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Abstract
Over the last decade, steps have been taken by the Canadian Armed Forces as well as non-government
organizations to provide better healthcare and services to military personnel affected by issues that impact
their mental health. Current research shows that the stigma towards mental illness remains an issue for
many military and Veteran personnel.
The purpose of this study was to conduct a program evaluation of the Outward Bound Canada Veterans
(OBCV) program with a particular focus on the previously uncovered theory that the program provides a
stigma-free environment for participants. An earlier study on the OBCV program found that participants
felt the program was stigma-free. For the current study, the program process was reviewed to investigate
if, and how this environment was facilitated. To further investigate this aspect of the program, this study
also evaluated the impact of this program on perceptions and lived experiences of stigma in participants.
An exploratory mixed-methods design was used for this study evaluating three OBCV courses held in 2016.
The focus of this design was on the qualitative aspect with pre-post surveys serving to triangulate results.
The Endorsed and Anticipated Stigma Inventory (EASI) was selected to explore constructs of stigma
beyond barriers to care. The survey results received an 80% (n=20) response rate and the interviews
consisted of (n=6).
The focus of this study was on the qualitative aspect with the pre- and post surveys serving to triangulate
results. The interview questions were designed by the researcher and approved by supervisors. The
Endorsed and Anticipated Stigma Inventory (EASI) was selected to explore constructs of stigma beyond
barriers to care. Of the 25 individuals that participated in the program 20 completed the surveys and 6
completed the interview process.
Results of this study found that the program process of the OBCV program facilitated an environment that
was perceived by participants to be stigma-free. This study found evidence that suggests aspects of selfstigma may be positively influenced by participation in this program.
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This study was able to lend support to the premise that the OBCV program provides a stigma-free
environment. This research also provides insights into the lived experiences and impact of stigma in OBCV
program participants. This information could be used to inform policy makers and program planners on the
current needs of military and Veteran personnel utilizing the mental health services in Canada.
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Prologue
Researcher Participation - A Reflexivity Statement

As a Veteran of the Canadian Armed Forces (CAF), I was given the opportunity to
participate in an Outward Bound Canada Veterans’ (OBCV) course by attending the Rocky
Mountain Ski Touring course in late March 2016. Through several discussions with the Veterans
Program Director, we decided that I would disclose very little of my intended thesis research with
the group. This was to prevent my presence as a researcher from interfering with or influencing
the experience of other course participants. At the time, this approach did not present any
problems. However, since the participants were aware of my research interests in broad terms,
early in the course I had the feeling that I was being viewed as a researcher and was therefore
outside of the group. This feeling was further compounded by my own sense of not belonging or
being able to relate to this group of Veterans. I believe I unknowingly encouraged this separation
from the group. Several reasons contributed to my feelings of not belonging; 1) I was the only
female participant, 2) I was the only reservist, 3) I was the only one that had not been on a ‘tour’,
4) I was the only one from the Navy, the rest were Army/Air Force, 5) I did not consider myself a
Veteran. Though I fully participated in the group activity, any/all disclosure or discussion I was
involved with invariably focused on anything but my military service. During the final group
circle on the last night, it was brought to my attention that I had not spoken much about my
military service. The individual that pointed this out thanked me for sharing what I had and
expressed hope that I would one day “honour my military experience”. These words unsettled me.
I had not realized until that point the magnitude of my avoidance or the impact of my own selfstigma as it relates to my service, or that I had any at all.
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Throughout the interview phase of my research I kept this experience in my mind. We
may not even realize our own stigmas and we are capable of forming strong judgements without
even considering or using the word stigma.
The role of the researcher in qualitative studies is interpretive, with the inquirer usually
being “involved in a sustained and intensive experience with participants” (Creswell, 2013, p.
187). My military service and my experience on an OBCV course shaped this study as well as
contributed to my values, any biases and ethical considerations. I did my best to address these in
part through reflexivity. I am aware that these biases and values may be reflected in my
interpretation and discussion of results.
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Chapter 1
Introduction
Military service can provide an opportunity to see the world and learn unique skills in a
challenging and at times dangerous environment. The physical demands are evident and can
range from long marches, digging ditches, and daily physical fitness, to jumping out of airplanes.
The emotional demands are not so obvious. How do you prepare yourself to see a mass casualty
gravesite? How do you prepare yourself to see a friend step on an improvised explosive device
(IED)? Physical strength and resilience can be achieved through physical training or PT as it is
known in the military. Training the mind is not as straightforward. Military exercises and drills
can simulate expected situations and conflicts and help prepare a soldier for the physical danger,
but preparing mentally can be a challenge.
Over the last decade, the Canadian Armed Forces (CAF) have seen an increase in the
number of soldiers returning from Afghanistan reporting a psychiatric or mental injury. While the
prognosis for physical injuries and treatment is often apparent, what happens to the soldier who
comes home with a mental health issue as a result or traumatic exposure or military service?
In response to this need, CAF launched the Road to Mental Readiness (R2MR) program,
“which targets performance under adversity, enhancement of mental health literacy, and
overcoming barriers to care” (Zamorski et al., 2016, p. 27S). The efforts of this program have
been effective at decreasing delays to accessing care, improving care and reducing mental health
relapse rates. There is evidence that suggests this program may have decreased incidence of
mental health disorders or prevented this rate from increasing (Zamorski et al., 2016).
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In recent years, the CAF and Veterans Affairs Canada (VAC) have adopted the term
operational stress injury (OSI). It is an umbrella term that includes several types of psychological
injury including PTSD. OSI’s are described on the (VAC) website as

any persistent psychological difficulty resulting from operational duties performed
while serving in the Canadian Armed Forces or as a member of the Royal Canadian
Mounted Police. It is used to describe a broad range of problems, which include
diagnosed psychiatric conditions such as anxiety disorders, depression, and post
traumatic stress disorder (PTSD) as well as other conditions that may be less severe,
but still interfere with daily functioning (Veterans Affairs Canada, 2016).

Over the last century, different terminology has been used to describe the emotional state
of soldiers returning from war who are suffering from a mental injury. Some of these include, war
neurosis, battle fatigue, combat stress and shell-shock (Pols, 2006). The third publication of the
Diagnostic and Statistical Manual of Mental Disorders (DSM III) in the 1980s (American
Psychiatric Association, 1980) introduced the term “post-traumatic stress disorder” (PTSD),
which is now the common terminology. In 2013, the fifth addition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM V) was released with updated diagnostic criteria. A
person with PTSD is described as having intense, intrusive thoughts about the traumatic event
and may experience flashbacks or nightmares; many experience anger and sadness and they may
feel detached from people. This detachment may be experienced as negative thoughts about
oneself, guilt, fear and shame (American Psychiatric Association, 2013).

Following a mental illness diagnosis from the military that precludes their ability to fulfill
their duties, the member may be transferred to a Joint Personnel Support Unit (JPSU)
4

(Government of Canada, 2014) or they may be discharged from the military on medical release.
In either case, not being able to perform one’s military duties can have a devastating effect on the
member. Support services for those diagnosed with an OSI can come from within the CAF, such
as the JPSU, within VAC such as Soldier On (Government of Canada, 2014), or from an external
group, such as the Outward Bound Canada Veterans (OBCV) program (Harper, Norris, &
D'Astous, 2014). Each of these programs is designed to aid with injuries and/or illnesses and
often help with transition to civilian life after releasing (retiring) from the military.
Negative perceptions and beliefs around mental health injuries can result in stigma. These
can be rooted in negative thoughts about oneself (self-stigma) or from a population aimed at a
person (public-stigma) (Vogt et al., 2014a). The negative beliefs can limit a person’s recovery
causing issues within their family, social network and can sometimes result in suicide
(Westwood, McLean, Cave, & Slakov, 2010).

