
could ask followup
questions about it."
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"Last year we had a student
with a previous history of
suicide ideation and self
harm and that student did
end up harming themselves
on the course. First without
instructor knowledge,
eventually other students
brought it to our attention
and then we ended up
getting that student the
treatment that they needed
and ultimately they left the
field."
"Uh, well, we have, uh, we
have experience with clients
who do not disclose and
then, uh, we end up
managing the problem in
the field. I just finished a
course a week ago with a
participant who had, uh,
stopped a medication
regimen prior to the course.
We were not aware of that,
uh, the student then had
issues that we had to
manage that we think were
related to the change in the
medication regimen."

MENTAL HEALTH PROBLEMS IN THE MOUNTAINS
Information
Management

Key informant mention of
processes related to
confidentiality and
information management.

Intervention

Key informant mention of
any direct intervention
strategies aimed at
decreasing patient distress,
dysfunction, danger, or
deviance while in the field.

INCLUDES:
'Confidentiality', the
importance of information
management for individual
and group functioning,
explaining to groups about
MH/PH problems while
respecting the privacy of the
patient as much as possible,
ways that instructors or
organizations should deal
with sensitive health
information, what kind of
information is useful
depending on population trip
length or activities, whether
or not a report should be
made in cases of suspected
abuse.
INCLUDES: 'Intervention;
and synonyms, active
listening, processing,
diffusing difficult behaviors,
coaching or teaching the use
of various coping skills,
'dealing with it,'
administering medications,
validating a person's
experience, enlisting peer
support, containing problem
behaviors, developing a
behavior contract, engaging
patient in recovery or repair
processes, supporting pt
MH, medical interventions
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"And so we would often
check in when we had a
roster of students who were
going to go out in the field.
We would run that roster
by the counseling
department. And within the
confines of confidentiality
they would share anything
that we really needed to
know. And that worked
fine."

"A lot around student
anxiety and managing
challenging behaviors like
particularly anger and a bit
on harassment as well.
Mostly focusing on how to
recognize then defuse and
then seek outside help."
"And I think it was really
just the compassionate
listening. And then being
able to understand, not just
nod and be like not really
know what they were
talking about. But really just
to hear them and give them
a sense that we knew a little
bit what we were talking
about, which came from
the training...So in 20 years
of retrospect, I think that
was the most important. It
was just to have the ability
to understand and then just
compassionately listen."
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Recognition

Key informant mention of
processes related to the
identification/recognition
of MH problems and
factors influencing the
assessment/field
management/intervention.

INCLUDES: 'Identification',
'recognition' of: MH
problems, signs and
symptoms of MH problems,
important contextual factors,
biases, and reflective
processes related to the
understanding of personal,
colleague, and participant
MH.
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"Being able to recognize
signs of what's going on for
somebody who has
experienced the challenges
of bipolar disorder or
depression or yeah
thoughts of suicide and
being able to recognize that
and understand that I don't
need to be afraid of it. I just
have to try to understand
more where that's coming
from and when to to
engage, or not."
"Having my own practices
of being able to recognize,
okay, this is, this is my issue
that I'm having to deal
with, or it's my own
projection versus really
someone else's stuff that I
don't need to take on. And
being able to understand
the difference between, you
know, having a thick skin
as a preventative thing
versus a thick skin that's
actually just detrimental
because you're not dealing
with your stuff."
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Codebook: MENTAL & PHYSICAL HEALTH PROBLEMS

Broad
Concept

Description
Does or does not
(Operationalization) include

Boundary
Issue

Key informant mention
of boundary issues or
boundary violations.

INCLUDES: Harassment,
deception, lying,
manipulation, bullying,
discrimination, physical
violence, sexual acting out,
going AWOL, not following
directions, non-compliance
with policy, not respecting
established group rules, etc.

And so having yeah, and then
one boss that I had for a
number of years...I don't think
he'd ever sought help for mental
health, but suffering from
PTSD and some kind of
personality disorder...and there's
just been a very, very consistent
track record of those working
for him, not being able to last
very long because of the
volatile, you know, attitude and
kind of outbursts of anger. A lot
of, yes, mistreatment, like verbal
abuse, emotional abuse."
"She had real trouble with
sexual boundaries. It was like a
youth at risk program...we had
to isolate her away from the
group, and remove her from the
program, but yeah she was
struggling with that...basically
you know, if you weren't
watching her she would be
doing something inappropriate."

Emergence &
Exacerbation

Key informant mention
of MH or PH issues
appearing or getting
worse.

INCLUDES:

Fatality

Key informant mention
of a fatality.

INCLUDES:

"It could be with a group of
kids who you've never met or
they don't hang out with, and
you're not at home. You don't
have the comfortable things at
home, food, sleeping.
Everything is different. And so
obviously any of those things
can trigger the rise of whatever's
going on with them."
"It ended up being me and
coworkers responding to this
incident outside of work hours.
And yeah, it was a big storm,
trees fell on a tent and one
person was critically injured and
then another person passed
away."
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Key Words/Example
Quotes
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Medical
Problem

Key informant mention
of a medical illness or
injury.

INCLUDES: Any physical
illness, injury, or infirmity.

MH-Medical
Overlap

Key informant mention
of MH-Medical overlap
or cooccurrence.

INCLUDES: Any
interaction of medical and
MH issues such as pain and
behavior, physical
manifestations of MH
concerns and vice versa,
distress resulting in medical
problems impacting MH.

MH Diagnosis

Key informant
mention of MH
diagnoses, MH
diagnostic categories,
or specific types of
mental health
problems.

INCLUDES: Includes
depression, anxiety, bipolar,
ADHD, autism spectrum,
panic, schizophrenia, PTSD,
ODD, OCD, conduct
disorder, eating disorders,
substance use disorders,
personality disorders
presenting in the field.
Diagnoses may also be
implied, e.g 'the most
common mental health
problems we see in the field
are X, Y, and Z.'
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"A student took a really big fall
from the top of a cliff partway
down the route through
basically clipping the wrong
rope into the system, like not
following their plan or
instructions. That was a more
immediate physical trauma that
was really scary for that student.
Then for the other two
students, one staff member, and
myself, we were all witness to
that situation."
"Otherwise, uh, there are issues
of anxiety that come up. Just,
people who are unable to focus,
they can't participate in the
course because they're so
concerned about their physical
health or discomfort."
"Yeah, we had a couple of
women get triggered by an
event. One was a gun shot, and
guess she was very anxious, kind
of became displaced, kind of
thought she was back in that
moment of trauma, and then
later that evening had a seizure."
"And then since then definitely
a lot of that, like almost every
course that I've done since then
has been, yeah. Like at least a
few students that have anxiety
or depression or have had
suicidal ideation, that was
another one that was an issue
for him, the previous ca"se. So
yeah. So, and then another one
was like a girl having a panic
attack."
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MH Problem

Key informant mention
of any MH problem or
MH issue. A situational
catch-all code
identifyingMH
problems indicating the
presence of distress,
dysfunction, danger, or
deviance (4Ds)

Self-Harm

Key informant mention
of intentional self-harm.

Signs &
Symptoms

Key informant
mention of 'signs'
'symptoms' and
synonyms.

INCLUDES: Any mental
health problem including
diagnosable MH conditions,
implied MH problems (such
as a negative reaction to
homesickness for example)
that exhibits dysfunction,
distress, danger, or deviance
(4Ds) with regard to
context.
INCLUDES: Any act
oriented to intentional self
harm, regardless of motive.
DOES NOT INCLUDE:
Things like eating
disordered behavior
(starvation, binge and purge
e.g.), unless known to be
intended for the purposes
of self-harm.
INCLUDES: Specific
observable MH signs or
reported MH symptoms
indicating distress,
dysfunction, danger, or
deviance (4Ds)
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"I can think of a student with a
history of, just a couple of years
ago, an adult student with a
history of bipolar disorder who
for some reason was altering a
normal medication pattern and
had very, uh , dramatic mood
swings when she was in the field
with us."

"Last year we had a student with
a previous history of suicide
ideation and self-harm and that
student did end up harming
themselves on the course. First
without instructor knowledge,
eventually other students
brought it to our attention and
then we ended up getting that
student the treatment that they
needed and ultimately they left
the field."
"And then with more I think
severe challenges, whether that's
like personality disorders or
schizophrenia or, you know,
medicated depression. Again,
being able to recognize what
those symptoms are and where
is the healthy boundary of, you
know, these interventions or
ways of interacting are going to
help promote healthy
relationship and trust building
and these are the ones that are
not."
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Stress
responses

Key informant mention
of stress responses, i.e.
physiological or
psychological responses
to stress.

INCLUDES: Physiological
or psychological stress
responses, what happens in
your body and/or mind
when you are stressed.

Suicidality

Key informant mention
of suicidality.

INCLUDES: Suicidal
ideation, statements,
planning, or attempts.

Trauma
Survivorship

Key informant mention
of the legacy of trauma
and/or traumatic stress.

INCLUDES: The sequelae
of trauma and traumatic
stress to include mention of
PTSD symptoms, after
effects of trauma, previous
traumatic events being
triggered by current day
events.
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"Finding a way to let people
know what is going to be
happening on the course and
asking questions in terms of the
screening, like when you're in a
stressful situation, what are your
tells and how, you know, what
does your body do, what are
your go to kind of comfort or
coping mechanisms. What does
that look like? How often does
this happen for you? What
situations has it happened in
before? So yeah, just really
trying to get a picture about
what happens to the person or
individual when they're stressed,
and under pressure."
"And again, feeling at the edge
of my competence in identifying
this and then helping the
student cope. Those are two
things that popped into my
mind. I've had, I've had suicidal
ideation in the field and then
trying to decide is this just a, a
drama thing? Uh, or is there
substance to this, these words
this person is using?"
"Yeah, we had a couple of
women get triggered by an
event. One was a gun shot, and
guess she was very anxious, kind
of became displaced, kind of
thought she was back in that
moment of trauma, and then
later that evening had a seizure."
"As the lay person it's like, Oh
my God, that was already a year
ago? And the news clip was all
about how the people who lived
through it are still stuck in time.
And it was just a reminder like
yeah, it hasn't ended for them."
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Trigger

"And I think, I mean, like for
me personally, I like, I would
love to just have way more
training on like how to talk to
different people that are going
through a challenging time or
having trigger or trauma
responses, you know, anxiety
and like learning more concrete
tactics for how to speak to
people or what are things that
are gonna bring them comfort
or can help shift the focus of
what's going on for them."

Key informant
mention of 'trigger,
triggered' etc, or of a
MH problem
presentation
following a specific,
known trigger event.
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Codebook: NEEDS & STRESSORS

Broad Concept

Description
Does or does not
(Operationalization) include

Key
Quotes

Accident

Key informant mention
of an unpredicted or
unintentional event
leading to injury, illness
or death.

INCLUDES:

Barriers to Self
Care

Key informant mention
of organizational or
practical barriers to self
care.

INCLUDES:

Group Impacts
of MH/PH
Problems

Key informant mention
of ways that MH/PH
problems impacted
other participants of the
course or impacted the
patient socially, or how
MH/PH problems were
impacted by group
dynamics.

INCLUDES: Stuff like
MH/PH Problems
forcing the group to have
to stop, change itinerary
or activity, deal with
group or social
ramifications of MH/PH
problems, how group
dynamics impact patient
MH/PH problems

"Another one was one that
actually just happened on
Sunday on a climbing course
and a student took a really big
fall from the top of a cliff
partway down the route through
basically clipping the wrong
rope into the system, like not
following their plan or
instructions."
"I think too access to other
resources. Like when I've had
some of the harder incidents in
my past I've asked for outside
help and the school didn't really
have like pathways to that."
"So we had to call our course
directors, program directors
who then contacted the
psychiatrist and the parents and
it was kind of this big hurry up
and wait. We had to camp the
group there. So it actually
stopped the trip for a full day
and we had to kind of write up a
behavioral contract, you know."

Increase in MH
Presentation

Key informant mention
that presentation of
MH problems is
increasing.

INCLUDES:
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Words/Example

"That, that's changing over time.
At least, I've seen it 20 years
ago, if somebody had a label
that they had a mental health
history, uh, shunning isn't the
right word, but you know, they
were profiled as a difficulty right
away. Whereas now they are
more, so common that people
are more accepting of them."
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Lack of Normal
Coping Methods

Key informant mention
that normal or
preferred coping
methodologies are not
available in or out of
the field.

INCLUDES:

"I haven't seen that that much
because I haven't worked that
much in the field the last couple
of years. Uh, but that is more
and more a theme on many of
our courses is anxiety over, you
know, the whole anxiety about
separation from your electronic
communication devices."
"I think that's just the hard part
about this work sometimes is
that maybe for individuals when
they're out in the field working,
they're very high functioning
and you know, maybe the
outdoors is their happy place. So
they feel, you know, at peace or
they're kind of their best self.
Often problems can come, you
know, crop up when they get
back home and there's
difficulties in their relationships
or if they are struggling to find a
home base because you know,
they don't want to pay rent
when they're gone 90% of the
time."

MH is Difficult

Key informant mention
that MH is difficult to
deal with.

INCLUDES: MH is
difficult to deal with, is
more difficult to deal with
than physical health, we
can't fix it, presents in a
more subtle or complex
manner, is unpredictable,
is difficult to train people
for, is difficult to talk
about, is hard to know
enough about, is
exhausting to deal with,
intervention
works/doesn't work
depending on the person,
intervention needs to be
tailored to individual,
multiple attempts may be
required

"You feel so different dealing
with a mental health issue in the
field than you do managing a
student who is sick or a student
whose shoulder was dislocated
or something like that. Um,
those are, are just more
predictable for you. There's an
end point that you can envision
there within your skillset. The
mental health issues are, the end
points are elusive. They're not
predictable. There's so much
uncertainty and you're so much
at the edge of your
competence."
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Non-disclosure

Key informant mention
or non-disclosure of
MH or PH issues.

Occupational
Stress

Key informant mention
of occupational
stressors and issues
related to burnout such
as vicarious trauma,
compassion fatigue etc.

Stress &
Challenge

Key informant mention
of stress and challenge
in general, or in the
context of wilderness
based education.

Trauma/Stress
Injury

Key informant mention
of trauma in general, or
trauma and stress in the
context of wilderness
based education and
related fields.

INCLUDES:

"They never wrote that down
on their form. That was pretty
normal. So I don't have a
percentage, but I think it
happens regularly. People don't
disclose."
"You know, you wouldn't want
a guide, uh, hiding an issue
because they thought their
employment was in jeopardy."
"I think like psychological first
aid, stress injuries, and exposure
stress, the last largely because I
have yet to meet someone in
this line of work who doesn't
deal with that personally on
some level... It'd be awesome to
have field staff have access to
tools for dealing with that for
themselves as well, not only for
supporting others."

INCLUDES:

"You come up, come up to a
river crossing and they're like
'Oh my gosh, I have to wade
this river.' And you have to go
through 'We've done the
instruction, we've done this
before. Here's what we see,
here's why we think we can
manage this. You can watch
other people cross this river
first.' Um, ultimately if you don't
cross it, that's OK, we can
manage that as well. But, it really
means we're probably going to
turn around and go home.

I worked a lot with women, like
mostly women coming from
traumatic events. I guess the
three main groups I worked
with were survivors of trauma.
The first nations kids, who have
kind of various degrees of some
trauma, sometimes they're just
like you know, normal kids, and
then veterans. I don't do a lot of
work with veterans, but
[organization] had a veterans
program. I did a couple of
courses with that.
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Unsupportive
Org Culture

Key informant mention
of unsupportive org or
industry culture around
MH and related issues
as a barrier to self-care,
a barrier to personal
quality of life, or a
barrier to patient care.

INCLUDES:
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"It's a message that we get
through osmosis. You have to
put your personal shit down
when you're at work. That's a
pretty strong message out there
in the work world and maybe a
place that I don't think it
necessarily has to be in our
industry."
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Codebook: RESOURCES & COPING

Broad Concept

Description
(Operationalization)

Does or does not Key
Words/Example
include
Quotes

Adv Med/MH
Provider

Key informant
mention of advanced
medical or medical
health care provider or
facility regardless of
setting (field, inpatient,
outpatient).

INCLUDES:

"Uh, they help bring some
structure and guidance to
the decisions we have to
make. Uh, you know,
we've, uh, the protocols
that we have are based on
what we see. They're
informed by mental health
professionals."

Collaboration

Key informant mention
of collaborative
processes focused on
working together for an
improved outcome.

"You come up, come up to a
river crossing and they're
like, oh my gosh, I have to
wade this river. And you
have to go through 'we've
done the instruction, we've
done this before. Here's
what we see, here's why we
think we can manage this.
You can watch other people
cross this river first. Um,
ultimately if you don't cross
it, that's OK, we can manage
that as well."

Colleague
Support &
Mentorship

Key informant
mention of
colleagues/coinstructors supporting
one another with
regard to personal
issues or from a peer,
administrative,
mentorship, or
coaching stance for
support and/or
professional
development.

INCLUDES: Any
mention of a mutual
collaboration or
reciprocal problem
solving process used to
work for an improved
outcome whether
between participants,
instructors, instructor
and another party,
between organizations.
DOES NOT
INCLUDE:
Consultation.
INCLUDES: Pairing
instructors in a way that
encourages mutual
support capacity in the
field, mutual support
processes between
instructors, experienced
instructors fostering
increase in capacity in
other instructors.
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"Hmm, I think that at
least where I've mostly
been working for
[organization] in the
[mountain range] we've
been quite fortunate in
that our course directors
or program directors have
a fair bit of knowledge
through their own work
experience or they've
taken additional training.
And so it feels like there's
quite a wealth of
knowledge and resources
right at that level."
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INCLUDES:

"I would love to just have
way more training on like
how to talk to different
people that are going
through a challenging time
or having trigger or
trauma responses, you
know, anxiety and like
learning more concrete
tactics for how to speak to
people or what are things
that are gonna bring them
comfort or can help shift
the focus of what's going
on for them."

Communications Key informant mention
Technology
of communications
technology or the use of
communications
technology in the field.

INCLUDES:

Concrete &
Actionable

Key informant mention
of methods, strategies,
frameworks, protocols
etc being accessible, easy
to follow, concrete,
actionable, practical,
simple etc.

INCLUDES:

"And there is always the
opportunity to kind of call
up a medical advisor or a
psychologist or psychiatrist
that's kind of on call for the
organization. It feels like all
it takes is a phone call and
we are given a tool to take
with us into the field. So we
have sat phones, we have in
reaches, et cetera."
"Yeah. Cause they have a
pretty good outline of just
the protocols in the
instructor manual. So kind
of like when in doubt it was
easy to open up the book to
those pages we needed to
see."

Consultation

Key informant mention
of the utilization of
consultation and
consultation processes
utilizing organizational
networks, incident
response networks, and
on course/off course
resources.

INCLUDES: Org
consult, incident
response network
utilization, consult with
advanced mental health
or medical providers, in
preparation for or in
response to MH/PH
problems in the field.
DOES NOT
INCLUDE:
Collaboration

Communication
Skills

Key informant
mention of
communication skills
in general or specific
methods or strategies
for communicating
with people.
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"And there is always the
opportunity to kind of call
up a medical advisor or a
psychologist or psychiatrist
that's kind of on call for the
organization. It feels like all
it takes is a phone call and
we are given a tool to take
with us into the field. So we
have sat phones, we have in
reaches, et cetera."
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Coping &
Growth

Key informant mention
of growth through
challenges, positive
adaptation to challenge
in personal life or in the
context of wilderness
based education and
related fields.

INCLUDES:

174

"I've had my own challenges
with mental health as a
young person. And so I've
had that experience of
having gone to therapy and
finding different coping
mechanisms and just
understanding that larger
context. So yeah, kind of
having my own practices of
being able to recognize,
okay, this is, this is my issue
that I'm having to deal with,
or it's my own projection
versus really someone else's
stuff that I don't need to
take on."
"And it's
pretty physically strenuous.
And you're camping out and
cooking on fires every night.
And it's kind of an
[organization] thing. I really
enjoy seeing the change that
happens from day one
compared to the last day."I
mean how much more
competent people are, and
comfortable with their
anxieties over the things.
Once they got some
confidence and experience.
And that just takes time."
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Disclosure

Key informant mention
of honest and open
disclosure of mental or
physical health issues.

INCLUDES: In pre-trip
screening, between any
two parties (to include
participants, instructors,
colleagues, supervisors
etc.)

Diversity &
Inclusivity

Key informant mention
of topics related to
diversity and inclusivity.

INCLUDES: Aspects of
culture, language, race,
'special populations',
SES, sexual and gender
identity, not excluding or
exposing these
populations, being
sensitive/thoughtful
when working with these
populations, inclusivity
as a practice.

Employee
Benefit/EAP

Key informant mention
of employee benefit
programs such as free
counseling.
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"In an ideal world, if we
were getting the right
information disclosed then it
would be used in support of
the participant. I don't know
how to crack the nut of
making sure that people are,
imploring them to
understand the context of
what they're about to sign up
for. And that it's super vital
for them to fill it out
honestly." "It's going to be
a hidden subject even for a
guide, because I would think
because that would, I would
think any company you're
working for, they're not
going to want to, they're
going to shy away from
hiring you as if you disclosed
you have some illness. So
again, I think it's comes back
to that stigma of mental
health."
"And again it was with this
population, this is a high
power prep school.
Although the kids had a
really wide diversity
socioeconomically and
culturally."
"And so I
think, if you could kind of
web the mental health stuff
to some of the inclusion and
diversity stuff, there may be
an opportunity to think
through what those kinds of
trainings might look like."
"So this is a new thing for
our organization, but we
were able to get,
[organization] has organized
an employee assistance
program and so people can
call this number and get
connected right away with,
you know, in person
counseling or phone
counseling, financial
planning, all different factors
of life support.”
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Establishing
Emotional Safety

Key informant mention
of processes related to
the establishment and
maintenance of
emotional safety.

INCLUDES:
Relationship building,
helping people feel
settled or safe, working
to understand and/or
validate a person's
experience, staying calm,
being compassionate,
being patient,
empowering others,
bringing people comfort,
establishing trust and
respect, establishing
boundaries, front loading
a supportive in field
culture, practicing
empathy, fostering hope,
fostering empowerment,
validating a person's
experience, addressing
basic needs such as food
shelter hydration,
knowing when to
decrease or eliminate
participant stress
exposure, assisting when
needed, backing off
when needed, calming
the nervous system.

"And so that is like, that
relationship building is
happening 100%, and the
people that come in feel very
supported. It's like they
already know [organization]
is a place where they can feel
safe. Their mental health
challenge isn't something
that's gonna discriminate
against them and it's more,
yeah, the whole premise that
we want to be able to
support you in the best way
possible."

Family Support

Key informant mention
of utilization of family
support or assistance.

INCLUDES:

"The piece that is the most
helpful is when I can identify
a person that is a great
support person for the
student that they can contact
during the course, whether
that's a parent or therapist or
best friend or someone, that
has been really helpful. If
students can use the sat
phone or we can go into
service and they can have a
long chat with that person,
often that's been really
helpful."
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Instructor
Manual

Key informant mention
of an instructor manual

INCLUDES:

Instructor Self
Care

Key informant mention
of instructor Self
Careprocesses.

INCLUDES: Seeking or
utilizing counseling,
accessing social support,
internal healing work,
asking for help or
flexible scheduling etc.

Medication

Key informant mention
of medication.

INCLUDES:
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"Yeah. Cause they have a
pretty good outline of just
the protocols in the
instructor manual. So kind
of like when in doubt it was
easy to open up the book to
those pages we needed to
see."
"For me it was a little easier
to recognize that because it's
happened before and then to
ask the school for what I
needed and ultimately and
not finishing the section..."
"I think really understanding
that and having instructors
or guides really aware of that
possibility. And so that, you
know, even if the
organization isn't giving a
ton of support there, that
person as an individual can
start maybe bolstering their
own support network."
"I think the other piece
that's helpful is just knowing
what medications students
are on. Sometimes I know
about them, sometimes I
don't, but there are some
that at least it's nice to know
are they a massive sedative
and we're going to go do
technical terrain."
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Multi-step
Screening

Key informant mention
of screening processes
that extend past the
initial filling out of
screening forms or
documents.

INCLUDES: Initial
screening leading to:
conversations with
instructors participants
or their families,
orientation to the rigors
of courses and their
effects on people,
discussions with
participants about
whether the course is a
good fit, referral to a
course or program that is
a good fit, prerequisite
course participation prior
to being admitted to
expedition or course
rosters.

"He filled it out online and if
he does have some
behavioral anxiety stuff
going on and I do
remember. So that's true. If I
clicked a certain box like yes,
there may have only been
one or two questions. But
then after the fact they sent
follow-up questionnaires
that included having to have
a form signed by his mental
health provider."

Normalize
MH/Reduce
Stigma

Key informant mention
of processes related to
stigma/prejudice about
MH and the
normalization and
reduction of stigma
around MH. This is a
two-sided code capturing
negative aspects of
stigma and prejudice as
well as positive changes
as observed or
recommended.

INCLUDES:
Discomfort or
questionable comfort
with MH topics,
exaggeration labeling or
profiling related to MH,
treating people with MH
problems differently,
negative opinions about
MH problems, MH
problems are becoming
more common so now
we are discussing them
more, the need to
address stigma and
prejudice, the effects of
stigma and prejudice,
normalizing MH,
normalizing language
around MH, talking
about it in general,
treating patients as
people first and
diagnoses later, being
nonjudgmental.

"And so, you know, really
addressing stigma that
instructors may be holding
unbeknownst them and how
to, you know, acknowledge
that within yourself and then
address that with others in
the group. Because I think
that's the big thing. Like if
you can't establish trust with
people and, and respect
regardless of what's going on
for them, it's probably not
going to be a great
relationship going forward."
"Well ideally, it'll allow us to
find some truth in what
we're saying. Uh, there's so
much, uh, speculation,
exaggeration, labeling,
profiling, that can happen."
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Participant Peer
Support

Key informant mention
of participants
supporting one another,
providing constructive
feedback, or looking out
for one another's best
interests.

INCLUDES:

Personal &
Professional
Experience

Key informant mention
of the importance of
personal, volunteer, and
professional experiences
and learning efforts in
building capacity
personally and
professionally.

INCLUDES:
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"Last year we had a student
with a previous history of
suicide ideation and self
harm and that student did
end up harming themselves
on the course. First without
instructor knowledge,
eventually other students
brought it to our attention
and then we ended up
getting that student the
treatment that they needed
and ultimately they left the
field."
"Uh, you still can't trade off
actual experience. I mean,
I've had this career in
wilderness medicine and
career in EMS that all started
when I was a young
[organization] field
instructor and decided, boy,
I'm going to have to take
care of sick and injured
people. I need some
experience in the field. So I
joined an ambulance service.
And I could go out and take
care of sick and injured
people. Uh, that's much
harder on the mental health
side."
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Responsive MH
Training,
Protocols +
Policies

Key informant mention
of adaptation of training
curriculum, protocols,
screening or policies
based on issues
encountered and/or
understandings arrived at
through briefing and
debriefing processes.

INCLUDES:

Responsive
Staffing

Key informant mention
of flexible staffing
processes in response to
instructor, participant, or
org needs.

INCLUDES:
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"But the training itself, the
step back training really
came from like, look here
are the top 10 mental health
conditions that we are seeing
over and over and over and
over. And let's use the
counseling department to
give us a little more training.
So we have a little bit more
of a working knowledge
about the background of
some of these situations."
"I guess I would leave that
up to more of the industry
and just to say like, I'm sure
someone at [organization]
from a medical screening
perspective could say, "Look
in the last one year, two year,
five years, those people that
have disclosed X, Y or Z on
the medical form. These are
the most common things
that we are seeing." Not that
anything else couldn't show
up, but these are the most
common things we're seeing.
And that in my mind should
drive the nature of the
content training."
"I mean, I would be
comfortable here to disclose
saying that I'm having a
mental health issue, I need
help or I need to be relieved
of my duties and not fear for
my employment. Right. And
I don't know if every
organization is like that."
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Scope of Practice Key informant mention
of knowledge about or
navigating scope of
practice issues.

INCLUDES:

Stress
Continuum

Key informant mention
of the 'stress continuum',
'mental health
continuum' and its
synonyms and
components.

INCLUDES: Green red
yellow system for stress
injury assessment, visual
stress self assessment
tool, description of self
assessment with regard
to stress injury level,
stress injury management
or stress management,

Supportive Org
Culture

Key informant mention
of supportive org or
industry culture around
MH and related issues as
facilitating self-care,
personal quality of life,
or patient care.

INCLUDES:
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"We try to make sure that,
uh, the people we train that
we're not putting them into,
uh, the position of the
expectation that they're a
therapist. They're really just
a first aid provider on the
mental health level. And I
think one of the concerns
that people will have is that,
'Oh, I'm being asked to do
something I don't want to
do or I'm not trained to
do.'"
"We talked a lot about the
stress injury continuum. I
feel like through that
training I gained a lot of
knowledge in being able to
identify stress injuries when
they've occurred. Not that I
can necessarily do a ton with
it, but being able to identify
some of that is helpful and
then have a few steps laid
out through that training has
been helpful as well."
"Yeah, so I think that really
good protocols for like
having immediate debrief
after an incident. So pulling
people off of work without
any obligations being able to
have an appropriate person
coming into runs the debrief
if possible. And having
follow-up." Well, yeah, I
guess that's, uh, applying the
same level of training and
care you would for your
students to your faculty,
your staff, your guides, uh,
and hopefully having a, a
cultural tone of support.
You know, you wouldn't
want a guide, uh, hiding an
issue because they thought
their employment was in
jeopardy. Right."
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Codebook: STUDY FOCUS AREAS
Description
(Operationalization)

Does or does not
include

Key Words/Example Quotes

MH Training
Types

Key informant
mention of MH and
complementary
training through
wilderness medicine,
organizational, and
other trainings.

"I've done different mindfulness
training, yoga and that helped
me just with being able to
manage my own level of stress
and anxiety and that can often
be brought into practices with
students that help them to feel
more settled or safe."
"I've done very basic mental
health first aid, psychological
first aid (PFA) type training but
as far as formal training, it really
has not been that much. It's
been like a little bit in WFRs
and then also like pieces along
the way."

MH Training
Problems

Key informant
mention of current
MH training
problems.

INCLUDES: Applicable
MH or complementary
training received
through Mental Health
First Aid, Psychological
First Aid, Road to
Mental Readiness,
Wilderness First Aid,
Wilderness Advanced
First Aid, Wilderness
First Responder,
Wilderness Emergency
Medical Technician,
Emergency Medical
Technician, crisis
intervention, de
escalation, advanced
provider MH training,
organizational MH
trainings, stress
management, stress
continuum, stress injury,
Critical Incident Stress
Debriefing,
communication skills,
group management,
inclusion and diversity
trainings, yoga for
mental health, email
scenarios between
recerts or seasons.
INCLUDES: Little or
no MH training,
irrelevance of MH
training to real life
scenarios, inapplicability
of MH training in
wilderness
environments, MH
training lagging behind
medical training, lack of
readiness related to
training, lack of time in
existing training

Broad Concept
MH TRAINING
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"In my initial training as an
outdoor educator, I would say
none. And, uh, my training as a
healthcare provider, as an EMT,
um, was basically acute mental
health crisis response and a little
bit and of stress management.
Um, and largely I'm self
educated in mental health and
stress response topics in my
career."
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MH Training
Assets

Key informant
mention of current
training assets.

MH Training
Key informant
Recommendations suggestions or
recommendations for
future developments
in training.

frameworks for MH,
instructor resistance to
MH oriented training,
intervention utility
dependent on
population trip length or
activities
INCLUDES: Adequate
or enough MH training,
applicability of MH
training to real life
scenarios, relevance of
MH training in real life
scenarios, MH training
is improving or
increasing, readiness as a
result of training.
INCLUDES: Ideas,
topics, skills, themes,
features, or strategies
that may be relevant or
helpful as well as
processes for integrating
those into new or
existing MH training
frameworks, etc.

"And I think it was really just
the compassionate listening.
And then being able to
understand, not just nod and be
like not really know what they
were talking about. But really
just to hear them and give them
a sense that we knew a little bit
what we were talking about,
which came from the training."
"For example, uh, somebody
would be playing the role of a
patient with a certain mental
health crisis and playing that
role with accuracy and then I
would engage with them and I'd
be engaging in a model that was
actually accurate enough that my
learnings out of it would be
relevant."

MH
SCREENING

MH Screening
Problems

Key informant
mention of problems
with pre-trip
screening.

INCLUDES: Problems
with current pre-trip
screening for MH
including, faulty
screening processes,
worries about prejudice
or non-disclosure, false
representation,
screening not being
pragmatic, helpful, or
not being representative
of course behavior, not
being useful in
preparing for and
managing issues in the
field.
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"I've kind of had the whole
range of students who did
disclose things that seemed
really intense and then weren't
an issue at all on course and the
other way around of not
disclosing anything and then
having tons of issues on course.
For me, I think at this point
with that kind of being the
norm to be like "Well it's a crap
shoot."
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MH Screening
Assets

Key informant
mention of assets in
current pre-trip
screening.

MH Screening
Key informant
Recommendations mention of
suggestions or
recommendations for
future developments
in pre-trip screening
for.

ORG MH
PROTOCOL +
POLICY
Org MH Protocol
+ Policy Problems

Key informant
mention of problems
with current org MH
protocols + policies,
or a lack of mental
health protocols +
policies.

INCLUDES: Assets of
current pre-trip
screening for MH
including screening
being accurate,
pragmatic, helpful,
representative of course
behavior, truthful, or
useful in preparing for
and managing issues in
the field.

INCLUDES: Ideas,
themes, topics, steps, or
processes that may be
helpful to incorporate
into new or existing pre
trip screening for MH.

INCLUDES: Problems
with current
organizational MH
protocols + policies,
including a lack of
organizational MH
protocols + policies,
educational framework,
lack of resources to
implement changes, lack
of prioritization of
emergency MH
response capability
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"I see the benefit of being able
to give people a heads up about
what they might anticipate on a
course. And so whether that's,
you know, as part of their
preparation, they're reading
about those specific issues, or
being able to then schedule a
more in-depth conversation
with that person to get a better
picture of that. I think really to
start having that relationship
building right from the get go.
So that there's that yeah, kind of
the foundation of trust is being
built right at pre-trip screening."
"I think the one other piece I
would love to see changed on
these forms is some language
around normalizing those issues
I think a lot of students either
say, or maybe don't say, but
tend to feel that when they write
out 10 different issues that
they've had in the last three
years that they're not going to
get accepted to the program or
they're going to get treated
differently or something like
that. The reality is that we're
accepting most of the students
anyway, so they're going to
show up that it'd be great if they
didn't, if they felt more support
from the get go around all of
that."

"Again, I can think about early
programs where it was like, we
didn't really talk about it. So
when it was an issue in the field,
it was like ‘I don't know what to
do.'"
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Key informant
mention of assets in
current org protocols
and policies.

INCLUDES: Assets in
current organizatoinal
MH protocols +
policies, educational
framework, sufficient
resources to implement
changes, prioritization
of emergency MH
response capability

Org MH Protocol Key informant
+ Policy
mention of
Recommendations suggestions or
recommendations for
future developments
in org protocols +
policies

INCLUDES: Ideas,
themes, topics, steps, or
processes that may be
helpful to incorporate
into new or existing
organizational protocol
+ policy frameworks,
educational framework,
ways to circumvent
barriers to change

Org MH Protocol
+ Policy Assets
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"They help bring some structure
and guidance to the decisions
we have to make. Uh, you
know, we've, uh, the protocols
that we have are based on what
we see. They're informed by
mental health professionals.
Um, I can look at them as a
field faculty member and say, 'I
don't have any experience with
this, but the protocol says' and
follow the protocol. Yup. Um, I,
I think they're very useful."
"So I would hope that a really
thoughtful organization would
do all the right things in the
short-term to debrief and then
additional services. But then the
longitudinal support from
months, years afterwards to ...
For some people it's not over
just because it's been a year. So
longitudinal support in whatever
package that looks best."
"So just those kinds of like
everyday challenges become
more, more real once you're off
trip and yet then you're off
contract and therefore out of
support zone. And so I think
being able to have protocols or
some kind of parameters in
place so that those times almost
outside of the job are captured
to be able to have people
coming to work healthy and
leaving work knowing that they
can have that support and
continue to be healthy."
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Appendix G
Actual vs. A Priori Themes and Subthemes

Actual Themes from Key Informants
MH Training Types
MH Training Problems
MH Training Assets
MH Training Recommendations

MH Screening Problems
MH Screening Assets
MH Screening Recommendations

Org MH Protocol + Policy Problems
Org MH Protocol + Policy Assets

Org MH Protocol + Policy
Recommendations

Anticipate MH
Assessment

Predicted Themes Based on the Literature, Noted
Gaps in the Literature & Sudy focus areas
- Current MH applied skill
- Current MH subject areas
- Training models
- Current MH training needs
- What didn't work
- Current MH training assets
- What worked
- MH training recommendations
- Integration of MH topics
- Integration of applied MH skills
- What could work better
- MH screening needs
- Risks of pre-trip MH screening
- What didn't work
- MH screening assets
- Benefits of pre-trip screening
- What worked
- MH screening recommendations
- How pre-trip MH screening should be used
- What could work better
- MH protocol & policy needs
- What didn't work
- How org MH protocols help in critical incidents
- How org MH protocols support staff health
- How org MH protocols support staff career
longevity
- What worked
- Org MH protocol integration strategies
- MH integration strategies
- What could work better
- Prevention
- Assessment
- Environmental assessment
- Ongoing reassessment
- Risk level
- Scene safety
- Signs and Symptoms
- Last intake/output
- Allergy history
- Current medications
- Mental health history
- Medical history
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Brief/Debrief
Evacuation
Field Management
Follow-up
Information Management
Intervention
Recognition
Boundary Issue
Emergence & Exacerbation

Fatality
Medical Problem

MH-Medical Overlap
MH Diagnosis
MH Problem

Self-harm
Signs & Symptoms
Stress responses
Suicidality
Trauma Survivorship
Trigger
Accident
Barriers to Self-Care
Group Impacts of MH/PH Problems
Increase in MH Presentation
Lack of Normal Coping Methods
MH is Difficult
Non-disclosure
Occupational Stress
Stress & Challenge

- Briefing
- Debriefing
- Evacuation
- Field management
- No a priori code
- No a priori code
- Nonpharmacological intervention
- Pharmacological intervention
- Approach used
- No a priori code
- No a priori code
- Emergence
- Exacerbation
- No a priori code
- Illness
- Injury
- Rule out medical contribution
- Physical-psychological overlap
- Diagnostic category
- 4Ds
- Mild problem
- Moderate problem
- Severe problem
- Self-harm
- 4Ds
- Stress response
- Suicidality
- No a priori code
- Trigger event
- Accident
- No a priori code
- Group responses to mental health problems
- No a priori code
- Unfamiliar coping options
- No a priori code
- No a priori code
- No a priori code
- Activities
- Acute stressor
- Challenge
- Dehydration
- Exhaustion
- Interpersonal stressors
- Ongoing stressor
- Mountain environment
- Nutritional deficiency
- Limits
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Trauma/Stress Injury
Unsupportive Org Culture
Adv Med/MH Provider
Collaboration
Colleague Support & Mentorship
Communication Skills
Communications Technology
Concrete & Actionable
Consultation
Coping & Growth

Disclosure
Diversity & Inclusivity
Employee Benefit/EAP
Establishing Emotional Safety
Family Support
Instructor Manual
Instructor Self-Care
Medication
Multi-step Screening
Normalize MH/Reduce Stigma
Participant Peer Support
Personal & Professional Experience

Responsive MH Training, Protocols +
Policies
Responsive Staffing
Scope of Practice
Stress Continuum
Supportive Org Culture

-

Thoughts of injury, death, and dying
Unfamiliar environment
Unfamiliar stressors
Wilderness context
No a priori code
No a priori code
No a priori code
No a priori code
No a priori code
Communication
Communications equipment
No a priori code
Consultation
Adaptation
Coping with stress
Experiential learning
Group learning
Personal growth
Personal learning
Resilience
Self efficacy
Skills development
No a priori code
No a priori code
No a priori code
Training models (PFA)
No a priori code
No a priori code
No a priori code
Pharmacological intervention
No a priori code
Stigma
No a priori code
Personal growth
Personal learning
No a priori code

-

No a priori code
No a priori code
No a priori code
No a priori code
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Appendix I
American Alpine Club Research Grant Award Letter

May 8, 2012

Dear Sam,
The American Alpine Club would like to congratulate you on being awarded the 2012 AAC Research
Grant in the amount of $300. Your proposal proved to be significant to our mission and we thank you for
allowing the AAC to be a part of your project. The Research Grant has a rich history and we wish you the
best in your upcoming expedition.
The AAC has been inspiring and supporting climbers for over 106 years. The alpine climbing community
is a small one, and your leadership serves to encourage others and helps the community grow. We’re
excited about the future of climbing and of the AAC. I sincerely hope that you’ll help us continue to
spread the word about the extraordinary opportunities, special privileges, and incredible resources that the
AAC makes available to the community.

Before any checks can be issued please read and sign the attached Agreement and Release. This form can
be faxed, mailed or emailed back to us. We will mail out checks when we have the signed form. This
form also asks for your social security number for tax purposes so we encourage you to either fax or mail
this form back to us rather than email for security purposes. Use your own best judgment. Additionally,
please remember the following responsibilities you agreed to on your signed application:
•

Within two months of returning, I will submit to the AAC a written report for possible inclusion in AAC
publications. (Failure to submit report will result in applicant being ineligible for future AAC grants)

•

Any awarded funds will be used for the purposes stated and that any changes in plans will be reported to the
AAC.
If for any reason the research objective is canceled or significantly changed, awarded funds must be returned to
the AAC.

•

I will be responsible for any taxes that may apply to the award received.

•

I have not been excluded, banned, or disciplined from climbing or research in any area.

•

In any presentations, lectures, or slide shows about my research, I will mention that I received an AAC grant
and include an AAC logo in presentations.

Best Regards,

Hugh Bollinger
Interim Research Grant Chair
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Appendix J
Amazon Gift Certificate Receipt
Amazon.com - Order 112-9573465-9263429

10/17/2018

amazon.com
Details for Order #112-9573465-9263429
Order Placed: October 17, 2018
Amazon.com order number: 112-9573465-9263429
OrderTotal: $100.00

Not Yet Shipped
Items Ordered

Price

1 of: Amazon.com Gift Card in an Amazon Gift Tag
Sold by: ACI Gift Cards, Inc.

$100.00

Condition: New

Shipping Address:
Samuel Johnson
PO BOX 3243
203 MONROE
SEWARD, AK 99664-3243
United States

Shipping Speed:
Standard Shipping

Payment information
Payment Method:

Item(s) Subtotal: $100.00
Shipping & Handling:
$0.00

Visa | Last digits: 1979

Billing address

Total before tax: $100.00
Estimated tax to be collected:
$0.00

Samuel Johnson
PO BOX 3243
203 MONROE
SEWARD, AK 99664-3243
United States

Grand Total:$100.00

To view the status of your order, return to Order Summary.

Conditions of Use

∣

Privacy Notice © 1996-2018, Amazon.com, Inc. or its affiliates

https://www.amazon.com/gp/css/summary/print.html/ref=od_aui_print_invoice?ie-UTF8&orderID=112-9573465-9263429
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Appendix K
IRB Personnel List
All listed personnel must create an IRB account and be given at least read access to the Research Protocol or
Exemption Request in Inbred.

Copy and paste the questions below for each additional person working on the project.

PERSONNEL INFORMATION: Minors <18 years of age) must be approved by UAF Risk Management
before working on any UAFproject.

Name:

Samuel H Johnson
UAF Status (e.g. faculty, staff, undergraduate, volunteer, etc.)

Doctoral student
Specific Duties & Responsibilities on this Protocol (e.g. design the research tools, recruit subjects, obtain
subject consent/assent, collect data, perform analysis, transcribe data, advise student researcher, etc.):
Design the study, design research tools, recruit subjects, obtain subject consent, collect data,
transcribe data, perform analysis, transcribe data, advise volunteer research assistant.
Will this person have contact with research participants or their identifiable data?
Research participants: Yes
Identifiable data: Yes
If reportable information, for example child abuse, may be obtained from participants, please
indicate in this space whether or not this person has any mandated reporting responsibilities (as a
counselor or mental health professional, social worker, nurses, physicians, etc. This does not include
Title IX employee reporting.) Note: You must make it clear to participants if their responses may be reported to
social services or law enforcement.
We do not expect reportable information will be obtained from participants. Samuel is,
however, a mandated reporter as a clinical social worker and doctoral psychology student.
PERSONNEL INFORMATION: Minors <18 years of age) must be approved by UAF Risk Management
before working on any UAFproject.

Name:

Ellen D. S. Lopez
UAF Status (e.g. faculty, staff, undergraduate, volunteer, etc.)

UAF Faculty, UAF Co-Chair
Specific Duties & Responsibilities on this Protocol (e.g. design the research tools, recruit subjects, obtain
subject consent/assent, collect data,perform analysis, transcribe data, advise student researcher, etc.):
Advise student researcher (Methodology Co-Chair), Project PI for UAF IRB
Will this person have contact with research participants or their identifiable data?
Research participants: No
Identifiable data: Yes
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If reportable information, for example child abuse, may be obtained from participants, please
indicate in this space whether or not this person has any mandated reporting responsibilities (as a
counselor or mental health professional, social worker, nurses, physicians, etc. This does not include
Title IX employee reporting.) Note: You must make it clear to participants if their responses may be reported to
social services or law enforcement.
No mandated reporting duties noted outside title IX.
PERSONNEL INFORMATION: Minors <18 years of age) must be approved by UAF Risk Management
before working on any UAFproject.

Name:

Patrick L Dulin
UAF Status (e.g. faculty, staff, undergraduate, volunteer, etc.).

UAA Faculty
Specific Duties & Responsibilities on this Protocol (e.g. design the research tools, recruit subjects, obtain
subject consent/assent, collect data,perform analysis, transcribe data, advise student researcher, etc.):
Advise student researcher (Committee Chair)
Will this person have contact with research participants or their identifiable data?
Research participants: No
Identifiable data: No
If reportable information, for example child abuse, may be obtained from participants, please
indicate in this space whether or not this person has any mandated reporting responsibilities (as a
counselor or mental health professional, social worker, nurses, physicians, etc. This does not include
Title IX employee reporting.) Note: You must make it clear to participants if their responses may be reported to
social services or law enforcement.
We do not expect reportable information will be obtained from participants. Patrick is,
however, a mandated reporter as a Clinical Psychologist.
PERSONNEL INFORMATION: Minors <18 years of age) must be approved by UAF Risk Management
before working on any UAFproject.

Name:

Inna D. Rivkin
UAF Status (e.g. faculty, staff, undergraduate, volunteer, etc.)

UAF Faculty
Specific Duties & Responsibilities on this Protocol (e.g. design the research tools, recruit subjects, obtain
subject consent/assent, collect data,perform analysis, transcribe data, advise student researcher, etc.):
Advise student researcher (Committee Member)
Will this person have contact with research participants or their identifiable data?
Research participants: No
Identifiable data: No
If reportable information, for example child abuse, may be obtained from participants, please
indicate in this space whether or not this person has any mandated reporting responsibilities (as a
counselor or mental health professional, social worker, nurses, physicians, etc. This does not include
Title IX employee reporting.) Note: You must make it clear to participants if their responses may be reported to
social services or law enforcement.
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No mandated reporting duties noted outside title IX.
PERSONNEL INFORMATION: Minors <18 years of age) must be approved by UAF Risk Management
before working on any UAFproject.

Name:
Valerie Gifford

UAF Status (e.g. faculty, staff, undergraduate, volunteer, etc.)

UAF Faculty
Specific Duties & Responsibilities on this Protocol (e.g. design the research tools, recruit subjects, obtain
subject consent/assent, collect data, perform analysis, transcribe data, advise student researcher, etc.):
Advise student researcher (Committee member)
Will this person have contact with research participants or their identifiable data?
Research participants: No
Identifiable data: No
If reportable information, for example child abuse, may be obtained from participants, please
indicate in this space whether or not this person has any mandated reporting responsibilities (as a
counselor or mental health professional, social worker, nurses, physicians, etc. This does not include
Title IX employee reporting.) Note: You must make it clear to participants if their responses may be reported to
social services or law enforcement.
We do not expect reportable information will be obtained from participants. Valerie is,
however, a mandated reporter as a Clinical Psychologist.
PERSONNEL INFORMATION: Minors <18 years of age) must be approved by UAF Risk Management
before working on any UAFproject.

Name:

Christine Forgione
UAF Status (e.g. faculty, staff, undergraduate, volunteer, etc.)

Volunteer research assistant, current MPH student through UAA.
Specific Duties & Responsibilities on this Protocol (e.g. design the research tools, recruit subjects, obtain
subject consent/assent, collect data,perform analysis, transcribe data, advise student researcher, etc.):
Assist in qualitative analyses.
Will this person have contact with research participants or their identifiable data?
Research participants: No
Identifiable data: No
If reportable information, for example child abuse, may be obtained from participants, please
indicate in this space whether or not this person has any mandated reporting responsibilities (as a
counselor or mental health professional, social worker, nurses, physicians, etc. This does not include
Title IX employee reporting.) Note: You must make it clear to participants if their responses may be reported to
social services or law enforcement.
We do not expect reportable information will be obtained from participants. Christine is,
however, a mandated reporter as a Licensed Clinical Social Worker.
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Appendix L
Thematic Co-Occurrence Networks

* Study focus areas on left, Sub-themes on right (clustered by major theme), co-occurrence frequencies
between.
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