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“This book expertly combines the authors’ practical experience in outdoor work with solution-focused perspectives and academic connections. Whether you want to embrace working in the fresh air, add solution-focused ideas into your work, or simply get more from your adventures with clients, it’s a must read and a book to go back to again and again.”

Mark McKergow, PhD, author of The Next Generation of Solution-Focused Practice


“An eminently practical book of strategies for creating better lives outside of the consulting room.”

Scott D. Miller, PhD, founder of the International Center for Clinical Excellence and coauthor of Better Results: Using Deliberate Practice to Improve Your Therapeutic Effectiveness


“The field needs the voices of Will and Stephan, who pull together the past and present uses of solution-focused therapy to engage the current and future generations of practitioners. This book can help practitioners resist the pull of ‘curing the disease’ and embrace an understanding of how clients possess solutions they have yet to discover.”

From the foreword by H. Lee Gillis, APA’s 2020 Arthur Teicher Group Psychologist of the Year


“In this pioneering book, Will Dobud and Stephan Natynczuk invite us into their adventure of taking solution-focused practice outdoors and show convincingly that it belongs there. If you ever work in an outdoor setting, or are contemplating doing so, I recommend putting this in your backpack and joining them.”

Guy Shennan, therapist, consultant, trainer, and author of Solution-Focused Practice: Effective Communication to Facilitate Change


“Looking for a textbook that will enhance your therapeutic work outdoors? Here it is! The authors’ skillful provision of a solution-focused and hands-on model for outdoor and adventure therapy is not only written in an accessible and down-to-earth manner, it is also conveyed in a heartfelt and inspirational way. I am deeply moved by their beautiful references to clients throughout the book as everything from superheroes to sunsets, whilst reiterating their rightful position as co-adventurers for change.”

Carina Ribe Fernee, PhD, co-chair of the Adventure Therapy International Committee and clinician and researcher in the Department of Child and Adolescent Mental Health at Sørlandet Hospital in Norway


“Science has proved that a patient can heal faster and require fewer pain killers if they are able to see a tree outside their window. How much more can the mind and body heal, destress, and strengthen in close connection with the natural world? Will Dobud and Stephan Natynczuk have given us the gift of a road map, a work of research destined to become the bible of and a practical guide to effecting outdoor therapy of all kinds.”

Les Stroud, creator of the survival TV genre (with Survivorman) and author of Survive: Essential Skills and Tactics to Get You Out of Anywhere Alive



Solution-Focused Practice in Outdoor Therapy

Solution-Focused Practice in Outdoor Therapy presents a comprehensive model for working therapeutically with clients outdoors, with adventure, and in any outdoor setting – from a typical one-hour session to multi-day expeditions.

Chapters lay out a robust and pragmatic model for opening the counseling room door using solution-focused methods. Dobud and Natynczuk bring together research on best practice in psychotherapy, monitoring therapeutic outcomes, safe and inclusive leadership, supervision, and self-care to present a robust framework for working therapeutically outdoors. Case vignettes are presented throughout the book, and a field manual is available for free download with purchase of the book.

Will W. Dobud, PhD, MSW, is a social work lecturer with Charles Sturt University and has been involved in outdoor therapy in the United States, Australia, and Norway. His internationally recognized research focuses on participant experiences in care and improving outcomes in the outdoor therapies.

Stephan Natynczuk, DPhil, MBA, LPIOL, FRSA, MNCS(accred), has been professionally involved in experiential education since 1988. Stephan enjoys training aspirant outdoor practitioners internationally and runs a private outdoor therapy practice. His research focuses on effective practice and professionalism in outdoor therapy.


Solution-Focused Practice in Outdoor Therapy Co-Adventuring for Change

Will W. Dobud and Stephan Natynczuk
[image: Logo: Published by Routledge, Taylor and Francis Group.]

Cover image: © Getty Images

First published 2023

by Routledge

605 Third Avenue, New York, NY 10158

and by Routledge

4 Park Square, Milton Park, Abingdon, Oxon, OX14 4RN

Routledge is an imprint of the Taylor & Francis Group, an informa business

© 2023 Will W. Dobud and Stephan Natynczuk

The right of Will W. Dobud and Stephan Natynczuk to be identified as authors of this work has been asserted in accordance with sections 77 and 78 of the Copyright, Designs and Patents Act 1988.

All rights reserved. The purchase of this copyright material confers the right on the purchasing institution to photocopy or download pages which bear the support material icon and a copyright line at the bottom of the page. No other parts of this book may be reprinted or reproduced or utilized in any form or by any electronic, mechanical, or other means, now known or hereafter invented, including photocopying and recording, or in any information storage or retrieval system, without permission in writing from the publishers.

Trademark notice: Product or corporate names may be trademarks or registered trademarks, and are used only for identification and explanation without intent to infringe.

Library of Congress Cataloging-in-Publication Data

Names: Dobud, Will W., author. | Natynczuk, Stephan, author.
 
Title: Solution-focused practice in outdoor therapy : co-adventuring for change / Will W. Dobud, Stephan Natynczuk.
 
Description: New York, NY : Routledge, 2023. | Includes bibliographical references and index. | 

Identifiers: LCCN 2022007513 (print) | LCCN 2022007514 (ebook) | ISBN 9781032108803 (hardback) | ISBN 9781032108810 (paperback) | ISBN 9781003217558 (ebook) 

Subjects: LCSH: Adventure therapy. | Nature--Therapeutic use. | Solution-focused therapy. | Brief psychotherapy. | Evidence-based psychotherapy. 