Outward Bound History and Evolution
The first Outward Bound school was established in 1941 in Wales by Kurt Hahn and
Lawrence Holt as a Sea School, which focused on physical and mental fitness for boys “destined
to become” ships officers (Freeman, 2011). During the Second World War, another school
opened that was based on mountain expeditions. The primary goal of the program at the time was
‘character building’ and training in leadership and challenges of the wilderness.
By the 1950s, there was awareness that such character-training courses were effective
treatment of some delinquent juveniles. At the time, it was believed that the Outward Bound
education program “gave young people an opportunity to develop a sense of responsibility” and
could therefore counteract troublesome behaviour (Freeman, 2011, p. 28). Founder Hahn
identified six ‘declines’, which he considered prevalent at the time: decline in physical fitness,
craftsmanship, initiative, self-discipline, memory, “and most important, of compassion” (p. 29).
5

Since its inception, Outward Bound has relied heavily on military terminology for their
program such as “watches” and “patrols”, also through the involvement of Veterans as instructors
in the schools. Though this approach was later met with some criticism, it is fundamental to
understanding the program’s development. With the introduction of therapeutic treatment of
juvenile delinquents gaining popularity, Outward Bound also took on a ‘softer’ approach to
character training. The focus shifted to personality and self-discovery and began to denounce the
term ‘character training’ as it had connotations of ‘a stiff upper lip’ mentality, a phrase linked
back to times of war (Freeman, 2011). By the 1960s, with the focus now on individual
development and the availability of courses through other providers, outdoor education was no
longer simply for the elite or the delinquent.
The Outward Bound program has expanded significantly over the decades with programs
found worldwide. Within the industry of experiential outdoor education, the effects of the courses
are widely known as being a life affirming experience with regular, predictable, and positive
outcomes (Bacon, 1987).
In North America, the Outward Bound Mental Health Project started in 1975 to help
‘disturbed’ youth, and then was expanded and adapted for Veterans (Stick & Senior, 1984).
While the program remained consistent in it goals for personal growth and discovery, the
programming was changed from the standard format of two to four months, to much shorter
excursions of seven days. Outward Bound has been shown to be an effective therapeutic adjunct
to treatment programs (Harper et al., 2014).

Outward Bound Canada Veterans Program
In 2009 three CAF Veterans who had seen and experienced the impact of armed conflict
on Canadian soldiers founded the OBCV program. As wilderness guides, they had also witnessed
the benefits these types of activities had on individuals who had experienced trauma.
6

The OBCV program is open to all members of the military, those currently serving or
retired. The program offers courses specialized for the Canadian military population and is 100%
charitable receiving funding from private donors and foundations. Described in a funding
proposal document, the Veteran’s program is described as adventure-based resiliency training and
“is neither therapy nor a holiday” (D'Astous, 2011, p. 3). The courses are mostly discovered
through word of mouth from colleagues, the Royal Canadian Legion or other Veteran-serving
agencies.
The OBCV program was designed to promote self-discovery and healing through
adventure-based training in the Canadian wilderness. Several week-long courses are offered
between January to September in different locations across Canada. Each course focuses on a
different wilderness experience: backpacking, canoeing, mountaineering, sea kayaking, rock &
ice-climbing, ski-touring, day-hiking and dog-sledding. Each of these courses is available to the
beginner as well as the wilderness expert. Courses have a maximum of nine participants with
three experienced guides, one of whom is a Veteran. A phone interview between the applicant
and the Veterans Program Director is used to determine if a course is suitable for the applicant.
The courses are seven days long and involve wilderness excursions, which are physically,
mentally and emotionally challenging with the aim of cultivating trust, confidence, community
and a sense of belonging.
Though each course takes place in a different environment, they share several key
components. There is a strong leadership aspect of the Veterans’ courses and participants will
each be involved in route planning, navigation, record keeping, cooking, equipment management,
etc. The courses “are purposely designed to mirror and reframe” (Harper et al., 2014, p. 167)
military experiences by focusing on teamwork and leadership. However, unlike the military, there
is no hierarchy on an OBCV course and participants are not required to disclose one’s military
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rank to each other. The focus of each course is not only to participate in the activity, like hiking
but also facilitate learning and skills that can be used after the course is over.
While each course will have its own unique opportunities and challenges, all courses are
intended to provide a “supportive and restorative environment”, for participants to reflect on their
experiences and share with the group any transition challenges they may be dealing with (Harper
et al., 2014). Activities focus on technical skills such as an introduction to avalanche training, as
well as individual time for reflection called the “solo”, where participants spend some time alone
in the wilderness for self-reflection, approximately one to three hours.
Group discussions led by the guides are another key aspect of the courses. These
conversations center around reflections of the day or lessons learned. However, often the
discussion comes back to military experiences, personal struggles or transition to civilian life.
Nobody is obligated to share any information and participants can disclose as much or as little as
they are comfortable with. In addition to group discussion and self-reflection, there are many
opportunities for conversations to occur organically between participants while hiking, sharing
meals, and so forth: “The ability to share personal experiences in a safe environment with a
community of understanding peers has often been the most important part of the course for
participants” (D'Astous, 2011, pp. 5-6). Weeks and months following the courses, there is often
ongoing communication among participants and/or with the Veterans’ Program Director. Many
participants wish to continue their discussions from the course or remain involved with the
program in some way.
The research by Harper et al. (2014) has revealed that some past OBCV participants felt
that these courses provided a ‘stigma-free’ environment that allowed for more open
communication of their experiences. They further discovered the OBCV program to have a
positive influence on decompression (from deployment), to be a catalyst to seeking treatment and
to be a way for Canadian Armed Forces (CAF) members to reconnect.
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The study by Harper et al. (2014) used a mixed methods approach to “measure outcomes
and articulate meaning relative to the [Outward Bound] educational framework”, (p. 167). Their
27-item questionnaire was designed to explore areas such as leadership, character development,
and environmental awareness and was not validated. The qualitative phase of their study
identified two people from each course to interview, investigating course impact on personal
growth/change and transition (to civilian life). Through the interviews, Harper et al. (2014)
uncovered several course impact themes, such as decompression/awareness raising, healthy
community and a ‘stigma-free environment’.

Rationale
Stigma is an ongoing concern for Canadian Armed Forces (CAF) personnel and Veterans
and can prevent or delay some personnel from getting mental health treatment. Research has
found that left untreated, OSIs including PTSD, can have serious consequences. These can
include emotional and physical impacts and even dying by suicide. The underutilization of mental
health services within the CAF and VAC may lead to individuals seeking help outside of these
institutions. Recent research has shown that community-based programs such as the OBCV
program may help address this need by providing an alternative option to military personnel and
Veterans.
The current study was designed to build on previous research in the field of
wilderness/adventure education and the supportive environment. The goal of this study is to
provide administrators and program planners further insight into program delivery and explore to
what extent the OBCV program facilitates a judgement or ‘stigma-free’ environment. To date,
there is little evidence-based research on the impact and effectiveness of NGO supportive
programs such as this one for Veterans in Canada. Only one other study of the OBCV program
has been conducted with psychometrically validated and reliable tools. In 2014, (Harper et al.)
9

used the Outward Bound Outcomes Instrument (OBOI) in a mixed methods study on the impact
and meaning of the OBCV program.
The current study aims to provide insight into participants’ lived experiences and
concerns around stigma by examining ‘if’ and ‘how’ the OBCV program delivers a stigma-free
environment. This evaluation is designed to provide program managers and administrators a
better understanding of the impact of the program and the effectiveness of program delivery.
While this is a small-scale study, it may provide other Veterans’ program developers with
information relevant to conducting their own program planning, delivery and evaluation.
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Chapter 2
Literature Review
Mental Health and the Canadian Armed Forces
Since 2001, Canada has deployed over 40,000 men and women to join the combat efforts
in Afghanistan (Ben-Zeev, Corrigan, Britt, & Langford, 2012; Boulos & Zamorski, 2013;
Zamorski et al., 2016). Furthermore, extensive research over the last two decades has
demonstrated that military personnel involved in overseas deployments are at risk of exposure to
traumas (Hines, Sundin, Rona, Wessely, & Fear, 2014; Westwood et al., 2010). Traumatic
exposure can consist of exposure to stressful events such as witnessing atrocities, the torture of
civilians, handling of civilian casualties including children, and retrieval and disposal of human
remains. Research has shown that “soldiers have a greater chance of developing post-traumatic
stress disorder (PTSD) than of being fired upon, physically injured or killed in combat”
(Westwood et al., 2010, p. 45).
It is estimated that between 13.5% (Zamorski, Rusu, & Garber, 2014) and 19% (Boulos
& Zamorski, 2013) of Canadian soldiers returning from Afghanistan report a psychiatric injury
such as PTSD or major depressive episode (MDE) within four years of their return from
deployment. In the United States, research shows that up to 30% of personnel returning from a
deployment report a mental health issue (Ben-Zeev et al., 2012). While much of the research
reports on PTSD, other conditions commonly found include major depressive disorder (MDD),
generalized anxiety disorder (GAD), panic disorder and social phobia (Ben-Zeev et al., 2012;
Fikretoglu, Brunet, Guay, & Pedlar, 2007; Kim, Britt, Klocko, Riviere, & Adler, 2011; Westwood
et al., 2010; Zamorski et al., 2016).
In response to reports of psychiatric injuries, the CAF has increased its efforts to support
clinical mental health systems (Boulos & Zamorski, 2013). CAF has also established regional
11

treatment centers, improved post-deployment mental health screening, and now requires mental
health and resiliency training of personnel throughout their career and during deployment. The
increase in response from CAF may have contributed to one study’s finding that a sizable
proportion (29.6%) of those deployed to Afghanistan utilized mental health services (Boulos &
Zamorski, 2013). This study of 30,513 personnel represented a Canadian military population
deployed between 2001 and 2008. The most frequently reported mental health issues were PTSD,
anxiety disorders, and depressive disorders.
The Life After Service Survey (LASS) by Thompson et al. (2014) provides a
comprehensive report of the health and well-being of CAF personnel after they have released
from military service. The study includes Regular Force personnel as well as Primary Reserve
Class A, B and C. Regular Force personnel are members in full-time military service, whereas
Primary Reserve A and B class may have temporary full-time service. Class C consists of
Primary Reserve personnel who are filling the role of Regular Force. Since the 1990s CAF has
“increasingly drawn on Primary Reserve personnel to supplement the Regular Force”, (Thompson
et al., 2014, p. 2) during international conflict, such as the Gulf War, Bosnia and Afghanistan.
The LASS provided a comparison of many health-related outcomes between the service
types which included chronic mental and physical health conditions. Overall, Primary Reserve
Class A has similar outcomes to the Canadian civilian population on health and well-being
indicators. Primary Reserve Class C members were more similar to Regular Force than to the
Canadian population with lower rates of self-reported good/excellent health and higher rates of
mood disorders and anxiety disorders. Reported mood disorders for Primary Reserve Class C and
Regular Force were 10-14% and 15-19%, anxiety disorders 6-10% and 10-13% and for PTSD 69% and 12-15% respectively. Regular Force personnel also reported having less of a sense of
community than the Canadian population in general.
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Barriers to Help-Seeking
The potential traumatic effects of service do not end with a mental health diagnosis for
some soldiers. Additional negative effects can impact physical and mental health and cause social
problems. Retired soldiers can experience health issues such as asthma, chronic pain,
hypertension, and chronic substance abuse and are at an increased risk for suicide (Westwood et
al., 2010). Transitioning to civilian life can cause myriad social issues, which can impact
relationships with family and friends, trouble with authority, identity problems and issues of
perceived support (Black & Papile, 2010).
Help-seeking or treatment-seeking has been cited as under-utilized by those returning
from Afghanistan in both Canada and the United States. Mental health service use ranges from
approximately 20-30% of those who have received a mental health diagnosis (Ben-Zeev et al.,
2012; Boulos & Zamorski, 2013). With low to moderate service use, it is likely that many
military members who need help are not seeking or receiving treatment. Predictors of helpseeking behavior have been cited as a function of personal characteristics that can increase or
decrease the likelihood of health service use. Social circumstances (enabling or impeding), needbased factors (based on one’s beliefs) and personal factors such as age, gender, serviceconnectedness and disability status have been found to predict mental health care service
utilization (Fikretoglu et al., 2007; Thompson et al., 2014; Vogt, Fox, & Di Leone, 2014b).
Recent research has shown that failure to recognize perceived need for care (PNC) is the
primary barrier to care among Canadian military personnel (Fikretoglu, Liu, Zamorski, & Jetly,
2016). Over the last decade, education, public awareness campaigns have been launched to
promote awareness and understanding of mental issues in both the military and civilian
population. Compared with civilians, CAF members reported “a significantly higher rate of needs
being met” (Fikretoglu et al., 2016, p. 42S), demonstrating the positive impact of promotional and
awareness campaigns with the military.
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In addition to PNC, negative attitudes towards treatment, organizational barriers and
stigma are the most commonly cited reasons for not seeking help (Fikretoglu et al., 2016; Kim et
al., 2011; Sharp et al., 2015). Negative attitudes toward treatment reflect the endorsement of
negative beliefs around help-seeking. Some prefer to handle it on their own, a common belief of
military members as it is thought to reflect attitudes within military culture (Kim et al., 2011).
Organizational barriers consist of the perceived availability of help, how easy it is to make an
appointment with a mental health practitioner, the cost of services, and concerns about taking
time away from work for treatment. For some, PNC perceived is a barrier; some soldiers may not
believe they need help.

Stigma
The perception of mental health stigma can be the belief that one “has a mark” reflecting
negative individual characteristics like incompetency and dangerousness (Kim et al., 2011). In
addition to the stigma of having a problem or needing help is the perceived stigma of receiving
treatment and possible repercussions such as being seen as “weak” (Hoge et al., 2004). The
concern of being stigmatized by leaders was found to be the main barrier to care, which is
consistent across Western nations’ military personnel (Gould et al., 2010). Individuals expressed
concern that “my unit leadership would treat me differently” and “I would be perceived as weak”
(p. 152). Other studies found that those most in need of help from mental health services were
disproportionately more concerned about the associated stigma, particularly from unit leadership
(Hoge et al., 2004; Kim et al., 2011). Military cultures place high value on group structure. It
cultivates a culture of reliance on one another, masculinity, invincibility and self-sufficiency:
qualities that often do not promote help-seeking behaviour and can contribute to stigmatization of
those who seek treatment (Mittal et al., 2013; Sharp et al., 2015). For some, admitting to a
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psychological problem can be more devastating than having a physical problem or injury (Gould,
Greenberg, & Hetherton, 2007).
Concerns about stigma are not unique to any one nation. Among countries engaged in the
conflict in Afghanistan, the prevalence of mental health disorders, including PTSD and alcohol
disorders, varies: in the United Kingdom it is 37%, the United States 43% and in Canada 15%
(Sharp et al., 2015). Sharp and colleagues reported that between 40% and 60% of those who may
need help for any type of mental health issue do not access services.
Stigma is a complex social construct and many definitions have been theorized and
contested by researchers. However, stigma is most often described as an “attribute that is deeply
discrediting,” that reduces the target, whether it be the self or other, “from a whole and usual
person to a tainted, discounted one” (Sharp et al., 2015, p. 2). Stigma is further described as the
stereotype, prejudice, and discrimination that can be attached to people by labelling them with a
mental illness (Corrigan, 2004). The study by Mittal and others found many examples of negative
stigmatizing labels specific to PTSD. Participants described stereotypes such as “numb,” “shellshocked,” “cold-hearted,” “unfit to raise your kids,” “unreliable,” “distant,” “robot,” “unstable,”
“on guard,” and “pissed off at world.” (Mittal et al., 2013, p. 90).
The most commonly cited aspects of stigma are public-stigma and self-stigma, which are
reflected in the “self or other” part of the previously mentioned definition. These terms were used
to guide the current study due to their universality in stigma research. Corrigan and Rüsch (2002)
describe public-stigma as “ways in which the public reacts to a group based on stigma about that
group”. Self-stigma is the response, which turns “individuals against themselves because they are
members of a stigmatized group” (p. 316). Both forms of stigma can be deeply damaging and
discrediting and can result in unemployment or underemployment and lost opportunities for
housing and healthcare. This demonstrates public assumptions of dangerousness and the general
desire to avoid associations with mental illness (Mittal et al., 2013).
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Though there have been increases in the literature regarding barriers to care and the
military population, Vogt et al. (2014a) and (Sharp et al., 2015) have found that most of those
studies have focused primarily on anticipated (public) stigma. One commonly used scale in
stigma research within a military population is the Perceived Stigma and Barriers to Care for
Psychological Problems-Stigma Subscale (PSBCPP-SS) (Sharp et al., 2015), which measures the
extent to which military members perceive stigma as a barrier to seeking care, a measurement of
public stigma.
Vogt et al. (2014a) suggest that one reason why research in self-stigma is deficient is a
lack of validated scales. Building on research by Corrigan and colleagues about public and selfstigma, Vogt et al. (2014a) developed scales for measuring two variants of stigma: endorsed and
anticipated stigma. They describe endorsed stigma (a key component of self-stigma) as the extent
to which a person has incorporated or internalized negative beliefs about a stigmatizing aspect of
mental illness into their own belief system (self-stigma). Anticipated stigma (a key component of
public-stigma) is the extent to which a person expects that they will be devalued or discredited for
having a stigmatized attribute of a mental illness. Some military members may not feel
comfortable acknowledging or know what stigmas they hold or the role their perceptions play in
willingness to seek help. Therefore, it may be beneficial to understand perceptions of stigma
within a military population independent of the role these perceptions have on seeking help (Vogt
et al., 2014a).

Transition
Those leaving the military and transitioning to civilian life may be faced with challenges
in addition to their combat experience or military service. The Life After Service Study (LASS)
surveyed Canadian military personnel from the Primary Reserves, Reserve Force Class C and
Regular Force (Thompson et al., 2014). Some of the issues reported include transition to civilian
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life, satisfaction with life, physical and mental health, and comorbid conditions. Approximately
17% of Class C and 35% Regular Force members utilized Veterans Affairs Canada (VAC)
services. Of the VAC clients between 92 and 95% had more than one chronic physical condition
and nearly half (47 to 50%) had a mental health condition; frequently this was a co-occurring
condition (44 to 47%). With almost 200,000 service users, VAC provides “services and benefits
that respond to the need of Veterans, other individuals, and their families”, (Veterans Affairs
Canada, 2017).
In addition, VAC clients (compared to non-VAC clients) reported more difficulty with
adjusting to civilian life, more chronic pain and mental health conditions as well as comorbid
physical and mental conditions and more frequently had “markers of stress, difficulty coping and
satisfaction with life” (Thompson et al., 2014, p. 8).
In addition to these issues, for some Veterans the sense of loss experienced when leaving
the military can in itself be traumatic. The military provides clear structure and rules around
military life, rank, power, responsibility, compliance and camaraderie, and strong feelings of
loyalty and discipline are instilled (Black & Papile, 2010). Members of the military are trained to
react quickly and sometimes violently to danger to protect the lives around them. Veterans may
feel a profound sense of loss of their military family when transitioning to civilian life. There is a
sense of isolation and aloneness, “often feeling misunderstood or simply out of place with the
civilian world” (Black & Papile, 2010, p. 384). This lack of connection to others can promote
difficulties with family, friends, and substance use and could exacerbate the transitional process
from military to civilian life (Black & Papile, 2010).
One study found that nearly 20% of military members returning from Iraq or Afghanistan
report PTSD-like symptoms and nearly 40% other dysfunctional issues, which impede successful
re-integration with civilian life (Smith et al., 2016). Though military members have access to
mental health services while in the military, research shows that these are underutilized and there
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remains a need for education aimed at destigmatizing mental health conditions and that any
intervention program should address both trauma and illness-related factors (Fikretoglu et al.,
2007).

Military and Veteran Mental Health Programs
Over the last decade there has been an increase in the number of programs available to
military members and Veterans experiencing trauma or transition-related challenges. Below is a
brief description of some transition programs available in the US and Canada. These are
examples and are not an exhaustive list. Programs available are offered through CAF, typically
for currently serving members, Veterans Affairs Canada (VAC) for Veterans, and through
external (non-government) organizations (Government of Canada, 2014).

Operational Stress Injury (OSI) Clinics.
Intervention programs have been launched to increase access to care and reduce the
associated stigma. One such effort was the adoption of the term operational stress injury (OSI) by
CAF and VAC (Bélanger & Aiken, 2013). Subsequently, VAC opened a network of ten OSI
clinics across Canada to provide assessment and treatment to currently serving military members
and Veterans. Through psychotherapy, psychiatric treatment and support counseling these clinics
treat many of the trauma-related mental health injuries and illnesses such as PTSD, depression
and anxiety.

Operational and Trauma Stress Support Centers (OTSSC).
Operating within CF Mental Health Services, there are seven OTSSCs across Canada
designed to offer wide-ranging and consistent mental health treatment to individuals with OSIs.
These centers provide group, as well as individual therapy delivered by an interdisciplinary group
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of mental health practitioners, including: psychiatrists, psychologists, mental health nurses, social
workers, addictions counselors and Health Service Chaplains.

Operational Stress Injury Social Support (OSISS).
OSISS is a joint program between VAC and DND designed and delivered by CAF
members and their families who have first-hand experience with the impact of OSIs. This is a
non-clinical, peer-based, social support program intended to help those effected by OSIs improve
their quality of life. With coordinators at twenty locations across Canada, OSISS helps
individuals connect with the resources and information concerning issues they may have around
releasing from the military, pensions or treatments available to them.

Veterans Transition Program.
The Veterans Transition Program (VTP) which is delivered by the Veterans Transition
Network (VTN) is a Canadian, group-based program designed to aid with the transition back into
civilian life by helping with personal and career readjustment (Westwood et al., 2010). This is a
group-based program which offers therapeutic support beyond what an individually oriented
clinic is able to provide for Veterans with PTSD. Successful group therapy programs are designed
to provide a “structured and safe environment for promoting self-awareness, emotional
expression and cognitive reframing to aid in coping and symptom reduction” (Westwood et al.,
2010, p. 47). Interacting with peers who share similar experiences has been shown as beneficial in
mitigating the effects of isolation, being misunderstood and possible embarrassment (Westwood
et al., 2010). Sharing common experiences with peers was shown to help “normalize” feelings of
shame, anger and guilt.

Solider On.
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Soldier On is a CAF program that offers support to currently serving military members
and Veterans who have a physical or psychological injury by promoting and funding physical
fitness and sport activities. The program enables peer activities and development of new skills to
“adapt to their new normal”, (Soldier On, 2016). While not dealing directly with treatment of
injuries, it provides a safe environment and develops skills to build confidence and work towards
rehabilitation (Soldier On, 2016).

Buddy to Buddy.
This peer-to-peer program in the United States is designed and administered specifically
to counter the effects of stigma and promote entry and adherence into appropriate treatment
programs (Greden et al., 2010). This program emerged out of the expressed need of Veterans that
“if you haven’t been there, you don’t get it” (Greden et al., 2010, p. 93). This program provides
trained peer Veterans to make regular contact with returning soldiers, inform them about
available treatment options and centres if needed, and encourage enrollment with a Veterans
Affairs Hospital or discuss community treatment options. While not a treatment program – such
as psychotherapy or medication – the Buddy-to-Buddy program is an intervention, which is
designed to enable and promote mental health treatment usage and adherence. It aims to counter
stigma and helps to identify the stressors associated with coming home from combat areas as well
as deal with the impact of PTSD, Major Depressive Disorder (MDD), and possible suicidality
some may face. The program recognizes that overcoming stigma-related barriers is a critical first
step if help is needed.

Outward Bound Canada Veterans Program.
As previously discussed, the OBCV program provides experiential outdoor education
designed to enhance personal abilities, promote resilience and improve overall wellbeing in
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participants shifting from combat to non-combat roles or transitioning to civilian life (Harper et
al., 2014). Courses provide safe, resiliency-based training for Veterans and military members
with PTSD, OSI or transition issues. The structure of the courses relies on small, interdependent
groups, which are exposed to physically and emotionally challenging outdoor activities.
Participants are given the opportunity to voluntarily disclose and discuss experiences in a safe and
judgment-free environment of their peers.

Adventure Education - A Novel Therapeutic Environment
Therapeutic activities in the wilderness have historically gone by many different names,
such as: natural medicine (Dietrich, Joye, & Garcia, 2015), nature-assisted therapy (NAT)
(Annerstedt, Währborg, & Sveriges, 2011), adventure education (AE) (Ewert, 2014; Ewert,
Puymbroeck, Frankel, & Overholt, 2011), nature adventure rehabilitation (Gelkopf, HassonOhayon, Bikman, & Kravetz, 2013), outdoor behavioural healthcare (OBH) (Russell, Gillis, &
Lewis, 2008) and wilderness therapy (Russell, 2000), The term adventure education (AE) will be
used for this paper as it is the terminology used by Outward Bound Canada and this program is
the focus of this research.
In contrast to traditional therapeutic settings like hospitals and clinics, AE is an
unconventional approach to improving mental health. Outdoor activities and physical recreation
have long been cited to have beneficial outcomes for both physical and mental health in civilian
and military populations (Caddick & Smith, 2014; Dietrich et al., 2015). AE is based on the
assumption that there are therapeutic benefits on human health to interacting with natural
elements; the negative impacts of stress and mental fatigue in humans can be mitigated by being
in the natural environment (Annerstedt, Währborg, & Sveriges, 2011). The systematic review by
Annerstedt and colleagues describes AE as a “generic term that refers to a class of changeoriented, group-based experiential learning processes that occur in the context of a contractual,
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empowering and empathetic professional relationship” (p. 372).
In terms of participant outcomes, one systematic review identifies two core areas on
which AE programs endeavor to have an impact, the effects on self-concept and the effects on
developing appropriate and adaptive social skills (Russell, 2000). AE has been found to have
positive outcomes with special groups like adolescents (Russell, 2000), women (survivors of
abuse) and military or Veterans (Ewert et al., 2011; McKenzie, 2003) particularly in terms of selfawareness, confidence and resiliency building.
Program Evaluation
Program evaluations address various needs that policy-makers, planners or program
managers may be face. Evaluations can guide the implementation, development or assessment of
a particular social project, program or intervention (Rossi, Lipsey, & Freeman, 2004). Social
programs are activities with the sole purpose of improving a social condition, the guiding
principle of which is ‘to do good’, (Greene, Benjamin, & Goodyear, 2001; Rossi et al., 2004, p.
17). However, program evaluations provide some grounds for debate. Among experts in the field,
this discussion centers around an art vs. science dilemma. A 1969 article by Donald Campbell
describes evaluation as emerging from social experimentation. Lee Cronbach (1982) challenged
this perspective with the argument that evaluation deviates from scientific research and that it
should be orientated around that needs of the stakeholders, “providing the maximally useful
information” that resources allow (p .23).
At the core of program evaluation is the purpose of providing answers to stakeholder
questions, such as ‘Is the intervention effective at attaining the desired goals or benefits?’ (Rossi
et al., 2004). Through consultation with experts in the field, it was decided that a program
evaluation framework would be most suitable to answer Outward Bound Canada’s question about
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their Veteran’s program, “Does the OBCV program deliver a stigma-free environment for
participants, and, if so, how?”

Process Evaluation
Program process evaluation is just one of several kinds of evaluation described by Rossi
et al. (2004). Rossi et al. (2004) outline five forms of program evaluation. A needs assessment is
the first form where researchers conduct an assessment of what social conditions could benefit
from a program or intervention and the scope of the need. The second form is assessment of
program theory. Following the established need for a program for a group of stakeholders, the
next step is to conceptualize a realistic design of the program. The third form of evaluation,
assessment of program process builds on the theory of design and asks questions about the
program delivery and operation or implementation of the program. The forth form is impact
assessment which seeks to identify the outcomes or impact of a program. Finally, the fifth type is
an efficiency assessment, which addresses questions about program cost and cost-effectiveness.
Program process or formative evaluation (Brophy, Snooks, & Griffiths, 2008) requires
that the program theory first be reviewed in order to establish which aspects of the program are
most important. Program process can then “be built on the scaffolding of program process
theory” (Rossi et al., 2004, p. 173). Brophy et al. (2008) suggest that routinely collected data
supplemented with interviews may be the most effective way of ‘conducting an in-depth’ process
review.
Research has shown that Outward Bound is an established and well-known program both
in Canada and abroad. Research also shows that OBCV is delivering a program that has been
shown to have positive outcomes across several domains such as personal growth and selfconfidence (Harper et al., 2014). What is not known is whether the Outward Bound process is
effective at reducing stigma in a military and Veteran population. To address this question, the
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researcher needs to identify some criteria for assessing the program performance. Through
communications with OBCV program stakeholders, it was established that an appropriate means
of assessment would be evaluating how the OBCV program operates in terms of providing a
stigma-free environment.

Search Strategy
I first consulted with a library technician at Queen’s University in February 2016. Using
Ovid we searched Embase with key terms veteran, soldier, air force, Navy and/or outdoor or
adventure (truncated). We carried out a second search of PsycInfo with search terms military
veterans (and personnel), program evaluation, outward bound, adventure, outdoor (both
truncated). Terms were searched in various combinations using and/or.
An independent search by the researcher was conducted using Rehab Data, PsychInfo
and Embase. Terms used were soldier, veteran, outdoor or adventure, mixed methods, stigma,
program evaluation (truncated), veteran (truncated) and program (Embase), outward bound,
veteran, military or veteran, outdoor or adventure (PsychInfo). The same terms were used in
combinations for Rehab Data.
Additional sources were hand searched by the researcher from references of located
articles. Google scholar was searched with terms stigma + mental health + veterans, program
evaluation + Canada. At this stage, an increase in duplicate articles began and further searches
with the same criteria using Medline yielded no unique results. A total of 187 articles were
located and reviewed. Exclusion criteria were brain injury, youth, families, acquired disability,
geriatric, civilian, religion, homeless, inpatient, telehealth, exposure therapy, physical injury and
clinical.
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Chapter 3
Methodology
Research Design
This exploratory mixed-methods study has two components: a quantitative and
qualitative phase. The quantitative phase consisted of a demographics survey as well as the
Endorsed and Anticipated Stigma Inventory (EASI), a questionnaire which was administered at
three time periods for each group. The qualitative phase utilized a semi-structured interview
conducted as follow up to course participation.
During the quantitative phase a pre- post survey was delivered. This consisted of one
survey completed at three different times per course. The first was administered prior to taking
the Outward Bound course (pre-course), the second immediately following the course (postcourse) and the final upon completion of the course (one-month follow-up). Each survey
contained a demographics questionnaire. The qualitative phase consisted of a 20-item semistructured interview, conducted over Skype or by phone approximately one-month following their
course. Participants could complete either or both phases of the study.

Research Questions
The purpose of this study was to conduct a program evaluation of Outward Bound
Canada Veterans program for the purposes of assessing how the program affects perceptions of
public- and self-stigma among participants. The overarching inquiry of this study is, “Does the
OBCV program deliver a stigma-free environment for participants, and, if so, how?”
1. Does the OBCV program have an impact on public and self-stigma?
2. How is stigma experienced by participants and what are the differences if any, before and after
participating in the OBCV program?
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Question one was answered by the pre-post and follow-up survey design, which allowed
for the before and after questions to be answered. The interview also specifically addressed
questions of public and self-stigma. Impact was assessed by examining the survey results.
Question two was addressed by the qualitative interview through questions regarding the
experience of stigma by participants.

Research Methodology
Using a program evaluation framework this exploratory mixed-methods study used a pre, post-, concurrent-nested mixed-methods design (Terrell, 2012). The delivery of surveys and
interviews was intended to assess the experiences and perceptions of stigma in OBCV
participants and to determine if the Outward Bound environment influenced the perceptions of
stigma. This approach is thought to improve on previous research in this field by using a
psychometrically validated and reliable instrument along with semi-structured interviews.
By using an exploratory mixed-methods program evaluation, the current study is taking
steps at introducing quantitative methods to the field of Veteran AE which has more commonly
used qualitative research methods. By building on previous research, it was determined that this
study should examine one specific program process more closely, specifically the concept of the
stigma-free environment.

Mixed-methods approach
A mixed methods approach allows the researcher to more fully explore the dynamic
nature of social phenomena. In order to address complex social phenomena, Greene et al. (2001)
suggest that researchers use all the methodological resources that are available to them. Support
for mixed methods approaches began when American researchers in the 1960’s and 1970’s noted
that the traditional experimental research design was insufficient in the study of social
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phenomena, particularly in applied settings like program evaluation (Bryman, 2006; Greene et al.,
2001).
Integrated approaches have gone by several names depending on the researcher. These
include: multi-methods, multi-strategy, mixed methods and mixed methodology. Types of multistrategy approaches have also increased as researchers aim to formalize this kind of research.
Some researchers argue that the different names for mixed-methods approaches suggest “a sense
of the rigor of the research” (Bryman, 2006, p. 98) by providing insight into the researcher’s
intentions.
Regardless of differences in terminology, the dimensions which guide the researcher and
the reader highlight different aspects of the multi-strategy approach. According to Bryman
(2006), these are: 1) are qualitative and quantitative data collected sequentially or
simultaneously? 2) Which has priority? 3) What is the purpose of integration? 4) At what stage
does the multi-strategy research occur? 5) Is there more than one data strand?
One discussion about applying mixed methodologies in research explores the
philosophical underpinnings of this approach. Greene et al. (2001) discussed four frameworks
that can be used for mixed methods research: a pragmatic view, a dialectical view, a substantive
theory view and an alternative theory view. While they argue that a framework is not required in
theory, in practical applied terms it grounds or frames the discussion. Rather than focusing on the
compatibility of conflicting paradigms, the pragmatic view lends itself well to evaluation as it
acknowledges that there are “natural limitations and opportunities of a given context” (p. 28). In
contrast, the dialectical view holds that different paradigms exist and are important. It also calls
for a conversation between differing views, which leads to better understanding within a study.
The substantive theory view (or program theory) focuses on the relationship of program inputs,
activities and outcomes and what is meaningful in design rather than being driven by methods.
The approach allows researchers to focus on the complexity of the social phenomena being
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studied. The last approach discussed by Greene et al. (2001, p. 29) is the alternative theory view.
These ‘newer’ paradigms combine elements from the previously discussed views, integrating
certain characteristics and accept both qualitative and quantitative approaches. From this
perspective, mixing methods is good practice, promotes understanding and informed action.
The pragmatist worldview is derived from actions, situations and consequences; it is
concerned with applications and solutions to problems (Creswell, 2013). This worldview also
allows for the researcher to “optimally frame, examine and provide tentative answers to one’s
questions” by mixing methods (Onwuegbuzie, Johnson, & Collins, 2009, p. 128). Additionally,
the pragmatic researcher is free to use a range of qualitative and quantitative analysis techniques.
This includes inferential and descriptive analysis to fulfill the research purpose, which may also
strengthen evaluations by offsetting biases of a singular method (McConney, Rudd, & Ayres,
2002).
The current study explored the concept of stigma through interviews and questionnaires.
The intent of this mixed methods approach was triangulation with the aim that comparing results
from both methods will strengthen the validity of the findings and seek to mutually corroborate
results (Bryman, 2006; Wisdom, Cavaleri, & Onwuegbuzie, 2012). Johnson, Onwuegbuzie, and
Turner (2007) note that contradiction or inconsistencies may also be found from triangulation.
They note further that uncovering any contradictions in data sets may be an advantage in mixingmethods, and results can be compared.

Pragmatist Worldview
This program evaluation followed the pragmatic approach described by McConney et al.
(2002). They explained that program evaluation uses the best method or process aimed at
answering the question raised by the stakeholders. Furthermore, McConney et al. (2002)
recommended that evaluators employ a mixed-methods approach. The pragmatist worldview is
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not dependent on one philosophy or reality and relies on techniques that best meet the needs of
the research. This is particularly relevant for studying social phenomena (Creswell, 2013).
Rather than focusing on a single epistemology or theory of knowledge, McConney et al.
(2002) argue that evaluators are pragmatists. Evaluators are more concerned with informing
stakeholders by using the method or process that best answers evaluation questions. Many
evaluators employ a mixed-methods approach, which “may strengthen evaluations by offsetting
limitations and biases” of a single method, (p. 122). The pragmatist worldview is not dependent
on one philosophy or reality, and relies on techniques that best meet the needs of the research
particularly in social phenomena (Creswell, 2013).
The pragmatist viewpoint fits with the mixed methods intention of triangulation (Greene
et al., 2001; Onwuegbuzie et al., 2009), which is one of the five purposes of mixed methods in
research. Triangulation was used in this study and will be discussed in more detail further on in
the chapter. Additional intentions are complementarity, development, initiation, and expansion
(Bryman, 2006; Greene et al., 2001; Greene, Caracelli, & Graham, 1989; McConney et al., 2002).
By using a mixed methods approach, the two data sets provided triangulation. This approach
seeks convergence between the results of the qualitative and quantitative methods, which
investigate the same phenomena (Bryman, 2006). A complementary approach provides clarity or
enhancement to the research by comparing results from one method with the other (Greene et al.,
1989). The intention of development is to use the results from one method to inform the other
(Greene et al., 1989). Initiation is used to provoke different interpretations of the same
phenomena. Rather than seeking confirmation, the intent is to ask provocative questions (Greene
et al., 1989). The final intent is expansion, which aims to “extend the breadth and range of a line
of inquiry” (Greene et al., 1989, p. 259).

Small-scale design.
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Program evaluation research generally requires a large-scale study, with substantial time,
funding and a large population. This often necessitates a complex research design (Brophy et al.,
2008). A small-scale study allows for the researcher to operate within known time and funding
constraints and is often carried out by one researcher (Brophy et al., 2008; Robson, 2000). In
addition, the nature of the program being evaluated means that a relatively small number of
participants go through the courses each year, making a small-scale study most appropriate.
For these reasons, a small-scale design was chosen as it fits well with the requirements of
a Masters level degree.

Concurrent-nested design.
This mixed-methods study was conducted with a concurrent-nested design. Terrell (2012)
described this approach as having the primary purpose to provide “a broader perspective than
could be gained from using only the predominant data collection” (p. 270). In this type of design,
one approach is embedded (or nested) within the other and one method is given priority. For this
study, the qualitative approach was given priority while the quantitative data were used to gain
insight and answer questions other than the main research question. For this type of approach,
data are mixed at the analysis phase. An advantage of this approach is that data can be collected
simultaneously. However, the researcher may run into issues with integration of two data sets
though there is little research in this area (Terrell, 2012).
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Figure 1 - Concurrent-nested Design
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Terrell, 2012, p. 269

Participants
This study is restricted to Canadian military personnel, currently serving and Veterans, as
the program of interest takes place in Canada. Participants were recruited based on their
registration in an OBCV course. Potential participants were pre-screened for course eligibility by
the Veterans Program Director. Individuals who did not meet the medical or physical
requirements of participating were screened out by the Veterans Program Director.
This study was open to men and women aged 20 and older (consistent with Outward
Bound Canada pre-course screening). All branches and ranks of the military are accepted: Army,
Navy, and Air Force, as well as Royal Canadian Mounted Police (RCMP). The study sampled
from participants who qualified to partake in an OBCV program. Participants were excluded if
they did not complete the OBCV course. For example, if they signed up but did not attend, they
were not invited to participate.
Six courses are run by OBCV each year. At the time of commencing this research three
had been completed and they were excluded from this study. A total of 25 participants signed up
for an OBCV course during the study period.
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Study Sample
For this study, a convenience sample was recruited from the 2016 OBCV program.
Marshall (1996) defines a convenience sample as “the selection of the most accessible subjects”
(p. 523). Another aspect of this type of sampling is that it contains the least rigour when
compared to other techniques like purposive sampling, which is a more common approach in
which the researcher actively selects the sample based on the research question. Another concern
with this type of sampling is that it may not be representative of the entire population and the
researcher must take care when making inferences from the data. A convenience sample was
determined to be the most practical approach to this research given the scope and scale of the
study. All participants were volunteers and no incentives were offered.

Recruitment.
Potential participants for the OBCV program were recruited primarily by word-of-mouth
among military members and Veterans. Further information was available on the Outward Bound
Canada website where interested individuals are encouraged to email the Veterans’ Program
Director who then sends out an application, ‘Welcome Package’ and medical questionnaire for
potential participants. In addition to questions regarding physical and mental health, Outward
Bound Veterans’ Program Application includes questions regarding any challenges the potential
participant may have faced in the during their military career including: isolation, depression, low
motivation, communication issues, and marital/relationship issues.
Outward Bound Canada has a standard process for accepting research proposals and
requires all potential researchers to go through their two-step process. The first step was to submit
a proposal to the National Researcher Coordinator. Upon receipt of proposal the National
Research Coordinator removes identifying information and disseminates it to the Research
Advisory Committee for a ‘blind’ review. Comments are then sent back to the potential
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researcher for correction, edits or elaboration. This process was completed and approved in
Spring 2016.

Invitation to participate in research.
Approximately two weeks prior to each of the three courses, Outward Bound participants
were invited to participate in this study via an email from the Veterans Program Director. The
Veterans Program Director played an active facilitation role in Phase 1 of this study, emailing
each survey and reminders as well as addressing any concerns from participants if required.
Email reminders were a shared task; if participants had completed at least one survey and agreed
to an interview then the primary researcher could email a reminder as permission to contact was
given when they completed their first survey. The Veterans Program Director emailed reminders
about the surveys. This allowed for all course participants to be contacted and remain anonymous
to the primary researcher whether they filled out a survey or not.
For three of the OBV programs in 2016, this included the ‘Invitation to Participate in
Research’ for the current study. If applicants to the program met the requirements to participate in
the OBCV program, they were then eligible to participate in this study. All course participants
received an email, which included the following: a research outline, participation requirements,
details about the survey (including letter of ethics and consent form) and demographics
questionnaire.
The invitation to participate in research described each survey phase. The form also
explained some of the themes addressed in the surveys, like stigma and program impact.
Informed consent was explained as well as the right to withdraw from research at any time.
Approximately two weeks prior to each course start date, course participants were
emailed a link to the first survey (Appendix A). The link brought participants to the first survey
online, which again provided the research outline and explained in detail informed consent and
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the participant’s right to withdraw and remain anonymous should they agree to participate. If the
OBCV participants indicated ‘no’ to participating in this research, the researcher recorded this
response. The final page of the survey invited participants to take part in an interview. If ‘yes’,
the researcher then emailed the participant to set up time and date. If ‘no’, this answer was
recorded by researcher. To maintain confidentiality, the OBCV Program Director emailed
surveys to all members of each group two week prior to each course start date and continued to
email subsequent surveys to all participants in that group. This allowed for confidentiality as the
Program Director would not know who has participated at each time and allowed for participants
to opt-in to the interview phase at any time during the study period.

Instruments
Demographics.
A demographics questionnaire was developed to obtain descriptive data from the sample,
a requirement of judging external validity of studies with humans (Kallet, 2004). The researcher
decided to obtain basic information by asking participants to select from a range. For example,
participants were asked to select an age range, such as 25 to 34. This promotes anonymity for
participants since a small group was recruited for the study. Additional demographics obtained
were gender, service status (retired or serving), service branch, education, marital status, rank,
years of service, deployment experience and number, mental illness diagnosis and participation in
other Veterans’ programs (see Appendix C).

Survey.
The Endorsed and Anticipated Stigma Inventory (EASI) was used for this study
(Appendix D). Developed by Vogt at al. (2014), the EASI tool was specifically developed for use
with a military population. The tool was designed to look at two aspects of stigma: endorsed
34

stigma and anticipated stigma. By expanding on the definitions of self-stigma and public-stigma
Vogt et al. (2014a) were able to develop and validate “a broad range of mental health beliefs that
may have implications for service members’ and Veterans’ use of mental health care”, (p. 206).
Vogt et al. (2014a) then developed a Likert type scale within the domains listed below
(Table 1). Content and psychometric experts reviewed the items on the scale. Associations among
the endorsed and anticipated scales were examined to determine convergent validity and
associations between the two scales were examined to confirm discriminate validity (Vogt et al.,
2014a). The research team that developed this tool acknowledged that further evidence is required
for the test-retest reliability of the scales.
Vogt et al. (2014a) identified five key domains relating to endorsed and anticipated
stigma, which are, a) beliefs about mental illness (endorsed), b) beliefs about mental health
treatment (endorsed), c) beliefs about help-seeking for mental health problems (endorsed), d)
concern about stigma from loved ones (anticipated) and e) concern about stigma in the workplace
(anticipated).

Table 1 - Endorsed and Anticipated Stigma Inventory (EASI) - Domains
Endorsed Stigma (Self)
- beliefs about mental illness

- concern about stigma from loved ones

- beliefs about mental health treatment

- concern about stigma in the workplace

Anticipated-stigma (Public)

- beliefs about help-seeking for mental
problems

Interview.
A 20-item semi-structured interview was designed for this study (Appendix B). Essential
to qualitative research is the exploration, interpretation and understanding of the social world as it
is experienced by human beings (Öhman, 2005). Like program evaluation research, qualitative
designs are flexible and sensitive to the social context of the study. The emphasis of this approach
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is on the exploration of humans’ lives, culture and behaviour. It is with this intention that the
individual’s own reality, explanations and perceptions of an experience are explored, and not that
of the researchers’. This is the first of three basic assumptions of qualitative research as described
by Öhman (2005). Öhman explains that realities are multiple and socially constructed, and that it
is up to the researcher to find these differences. The second assumption is that the researcher and
participants interact with one another. They do not exist in isolation as in the traditional
experimental research design. The final assumption is that qualitative research is time
constrained, context bound, inductive and requires an emergent theme. This means that the
researcher must be flexible and sensitive to identifying themes, differences and developing ideas.

Working definitions.
The working definition of stigma for this study was first described by Corrigan and Rao
(2012) and was then used by Vogt et al. (2014a) in their development of the Endorsed and
Anticipated Stigma Inventory (EASI). Stigma was defined as “the prejudice and discrimination
experienced by people with mental illnesses” (Corrigan & Rao, 2012, p. 464). It was then divided
into two categories: self-stigma and public-stigma. Public-stigma is described as the prejudice
and discrimination directed at a group by the population and is generally what comes to mind
when discussing the phenomenon of stigma. Self-stigma occurs first when a person internalizes
negative beliefs associated with mental illness and, second, when these negative beliefs are
subsequently endorsed and the individual agrees with public perceptions.
The working definition of Veteran for this study was drawn from the Royal Canadian
Legions website (The Royal Canadian Legion, n.d.):

“A Veteran is any person who is serving or who has honorably served in the Canadian
Armed Forces, the Commonwealth or its wartime allies, or as a Regular Member of the Royal
Canadian Mounted Police, or as a Peace Officer in a Special Duty Area or on a Special Duty
Operation, or who has served in the Merchant Navy or Ferry Command during wartime.”
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Interview guide.
Different traditions of inquiry will emphasize different kinds of questions (Patton, 2015).
Consistent with the pragmatic approach of this study, a pragmatic form of inquiry was chosen to
guide the qualitative phase. This approach requires the researcher to ask straightforward questions
about ‘real-world’ issues and get responses that are practical and insightful. Pragmatic interviews
“tend to be relatively short, focused...often lasting an hour or less” (p. 436).
Patton (2015) describes six types of questions that can help the researcher to be clear in
what they are asking and can help get appropriate responses: questions about experience and
behavior, opinion and values, feeling, knowledge, sensory and background/demographics. There
were no questions during the interview that reflected background and demographics as this was
included in the quantitative phase. If a participant opted to only take part in the interview, the
demographics questionnaire would have been emailed to them to complete. There were no
knowledge questions as these did not seem applicable to this study. Sensory questions, which aim
to capture the sensory — sight, sound, smell, touch - experience of participants were also beyond
the scope of this study. Therefore, the interview focused on asking questions based on the first
three types of questions – the experience, opinions and values of participants regarding stigma
and their time on an OBCV course.
Though there is no ‘recipe’ for the sequence of questions, Patton (2015) suggests starting
with non-controversial questions that encourage descriptive answers. The first question in the
current study was aimed at eliciting a descriptive response: Could you describe your overall
experience with the Outward Bound Veterans program? Following and building on questions
about experience and activities, questions about feelings and opinions could be asked. For
example, A previous study on the Outward Bound Veterans Program found that many
participants described the courses as ‘stigma-free’. Having now completed an Outward Bound
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Veterans course, how do you feel about what that study found? Please explain. Stigma can be a
sensitive topic and asking questions in this area could be upsetting. Asking questions along this
line will also require context and requires the interviewer to develop rapport with the interviewee
first.
This interview was designed to explore experiences and perceptions of the OBCV
program as well as an individual’s understanding and experience of stigma. With insights into the
lived experiences of participants, the aim was to develop a better understanding of the course
delivery as it relates to OBCV cultivating a ‘stigma-free’ environment.
The interview guide was developed and circulated for input from experts in the field
(qualitative researcher experts and a currently serving military member). It was then refined and
piloted with three 2016 OBCV participants. Following discussion and feedback from supervisors
the questionnaire was revised and expanded to include more in-depth questions. The guide was
granted ethical clearance by Queen’s University Health Sciences Research Ethics Board
(HSREB) #6018521.
The interviews were semi-structured and between 15 and 66 minutes in duration.
Questions were focused on four main areas: 1) the subjective, perceived impact of the Outward
Bound program, 2) the impression of stigma and how/if the program influences perceptions, 3)
questions around public stigma, self-stigma and 4) perception of the ‘stigma-free’ environment of
Outward Bound (see Study Guide - Appendix D).

Interview protocol.
The interview protocol followed by the researcher includes the components described by
(Creswell, 2013). The same notebook was kept on hand and used during each interview with the
time and date recorded as well as pseudonym of the interviewee. The interviewer used a standard
‘instruction’ sheet to guide each interview to ensure consistency. The interview questions were
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designed to start with ‘ice-breaker’ or ‘warm up’ questions followed by the ‘core’ themes of the
interview. Each question had probes stated underneath for the researcher to prompt or encourage
elaboration if required. The researcher allowed for pauses between questions, which gave time for
brief reflection of both parties and left room to add to questions if desired. Each interview ended
with a thank you and a check in with participants to find out if they were feeling ok with the
interview as sensitive issues were sometimes discussed. No issues were reported by participants.
The anonymity of participants was protected by using the last three digits of their postal
codes as identifiers along with a three-digit course code used only by the researcher. The
recordings were kept on a handheld recorder at the home of the researcher as well as on a
password-protected laptop also stored at researcher’s home.

Data Collection
The OBCV program for the 2016 year was comprised of six courses across Canada that
took place between January and September. For this study, three Outward Bound courses were
invited to participate – June 18th to June 24th – Bay of Fundy Veterans’ Sea Kayaking; July 10th to
July 16th – Rocky Mountain Veterans’ Backpacking; September 4th to September 10th – Rocky
Mountain Veterans’ Hiking. Due to limits on participant availability, not all interviews could be
conducted at exactly one month; therefore the interviews were completed within four to six weeks
of course completion. The time windows following each collection date were intended to give
participants reasonable opportunity to respond while being realistically contained for data
comparison.

Table 2 - Study Schedule
Time 1 (survey
(Pre-course)
Group A

June 4th – 17th

Time 2 Survey
(Post-course)
June 24th – 27th
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Time 3 Survey
(One-month follow-up)
July 22th - 28th

Interviews
July 22th (and up to 2
weeks after)

Group B

June 26th –July 9th

July 16th – 19th

August 16th - 22nd

Group C

August 21st –
September 3rd

September 17th –
September 20th

October 8th - 14th

August 19th (and up
to 4 weeks after)
October 10th (and up
to 4 weeks after)

Quantitative.
This pre- and post survey phase included three administrations of surveys as mentioned
previously. The survey and the demographics questionnaire were completed online via Fluid
Survey, designed to take approximately 5 to 10 minutes to complete. For each survey participants
were identified by email address and then de-identified and coded for confidentiality using only
the last 3 digits of their postal code. All subsequent surveys were coded in the same manner for
confidentiality. For each administration of the survey, no more than 3 standard email reminders
were sent to participants to prompt them to complete surveys within the time frames provided.
For example, “This is a friendly reminder to complete the online surveys for the Outward Bound
for Veterans Impact Study”. The researcher’s email address was provided on all correspondence
for any additional questions. For confidentiality purposes, the Veterans Program Director sent
these emails.
The interviews were initially planned to take place beginning at the one-month follow-up
time with a two week window for interviews to be conducted. However, after consultation with
my supervisors regarding low rate response rate, it was understood that late August through to the
end of September can be a very busy time for families. Therefore, participation in research may
not have been a priority. By extending interview timeline by two weeks the researcher obtained
two additional interviews.

Qualitative.
Participants were invited to participate in a telephone or Skype interview that took place
after the 3rd and final survey collection of each course. Included in each online demographic
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questionnaire was an optional box to check that indicated that they wish to be contacted for a
follow-up interview. Providing this option in each of the three surveys allowed for participants to
opt in or opt out at any time.
The researcher conducted interviews via Skype or telephone and recorded them with two
devices, one hand-held audio recorder as well as ‘QuickTime Player’ an application available on
Macintosh computers. Before each interview began, the researcher explained again the intention
of the study, their right to withdraw and confidentiality. Participants were also reminded of the
contact information for two mental health services should the conversation be triggering of a
negative emotional response for which they may need help. Verbal consent was obtained before
the interview began and permission was given to record interview.

Quantitative analysis.
This study utilized a descriptive approach to reporting survey results. This method is a
way of organizing, simplifying and summarizing statistical data (Gravetter & Wallnau, 2009).
The raw scores were organized into tables and graphs using IBM SPSS Statistics 24 and
presented in Microsoft Excel 2016 to provide an overview of results. Following the protocol
designed by Vogt et al. (2014a) individual scores were collected then each group was summed for
each domain. For example, for time one three groups (courses) were totaled together to produce a
‘sum of scales’. The data are not normally distributed, and therefore did not meet the assumptions
for parametric comparisons or tests (Gravetter & Wallnau, 2009).
Each participant received a score out of 40 for each domain (eight items for each of the
five scales). The closer the score to 40, the stronger the stigmatizing belief relating to that
domain. The mean (M) and standard deviation (SD) of each of collection (time 1, time 2, time 3)
were calculated for tracking change over time.
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Qualitative analysis.
A thematic analysis (TA) was used for coding to identify, organize and gain insight into
patterns and themes of the data collected (Braun & Clarke, 2012; Braun & Clarke, 2013).
During each interview, the researcher made notes in a research journal with key points or
thoughts. Immediately following each interview, the researcher spent up to thirty minutes writing
and reflecting on the conversation, noting impressions of the interviewee and making notes on
improvement for the next interview. Interviews were transcribed verbatim to Microsoft Word
2016. Following transcription, the interviews were imported into MAXQDA, software for
qualitative and mixed methods data analysis. Data was then reviewed and coded by the researcher
following the guidelines of Braun and Clarke (2012) and Braun and Clarke (2013).
Thematic analysis is the most common form of analysis in qualitative research, possibly
because of its flexibility. Braun and Clarke (2013) describe TA as an ideal method for those
starting out in qualitative research, particularly for students as it does not require the researcher to
explore more advanced theoretical concepts. The researcher chose to use an inductive approach to
coding and analysis; this is a “bottoms up” approach, codes and themes are developed directly
from the content of data (Braun & Clarke, 2012). Conversely, a deductive approach requires the
researcher to look at the data with topics, theories and themes already identified. For this study,
the researcher chose to use the inductive method as it is described as “giving voice to experiences
and meanings of that world” (Braun & Clarke, 2012, p. 59). This approach suits the research
questions as they are exploring the lived experience of stigma in participants.
The six phase guide to TA described by Braun and Clarke (2012) was followed for this
analysis. In the first phase the researcher becomes immersed in the data, reading, re-reading and
making notes in whatever format is deemed appropriate. The researcher printed all transcribed
interviews and read them over several times, making notes in the margins and looking for overall
meaning. The second phase involves more systematic initial coding. Transcripts were uploaded to
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MAXQDA to help with this process. Over three hundred items were coded based on the language
used by the interviewees. Examples of codes found were: being in nature, self-discovery, sense of
belonging, and surprise about course content. Some codes were semantic, being similar to words
used by interviewees, such as “tools/lessons”. Other codes were latent or interpretive, such as
“fear”.
The third phase was to identify themes. This was done by actively generating themes by
grouping codes together so that they reflect a meaningful story or pattern in the data. For instance,
self-discovery was grouped with self-confidence and self-value under the theme connecting with
oneself. In this stage, sixteen descriptive themes were generated. A review was then conducted by
a second researcher, a critical friend who is experienced in qualitative coding and analysis as well
as working with and interviewing a military population. A critical friend is considered a trusted
individual who can ask provocative questions, offer critiques and provide a different lens through
which to examine data. This peer-review added rigour to the qualitative approach (Patton, 2015).
Reviewing potential themes occurs in stage four. During this stage the researcher
decided to take a step back from the analysis, a process recommended by Braun and Clarke
(2013). