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Abstract 

 

The Relationship between Masculinity Norms and Adventure Therapy 

Outcomes for Young Adult Men 

 

David Emmanuel Scheinfeld, M.A. 

The University of Texas at Austin, 2012 

 

Supervisor:  Aaron B. Rochlen 

 

The proposed study aims to employ a longitudinal within-subjects design to 

examine the relationship between young men’s levels of conformity to masculine norms 

and their therapeutic outcomes after participating in a wilderness-based adventure therapy 

intervention. Specifically, we plan to use multiple regression, including hierarchical 

multiple regression, analyses to investigate whether men’s level of conformity to 

masculine norms (as measured by the CMNI, Mahalik, et al., 2003) moderates the 

relationship between outcome variables measured at pre-intervention vs. post-

intervention, and at post-intervention vs. 6-month follow-up. The outcome variables 

(criterion dependent variables) include: 1) therapy outcomes as measured by the OQ-45 

(Wells et. al., 1996); 2) therapeutic insight/process outcomes as measured TRS-R 

(Kolden et al. 2000). 
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INTRODUCTION 

A large number of men in the US experience debilitating mental health issues. It 

is estimated that seven percent of men (more than six million) in the United States have 

symptoms of depression (NIMH, 2010) and the rate of suicide for men is four times that 

of women (CDC, 2010).  While there is no definitive causal link established, scholars 

have identified important relationships between men’s conformity to traditional 

masculine norms and greater interpersonal and psychological distress (Hayes & Mahalik, 

2000; O’Neil, 2008).  

These findings are particularly striking when one considers that men are often 

reluctant to seek out and invest themselves in mental health services, despite their greater 

need for them (Addis & Mahalik, 2003; Lane & Addis, 2005; Mahalik, Good, & Englar-

Carlson, 2003; Mansfield, Addis, & Courtenay, 2005; Pederson & Vogel, 2007; 

Robertson & Fitzgerald, 1992).  Conformity to traditional masculine norms seems to play 

a part in this reluctance. For example, men who conform to the traditional male role, as 

measured by a range of different masculinity measures, tend to dislike forms of 

individual talk therapy (Brooks, 1998, 2010; Good, Thomson, & Brathwaite, 2005). 

In examining men’s resistance to identify mental health issues and seek help, 

Levant (1995) posits that masculine norms may interfere with men’s internal and 

interpersonal resources available to address their personal issues.  In particular, 

traditional masculine gender role socialization often influences men to show qualities of 

independence, strength, self-reliance, competitiveness, and emotional restraint (Brooks, 

1996; Good et al., 2005; Levant & Pollack, 1995; Rochlen, 2005), which appear to 
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interfere with their ability to recognize mental health concerns and seek help. An engaged 

therapy client commonly expresses emotions, shows vulnerability, and is open to being 

helped. In other words, a schism seems to exist between the norms of traditional forms of 

individual talk therapy and the norms representative of the more restrictive and long-

standing gender role socialization process (Good, 1998; Robertson & Fitzgerald, 1992; 

Rochlen, 2005) 1.  

To address men’s ambivalence about engaging in therapy, non-traditional, out-of-

office, therapeutic approaches have received increased attention in the men’s help-

seeking literature (Brooks, 1998, 2010; Kiselica, 2001; Robertson & Fitzgerald, 1992). 

One out-of-office approach that has received limited attention is adventure therapy (AT), 

which combines the benefits of adventure-based experiences with aspects of traditional 

therapy (Bandoroff & Newes, 2004; Davis-Berman & Berman, 2008; Gass, 1993). 

Although research on AT approaches with adult males is sparse, exploratory research 

(Scheinfeld, Rochlen, & Buser, in press) found that participants reported that AT 

encouraged deeper therapeutic processing as compared with their experience in 

traditional group therapy. In particular, the participants reported that AT provided a 

supportive and lengthened opportunity to gain new perspectives, be vulnerable more 

readily, and develop a strong sense of camaraderie and trust.  

                                                 
1 Men’s conformity to the masculine norms can be defined as, “meeting societal expectations for what 

constitutes masculinity in one’s public or private life” (Mahalik, Locke, Ludlow, Diemer, Scott, et al., 

2003, p.3). It is important to note when describing men’s conformity to masculine norms, there is the 

possibility of overgeneralizing this conformity to all men. Thus, individual differences are expected among 

men’s conformity, or rejection of masculine norms all together (Campbell, 1996). 
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A review of the literature on men and masculinity yields evidence to suggest that 

men in particular may identify with the AT approach. For example, AT’s focus on 

working as a team aligns with men’s affinity toward coming together through shared 

physical activity (Kiselica, Englar-Carlson, Horne, & Fisher, 2008; Mortola, Hiton, & 

Grant, 2008).  Furthermore, group therapy is central to the AT approach, and there is 

emerging empirical support confirming the benefits of group therapy for men 

(Andronico, 1996; Brooks 1998; Nahon & Lander, 2008; Rabinowitz, 1991, 2001, 2005; 

Rabinowitz & Cochran, 2002). Finally, Scheinfeld et al. (in press) found that AT 

provides experiential activities that encourage men to express and process emotions-- a 

finding that is supported by the literature focusing on alternative therapeutic approaches 

for men  (Brooks, 1998; Englar-Carlson, 2006; Rabinowitz, 2002; Rabinowitz & 

Cochran, 2002; Wong & Rochlen 2005, 2009).  

In an effort to advance research on the efficacy of mental health services designed 

for men, it is important to consider how men’s therapeutic process and outcomes in the 

AT context may relate to their level of conformity to masculine norms. With this 

information, therapists and scholars can be better informed about the efficacy of AT for 

men’s groups, and how to best work with men in the AT context by taking into account 

their level of conformity to masculine norms. It appears that no published studies have 

collected quantitative data evaluating the relationship between men’s conformity to 

masculine norms and their therapy outcomes or therapeutic insight/process outcomes in 

either adventure therapy or office-based settings. The proposed study will address this 

gap in the research by pursuing three goals: 1) Examine the relationship between levels of 

conformity to masculine norms and their mental health status at pre-intervention (i.e., 
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prior to the client’s participation in the AT intervention); 2) Investigate the relationship 

between men’s levels of conformity to masculine norms and their change in therapy 

outcomes from pre-intervention to post-intervention, and from post-intervention to six-

month follow-up; and 3) Examine the relationship between men’s levels of conformity to 

masculine norms and therapeutic insight/process outcomes at post-intervention. 
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INTEGRATIVE ANALYSIS 

The following integrative analysis provides a review of the literature that 

establishes a theoretical basis for the importance of examining the potential use of AT as 

an alternative approach for men.  The integrative analysis aims to address the following 

general questions: 

1) Why do men often resist seeking out and investing themselves in traditional forms of 

one-on-one talk therapy? 2) What is adventure therapy, and why does it show promise as 

an alternative therapeutic approach for men?  

In an attempt to answer these questions, the integrative analysis begins by 

outlining the masculine gender role socialization process, and its role in both establishing 

and promoting men’s conformity to masculine norms. The analysis goes on to argue that 

the masculine gender role socialization process and conformity to masculine norms are  

significant sources of both men’s psychological issues and their reluctance to engage in 

mental health services. The remainder of the analysis provides support for mental health 

services specifically designed to meet men’s unique needs and gives both empirical and 

theoretical support for the use of AT with men. 

 

GENDER ROLE SOCIALIZATION & MASCULINE NORMS 

Gender Role Socialization. 

As a background to the current study, it is important to understand how the 

masculine gender role socialization process relates to masculine norms within the US. 

The masculine gender role socialization is commonly viewed from a constructionist 

perspective, which suggests that boys and men internalize the ideology of what it means 
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to be masculine through society’s standards and expectations (Bern, 1981; Levant & 

Pollack, 1995). This ideology leads to constructed ideals that are reinforced for boys 

through cultural influences such as family, schools, peers, and the media (Levant & 

Pollack, 1995; Pleck 1981). In other words, men are not born with an ideology of 

masculinity, but rather they learn what it means to be masculine through interaction with 

their social environment. A man’s masculine ideology can differ depending on the 

particular social subgroup to which he associates within a society (Pleck, 1995).  

Emerging from the gender role socialization literature, seven traditional masculine 

ideologies in the U.S. have been identified by  Levant, Hirsch, Celentano, Cozza, Hill, 

MacEachern et al. (1992):  Men should 1) avoid all things feminine, 2) restrict their 

emotional life, 3) act tough and aggressive, 4) be self reliant, 5) emphasize achieving 

status above all else, 6) be non-relational and objectifying in their attitudes toward 

sexuality, and 7) fear and hate homosexuals. These ideologies are embodied in the 

messages boys and men receive, in turn influencing the way in which a boy or man 

believes he needs to act, think, and feel to be appropriately masculine (O’Neil, 1981b).  

Conformity to Masculine Norms. 

Through the masculine gender role process, masculine norms are formed based 

off of societal expectations of what it means to be masculine (Mahalik, Locke et al., 

2003). While constructing the Conformity to Masculine Norms Inventory (CMNI), 

Mahalik, Locke et al. determined 11 traditional masculine norms that could be measured. 

They include: 1) Winning (e.g. doing anything to win), 2) Emotional Control (e.g. 

concealing emotions), 3) Risk-Taking (e.g. taking dangerous risks to prove self-worth), 
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4) Violence (e.g. viewing fighting as necessary to be a man), 5) Dominance (e.g. feels 

necessary to be in charge and get his way), 6) Playboy (e.g. sexual promiscuity), 7) Self-

Reliance (e.g. never asks for help), 8) Primacy of Work (e.g. work is most important part 

of life), 9) Power Over Women (e.g. men have control over women), 10) Disdain for 

Homosexuality (e.g. avoid being perceived as gay or relating to gay culture), and 11) 

Pursuit of Status (e.g. strives to be viewed as important by colleagues and peers).    

When researching the functioning of masculine norms in the context of a therapy 

process, the CMNI is a particularly good measure to use for three reasons. First, the 

CMNI allows intrapersonal and interpersonal assessment through examining the 

affective, behavioral, and cognitive dimensions of masculine gender role norms. Second, 

conformity to masculine norms (as measured by the CMNI) appears to be a unique 

predictor of reluctance towards therapeutic engagement (Good, Schopp, Thomson, 

Hathaway Sanford-Martins, Mazurek et al., 2006; Levant, Wimer, Williams, Smally, & 

Noronha, 2009). Both points suggest that further information about the relationship 

between conformity to masculine norms and therapeutic engagement can be gleaned from 

the CMNI. Finally, Mahalik, Locke et al. (2003) suggest the CMNI has several benefits 

over other masculinity related scales; The CMNI measures eleven dimensions of 

masculinity, rather than being confined to one global index. Additionally, the CMNI is 

one of the only scales that measures level of conformity to masculinity norms, rather than 

solely focusing on the pathology and stress associated with conformity to gender roles 

(e.g. O’Neil’s Gender Role Conflict Scale (1986) and Eisler’s Gender Role Stress Scale 

(1987)). 
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Impact of Conforming to Masculine Norms on Mental Health.  

Prior to the establishment of the CMNI, Pleck’s (1981, 1995) gender role strain 

paradigm and O’Neil’s (1981a, 1981b, 1982) gender role conflict were some of the first 

theories to illustrate that gender role socialization can impact a man’s behaviors and 

mental health. For example, the  masculine gender role socialization process in the US 

often pressures men to deny weakness or vulnerability, to try to be totally self-sufficient, 

exert emotional and physical control on self and others, and display aggressive behavior 

and physical dominance (Courtenay, 2000; Good et al., 2005; Mahalik, Good et al., 2003; 

O’Neil, 2008). Men’s tendencies towards aggressive and controlling interpersonal 

behavior may be an attempt to cope with their distress, but it is also suggested that it may 

create further psychological distress (Mahalik, Good et al.; Mahalik, Talmadge, Locke, & 

Scott, 2005). 

Consequently, masculine gender role socialization can in part lead to a broad 

range of negative psychological and interpersonal issues, because men are left with few 

avenues to help work through emotional pain, interpersonal conflict, physical ailments, or 

any other challenges life presents. Examples of symptoms include: greater depression and 

anxiety (Addis, 2008; Blazina, Pisecco, & O’Neil, 2005; Cochran & Rabinowitz, 2000; 

Rochlen et al., in press; Rochlen, Whilde, & Hoyer, 2005), poorer self-esteem 

(Cournoyer & Mahalik, 1995; Sharpe & Heppner, 1991), problems with interpersonal 

intimacy (Cournoyer & Mahalik; Fischer & Good, 1997; Sharpe & Heppner), irritability 

and anger (Mahalik, 2000), abuse of substances (Blazina & Watkins, 1996; Brooks, & 
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Silverstein, 1995; Cochran, 2005), problems with interpersonal violence (Franchina, 

Eisler, & Moore, 2001), and job dissatisfaction (Dodson & Borders, 2006).  

More specifically, Mahalik et al. (2005) suggest men who conform to the 

emotional control, dominance, self-reliance, and primacy of work norms are often viewed 

as emotionally distant and interpersonally dominant. In fact, men will purposefully 

detach from anything emotional as a way to assert their strength and stoicism (Good et 

al., 2005). This is important to note, because emotional inexpressiveness, isolation, and 

conflict between work and family relations have been found to be associated with men’s 

levels of depression (Cournoyer & Mahalik, 1995; Good, Robertson, Fitzgerald, Stevens, 

& Bartels, 1996; Good et al., 2005). 

LIMITATIONS OF TRADITIONAL THERAPY APPROACHES FOR MEN 

Men’s Reluctance to Seek Help.  

In an effort to provide effective alternative mental health services for men, it is 

important to consider what may be preventing men from seeking out traditional forms of 

mental health services. Explanations for men’s resistance to seek help have commonly 

focused on men’s gender role socialization, with qualities of the traditional male role 

(e.g., independence, strength, self-reliance, competitiveness, and emotional restraint) 

acting as barriers to men seeking help (Brooks, 1996; Good et al., 2005; Levant & 

Pollack, 1995; Rochlen, 2005).  

Mansfield et al. (2005) employed an exploratory analysis in an attempt to identify 

the reasons for men’s reluctance to seek help. Their study identified five contributing 

factors: 1) Need for Control and Self-Reliance (e.g., autonomy), 2) Minimizing Problems 
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and/or Resignation to having problems (e.g., denial of a problem’s severity), 3) Concrete 

Barriers (e.g., limited finances or knowledge about services), 4) Privacy (e.g., lack of 

openness towards emotional and physical vulnerability), and 5) Emotional Control (e.g., 

control and concealment of emotions).  

Several scholars have provided theoretical bases that support Mansfield et al.’s 

(2005) findings. For example, men seeking therapeutic services often fear they will lose a 

sense of power because they enter into a dependent, vulnerable, or even submissive 

relationship with a therapist (Brooks, 1998, 2010). In turn, they may feel threatened by 

feelings of helplessness and loss of power, which directly contradicts meeting socialized 

expectations for men to be independent and invulnerable (Addis & Mahalik, 2003; 

Brooks, 1998, 2010; Good et al., 2005; Mahalik, Good et al., 2003; Levant & Pollack, 

1995). Additionally, men often avoid and stigmatize traditional counseling because they 

fear they will be perceived as weak or incompetent (Brooks, 1998, 2010; Davies, 2010; 

Pederson & Vogel, 2007).  

Men and Therapy.   

Men who overcome the feeling of stigma attached to seeking help often still 

struggle to engage in the context of traditional forms of individual therapy (Brooks 1998, 

2010; Campbell 1996; Good et al., 2005; Mahalik, 1999; Mahalik, Good et al., 2003; 

Ogrodniczuk, 2006; Scher, 1990). For therapy to be effective, it is critical to establish a 

strong therapeutic alliance characterized by collaboration and trust (Rogers, 1951; 

Yalom, 2005). Moreover, therapeutic services are most beneficial when the client is able 

to verbalize troubling thoughts and feelings, realize how past emotions and behaviors 
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impact his current state, and understand new knowledge and skills to cope in healthy 

ways (Kolden et al., 2000). In other words, engaging in therapy means one is willing to 

ask for help on an ongoing basis, to express vulnerable feelings, be self-aware, and to 

give up sole control.  

These therapeutic norms are essentially in conflict with the expectations 

established by the masculine gender role socialization process, which encourages men to 

be emotionally resistant, shun vulnerability or weakness, and independently solve 

problems (Addis & Mahalik, 2003; Campbell, 1996; Good et al., 2005; Mahalik et al., 

2003; Levant, 1995). Most men have little experience with expressing emotions or 

engaging in the process of discovering and applying emotional or interpersonal 

therapeutic insight (Good, 1998). Further, many men perceive psychological treatment as 

a verbal, affective, vulnerable, sedentary, and ambiguous process, which goes against 

their desire to be active, strong, stoic, independent, and conceal emotions (Brooks, 1998; 

Campbell, 1996). Brooks outlines this incongruence by juxtaposing the following typical 

psychotherapy demands with masculinity demands: disclosing private experience/hiding 

private experience, relinquishing control/maintaining control, nonsexual 

intimacy/sexualizing intimacy, showing weakness/showing strength, experiencing 

shame/expressing pride, acting vulnerable/acting invincible, seeking help/being self-

reliant, expressing feelings/being stoic, being introspective/taking action, addressing 

relationship conflict/avoiding conflict, confronting pain/denying pain, acknowledging 

failure/endlessly persisting, and admitting ignorance/feigning omniscience.  
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Thus, it can be overwhelming and uncomfortable for some men to meet both the 

requirements of being an active client in individual therapy and the socialized 

requirements of being masculine. The process of breaking these norms, by engaging in 

therapeutic services, often leads to men experiencing internal conflict and feeling 

shameful or inadequate (Krugman, 1995; Osherson & Krugman, 2006). With this in 

mind, it is critical to employ a gender-aware approach that takes into consideration the 

intrapersonal, interpersonal, and cultural struggles men may be experiencing from a 

gendered perspective (Brooks, 1998). 

Conformity to Masculine Norms and the Therapy Process.  

Based on the above cited research on the relation between masculine gender role 

socialization  and men’s resistance to traditional forms of therapy, it seems that three 

masculine norms in particular may have a noticeable impact on men’s therapeutic 

experiences. The first norm is Emotional Control; characterized by stoicism, concealing 

emotions, and the avoidance of addressing emotional content in interpersonal contexts 

(Mahalik, Locke, et al., 2003).  Scholars have suggested that helping men understand the 

connection between emotions and their actions increases self-awareness (Robertson & 

Fitzgerald, 1992) and is integral to helping men identify and work through personal 

issues (Campbell, 1996; Englar-Carlson, 2006). However, authors have also noted that 

men are resistant to the therapy process, because they find it difficult to express and 

process emotions, and perceive they will be viewed as weak or vulnerable if they do so 

(Good, 1998; Good & Fischer, 1997, Pederson & Vogel, 2007; Wong & Rochlen, 2005, 
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2009; Wong, Rochlen, & Pituch, 2006). For some men, it is simply unacceptable to cry or 

be emotional, while repressing emotions is a sign of strength (Mahalik et al., 2005).  

There are often serious negative consequences of such repression. Brooks (1998) 

suggests that men who repress emotions often experience a type of psychic pain 

characterized by anger, embarrassment, bitterness, frustration, guilt, shame and grief. 

Furthermore, repression of emotions have been associated with anxiety, (Wong, Pituch, 

& Rochlen, 2006), depression (Shepard, 2002), interpersonal issues (Sharpe & Heppner, 

1991), and aggressive behaviors (Mahalik, 2000).  

The second norm is Self-Reliance; characterized by men striving to solve 

problems independently and not seek help from others or take advice (Mahalik, 1999; 

Mahalik, Locke et al., 2003). Men’s internalization of the Self-Reliance norm may create 

an internal struggle, because the act of engaging in therapy inherently suggests a giving 

up of independence (Addis & Mahalik, 2003; Good et al., 2005; Robertson & Fitzgerald, 

1992). Self-reliance often has the meaning of independently knowing the answer and 

being able to fix the problem, while engaging in therapy requires the male client to rely 

on the therapist to help him explore the sources of his presenting concerns (Campbell, 

1996; Mahalik et al., 2005). Thus, relying on the therapist for assistance may threaten the 

client’s level of perceived competence.  

The third norm is Dominance; characterized by striving for control and physical, 

financial, sexual, interpersonal, and intellectual power over others (Mahalik, 1999; 

Mahalik, Locke, et al., 2003). Men’s common urge to show competence and their 

common desire for interpersonal dominance may conflict with the need for clients to 
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relinquish some power and control when engaged with the therapist (Brooks, 1998; 

Campbell, 1996; Good et al., 2005). For men enacting the Dominant norm, they often 

feel a need to suppress emotional or physical pain to not be perceived by others as weak 

or powerless, making it difficult for the therapist to gauge his level of distress 

(Courtenay, 2000; Mahalik 1999a, 1999b). The need for dominance also can interfere 

with developing intimate and trusting relationships (Mahalik, 2000), which is critical to 

developing a strong therapeutic alliance and positive therapeutic outcomes for men 

(Brooks; Cochran & Rabinowitz, 2000; Englar-Carlson & Stevens 2006; Scher, 2001). 

Additionally, it is important to note that the need for success, power, and competition 

often leads to increased abuse towards women (Kilmartin, 2010; Mahalik, 2000), 

immature use of psychological defenses (Mahalik, Cournoyer, DeFranc, Cherry, & 

Napolitano, 1998), and increased paranoia (Good et al., 1996). 

ALTERNATIVE INTERVENTIONS FOR MEN 

In an effort to address men’s ambivalence towards therapy, non-traditional 

therapeutic approaches (Brooks, 1998, 2010; Robertson & Fitzgerald, 1992) have 

received increased attention in the men’s help-seeking literature. Wong and Rochlen 

(2005) suggest that using assistive activities can help men access and share emotions. 

Examples include activity-oriented approaches, such as exaggerated vocalizing and 

breathing exercises, yoga, and punching or aggression releasing exercises (Rabinowitz, 

2002; Rabinowitz & Cochran, 2002). Wong and Rochlen (2009) found evidence that 

expressive writing activities provided men with an additional outlet to express emotions.  
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Additionally, authors have increasingly recognized the utility of out-of-office 

therapeutic experiences (Brooks, 2010). Examples include adventure therapy (Scheinfeld, 

et al., in press), gender aware psychoeducation in collegiate classrooms and 

extracurricular activities (Davies, 2010), life/executive coaching (McKelly & Rochlen, 

2007, 2010), men’s movement events (Brooks, 2010), online counseling (Rochlen, Land 

& Wong, 2004), support groups or outreach programs (Blazina & Marks, 2001), 

mythopoetic and weekend retreats (Andronico, 2001), and psychoeducational workshops 

(Levant, 1990). Although more research is needed, many of these approaches tend to be 

solution and cognitive based with an overt focus on problem solving and goal setting, 

which is more consistent with men’s therapeutic preferences and communication patterns 

(Campbell, 1996; Brooks, 1998; Gray, 1992).  

With increased attention given to alternative approaches for men, several authors 

(Good et al., 2005; Rochlen, 2005; Wong and Rochlen, 2009) suggest that more research 

needs to be devoted to studying outcome data on interventions specially designed for 

men. Moreover, within the literature on men and masculinity, there is a call to not only 

research the negative impacts of conformity to gender rules and norms on men, but to 

also find creative ways to meet men’s needs and provide effective therapeutic services 

(Brooks, 2010). 

MEN’S GROUP THERAPY 

 Men’s group therapy is one approach that has received increased praise for being 

an effective therapeutic service for men who are more reluctant to engage in traditional 

forms of one-on-one therapy (Andronico, 1996; Brooks 1996, 1998, 2010; Jolliff, 1994; 
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Nahon & Lander, 2008; Rabinowitz, 1991, 2001, 2002, 2005; Rabinowitz & Cochran, 

2002). Group therapy has been described as helpful for men in allowing for the re-

experiencing of difficult affect, while simultaneously creating a supportive net for 

bonding and expressing vulnerabilities. Men often think in hierarchical terms, and will 

anxiously compete to maintain a “one up” status with other men (Brooks, 1998). 

However, men’s groups help mitigate men’s concerns by allowing them to see that their 

issues are not unique to them. This process is consistent with Yalom’s (2005) theory of 

universality. Group therapy creates a therapeutic space where men can find a sense of 

commonality and camaraderie on an emotional level, where their trust for one another 

deepens and the need to compete and perform male displays may be reduced (Brooks, 

1996; McPhee, 1996).  

Men’s groups also provide a supportive social microcosm to identify and address 

many issues that have interpersonal consequences for men.  Issues that are commonly 

addressed include, restrictive emotionality, maintaining control and independence, fears 

of acting feminine in the presence of other men, and physical contact among men 

(Rabinowitz, 1991, 2005, 2007; Rabinowitz & Cochran, 2002; Wilcox, & Forrest, 1992). 

In turn, the experience of working side-by-side and building emotion-based rapport helps 

men overcome shame that may be associated with seeking help (Brooks, 2010).  

Further, group therapy has been shown to be beneficial for men in a variety of 

settings and with differing mental health issues (Andronico, 1996). For example, 

Morrison and Treliving (2002) found that men who participated in a long-term 

psychodynamic group for male victims of sexual assault reported decreased global 
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psychological distress, depression, interpersonal sensitivity, and psychotic tendency in 

comparison to male victims who did not receive group therapy. Additionally, outcome 

studies on spousal-abuse treatment of men in therapy groups found that the men reduced 

partner abuse, aggressive behaviors, and gender role conflict, while increasing self-

esteem and anger control (Morrel, Elliott, Murphy, & Taft, 2003; Schwartz & Waldo, 

2003). Moore and Haverkamp (1989) found a multimodal group therapy intervention 

increased men’s emotional expressiveness compared with a control group. 

ADVENTURE THERAPY FOR MEN  

Adventure Therapy Defined.  

Before providing an explanation of the potential benefits of AT for men, it is 

important to clearly define the AT approach. Although there is no one standard definition 

of adventure therapy, several authors (Bandoroff & Newes, 2004; Davis-Berman & 

Berman, 2008; Gass, 1993) have written extensively about the defining qualities and 

processes of AT. Based on a general definition from this literature, adventure therapy 

combines the therapeutic benefits of adventure-based experiences with more traditional 

therapy modalities. The particular combination will vary within and across programs 

depending on the clients’ needs and the therapist’s therapeutic orientation. Adventure-

based activities can range from short-term initiatives and games (e.g., trust-building 

activities) to wilderness and high adventure experiences, such as backpacking, canoeing, 

and rock climbing. The challenges inherent in these activities are viewed as opportunities 

for inter- and intrapersonal development (Itin, 2001). Clinical teams for AT programs 
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usually consist of one or two therapists and one field staff personnel for every 2-4 clients. 

Groups typically range in size from 6 to 12 clients.  

The overall therapeutic process is established through reciprocal relationships 

among the adventure activities, group therapy, and individual therapy (Bandoroff & 

Newes, 2004; Davis-Berman & Berman, 2008; Nadler & Luckner, 1992). The small-

group setting coupled with adventure activities creates a social microcosm that allows 

increased social interaction between clients (Russell, Hendee, & Phillip-Miller, 2000). 

When social interaction is coupled with the challenges of the adventure activity, there is 

an increased likelihood that a client’s problematic behaviors will surface. During this 

time, therapists are present with clients in the adventure context. The therapist and other 

staff are afforded increased observation time as a client’s problematic behaviors and 

coping mechanisms surface (Hoyer, 2004; Kemp & Macaroon, 1998). Consequently, the 

therapist has more opportunities for spontaneous individual or group therapeutic 

intervention; providing greater opportunity for clients to gain insight. This 

multidimensional approach is considered critical in facilitating insight and promoting 

change that can be transferred from the AT context to the home environment (Davis-

Berman & Berman, 2008; Priest & Gass, 1993). The AT experience also provides a 

context to apply insight by enacting new patterns and receiving praise or feedback from 

the group (Davis-Berman & Berman, 2008; Gass, 1993; Russell et al., 2000).  

Considering the emotional and physical safety necessary to take part in AT, it is 

important to establish a strong sense of trust and camaraderie among group members.  

Adventure therapy research suggests that experiencing challenging events in conjunction 
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with emotional sharing will often quickly strengthen trust among group members, 

because they have to rely on each other to live in the wilderness while also engaging one 

another on an emotional level (Hill, 2007; Gillis, 1995; Scheinfeld et al., in press). In 

turn, clients frequently take responsibility for themselves and the group in a thoughtful 

and caring manner, which can be especially helpful for depressed individuals or people 

struggling with anger issues (Davis-Berman & Berman, 2008). 

To better illustrate the AT process, consider the following example: During and 

after the challenging experience of climbing a mountain, a client may gain initial insight 

into the unhealthy or healthy coping mechanisms he uses in high-stress situations. 

Individual and group therapy that are built into the AT process can then help the client 

address what he experienced, reflected upon, and learned from climbing the mountain 

with the group. While working with the client, whether individually or in a group, the 

therapist and other staff can help the client make connections between behaviors and 

emotions he exhibited during the adventure-based activity and those he exhibits in his 

family and community environments. On a less structured level, the client can reflect on 

his behavior and emotions through informal peer feedback, independent reflection time, 

and response to therapeutic writing assignments. In sum, the therapist(s) and positive peer 

culture can help clients better understand their problematic behaviors and emotions, and 

provide an emotionally and physically safe environment in which to practice healthy 

decision-making.   
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The Efficacy of Adventure Therapy. 

In an effort to support AT’s potential use with men, it’s important to examine its 

therapeutic impact.  Wilderness-based adventure therapy can affect clients on a physical, 

interpersonal, emotional, and spiritual level. This engagement in the wilderness context 

provides opportunities for increasing self-confidence, tranquility, contemplation, and 

awareness of one’s relationship with the physical environment (Davis-Berman & 

Berman, 2008; Kaplan & Talbot, 1983). Kaplan and Kaplan (1989) posit that the 

wilderness provides a restorative function through lowering clients’ stress level by 

decreasing distractions and increasing time for reflection and rest for the mind. Further, 

Gass (1993) suggests the novel and unknown quality of the wilderness context 

encourages clients to form fresh intrapersonal and interpersonal perspectives. 

Researchers have also examined the clinical implications of adolescents 

participating in AT programs. These programs have been shown to work well with 

counseling-resistance adolescent populations challenged by a variety of disorders, 

including: ADHD, depression, oppositional defiance disorder, substance 

abuse/dependence, and anxiety disorders arising from sexual and physical abuse (Clark, 

Marmol, Cooley, & Gathercoal, 2004; Davis-Berman & Berman, 2008; Norton, 2011; 

Russell, 2001, 2003; Russell et al., 2000; Russell, Gillis, & Lewis, 2008). Adolescents 

participating in AT treatment have shown decreases in depressive symptoms (Norton, 

2008, 2009), substance abuse/dependence (Mossman & Goldthorpe, 2004; Russell, 

2008), and anxiety and stress (Baum, 1991). Research indicates increases in self 

awareness (Bandoroff & Scherer, 1994; Hattie, Marsh, Neill, & Richards, 1997; Romi & 
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Kohan, 2004), self-esteem (Cason & Gillis, 1994; White & Hendee, 1999), interpersonal 

skills and communication (McAvoy, Smith, & Rynders, 2006; Russell, 2006), global 

functioning as determined by the DSM-IV (Voruganti, et al. 2006), and internal locus of 

control (Cason & Gillis, 1994; Hattie et al., 1997). Owing to the challenge of living in the 

wilderness, participants also have shown progress in teamwork, communication, physical 

fitness, and creative problem-solving (Gass, 1993; Itin 2001; Phillips-Miller & Russell, 

2002). Additionally, initial research suggests that AT can help facilitate weight reduction 

and decreases in sleep disturbances, hypertension, cholesterol levels and incidences of 

diabetes (Breitenstein & Ewert, 1990).  

Although the majority of AT research has focused on adolescents, it provides an 

empirical and theoretical basis for investigating the impact of AT on adult populations. 

With this in mind, increased clinical and scholarly attention is currently being devoted to 

AT’s use with adult individuals and groups in the wilderness (Gass & Priest, 2006; Priest, 

Gass, & Gillis, 2000) and in urban settings (Lung, Stauffer, & Alzarez, 2008). While 

research on AT with men’s groups is limited, anecdotal evidence supports its potential 

(Buser, 2009; Northern California Men’s Center, 2009).  

A literature review yielded two studies examining the use of wilderness-based AT 

for men’s groups. Most recently, Scheinfeld et al. (in press) conducted an exploratory 

study investigating the use of adventure therapy (AT) as a supplement to office-based 

group therapy for middle-aged men. Results indicated the participants found that the AT 

experience promoted deeper therapeutic processing as compared to their experience with 

office-based group therapy. In general, AT provided the men with opportunities to 
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experience reflection and insight, to rapidly develop a strong sense of trust among group 

members, and to be vulnerable more readily. The process of being vulnerable and 

emotional in a single gendered group seemed to enhance a sense of camaraderie and 

mutual empathy among them.  

Four notable clinical features of the AT format emerged in the study. First, the 

physical separation from home helped the men to gain clarity and maintain focus on 

personal issues. Second, the use of adventure activities appealed to the men and seems to 

have increased their interest in being part of the therapeutic experience. Third, a deep 

sense of trust among group members developed due to the interdependence and 

teamwork required to live in the wilderness and engage in adventure activities together. 

Fourth, the time spent in shared adventure-activities complimented by structured group 

therapy provided more time and alternative outlets for the men to express themselves 

emotionally and interpersonally, which, in turn, provided more opportunity to process 

personal issues.  

Another study (Hyer, Boyd, Scurfield, Smith, & Burke, 1996) investigated the use 

of AT for male war veterans as an adjunct to specialized inpatient PTSD treatment. 

Although the quantitative results did not yield a significant difference in outcomes 

between the AT treatment and the inpatient treatment, qualitative findings indicated the 

benefits of AT for the veterans. Five themes were established. First, the veterans reported 

positive feelings and perceptions related to self-esteem, self-confidence, and physical 

agility. Second, they reported that taking part in the AT experience helped them 

overcome negative emotions and feel more in control. Third, the veterans reported that 
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the AT experience helped them find a renewed sense of joy and appreciation for their 

lives. Fourth, they commented on the positive experience of bonding and building 

camaraderie as veterans. Finally, the veterans rediscovered the pleasures of being in the 

wilderness.  

Adventure Therapy as an Alternative Approach for Men.  

Based on the above review of the literature and the exploratory research by 

Scheinfeld et al. (in press), there is evidence to support the proposition that AT can be an 

appealing and effective alternative approach for men. Several authors support the need 

for non-traditional, male friendly therapeutic approaches; specifically, interventions that 

are more aligned with the masculine socialization process (Addis & Mahalik, 2003; 

Brooks, 2010; Kiselica, 2001; Robertson & Fitzgerald, 1992). Consistent with men’s 

preferences, AT provides a structured process that focuses on supporting a team 

atmosphere, problem solving around personal and group issues, and establishing goals. 

This process allows AT participants to be goal driven, employ decision-making skills, 

and take direct action (Davis-Berman, 2008; Gass, 1993), which corresponds to men’s 

typical strengths and values (Brooks, 1998; Campbell, 1996).  

As illustrated above, group therapy is both appealing and therapeutically 

beneficial for men. The use of group therapy and developing a supportive group culture is 

central to the AT approach (Gillis, 1998; Hoyer, 2004; Russell, 2000). Historically, men 

have formed camaraderie in groups (Berstein, 1987). However, men’s groups are 

frequently characterized by competitive interactions (Brooks, 1998; Farr 1986; Meth & 

Pasick, 1990). Adventure therapy discourages competition and provides space for 
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collaborative activities, while creating a supportive environment for the clients to become 

vulnerable and address personal issues (Hill, 2007). In turn, the group camaraderie allows 

trust to develop rapidly in the AT context (Hill; Gillis, 1995; Scheinfeld et al., in press). 

Brooks points out that developing a foundation of trust is critical when attempting to help 

men become emotional and vulnerable. Although men often cope with their problems 

through physical or emotional avoidance, emotional suppression, and aggressive 

behaviors (Brooks; Mahalik, 2000), Scheinfeld et al. noted that the group’s sense of 

cohesion formed around the commonality of their shared issues helped create a unique 

opportunity to develop further camaraderie through becoming more emotional and 

vulnerable.   

Further, Brooks (2010) suggests that AT can, “attract significant male 

participation because of its physicality and somewhat controlled tests of endurance” 

(p.57). This point is supported by the fact that men usually find comfort in coming 

together through shared physical activity (Kiselica, Englar-Carlson, Horne, & Fisher, 

2008; Mortola, Hiton, & Grant, 2008). Scheinfeld, et al. (in press) found that some of the 

participants were motivated to participate in AT primarily because of the hiking and 

camping components. Moreover authors (Brooks, 1998, 2010; Campbell, 1996) stress the 

importance that men place on taking action, which AT provides in addition to being 

introspective. 

 AT also provides varying outlets and assistive activities for emotional expression 

and processing (Scheinfeld et al., in press), which has been shown to be beneficial for 

men in therapy (Brooks, 1998, 2010; Englar-Carlson, 2006; Rabinowitz, 2002; 
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Rabinowitz & Cochran, 2002; Wong & Rochlen 2005, 2010). For example, Brooks 

(1998) suggests that men find it helpful to use experiential exercises to access deeply 

buried emotions of shame and grief. Scheinfeld et al. noted that adventure activities 

combined with the four-day duration of the AT experience seemed to create alternative 

avenues for participants to engage in therapeutic processing. This finding is corroborated 

by evidence that suggests AT experiences create more opportunities to discover and 

apply insight within the group setting (Ewert, 1982; Gass, 1993). Finally, Jolliff & Horne 

(1996) found that experiential trust-building activities encouraged men to trust, protect, 

support, and nurture one another. 
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PROPOSED RESEARCH STUDY 

STATEMENT OF PURPOSE 

The current study responds to researchers’ suggestions for empirical research that 

addresses the relation between conformity to traditional masculine norms, the therapy 

process, and therapeutic outcomes. Several authors (Davies, 2010; Rabinowitz & 

Cochran, 2002; Rochlen, 2005) have identified a need to develop more approaches to 

work with the unique challenges that men tend to present in the context of the therapy 

process. Rochlen highlights the greater need for empirical-based data to inform how 

therapists can best select and implement therapy approaches to work with a wider range 

of men. Davies suggests more therapeutic interventions that do not follow a traditional 

approach could be developed for college-age men. Wong and Rochlen (2009) point out 

that most of men’s therapy studies focus on men’s attitudes toward various types of 

interventions, but fail to empirically evaluate the interventions and their outcomes for 

men.  Good et al. (2005) indicate the need for a greater number of intervention based 

studies that explore the role of emotional inexpressiveness and self-reliance in the therapy 

process. Furthermore, scholars suggest that a greater emphasis be placed on studying 

within-group differences among men (Addis & Mahalik, 2003; Wong & Rochlen, 2005).  

Although literature indicates the efficacy of group therapy for men, limited 

research has explored the impact of AT on men. Scheinfeld et al. (in press) suggest future 

research on AT with men should focus on quantitative and longitudinal data collection 
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that uses a larger and more diverse sample size, and controls for participants’ previous 

therapy experience.  

The proposed study is the first of its kind to examine the relationship between 

men’s conformity to masculine norms and their 1) therapy outcomes and 2) therapeutic 

insight/process outcomes associated with participation in an AT intervention. Thus, 

considering the exploratory nature of this study, hierarchical  regressions will be used to 

establish whether relationships exist between men’s conformity to masculine norms and 

therapeutic outcome variables.  

Three goals, each accompanied by specific hypotheses, will be addressed in this 

study. The first goal is to examine the relationship between men’s levels of conformity to 

masculine norms and their mental health status at pre-intervention (i.e., just prior to the 

client’s participation in the AT intervention). The second goal is to investigate the 

relationship between men’s levels of conformity to masculine norms and their change in 

therapy outcomes from pre-intervention to post-intervention, and from post-intervention 

and to a six-month follow-up data collection. The third goal is to investigate the 

relationship between men’s levels of conformity to masculine norms and therapeutic 

insight/process outcomes at post-intervention. Ultimately, these findings may inform 

therapists about how to utilize AT more effectively when working with men conforming 

to differing levels of masculine norms. Attention to these differences among men has 

been shown to be beneficial when working with men (Mahalik et al., 2005).   
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METHOD 

Participants.   

Information about the likely demographic makeup of participants was collected 

through a phone interview with Dr. Devan Glissmeyer, PhD (September, 2010), one of 

the owners and therapists at Second Nature Entrada Wilderness Therapy program. Young 

adult men enrolled in Second Nature Entrada who are part of male-only groups will be 

recruited. Participants’ ages will likely range from 18-30 and be of upper socioeconomic 

status from urban/suburban backgrounds. The majority of participants will likely identify 

as White, but frequently 5% are Latino, 5% African-American, and 2-3% are Asian. The 

majority of males identify as heterosexual. The clients’ presenting issues often pertain to 

substance use, loss/grief, low self-esteem, depression, anger, and sexual or physical 

abuse. Second Nature Entrada does not accept clients who are actively psychotic, 

homicidal, or suicidal.  

Often the young men enrolled in Second Nature Entrada are heavily influenced by 

their family to participate because they have resisted traditional counseling or residential 

treatment. Second Nature Entrada is especially effective for this male population, because 

it is a group approach that provides a more dynamic therapeutic process than clients are 

likely to encounter in other therapeutic options. Most of the participants are attending 

Second Nature for the first time. 

Finally, to reduce selection bias, participants will not be recruited if they have 

previously attended an adventure therapy program (including Second Nature) or received 

three or more sessions of individual or group counseling services within the past five 
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years. This three-session cutoff is based on the findings of the Haas, Hill, Lambert, and 

Morrell (2002) study using the OQ-45 with young adults. They found that some 

participants showed significant improvement after just three sessions. Participants not 

recruited for the study will still receive the treatment intervention.    

An initial analysis has been undertaken to estimate the minimum sample size 

needed to obtain significant differences. The G-Power 3.1 program (Faul, Erfelder, 

Buchner, & Lang, 2009) was used. This indicated that at least 135 participants are needed 

to establish a medium effect size of .15, and a power level of .80 with an alpha level of 

.01. The sample size exceeds Tabachnick and Fidell’s (2001) recommendations. They 

used the following equation to specify the minimum number of people needed in a 

sample to find significant results, where “m” is equal to the number of predictor 

variables: 104 + m when examining individual predictors.    

Measures.  

Time 1 Demographic Survey: The Time 1 demographic survey was developed to 

collect information at pre-intervention about participants’ age, sex, race/ethnicity, sexual 

orientation, level of education, marital status, SES, and number of individual or group 

counseling sessions along with type of sessions.  Previous involvement in adventure 

therapy programs will also be asked of participants. Finally, participants will be asked the 

type and length of any medication they are taking and any mental health diagnosis they 

have been given.   

Time 3 Demographic Survey: The Time 3 Demographic Survey was developed to 

collect demographic information at the six-month follow-up. This Survey was developed 
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to account for any demographic changes the participant may have experienced between 

post-intervention and the six-month follow-up. The following information will be 

collected: marital status, medication and diagnoses, and number and type of individual, 

group, or adventure therapy sessions in which they have participated in the past six 

months. Additionally, in an attempt to control for any threats to internal validity due to 

history (Heppner, Wampold, & Kivlighan, 2008), the Time 3 Demographic Survey will 

ask participants to report if any significant or notable events have occurred (e.g. loss of a 

friend or family member, job loss, environmental catastrophe etc.) since they left Second 

Nature.        

Conformity to Masculine Norms Inventory (CMNI; Mahalik, et al., 2003): The 

CMNI measures the degree to which an individual conforms to each of 11 masculinity 

norms found in the dominant (traditional) culture of the U.S. These norms are identified 

as Winning, Emotional Control, Risk-Taking, Violence, Dominance, Playboy, Self-

Reliance, Primacy of Work, Power Over Women, Disdain for Homosexuality, and 

Pursuit of Status. The inventory consists of 94 items answered on a 4-point Likert scale 

(0 = Strongly Disagree to 3 = Strongly Agree). Sample items include, “It is best to keep 

your emotions hidden” (Emotional Control), “I should be in charge” (Dominance), and “I 

hate asking for help” (Self-Reliance). Appropriate items are reverse scored, and raw 

scores are converted to transformed scores (T-scores) using a mean of 50 and standard 

deviation of 10. According to Mahalik et al. (2005), T-scores of 39.99 and below reflect 

extreme nonconformity, scores from 40 to 49.99 reflect moderate nonconformity, scores 
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from 50.01 to 60 are interpreted as reflecting moderate conformity, and scores of 60.01 

and above reflect extreme conformity.  

The CMNI appears to have good psychometric properties. The internal 

consistency reliability estimates range from.75 to .91 for the 11 Masculinity Norms and a 

coefficient alpha of .94 for the CMNI Total scale. Test–retest over 2–3 weeks ranged 

from .76 to .95 for the 11 Masculinity Norms with a test–retest coefficient of .96 for the 

CMNI Total scale. In regards to validity, factor analysis supported the 11-factor structure. 

The CMNI relates significantly to three other masculinity measures: The Brannon 

Masculinity Scale (Brannon & Juni, 1984), the Gender Role Conflict Scale (O’Neil et al., 

1986), and the Masculine Gender Role Stress Scale (Eisler & Skidmore, 1987).  

Outcomes Questionnaire-45 (OQ-45; Wells et. al., 1996): The OQ-45 measures 

patient’s mental health status and progress in therapy. It was designed for three uses: 1) 

To measure clients’ current levels of distress; 2) As an outcome measure to be 

administered prior to and following treatment interventions, or 3) To monitor ongoing 

treatment response. The measure contains three subscales: 1) Symptom Distress (SD) 

subscale, measuring subjective discomfort (intrapsychic functioning); 2) Interpersonal 

Relations (IR) subscale, measuring how a person is  getting along in friendships, family 

life, and marriage; 3) Social Role Performance (SR) subscale, measuring the level of 

dissatisfaction, conflict, or distress in employment, family roles, and leisure life. The 

questionnaire consists of 45 items answered on a 5-point Likert scale (0= Almost Always 

to 4= Never). Sample examples include, “I feel no interest in things” (Symptom 

Distress), “I feel lonely” (Interpersonal Relations), and “I feel stressed at work/school” 
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(Social Role Performance). Appropriate items are reversed scored, and raw scores are 

added for the subscale and total scores. Higher scores indicate greater symptom distress. 

An OQ-45 Total score of 64 or above individuals are within the dysfunctional group 

indicating higher symptom distress, and an OQ-45 Total score of 63 or below is 

considered lower symptom distress and demarcates individuals who are to be in the 

functional group. OQ-45 Total scores between 64-90 represent moderately high symptom 

distress, 90-110 represent high symptom distress, and above 110 represent extremely 

high symptom distress.  

The OQ-45 appears to have sound psychometric properties. Based on a normative 

sample (N = 1000+) collected from sites in seven different states, internal consistency 

and test-retest reliability estimates range from .70 to .93 and .78 to .84, respectively. 

Criterion validity studies reveal strong correlations between all scales of the OQ-45 and 

existing measures of anxiety, depression, interpersonal functioning, and social 

adjustment. Construct validity studies measuring sensitivity to change in patients 

undergoing outpatient psychotherapy from a university training clinic, Employee 

Assistance Programs, and managed care settings all produced highly significant 

pretest/posttest differences on all scales of the OQ-45 (Lambert, et al. 1996). Further, the 

OQ-45 shows sensitivity to patient change, which is an important consideration when 

used in repeated measure designs.  

The Therapeutic Realizations Scale-Revised (TRS-R; Kolden, et al. 2000): The 

TRS-R measures   clients’ assessments of the therapeutic accomplishments that they 

experienced while, or as a result of participating in therapy sessions. It is a modification 



 33 

and refinement of the Therapeutic Realizations Scale (Kolden, 1991). Examples of 

therapeutic realizations measured by the TRS-R include unburdening, attainment of 

insight, problem clarification, encouragement, enhanced morale, and an increased sense 

of capacity to cope. The measure contains 4 subscales: 1) Remoralization subscale, which 

measures a renewed sense of optimism and positive affectivity as exemplified by the 

therapeutic impacts of confidence, hope, enhanced self-control, reassurance, and 

encouragement; 2) Unburdening subscale, which measures the emotional-cognitive 

process of reflective self-expression, and the experience of relief realized in interpersonal 

opportunities to verbalize troubling thoughts and feelings with a trusted listener; 3) Past-

Focused Insight subscale, which measures learning that occurs in psychotherapy 

characterized by the realization of connections between temporally remote experiences 

and present feelings, thoughts, actions, and ways of relating with the self and others; 4) 

Present-Focused Understanding subscale, which measures the acquisition of new 

knowledge, skills, attitudes, and ways of coping. The scale consists of 17 items answered 

on a 5-point Likert scale (0= Not at All to 4= A Great Deal). Sample examples include, 

“More understanding of reasons behind my behavior and feelings” (Remoralization), 

“Help in talking about what was really troubling me” (Unburdening), “Increased 

awareness that reactions and behaviors toward someone now are similar to reactions and 

behaviors towards others in the past” (Past-Focused Insight), and “Ideas for better ways 

of dealing with people and problems” (Present-Focused Insight). Higher scores indicated 

greater Remoralization, Unburdening, Past-Focused Insight, and Present-Focused 

Understanding. 
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The TRS-R appears to have good psychometric properties. The internal 

consistency reliability estimate for the TRS-R Total scale is .93.  Reliabilities were 

calculated for each of the subscales using coefficient alpha: Remoralization, α=.89; 

Unburdening, α=.86; Past-Focused Insight, α=.89; and Present-Focused Understanding, 

α=.74. In regards to validity, factor analysis supported the four-factor structure. Criterion 

validity studies showed the TRS-R was highly correlated to measures of psychotherapy 

process from the perspective of both patients and therapists.   

PROCEDURES 

Approval by Human Subjects Committee: This study will abide by the ethical 

principles of research set forth by the American Psychological Association (2002), and 

the University of Texas at Austin. The research proposal, a summary of the Second 

Nature Entrada intervention program, and the survey instruments will be submitted to the 

Departmental Review Committee within the Department of Educational Psychology and 

the Institutional Review Board at the University of Texas at Austin. 

Approval by the Second Nature Entrada Program: Before collecting data, a 

research proposal and the survey instruments will be submitted to Second Nature Entrada 

to obtain their approval to collect data from young-adult males attending the program. 

Treatment Intervention: The Second Nature Entrada program uses a manual-

based, cognitive behavioral therapy model.2 Licensed Masters or Doctoral level 

therapists receive the same manual-based training, making the therapy intervention as 

                                                 
2 The treatment description below was constructed from a conversation with an owner of Second Nature 

Entrada, Dr. Devan Glissmeyer (September, 2010), the Second Nature Entrada program manual, and the 

author’s personal experience working with the Second Nature program. 
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consistent as possible across all participants. One therapist is in charge of each group, and 

there is one field instructor for every two clients. Field instructors also receive a manual-

based training, teaching cognitive behavioral therapy principles, to educate staff on how 

to work therapeutically with clients. Each week, therapists spend three days with a group 

leading individual and group therapy sessions throughout the day. For the remainder of 

the time, field instructors provide clients physical safety and therapeutic guidance 

through working with individual clients and facilitating group sessions. Therapists and 

field instructors work closely together as a treatment team to guide the daily clinical 

process of the group. Clients can call a “standing group” at any given time to process 

insight(s) or challenge(s) that may have arisen for them. In addition to spontaneous open 

process therapy groups, field instructors and therapists implement theme groups 

pertaining to topics such as depression, anger, relationships, communication, substance 

use etc.  

The program operates on rolling admission and clients leave once they have 

progressed through the four phases of the program. Clients all receive the same treatment 

model, which includes both individual and group therapy.  On average clients stay in the 

program for 30-45 days. Usually there are 3-4 separate men’s groups, each comprised of 

6-10 clients, in the wilderness at any one time. Clients backpack and camp in the 

wilderness, and are not exposed to people outside the group during their time in the 

program, except in the case of an emergency. The participants often hike 3-6 miles daily, 

set up primitive camp sites every evening, experience a solo (three days of solitude), and 

summit two peaks.   



 36 

Sampling and Data Collection: After Second Nature Entrada admits a male client 

over 18 years of age, he will go through an intake process at the headquarters before 

entering the wilderness or meeting his group. During this time, the principal investigator 

(PI) will ask prospective participants if they would like to voluntarily take part in a study 

as part of their enrollment in the program. After reviewing and signing an informed 

consent, participants will be asked to complete the Demographic Survey. All self-report 

surveys and measures will be taken on a computer using Qualtrics; an online company 

providing confidential surveys. The PI will take 10-15 minutes to look at the completed 

demographic form to determine the participant’s eligibility based on the previous therapy 

experience requirement outlined in the “Participants” section above. If the participant is 

eligible, then the PI will ask him to complete the CMNI and the OQ-45. Next, the PI and 

Second Nature staff will randomly assign the participant to one of the open men’s groups. 

All eligible participants will be involved in a Second Nature treatment group. 

Immediately following a participant’s completion of the AT intervention, field instructors 

will ask the participant to complete the TRS-R and OQ-45 at the Second Nature Entrada 

headquarters. Finally, at Time 3 (6 months following the completion of the intervention) 

the participant will be sent an email with a link asking him to complete the OQ-45 and 

Time 3 Demographic Survey. Participants will receive a $30.00 gift card from Amazon if 

they complete the online survey. Each battery of measures should take no more than 30 

minutes to complete. Further, participants that don’t complete the treatment intervention 

or do not respond to the Time 3 data collection request will be removed from the study.  
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Confidentiality: Before taking the self-report measures and demographic 

questionnaire, prospective participants will be asked to view and sign an informed 

consent. The study will be generally described as one that will explore their adventure 

therapy experience while at Second Nature Entrada. Additionally, the informed consent 

will outline what will be required of the participants for the study, and any risks involved. 

It will also outline the participant’s rights to privacy and confidentiality. The primary 

investigator’s contact information will be provided in case the participant has any 

questions regarding consent or the study.  Participants will receive a number, and their 

identities will remain anonymous to the investigator and other participants.  It will be 

communicated in the informed consent, and verbally, that if they do not agree to the 

terms of consent they can choose not to participate in the study.  Furthermore, 

participants will be told in writing that they can terminate their participation in the study 

at any time without penalty. Participants will be given a private room to complete the 

self-report measures at pre-intervention, and post-intervention. They will be asked to find 

a private room to complete the battery of measures at six-month follow-up. If they agree 

to sign the informed consent, they will be asked to complete the first battery of measures 

and the demographic questionnaire immediately.     
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DATA ANALYSIS AND EXPECTED RESULTS 

PRELIMINARY DATA ANALYSIS   

Multiple one-way ANOVA’s will be employed to investigate any significant 

mean differences exist within the Time 1 dependent variables (OQ-45 and TRS-R) based 

on demographic variables (i.e. age, race/ethnicity, previous therapy experience, education 

etc.). To control for the demographic variables with significant mean differences 

(variables of interest), they will be dummy coded and added as covariates in the first step 

of the hierarchical regression analyses. Additionally, men’s previous therapy experience 

and race/ethnicity will be dummy coded. Men’s previous therapy experience will be 

dummy coded as 0 session, one session, or two sessions.  Race/ethnicity will be dummy 

coded as Caucasian or non-Caucasian.  

Residuals will be examined to establish whether the dependent variables (OQ-45 

and TRS-R) scores meet the following assumptions of hierarchical regression: 

multivariate normality, linearity, homoscedasticity and homogeneity of variance, 

independence of error, and the absence of outliers. Outliers will be removed and only 

participants with complete data will be analyzed. Additionally, to check for the absence 

of multicollinearity between the predictor variables (Demographics, CMNI Total, 

Emotional Control, Self-Reliance, and Dominance subscale scores), the tolerance statistic 

of the predictor variables will be analyzed. A tolerance statistic above .20 would suggest 

a low likelihood of multicollinearity among the predictor variables. Finally, Alpha levels 

will be set at .01 for all analyses to reduce the likelihood of Type 1 errors occurring due 

to the re-testing of the same participants.     
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Zero-order correlations among the predictor and criterion variables of interest will 

be calculated and reported to establish the expected correlations between predictor and 

dependent variables before employing the more advanced hierarchical regressions. It is 

expected that predictor variables will all have strong correlations with their respective 

dependent variables. Descriptive statistics will also be calculated for the Demographics, 

CMNI, OQ-45, and the TRS-R scales.  

It is important to note that some attrition will likely occur between the post-test 

and six-month follow-up time points. Those participants with poorer performance during 

the intervention may be more apt to drop out of the study. Thus, it will be important to 

examine patterns of attrition before running the follow-up analyses.  

Further, at the six-month follow-up analysis participants will be asked to complete 

the Time 3 Demographic Survey in order to account for any change in demographic 

variables between Time 2 and Time 3. Several one-way ANOVA’s will be run to 

determine if any significant mean differences exist within the Time 3 dependent variable 

(OQ-45) based on Time 3 demographic variables (involvement in therapy, mental health 

diagnosis change, medication change, and notable life events).           

 

PRIMARY DATA ANALYSIS  

Research Question 1: Is there a relationship between participants’ CMNI Total 

score and their Time 1 (Pre-intervention) OQ-45 Total score?  

  Hypothesis 1: At Time 1, a positive and significant linear relationship will be 

found; men with lower CMNI Total scores, will show lower OQ-45 Total scores (less 
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symptom distress, interpersonal problems, and social distress), and as men increase in 

their CMNI Total scores their OQ-45 Total scores will also increase.   

Rationale 1: As illustrated in the Integrative Analysis section, “Negative Impact 

of Gender Role Conformity on Mental Health,” research indicates men who conform to 

higher levels of masculine norms are also likely to experience greater psychological and 

interpersonal distress. Additionally, Mahalik et al. (2003) found that men conforming to 

traditional masculine norms tended to report being more irritable, angry, and resentful. 

They also noted that men subscribing to dominance and self-reliance norms often fought 

with others, which led to increased psychological distress from feelings of internal and 

interpersonal discomfort. Conversely, Mahalik et al. (2005) posits that men whom 

conform to lower levels of traditional masculine norms are more likely to have supportive 

relationships and maintain better psychological and physical health.     

Analysis 1: To examine the relationship between CMNI Total scores and Time 1 

OQ-45 Total scores, a hierarchical regression will be employed using the SPSS statistical 

program. For this analysis, the predictor variables are Time 1 demographic variables of 

interest and CMNI Total scores. The criterion variable is the Time 1 OQ-45 Total scores. 

To control for demographics, step one will involve Time 1 demographic variables of 

interest being regressed on the participants’ Time 1 OQ-45 Total scores.  The R
2
 value 

will be analyzed to determine what percentage of the variability in Time 1 OQ-45 Total 

scores is explained by the Time 1 demographic variables of interest.  Next, the CMNI 

Total scores will be entered in a subsequent block.  The new R
2
 value will be analyzed to 

determine how much additional variability in Time 1 OQ-45 Total scores is explained by 
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CMNI Total scores, and at what level of significance.  Subsequently, squared semi-partial 

correlations will be calculated to assess the unique percentage of variance accounted for 

by each of the demographic variables of interest and CMNI Total scores. It is expected 

that CMNI Total scores will account for a greater proportion of variance. This overall 

analysis will help determine if the increases in variance explained in Time 1 OQ-45 Total 

score is above and beyond what is explained by demographics alone.        

Research Question 2a: Is there a relationship between participants’ CMNI Total 

scores and their Time 2 OQ-45 change scores (Time 2, Post-intervention, OQ-45 scores 

minus Time 1 OQ-45 scores)? Further, is there a relationship between participants’ 

CMNI Total scores and their Time 3 OQ-45 change scores (Time 3, six-month follow-up, 

OQ-45 scores minus Time 2 OQ-45 scores)? 

Hypothesis 2a: For Time 2, a negative and significant linear relationship will be 

found; men with lower CMNI Total scores, will show higher OQ-45 change scores 

(greater change towards less symptom distress, interpersonal problems, and social 

distress), and as men increase in their CMNI Total scores their OQ-45 change scores will 

decrease. The majority of Time 2 OQ-45 change scores will remain positive, indicating 

that most participants showed improvement. For Time 3, a non-significant linear 

relationship will be found; men across all CMNI scores will show minimal Time 3 OQ-

45 change scores, suggesting maintenance of therapeutic progress. If participants receive 

additional counseling (as captured by Time 3 Demographic Survey) between Time 2 and 

Time 3, it is expected for their change scores to show improvement.  
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Rationale 2a: First, as illustrated in the above Integrative Analysis sections, 

“Adventure Therapy as an Alternative Approach for Men” and “Efficacy of Adventure 

Therapy,” there is sound evidence and theory to support AT’s potential clinical 

effectiveness for men’s groups. Thus, it follows that AT will likely help to improve 

therapy outcomes for the male participants.  

Second, as reported in the sections “Men’s Reluctance to Seek Help” and “Men 

and Therapy,” men who conform to higher levels of traditional masculine norms, as 

measured by the total CMNI score, are likely more resistant to therapy and to the 

therapeutic process. Hence, they can be predicted to show less improvement in therapy 

outcomes than lower conformers. 

Analysis 2a: To address Research Question 2a, a hierarchical regression will be 

employed. The demographic variables of interest and CMNI scores will be the predictor 

variables. The criterion variable will be the Time 2 OQ-45 change scores. Change scores 

will be calculated by subtracting each participant’s Time 1 OQ-45 score from their Time 

2 OQ-45 score. Thus, negative values represent participants’ level of distress worsening.  

To control for demographics, step one will involve demographic variables of 

interest being regressed on the participants’ Time 2 OQ-45 change scores.  The R
2
 value 

will be analyzed to determine what percentage of the variability in Time 2 OQ-45 change 

scores is explained by the demographic variables of interest.  Next, the CMNI Total 

scores will be entered in a subsequent block.  The new R
2
 value will be analyzed to 

determine how much additional variability in Time 2 OQ-45 change scores is accounted 

for by CMNI Total scores, and at what level of significance.  Squared semi-partial 
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correlations will be calculated to assess the unique percentage of variance accounted for 

by each predictor variable of the model.  It is expected that the CMNI Total scores will 

account for a large amount of variance.  

To investigate the longevity of the intervention effects, the same above mentioned 

hierarchical regression analysis method will be employed for Time 2 OQ scores and 

Time 3 OQ scores. The predictor variables will be Time 3 demographic variables of 

interest and CMNI Total scores. The criterion variable will be the Time 3 OQ-45 change 

scores. 

Additionally, to provide more information about participants’ degree of change, 

each participant’s Time 1 and Time 2, and Time 2 and Time 3, OQ-45 scores will be 

inputted into the OQ-45Analyst program. This program produces clinical feedback 

reports that indicate whether a participant’s mental health status is deteriorated, 

unchanged, improved, or recovered. The report also indicates whether the person falls 

within the functional or dysfunctional category, as defined by the OQ-45Analyst 

program.   

Research Question 2b: Is there a relationship between participants’ scores for 

each of the CMNI subscales of Emotional Control, Self-Reliance, and Dominance 

respectively and their Time 2 OQ-45 change scores, and Time 3 OQ-45 change scores? If 

so, do the strengths of those relationships differ depending on the subscale?   

Hypothesis 2b: For Time 2, a negative and significant linear relationship will be 

found for each of the three subscales; men with lower CMNI subscale scores will show 

higher OQ-45 change scores, and as men increase in their CMNI subscale scores their 
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OQ-45 change scores will decrease. For all three subscales, the majority of Time 2 OQ-

45 change scores will remain positive, indicating that most participants showed 

improvement. It estimated that there will be differences between the strength of the 

relationships depending on subscale. However, due to the exploratory nature of this line 

of research, there is limited basis to hypothesize which subscale will have the strongest 

relationship with OQ-45 scores.   

For Time 3, a non-significant linear relationship will be found; men across all 

CMNI subscale scores will show minimal Time 3 OQ-45 change scores, suggesting 

maintenance of therapeutic progress. If participants receive additional counseling (as 

captured by Time 3 Demographic Survey) between Time 2 and Time 3, it is expected for 

their change scores to show improvement.  

Rationale 2b: The research cited in the “Conformity to Masculine Norms and the 

Therapy Process” section of the Integrative Analysis provides rationale for participants’ 

level of conformity to the Emotional Control, Self-Reliance, and Dominance norms 

contributing to men’s resistance to engage in the therapy process. Hence it is predicted 

that these three norms will have strong relationships to the OQ-45 change scores. 

Additionally, as shown in the Integrative Analysis AT is likely to be effective for all men, 

however those men with greater conformity to Emotional Control, Self-Reliance, and 

Dominance are also likely to show less therapeutic progress.    

Analysis 2b: To address research question 2b, a separate hierarchical regression 

will be employed for each of the Emotional Control, Self-Reliance, and Dominance sets 

of subscale scores.  The predictor variables include the demographic variables of interest 
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and the CMNI subscale scores. The criterion variable will be Time 2 OQ-45 change 

scores.  

First, an example of the analysis for the Emotional Control subscale scores will be 

provided. To control for demographics, step one will involve demographic variables of 

interest being regressed on the participants’ Time 2 OQ-45 change scores.  The R
2
 value 

will be analyzed to determine what percentage of the variability in Time 2 OQ-45 change 

scores is explained by the demographic variables of interest.  Next, the Emotional 

Control subscale scores will be entered in a subsequent block.  The new R
2
 value will be 

analyzed to determine how much additional variability in Time 2 OQ-45 change scores is 

accounted for by the Emotional Control subscale scores, and at what level of 

significance.  Squared semi-partial correlations will be calculated to assess the unique 

percentage of variance accounted for by each predictor variable of the model.  It is 

expected that the Emotional Control subscale scores will account for a large amount of 

variance.  

The same above mentioned hierarchical regression analysis method will be 

employed for Time 2 OQ scores and Time 3 OQ scores. The predictor variables will be 

Time 3 demographic variables of interest and Emotional Control subscale scores. The 

criterion variable will be the Time 3 OQ-45 change scores.  

The same analysis will be repeated for the Self-Reliance and Dominance subscale 

scores. Standardized beta weights will then be examined to determine if differences in the 

strength of the relationship between CMNI subscale scores and OQ-45 change scores 
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exist between subscales. Further, R
2
 values can be examined to determine if differences 

exist between subscales for the variance accounted for in OQ-45 change scores.     

Research question 3a: Is there a relationship between participants’ CMNI Total 

score and their Time 2 TRS-R Total score?  

  Hypothesis 3a: At Time 2, a negative and significant linear relationship will be 

found; men with lower CMNI Total scores will show higher TRS-R Total scores (greater 

Remoralization, Unburdening, Past-Focused Insight, and Present-Focused 

Understanding) and as men increase in their CMNI Total scores their TRS-R Total scores 

will decrease. All men will show at least some therapeutic insight and process as 

measured by their TRS-R outcomes scores.  

Rationale 3a: Rationale is similar to that of rationale 2a, based on: 1) AT has 

shown potential to be effective for men, leading to evidence of gained therapeutic insight 

and process outcomes; 2) Those men with higher levels of conformity to masculine 

norms are often more resistant to therapy and to the therapeutic process. Hence, they are 

less likely to engage in and benefit from the therapeutic process, resulting in lower 

therapeutic insight and process outcomes.     

Analysis 3a: To examine the relationship between CMNI Total scores and Time 2 

TRS-R Total scores, a hierarchical regression will be employed.  For this analysis, the 

predictor variables are demographic variables of interest and CMNI Total scores. The 

criterion variable is the Time 2 TRS-R Total scores. To control for demographics, step 

one will involve Time 1 demographic variables of interest being regressed on the 

participants’ Time 2 TRS-R Total scores.  The R
2
 value will be analyzed to determine 
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what percentage of the variability in Time 2 TRS-R Total scores is explained by the Time 

1 demographic variables of interest.  Next, the CMNI Total scores will be entered in a 

subsequent block.  The new R
2
 value will be analyzed to determine how much additional 

variability in Time 2 TRS-R Total scores is explained by CMNI Total scores, and at what 

level of significance.  Subsequently, squared semi-partial correlations will be calculated 

to assess the unique percentage of variance accounted for by each of the demographic 

variables of interest and CMNI Total scores. It is expected that CMNI Total scores will 

account for a significantly greater proportion of variance.  

Research question 3b: Is there a relationship between participants’ scores on each 

of the Emotional Control, Self-Reliance, and Dominance subscales and their Time 2 

TRS-R Total scores? If so, do the strengths those relationships differ depending on the 

subscale? 

Hypothesis 3b: At Time 2, a negative and significant linear relationship will be 

found for each of the CMNI subscales. Men with lower scores on the CMNI subscales 

will show higher TRS-R Total scores (greater Remoralization, Unburdening, Past-

Focused Insight, and Present-Focused Understanding), and as men increase in their 

CMNI subscale scores their TRS-R Total scores will decrease. However, all men will 

show at least some therapeutic insight and process as measured by their TRS-R outcomes 

scores. Further, it estimated that there will be differences between the strength of the 

relationships depending on subscale. However, due to the exploratory nature of this line 

of research, there is limited basis to hypothesize which subscale will have the strongest 

relationship with OQ-45 scores.   
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Rationale 3b: Rationale is similar to that of Rationale 2b, based on: 1) Evidence 

suggests the men’s level of conformity to the Emotional Control, Self-Reliance, and 

Dominance norms are likely to contribute to men’s resistance to engage in the therapy 

process. Thus, it is predicted that these three norms will have strong relationships to the 

OQ-45 change scores; 2) Men with greater conformity to the Emotional Control, Self-

Reliance, and Dominance norms are also likely to have greater difficulty engaging in and 

benefiting from the therapeutic process, leading to lower TRS-R scores. 

Analysis 3b: To examine the relationship between CMNI subscale scores and 

Time 2 TRS-R Total scores, a separate hierarchical regression will be employed for the 

Emotional Control, Self-Reliance, and Dominance subscale scores.  For this analysis, the 

predictor variables are demographic variables of interest and the three CMNI subscale 

scores. The criterion variable is the Time 2 TRS-R Total scores.  

First, an example of the analysis for the Emotional Control subscale scores will be 

provided. To control for demographics, step one will involve Time 1 demographic 

variables of interest being regressed on the participants’ Time 2 TRS-R Total scores.  

Next, the Emotional Control subscale scores will be entered in a subsequent block.  The 

new R
2
 value will be analyzed to determine how much additional variability in Time 2 

TRS-R Total scores is explained by Emotional Control subscale scores, and at what level 

of significance.  Squared semi-partial correlations will be calculated to assess the unique 

percentage of variance accounted for by each of the demographic variables of interest and 

Emotional Control subscale scores. It is expected that Emotional Control subscale scores 

will account for a significantly greater proportion of variance. This overall analysis will 
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help determine if the increases in variance explained in Time 2 TRS-R Total score is 

above and beyond what is explained by demographics alone.  

The same analysis will be repeated for the Self-Reliance and Dominance subscale 

scores. Standardized beta weights can then be examined to determine if differences in the 

strength of the relationship between CMNI subscale scores and TRS-R scores exist 

between subscales. Further, R
2
 values can also be examined to determine if differences 

exist between subscales for the variance accounted for in the TRS-R scores. 
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 DISCUSSION 

SUMMARY 

This study sought to: 1) explore the relationship between men’s level of 

conformity to masculine norms and their degree of symptom distress at pre-intervention; 

2) examine the relationships between men’s level of conformity to masculine norms and 

their change in therapy outcomes from pre-intervention to post-intervention, and from 

post-intervention to six-month follow up; 3) investigate the relationship between men’s 

level of conformity to masculine norms and their therapeutic insight/process outcomes at 

post-intervention.    

In regards to the first goal, it is expected that men with higher levels of 

conformity to masculine norms will have greater symptom distress (as measured by the 

Q-45), compared with lower conformers. This supports the idea that men who conform to 

traditional masculine norms experience greater psychological and physiological distress, 

which is supported by the literature (Hayes & Mahalik, 2000; O’Neil, 2008). Mahalik et 

al. (2005) point out the importance of understanding the relationship between men’s 

conformity to masculine norms and their psychological and interpersonal issues in order 

to better help them within the therapy context.     

In support of the second goal, it is expected that all participants, both higher and 

lower conformers (as measured by CMNI Total, Emotional Control, Self-Reliance, and 

Dominance subscale scores), will show reduced symptom distress at post-intervention 

and maintain their improvement at six-month follow-up. However, lower conformers will 

show greater decreases in symptom distress (as measured by the OQ-45), compared to 
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higher conformers. Examining the relationship between men’s conformity to masculine 

norms and therapy outcomes is an under-researched area of study that needs more 

empirical attention (Good et al., 2005; Rochlen, 2005). If a man’s level of conformity to 

masculine norms impacts his therapy process and outcomes, then it is critical to better 

understand how to select and implement different types of therapeutic interventions for 

men with varying types and levels of conformity to masculine norms (Davies, 2010; 

Rabinowitz & Cochran, 2002; Rochlen).  

Regarding the third goal, it is anticipated that men with higher levels of 

conformity to masculine norms will have lower degrees of therapeutic insight and process 

outcomes (as measured by the TRS-R), compared with lower conformers. However, all 

men will likely show some gains of therapeutic insight and process outcomes. As authors 

suggest, men who conform to higher levels of traditional masculine norms often struggle 

to be open, vulnerable, and engage in the therapy environment, limiting their ability to 

fully process intrapsychically and gain insight (Brooks, 1998, 2010; Englar-Carlson, & 

Stevens, 2006; Good et al., 2005). However, based on exploratory research, AT shows 

potential as an effective alternative approach to help men gain therapeutic insight and 

reduce symptom distress (Scheinfeld et al., in press; Hyer et al., 1996).   

LIMITATIONS AND RECOMMENDATIONS FOR FUTURE RESEARCH  

Although this study may provide evidence for the efficacy of AT for men’s 

groups, future results and clinical implications should be considered in light of the 

study’s several limitations. First, generalizability is reduced due to the limited diversity of 

the demographic makeup of the sample (e.g., predominantly Caucasian, high 
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socioeconomic status young men who have received two or less previous therapy 

sessions). For example, Andronico (1996) shows the importance of taking into 

consideration a variety of group therapy formats when working with men whose 

race/ethnicity, socioeconomic status, sexual orientation, and cultural background differ. 

Future research should aim to sample men that represent a greater spectrum of 

demographic diversity, including socioeconomic status, age, race, ethnicity, previous 

therapy experiences etc. Moreover, with greater diversity within the sample, future 

research could investigate group differences based on demographic variables.  

Second, this study does not control for treatment integrity. For example, although 

the treatment was manual-based, the intensity, length, and type of therapeutic approach 

may differ to a greater or less extent for each participant. Nor does the study control for 

differing environmental factors and differing group dynamics. For example, some groups 

may experience multiple days of severe weather, which could impact their experience. 

Groups may also have differing cultures; some may be more supportive or divisive than 

others.  In future studies, it’s important to collect and code qualitative data based on a 

review of case notes/records and objective observational documentation about 

environmental and group dynamics to better control for participants’ differing treatment 

experiences.  Additionally, an objective therapeutic adherence measure should be put into 

place to check if the therapists and field instructors are employing the treatment 

intervention as intended by the Second Nature manual.  

Third, due to the nature of the repeated measures design for the OQ-45, testing 

(Heppner et al., 2008) effects may compromise results. For example, participants’ 
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performance on the OQ-45 may change from pre-to post-intervention because of 

repeatedly taking the same OQ-45 questionnaire, not because of the intervention. This 

may threaten the internal validity of a repeated measure experiment.  

Finally, data will be collected through self-report measures. Consequently, it is 

difficult to obtain an objective account of their experiences. The level of objectivity 

among participants’ self-report responses will likely vary depending on their level of self-

awareness and willingness to be candid. For example, a man who highly conforms to the 

Emotional Control and Self-Reliance norms may still struggle to be fully open about his 

therapeutic experiences and level of psychological or interpersonal distress. Future 

research could use measures completed by the therapists and field instructors that may 

provide a more objective account of participants’ outcomes. Additionally, as research 

within the field of AT for men’s groups grows, a meta-analysis of AT studies using self-

reports can be employed to determine if this study’s findings are consistent with others.        

IMPLICATIONS 

Although clinicians and scholars have supported the use of alternative 

interventions with men, very little research has empirically evaluated the clinical impact 

of these approaches on the participants (Rochlen, 2005). More specifically, there appears 

to be no quantitative research examining the relationship between men’s therapeutic 

experiences and their degree of conformity to masculine norms. As Brooks (1998, 2010) 

asserts, there is a significant need for more alternative approaches to address men’s 

unique needs in the therapy setting. As the range of alternative therapeutic approaches 

increases, and some become popular, it will be critical for studies, such as this one, to 
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provide a theoretical and empirical foundation supporting the efficacy of specialized 

interventions for men. 

Adventure therapy shows promise as an alternative approach to work with men 

who may not otherwise be served through more traditional forms of office-based therapy. 

The results from this proposed study have the potential to add needed quantitative 

empirical support for the efficacy of alternative therapeutic approaches for men. In 

particular, findings from the study could help provide a new therapeutic framework for 

clinicians and scholars to better understand how men’s level of conformity to masculine 

norms relates to their AT treatment and outcomes. May the burgeoning field of AT and 

other alternative approaches for men provide an “installation of hope” (Brooks, 2010; 

Yalom, 2005), motivating men to lead healthier lives for themselves, their families, and 

their communities.  
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