Classification: LCC RC489.A38 D63 2023 (print) | LCC RC489.A38 (ebook) | DDC 616.89/147--dc23/eng/20220622 

LC record available at https://lccn.loc.gov/2022007513

LC ebook record available at https://lccn.loc.gov/2022007514

ISBN: 978-1-032-10880-3 (hbk)

ISBN: 978-1-032-10881-0 (pbk)

ISBN: 978-1-003-21755-8 (ebk)

DOI: 10.4324/9781003217558

Typeset in Goudy

by SPi Technologies India Pvt Ltd (Straive)

Access the Support Material: www.routledge.com/9781032108810


Contents


	To Our Dearest Adventurous Reader

	Foreword – H. Lee Gillis

	The Great Horse Manure Crisis of 1894: A Shitty Preface

	About the Authors

	Part I Co-Adventuring for Change

	Chapter 1 Co-Adventuring for Change

	Chapter 2 On Becoming an Evidence-Informed Practitioner

	Chapter 3 Tools for the Solution-Focused Practitioner



	Part II Outdoor Solution-Focused Practice

	Chapter 4 Being Solution-Focused Outdoors

	Chapter 5 Working with Individual Clients

	Chapter 6 Expedition Settings and Group Work

	Chapter 7 Working with Parents and Referrers



	Part III From Good Enough to Excellence

	Chapter 8 Core Competencies and Professionalism

	Chapter 9 Implementing Feedback-Informed Treatment Outdoors

	Chapter 10 Re-Igniting Supervision in Outdoor Therapy

	Chapter 11 Concluding Thoughts



	Appendix: Field Manual for Solution-Focused Practice Outdoors

	Index



To Our Dearest Adventurous Reader

We wrote this book with you in mind. We hope you are a curious person exploring how to be at your best in your work, which is, we guess, being helpful to others who are looking for change in their lives. Perhaps they, and maybe you, are stuck in how to resolve a certain challenge. Of course, that is not inevitable. While you are looking for a way to be helpful, they cannot see a way out of their situation. The approach we talk about here takes your co-adventurers to a future time when whatever brought them to consult you, whatever their “problem” was, no longer exists. Our practice is about co-adventuring. While we do engage in useful conversations – co-facilitated conversations – this work is nothing more than a shared experience with future-focused questions to help co-adventurers bring about change for themselves.

We hope you enjoy our offering: we have tried to be at our best as writers. We kept writing until the nice person at Routledge said our time was up and we should put down our pens. There is more we could have added, though we had to stop. We hope that there is enough here to be getting on with for now. We have tried to navigate between helpful, accurate anecdotes, and academic writing to make this an enjoyable and thoughtful read in every way. You, of course, will decide that and we appreciate all feedback. Our hope is that we can tell you of our work, which is both fun and helpful for our co-adventurers, who some might refer to as clients, patients, participants, or service users. They are, of course, the most important people in this work and so we dedicate our work and this book to all of them.

With the warmest of regards,

Will & Stephan, two very good friends, very similar yet geographically oceans apart.



Foreword

H. Lee Gillis

I have worked in, written about, and taught adventure therapy since the 1970s. In the mid-1980s, a student in my doctoral program told me of a psychotherapy workshop he recently attended that focused on solutions more than problems. The student shared an example he heard of working with someone who wanted to stop smoking cigarettes. Instead of coming up with strategies to target reducing his smoking behavior, the workshop focused on exploring all the times he did not smoke during the day. How could these moments be increased? Instead of a problem-focus (time spent smoking), could there be a solution-focus (time spent not smoking)? Instead of finding problems, could the mindset become finding solutions amongst what the client was already doing? I was intrigued.

I attempted to incorporate a solution-focused mindset and fought the urge to identify and treat the problem/disease. Together with my friend and colleague Dr. Michael Gass, I wrote articles in the mid-1990s and presented on a solution-focus at regional and national conferences to practitioners engaged primarily in adventure activities with a therapeutic message. I always like the image of the glass with water up to the midpoint. Water is a solution. The challenge of the half-full or half-empty glass was what comes next? Do you help the client discover how to fill their glass full by adding new techniques or practices, or do you focus on the solution in the glass and inquire what the client did to fill the glass to where it was? Could the knowledge, skills, and abilities within the client be engaged? Could therapy in the outdoors be the catalyst?

This book goes well beyond what Dr. Gass and I were doing at the time. The field needs the voices of Will and Stephan, who pull together the past and present uses of solution-focused therapy to engage the current and future generations of practitioners. This book can help practitioners resist the pull of “curing the disease” and embrace an understanding of how clients possess solutions they have yet to discover.

Drink up!

H. L. (Lee) Gillis, PhD, ABPP

www.researchgate.net/profile/H-L-lee-Gillis

Professor of Psychology

Chair: Department of Psychological Science

Licensed Psychologist #1335(GA)

Board Certified in Group Psychology

Certified Clinical Adventure Therapist

Georgia College Milledgeville, GA 31061


The Great Horse Manure Crisis of 1894: A Shitty Preface

“In 50 years, every street in London will be buried under nine feet of manure,” The Times predicted in 1894. This was a problem not unique to London. New York, Paris, and other major cities were also “drowning in horse manure.” New York, for example, had a population of at least 150,000 horses, each of which produced between 15 and 35 pounds (roughly 7 to 16 kilograms) of manure per day. An uncomfortable buzz of flies came as horse manure piled up in the streets and when the manure dried, it was blown everywhere in the wind.

In 1898, the crisis led to the first international urban-planning conference in the Big Apple. City planners from all over the world attended the New York conference as horse manure was burying all major nineteenth century cities alive. With no exaggeration, the future of urban civilization hung in the balance. The conference, scheduled for ten days, was abandoned after three. According to Davies (2004), “None of the delegates could see any solution to the growing crisis posed by urban horses and their output” (para. 7).

During this time, Henry Ford was perfecting his Model T and designing an assembly line to accelerate the production of motor vehicles. Trains made for faster travel than horses since Stevenson’s Rocket won the Rainhill Trials in 1829. Horse drawn cabs were quickly replaced with electric trams and auto-buses. By 1912, the problem no city planner could solve in 1898 was no longer such a problem. The solution held little relation to the problem everyone faced.

This solution, though life-saving at the time, came with its clear side effects. The current climate crisis is obviously now of great concern and has yet to become manageable. It is something we have witnessed firsthand in our experience adventuring in the outdoors as the environments and habitats we frequent become noticeably different. Seasons are not quite so regular, and the extremes of weather are much harsher.

The great horse manure crisis of 1894 (Davies, 2004) is used in economics, history, and business studies as a metaphor for problem solving, so we, of course, found it a useful preamble to this book and metaphor for co-constructing solutions with clients. After all, any metaphor about “horse shit” is a good one for us as we search for an efficient, effective, and robust model for encouraging the helping professions to open their doors and embrace the great outdoors. The solutions people use to tackle life’s obstacles do not need to be related to the problem. Focusing on the problem is likely to lead to more problem talk, and mostly keeps the problem alive.

This text is about adopting solution-focused brief therapy in the outdoors; an approach with proven robustness in its simplicity and efficiency in terms of bringing about significant change in minimum time. This is an adaptable practice blending talking therapy, coaching, mentoring, and leadership with the intrinsic therapeutic qualities on offer in the outdoors. We also give much attention to how practitioners can strive to be their best.


About the Authors

Will W. Dobud In 2008, or 09, not too sure, I sat through a full day’s workshop presented by Matthew Selekman at a National Association of Social Workers’ conference in Baltimore, Maryland. I was urged to attend by my then boss and supervisor and most inspirational mentor, Brooke Brody. Just after our lunch break, I shot back to the University of Maryland–Baltimore County for an exam required as part of my Bachelor of Social Work degree. I rushed so as to catch the conclusion of Matthew Selekman’s training and was left in awe. The focus on solutions and creativity, at least to me, appeared to work seamlessly in my outdoor therapy practice. The workshop concluded and while preparing for the dreaded drive down I-95 in peak traffic, I saw Matthew Selekman sitting at the bus stop. I drove up, lowered the window, and asked if he would like a lift to Baltimore–Washington International Airport. He hopped in my car, a small four-wheel drive with a cracked windscreen full of caving equipment and a grab bag of outdoor gear. It was this day that I was forever entrenched in adapting solution-focused practice to the outdoors.

Since then, I moved to Australia, continued my social work studies, and completed a PhD focused on people’s experiences in outdoor therapy. This book has been a dream of mine and meeting Dr. Stephan Natynczuk and slowly imprinting our thoughts on paper has been nothing but rewarding.

Stephan Natynczuk Apparently I was a solution-focused practitioner before I knew solution-focused practice even existed. This was pointed out to me by a friend and colleague, Jeff Matthews, who was studying for a Masters in Solution-Focused Practice. When we met up after a few years, we were talking about our work and what informed our practice. Mine was very eclectic, drawing on my scientific research in behavioral ecology especially around signals and choices, Rogerian humanism, some existential philosophy, some pedagogy with respect to adventure and experiential learning outdoors, some Zen, assorted philosophies, and lots more. “You know what you’re doing don’t you?” said Jeff. “It’s solution-focused.” I had more to learn and I enrolled in a series of courses and training with some of the most prominent solution-focused thinkers and practitioners through BRIEF in London, UK. In turn, I too became a trainer in solution-focused practice, specializing in working outdoors with youth in crisis through adventure.

For most of my 30 plus years of professional practice, I have mostly worked with young people, co-adventuring underground, on mountains, rivers, and lakes, in forests, and all with solution-focused conversations. Usually working one to one with an assistant as safety back up, I have worked with more than a thousand co-adventurers in a solution-focused way. Recently, I have branched out into training and supervising practitioners. I thoroughly enjoy that work, too. Much of my experience and learning is presented in this book, which has been an absolute pleasure to write with Will.


Part I Co-Adventuring for Change



1 Co-Adventuring for Change

DOI: 10.4324/9781003217558-2

“The therapist is a co-adventurer, exploring the landscape and encountering multiple vantage points while crossing the terrain of the client’s theory of change. When stuck along the way, we join clients in looking for and exploring alternate routes on their own maps. In the process clients uncover trails we never dreamed existed.”

Duncan et al. (2011, p. 136)


I (Will) had a client, Oscar, who once said to me, “I should present at an adventure therapy conference.” We were hiking during a session, and he knew I was traveling to a conference the following week. Those events were something I enjoyed, and he knew it. After all, if you have any chance in your lifetime to attend an adventure, wilderness, bush, or outdoor therapy conference, you will be hard pressed to find such a fun, engaging group of individuals to play with. That said, I asked what he would present. He told me, “You adventure therapists just place the word ‘therapy’ after ‘adventure’ to have fun while calling it work.” He stressed that hanging out with “cool” people made the therapy more enjoyable. He was not wrong. Throughout our work together, we had done just about every adventurous activity under the sun: canoeing, hiking, fishing, climbing, snorkeling, caving, mountain biking; he even attended a few of my 14-day expeditions.

Though I certainly enjoyed our time together, important things happened. Diagnosed with autism spectrum disorder in primary school, Oscar struggled early in his education. Thus, his parents elected to home school. Oscar was particularly sensitive to fluorescent lighting and every therapist’s office and school setting left him in a state of sensory overload. Raised in a rural environment, he spent the majority of his time outdoors. Catching reptiles, fishing, and foraging for wild mushrooms were some of his many hobbies. He repeatedly wanted to join the local scouts group, but left each attempt demoralized from the bullying.

One year, bush fires forced his family to take refuge in a relative’s home, their rural property reduced to ash. This time of change hit Oscar particularly hard. His mother called my office saying she had a son struggling to adapt with the recent changes and family stress. What stood out was that Oscar wanted a therapist to work with him outdoors. “He actually wants an outdoor therapist?” I asked. I did not see many young people eager to see any type of therapist, let alone one willing to take their work outside!

Funded by Australia’s National Disability Insurance Scheme, Oscar’s family were fortunate to have adequate third party reimbursement to cover many of our adventures. Of course, case managers wanted goals and measurable outcomes; as most funders do. I checked some of his case notes and found the usual clichéd goals. Regulate anxiety. We can work on that. Create an education plan. We can do that too. Still, I asked Oscar and his family about their best hopes for our work together.

Fast forward a few weeks, Oscar’s mother called to say how much her son loved our adventures. Things were progressing smoothly. Everyone was happy with the service provided. Oscar was handling anxious experiences better, such as living with his extended family while the bushfires were extinguished, and he felt welcomed to a new scout group. We began adding more time between our sessions. Oscar would email me every five or six weeks. The emails were blunt and straight to the point. “Fishing. Thursday? Want to talk.”

“Sure,” I would reply. “What time?”

As each session came to an end, I asked something along the lines of, “What can you take away from this session that can help you through the week?”

“This,” he responded. He described how he feels relaxed when doing things outdoors and found our conversations useful. There was something different happening in the moment to contrast the stresses at home.

Before what would be his 11th grade, Oscar expressed the desire to return to mainstream public school. While I still saw Oscar every few months, which was part of his government funded treatment plan, I did not expect to hear this. His family voiced apprehension. How was he going to handle the social setting, let alone the workload? What about the lighting? Still, Oscar’s parents listened, enrolled him in the local public school, and he started attending. Before the second term, Oscar was nominated to become a prefect, a senior role in the school community, typically elected by his peers and teachers. Oscar’s parents and I could not help but shrug our shoulders and laugh with joy at the appointment.

Before the senior students were entering their mid-year exams, Oscar was seen by a school counselor telling the students to spend time outside before the exams. He told them it helps with restoration and stress reduction. “Maybe he should present at the conference,” I thought. He eventually became the school’s Prefect of Wellbeing – a fitting title that would certainly give him some credibility to present at an adventure therapy conference.

Now in his 20s, Oscar eventually graduated from high school and is no longer a therapy client. After all, this is a “brief” therapy technique we are talking about, and he was an exception given the amount of adventures we enjoyed together, which he always scheduled himself. Oscar typically attends my 14-day expeditions as a mentor. This experience helps him complete outdoor recreation certificates, which aids in his employability through vocational training areas such as workplace safety and safe food handling. He wants to be a guide and do similar outdoor work. He is good at it.

Oscar catches up with me every now and then when he is back visiting his family. On a recent canoe trip, I asked him what made our work together meaningful. He talked about how when we were mountain biking or fishing, both undertakings at which he is naturally skilled, I never took the role of expert. He told me he preferred to just do things together as equals. Of course, there is no equal therapeutic relationship, but he was tired of people telling him which meditation app to download and the overkill teaching of social skills, like maintaining eye contact. He was already doing these things well enough and did not find those interventions useful. While honored by the praise, I spent just six to seven hours a year with Oscar, including times on expedition. It is hard to take credit for his progress.

Oscar’s mother was an incredible stakeholder; one so many clinicians and teachers neglected. She helped Oscar with so many social skills throughout his childhood that I knew those areas did not require my attention. No previous therapist had recognized the valued resource she was. In fact, she is returning to university where she will study teaching. Her hope is to work with young people with learning disabilities – a role she is already skilled at and sees her at her best.

Of course, this was an “easy” case. The young person showed up wanting something in particular: outdoor therapy. I listened, and we did what he hoped we would. I listened to his parents and funders with what they wanted as well. His case managers took note and referred more of their youngsters. Like all therapeutic endeavors, some cases went seamlessly like this one. Others had their ups and downs.

After presenting such a narrative, full of ripe therapeutic context and wonderful descriptions of change, we find it important to make explicitly clear that we are not interested in presenting “solution-focused therapy in the outdoors” as some new approach. We are not here to claim this approach is any better than the next. There are over 600 brands of psychotherapy, probably 1,000 (Meichenbaum & Lilienfeld, 2018), and all tend to work equally well (Miller et al., 2013; Wampold & Imel, 2015). We hope readers will realize throughout this book, and particularly our discussion in Part III, that simply flipping through these pages or grasping the context is, unfortunately, not likely to impact your outcomes. We need to work hard on our practice, to increase our attention to the fine details of what we can improve, and practice these areas deliberately. With that said, a clear mission statement is presented in the following section, which encompasses a clear, effective, robust, evidenced model for taking therapy to the outdoors. We provide a specific and concrete model to counter the messy and, at times, disorganized world of outdoor therapies (Dobud & Cavanaugh, 2020). This is a necessary step in the right direction for the outdoor therapies, and hopefully others follow with presenting their own evidence-informed approaches.


Mission Statement: Making the Outdoors Count

There are numerous models of outdoor therapies and even more names for this type of therapy. In a recent edited collection, outdoor therapy approaches included wilderness therapy, adventure therapy, bush adventure therapy, nature-based therapy, forest therapy, surf therapy, and horticulture therapy, among others (Harper & Dobud, 2020). Within these approaches were references to cognitive-behavioral, narrative, psychodynamic, solution-focused, trauma-informed, acceptance and commitment, and gestalt therapies; just to name a few of the many theoretical orientations informing this wonderfully diverse field. While varying in names and perspectives, the structures of these models are entirely different within themselves.

Some outdoor practitioners, for example, provide the typical one-hour psychotherapy session around an exercise outdoors, others real open-ended adventure-based explorations, while others deliver a series of day-long endeavors. Those working in expedition or residential settings could run multi-day or even multi-month programs. When it comes to defining what we do, it is too easy to stick with generic descriptions of our work. We have published using terms like adventure or wilderness therapy, and this, we argue, is often due to simplicity (Harper et al., 2019).

For example, it would be a mouthful to refer to our work as Feedback-Informed Solution-Focused Brief Adventure Therapy. Add to this the range of outdoor settings used in practices. Many outdoor practitioners will resonate with operating in near-by nature, or remote wilderness settings, or even a local garden or parkland (Harper et al., 2019). Our mission with this book is to present just one bona-fide, evidence-informed model for taking our therapeutic practices into these wonderful environments, no matter how they appear or how far they exist from urban settings. If you are already working intentionally outside, this book will provide, foremost, evidence-based strategies for not only guiding your approach, but embracing the available empirical research to improve your clients’ experiences and outcomes in outdoor therapy.

We stand on the shoulders of our colleagues, many of them friends, and do not intend to discredit the work cited or communicate previous work as inadequate. While we agree with most, we struggle with the ethics of some. This book was not written to cut the heels of those aiming to push our field forward. Books, such as Gass et al. (2012, 2020), Harper et al. (2019) and Harper and Dobud (2020), are emerging with increasing frequency, and all add to the wider understanding of the amazing opportunities our field offers for meaningful and useful change.

Our book presents a very specific, pragmatic, and intentional model of therapy and examines its use in the outdoors. The differences between the outdoor therapies are razor thin. Taking therapy outside works and works well (Bowen & Neill, 2013). Our text examines a robust and labeled framework for facilitating useful therapeutic conversations in outdoor settings which efficiently and effectively co-constructs helpful change as we host and co-adventure in nature.

This introductory chapter will provide some background and context to solution-focused brief therapy and clinical practice in the outdoors. We present some of the history of solution-focused approaches and its evolution. We argue that a solution-focused framework was influential for early approaches to the adventure-based therapies. However, these ideas were eclipsed by more problem-focused ideas that were influenced by a medical model (diagnosis requirement, focus on treatment and cure, etc.) and the economic and political forces of the evidence-based practice paradigm. Each following section introduces, defines, and presents some of the key evolutions of solution-focused brief therapy and the theoretical underpinnings informing this work. Those chapters following examine how we position outdoor therapies among the many different available models for helping and how we refer to those we work with.


Thinking Outside the Box Counseling Room

Outdoor therapies are often considered the alternative to the much more normal and popular talking therapies. For the past decade, researchers, practitioners, and advocates have fought tirelessly to show policymakers, insurance companies, and funders the promise of therapy outdoors (e.g. Norton et al., 2014). What has come of this, in our opinion, is an unjustified attempt to achieve superiority over therapy indoors. As described in Chapter 2, the goal of supremacy as a model for psychotherapy, while ambitious, has led to many new treatments, yet no improvements in psychotherapy outcomes (Harper, 2009). However, before unpacking this, we must consider how those regulating and gatekeeping therapy think.

Despite all the misfortune, loss, and economic hardship caused by the COVID-19 pandemic, therapists were taught a valuable lesson. During the many international lockdowns, therapists had two options: 1) adapt their work to online or telehealth modalities; or 2) go outside. Many quit their jobs as well. Third party payers did not care. In fact, virtual therapy or outdoor therapy became safer than sitting on the clinician’s couch. What we learned was that where therapy occurs had almost zero impact on outcomes. For example, a recent meta-analysis by Fernandez et al. (2021) found:

therapy is no less efficacious when delivered via videoconferencing than in-person… Live psychotherapy by video emerges not only as a popular and convenient choice but also one that is now upheld by meta-analytic evidence.

(n.p.)


Dobud and Harper (2018) landed on the same finding, except with therapy conducted indoors or out. The concept of privileging one therapy setting over the next is certainly not an evidence-based one. Neither is the decision not to position online or outdoor therapy as equally accessible to the office or couch. Ample evidence has demonstrated this privilege does not exist. As we have learned to adapt our lives to new normals and renegotiated our relationship to work and life, we hope that the idea of what a counseling room looks like can be within that new normal. We hope that return does not involve regulated and necessitated indoor therapy. We prefer to have options on the table for people to consider when seeking therapeutic support. Whether it is online, the couch, or the great outdoors is no matter to us. We are simply among the many doing this work outside.


Who We Work With

Language and terminology are important, and we are frequently asked how we should label those we work with. Are they clients, patients, participants, service-users, consumers, customers, co-adventurers, or simply just people? If this topic is one of your passions, reflect on what feels right for you and consider how your decision is likely to impact your work. That said, this is a therapy book, and we had to settle for something to help differentiate our co-workers from those receiving the outdoor therapy service. For the purposes of our book, there are some important philosophical assumptions informing our decision.

Our first preference is co-adventurers, as Duncan et al. (2011) referred to in the quote we used to begin this chapter. Not only does it link with the co-construction philosophical underpinnings of solution-focused practice (discussed further in Chapters 3 and 4), it emphasizes people’s active participation. Thus, “participant” works too. After all, they are participating in the outdoor therapy experience. “Consumers” could work as we do consider our work consumer-oriented. We also have no problem with the word client, but focus on their personhood first. The word patient seems too passive, and customers too capitalistic and neo-liberal. “Service users” may sound like a service done to or for someone, passive rather than actively done together. We know countries with Latin roots may prefer to use patients. Cultural context matters. There is a lot to consider.

You will notice throughout this book that co-adventurer, participant, and client are used somewhat interchangeably. This is not meant to confuse the reader, and it is never this simple. The people who take on one of our many adventures have rich histories. When we talk about the assumptions, techniques, and questions used in our practice, we will use these terms. It is not our intention to position the people we work with as passive recipients of our clinical expertise, nor are they homogenous in culture, experience, gender, sexual identity, geographic origin, or any other classification. Quite the contrary. We do, however, require some distinction, and we feel ethically content with how we have honored the richness and participation of the incredible co-adventurers, participants, and clients we have experienced this work with. Of course, pseudonyms are provided and care is taken to maintain the confidentiality and privacy of the co-adventurers. Many of the case vignettes contained within this book come from years of outdoor therapy practice and consultancy work with various organizations.

One final consideration before moving on, and we are probably nit picking here – the people we work with are never our clients in the sense that they belong to us, that we know best what they need. Practitioners strive to reduce the inherent power differential that naturally occurs between the helper and the helped. It feels odd to appropriate ownership over another person, especially one experiencing disadvantage and vulnerability, and not right to claim their successes as our own. Our focus is on what we can do together and the meaning our co-adventurers construct from the experience.


Our Field Manual

In the back of this book you will notice a series of appendices we refer to as our Field Manual for Solution-Focused Practice Outdoors (see Appendix A). This is a series of worksheets, solution-focused questions, useful tools for soliciting client feedback, and considerations for supervision. At first, we aimed to produce the manual as a separate text; something spiral bound and printed on waterproof paper you could take with you on your next outdoor therapy session. But we did not want you to have to break your wallet. Instead, it is printed in the back of this text and available online as a PDF.

We will reference specific areas of the field manual throughout. For best use, we recommend printing the PDF from our book’s site and laminating the pages. For example, when conducting program evaluations outdoors, we have printed a copy of our outcome measures, laminated them, and let our co-adventurers use dry erase markers to complete them. This way we can collect the data, record them in our notes, and wipe clean the measures for the next person to use. Not only does this reduce waste, it is less weight to carry.

When participants have drifted off to sleep during an expedition, our group of practitioners might join around a fire for a processing of the day. To remain solution-focused, we use the guide available in the field manual. We hope you find this brief resource useful in adopting this evidence-informed approach to outdoor therapy.

The remainder of this chapter introduces solution-focused practice, its intersection with therapy outdoors, and provides our initial assumptions for approaching this work. We touch on our concerns with the medical model and its influence in how we conceptualize and fund various therapy services.


Introducing Solution-Focused Brief Therapy

Solution-focused brief therapy was “born” in the late 1970s at the Brief Family Therapy Center (BFTC), an inner-city outpatient mental health service in Milwaukee, Wisconsin, by Steve de Shazer and Insoo Kim Berg (1997). Developing the earlier work from the Mental Research Institute, Palo Alto (Weakland et al., 1974), de Shazor and Berg spent a good deal of their time watching thousands of hours of therapy sessions, the work focused on simply answering one question: What works, and how can practitioners get better at doing it? While observing therapy sessions, observers were “Carefully noting the questions, behaviors, and emotions that led to clients conceptualizing and achieving viable, real-life solutions” (de Shazer et al., 2012, p. 1). As solution-focused work developed, its recognition surrounded a series of techniques, like the popular miracle and scaling questions (Berg & Dolan, 2001). For us, common practice includes the use of “simple-to-ask future-focused questions” (Natynczuk, 2014, p. 26) with further detail evoked by asking clients what difference aspects of that preferred future will make. We work with the client to find examples of moments where they have enacted aspects of their preferred future previously.

McKergow (2016) argued that much of solution-focused practice and literature has grown since the original conceptions of Steve de Shazer, Insoo Kim Berg, and colleagues. Practice has evolved and simplified. Quite an achievement given de Shazer’s insistence that “there is no orthodoxy” in solution-focused approaches. Still, McKergow (2016) argued that distinctions are still necessary in order to keep practice from becoming muddled, which we agree is one of our motivations for writing this book with outdoor practice firmly in mind.

Since the days of Berg and de Shazer (de Shazer, 1984; de Shazer & Berg, 1997), the evolution of solution-focused brief therapy continued and empirical support developed further. In a review of the effectiveness of solution-focused approaches, Bond et al. (2013) found that although the available research is limited by few high-quality studies, as rated for methodological appropriateness, the evidence from these studies supported the efficacy of solution-focused approaches for “moderate levels of internalizing and externalizing behavior difficulties” (p. 721). Of the 38 studies included in their synthesis, a solution-focus was effective for increasing hope, self-efficacy, coping skills, family relationships, confidence, goal attainment, self-esteem, self-image, social adjustment, and social competence, and decreasing depressive symptoms, school dropout rates, post-traumatic symptoms, complaints, cognitive difficulties, anti-social attitudes, aggression, truancy rates, and behavior difficulties. Though positive, the authors warned readers to be cautious with their findings.

Many of the studies included in Bond et al.’s (2013) review compared solution-focused interventions to no-treatment or placebo control groups. In a nutshell, this means that half the research participants received an effective helping modality while the other half received nothing or treatments designed to be inherently ineffective (Frank & Frank, 1991). When solution-focused approaches were compared to conditions where therapists provided a therapy designed to be equally helpful, there was little to no difference in outcomes (Adams et al., 1991; Yarbrough & Thompson, 2002). This finding is not unique to solution-focused or any other therapy. Miller et al. (2008) found the equivalency in specific treatments for youth mental disorders. In meta-analyzing the direct comparison trials for the treatment of post-traumatic stress disorder, Wampold et al. (2010) also found all therapies to be equally efficacious. As mentioned above, Dobud and Harper (2018) found no study to show outdoor or adventurous approaches to therapy more effective than its comparison groups that could not be confirmed by methodological issues, such as non-equivocal treatment groups. In the following chapter, we dive deeper into these issues and present some of the most replicated findings to help practitioners inform their helping approach based on the best available evidence we could find at the time of writing.

Solution-focused brief therapy has a rich history drawing on an adamant stance centered on a clients’ best hopes and preferred future. Much of the focus was on how to be as efficient as possible when working therapeutically with people in distress. Doing anything unlikely to contribute to outcome or client progress is inconsequential. We are reminded of William of Ockham’s postulation in 1344 that “What can be done with fewer means is done in vain with many” (Shennan, 2019). Famously becoming known as Ockham’s Razor, this call to simplify practice shaped the solution-focused therapy taught to me (Stephan) and others at BRIEF (Ratner et al., 2012). It is a useful guiding principle for many things in life. Keep it simple. Do more of what is working, and throw away what is not. Nothing more, nothing less. Not one session, hour, or day too many. Colloquially, people could have better things to do.

We were interested to see that solution-focused assumptions are nothing new to outdoor and adventure-based therapies. We do, however, question where they move in favor of more complex, diagnostic adaptations. In the following section, we present some of the historical context, mostly informed by the works of Michael Gass and Lee Gillis in the early to mid-1990s. Additionally, Walsh and Golins’ (1976) exploration of the Outward Bound process contains many associations to solution-focused practice, such as privileging a person’s self-determination, experiential processing, and embracing the core Rogerian conditions of change, though we are hard pressed to find any modality ignoring Roger’s contribution.


Solution-Focus in Outdoor Therapies

As the popularity and research evidence for Outward Bound grew in the United States, Walsh and Golins (1976) conceptualized how this specific process led to change. Originally, the authors described a motivated learner engaging with a unique physical and social environment. That motivated learner then engages with a characteristic set of problem-solving tasks and experiences a state of adapted dissonance. As the learners adapt, they experience a sense of mastery, which reorganizes the meaning and direction of the learner’s experience.

There are a few ways we use this description to inform our view of taking a solution-focus to outdoor settings, and these major assumptions will be examined further in Chapter 3. First, we view all our co-adventurers as motivated by something; curiosity is a basic mammalian behavior. Additionally, any therapy or counseling setting, indoors or out, is a unique physical and social environment. Walking into a stranger’s office with diplomas nailed to the wall and an expansive bookshelf is certainly a novel setting. We venture away from Walsh and Golins (1976) in the prescribed problem-solving tasks and state of dissonance. Problem-solving tasks, like learning to make a fire by friction, may lead to a contraction of meaning: though it is the solution-focused conversation that is the intervention. This is when the participant, the co-adventurer, starts becoming cognitively active in their own change process. In this case, we argue practitioners should avoid focusing on simply learning a plethora of activities or games to prescribe to their clients, and instead develop their interpersonal, observational, and listening skills, and relentlessly kind curiosity.

For example, expedition-based outdoor therapy, such as residential wilderness therapy expeditions, may prescribe a series of tasks for an adolescent participant to complete in order to progress in the program (Dobud, 2020). While we have certainly witnessed our fair share of young people who find this approach useful, the rigid nature of such programming leads some youth to focus more on crossing items off their “therapy checklist.” The danger is that this leads to compliance. Your client’s focus is achieving what you set out for them in order to reach the next phase of their treatment. Behind the veil of achievement is a client focused on compliance. Compliance is not a therapeutic outcome.

What is essential to our work, and where we find Walsh and Golins’ (1976) original conceptualization so useful, is the stressing of mastery. We have built on this notion to call our therapeutic setting a Climate of Competence. For our work to be effective, clients must feel they are at their best and have agency for the changes they need. We are not interested in defining what competence/mastery is for another person. For example, a couple on a marriage therapy retreat could fall gently backwards into a snowbank while gazing towards the stars. This could provide a sense of awe, togetherness, and understanding of each other, something their relationship lacked prior to the outdoor therapy. A young adolescent may benefit more from successfully scaling a rock wall or simply engaging appropriately with her schoolmates. We do not define mastery. It is experienced and constructed based on a person’s interaction with the practitioner, the environment, and the social network involved. Change is solely owned by the client.

Nearly 20 years after Walsh and Golins’ (1976) conceptualization, Gass and Gillis (1995) recognized solution-focused thinking as key to the change process within adventure therapy. They argued for practitioners to adopt a “philosophical shift in approaching client issues” (p. 63). Rather than focusing on specific therapeutic methods or the intentional choosing of outdoor activities, they presented groups of assumptions. If anything, this book is simply the ongoing development of their original approach to client change. Their discussion, in line with solution-focused practice at that time, involved seeking exceptions to a person’s problem narrative to explore what the client was doing during times when the presenting problem did not exist, or at least was not present. With information about these exceptions, the practitioner encourages the client to notice times when they had either solved this problem successfully in the past, or had sufficiently coped.

Three decades have passed since Gass and Gillis (1995) discussed these concepts and theoretical assumptions about how we view those we work with seem all but gone with the wind. In the same time, solution-focused practice has evolved significantly, especially through the work of Ratner et al. (2012) at BRIEF in London. A number of models have emerged that emphasize a range of solution-focused tools, though with practitioners acutely focusing on clients’ best interests and preferred future.

In our field, most outdoor therapy research has taken a drastic turn towards a problem-focused deficit model, exploring how outcomes correlate with specific moderators, such as diagnostic criteria, presenting problems, and readiness for change (Clark et al., 2004; Tucker et al., 2014). This deficit model evolution has continued despite diagnoses telling us little about how change occurs, providing no correlation to specific lengths of stay in residential treatment, or demonstrating any reliability that therapists will provide the best approach for resolving a client’s concern (Brown et al., 1999; Wampold & Imel, 2015). Additionally, since their article (Gass & Gillis, 1995), tragic events and poorly defined practice has impacted the public image of therapy outdoors, especially in the context of US wilderness therapy (Anderson, 2014). Numerous cases of abuse, neglect, and client death while participating in residential and wilderness therapy programs in the United States have influenced this image (GAO, 2007). For these reasons, we must consider what we mean by “therapy” and how we can put the medical model to rest. At least for the time being.


The “Medical Model” and What We Mean When We Talk about Therapy

When we talk about therapy, we mean something that brings about a change that a person wants for themselves. This change occurs through careful conversations: it is a talking therapy. This can be controversial in outdoor and adventure therapies, especially those adopting an approach with active bodily engagement or one focused on the treatment of complex trauma (Harper & Doherty, 2020; Pringle et al., 2021). The reason we use the word therapy and talking therapy is an important one. For Wampold and Imel (2015), therapy is defined as:

a primarily interpersonal treatment that is a) based on psychological principles; b) involves a trained therapist and a client who is seeking help for a mental disorder, problem, or complaint; c) is intended by the therapist to be remedial for the client disorder, problem, or complaint; and d) is adapted or individualized for the particular client and his or her disorder, problem, or complaint.

(p. 37)


We just happen to do this outdoors where there are other rich factors, such as physical enjoyment of exercise, shared experiences of endeavor, joint enterprise, collective success, shared meals, being in nature, and personal time for reflection (Harper & Dobud, 2020). We can witness our co-adventurers at their best, explore the richness of metaphors outdoor experiences bring, utilize the many opportunities for reflection and natural mindfulness, and use skillful listening and questioning to focus participants’ thinking on improving (Natynczuk, 2021).

The subsequent chapter examines how practitioners can inform their practice based on the best available evidence on how therapy works, no matter their profession, qualification, or years of experience. There is a fundamental position that we adopt in our practice, and we have included a few words about the medical model here to provide a stark contrast to the approach we describe in this book. The distinction could not be stronger.

Borrowed from the notion of evidence-based medicine (Wampold & Imel, 2015), proponents of the medical model believe that an appropriate diagnosis will help a practitioner choose the correct treatment from a range of options. The practitioner focuses first on what Duncan (2014) referred to as The Killer D’s: Diagnoses, Deficits, Disorders, Dysfunctions, Disabilities, Deficiencies. It is about collecting signs and symptoms, matching them to a syndrome, and then treating the syndrome with an empirically supported treatment to make the patient well again. Obviously, this approach works well pharmacologically and physiologically, though therapeutically is often known as the deficit model (Sparks et al., 2007), as it concentrates on what is perhaps missing rather than what we could have more of to make things better. It is usual for a patient to sign a consent form for a procedure done to them for their benefit. Occasionally, the therapy is given without the patient’s consent. As solution-focused practitioners, we might question whose interest is satisfied by the treatment and if it is in any way solution-forced (Thomas, 2007). This occurs when a practitioner “fails to acknowledge (1) the client’s painful story, (2) the client’s view of what he/she considers an exception that makes a difference to him/her, and (3) the client’s self-defined reasons for seeking therapy” (Nylund & Corsiglia, 1994, p. 5).

In opposition to the medical model, the practice we describe here is interested in nothing other than people’s best interests, as they describe them to us. In a broad sense, solution-focused practice is non-normalizing and intensely client-centered. We ask clients what they want and how they would know when they have got something good enough. This is not a treatment done to people: it is an experience and outcome our client “does” for themselves. In fact, we strictly follow the solution-focused anecdote that the best practitioners receive fewer thank you notes than the others. A client perceives that they did the work themselves, which is consistent with Leave No Trace ethics practiced in caring for natural settings (Natynczuk & Dobud, 2021). We develop our discussion about Leave No Trace in Chapter 4.

Our role as practitioners is to listen carefully and ask questions to support people in unpacking their own preferred future. This demands trust. We trust people know what they want and they are the experts in their own lives. We do not assume any privileged knowledge relating to those dreadful Killer D’s. How could we know what is best for our client unless we ask and explore with collaborative curiosity? It is not for us to give unsolicited advice, to diagnose, to guess what is best through the lens of our own experiences, or attempt to fix people as any third person might deem best for them. We remain curious about a client’s narrative, to trust them with what they say about their lives, and what they tell us they want to be different.

Whether to give advice or not can be problematic. On the one hand, are we negligent if we refuse to share information that could be to the client’s advantage? Many of our professional bodies and codes of ethics would say so (Caldwell, 2015). On the other hand, we may set ourselves up to fail the client if the advice proves useless, even harmful, and our client blames us for making things worse. Within solution-focused practice, we might ask our client “Let’s suppose you get the advice you need, what difference would that make to you?” We may perhaps say, “Another person I know was in a similar situation to the one you describe and this is what they did… How would you know if that worked for you too?” In essence, we avoid being responsible for a client’s choice and encourage them to think things through for themselves, to foster their agency to make change, and to take responsibility for the choices they make to improve their situation. In essence, the client is their own intervention.

Rock climbers inherently get this. If you are supporting a climber from the ground, as the belayer, you are watching the climber’s every move. You feel through the rope and listen attentively for requests for more or less slack. You watch closely and observe body language. The climber may ask for advice. You provide some ideas. “There is a foothold near your left knee, if that helps.” Otherwise, you can encourage or remain silent should they power through the climb. If stuck along the route, we do not climb up next to them to chip away the rock to construct a new hand hold. This not only damages the natural environment, it takes away from the climber’s journey. When the climber is successful and descends to the ground, we do not appropriate their success to anything we did. Sure, we were there for safety and helped to consider various strategies for success and mastery, yet it is their climb and they put the effort in. To think otherwise is to overinflate the role of the belayer, or therapy practitioner.

Though we examine the major implications for becoming an evidence-informed practitioner and the major themes for taking solution-focused practice to the outdoors, we use the remainder of this chapter to present the common tenets of the solution-focused practitioner. You will see as our approach develops that these ideas are deceptively simple. The skill is with listening and using a tool that builds on the answer thereby moving the client closer to their destination for the therapy. We hope you pocket these ideas, as we will expand on them in the coming chapters.


Tenets of Solution-Focused Practice

When I (Stephan) first trained as a counselor, I was struck by a rule of thumb: to “assume” made an “ass” out of “u” and “me.” Ever since, I have remained wary of guessing what a client means in therapeutic conversations. I instead seek confirmation of what I do and do not understand. There are, however, a number of assumptions or principles that seem to be true in solution-focused practice (Selekman, 2005). Presented below are some of the assumptions we make about those we work with. While some of these may seem too mundane to matter, it is the rigidity and grounding in this stance that makes practicing this way so tempting.


What We Think about Clients


	Every person is unique.

	People come to us with resources and strengths, both personal and in their social networks.

	All clients have the ability to find their own solutions to the difficulties they have.

	One cannot change clients; they can only change themselves.

	The therapy practitioner is not the expert on the client or their social network; the client is.

	A client’s own solution that fits their own situation is more likely to be implemented and maintained than something suggested to them.



What We Think about Problems


	No problem happens all the time: there are always exceptions that can be found and built upon.

	A focus on the possible and changeable is more helpful than a focus on the overwhelming and intractable.

	The client is not the problem. The problem is the problem.

	The problem and the solution occur in the interaction between people rather than residing within people.

	Problems that appear complex might not require a complex solution.



What We Think about Change


	Change is constant.

	Small changes can make a big difference.

	Rapid change or resolution can happen when people hit on ideas that work.

	Change is likely to occur sooner rather than later.

	There may have been some pre-session change.



What We Think about Practice


	Lasting change is more likely to happen when you find out what is working and help people focus on what happens when they do more of it.

	Change is happening all the time. Our job is to identify and amplify useful change.

	People are more likely to behave and/or think differently when you work with their ideas of useful change.


More important than the techniques utilized throughout this book are these tenets. We recommend printing these from the field manual (see Appendix) and using them to inform your discussion during a future supervision session, or while sitting around a fire talking with your colleagues when your co-adventurers are resting in their tents. They inform how we view those we work with and conceptualize what happens during an outdoor therapy session. When stuck, practitioners can revisit these ideas to construct a more useful assessment of what is occurring in the interaction.


A Concluding Invitation

Solution-focused approaches have been criticized for a range of issues. Critics argue the modality remains too shallow and ignores the macro structures in place which oppress, or that the therapy moves too fast to build strong therapeutic alliances with its recipients. We have heard many times: “I can’t see this modality working with [insert oppressed population of your choice].” We invite you throughout this book to consider outdoor therapies from a different perspective, one in which co-adventurers are the heroes at the center of their own journey.

To think otherwise is to inflate the practitioner’s role and stereotype our clients based on our theories of pathology. For instance, we have heard, “I like the miracle question, but would never use it with asylum seekers.” A quick Google Scholar search brings up some interesting research projects about effective solution-focused practice with similar populations. “Solution-focused approaches do not take into account trauma.” Based on the available research, solution-focused approaches have led to large, statistically significant improvements in post-traumatic growth (Eads & Yee Lee, 2019).
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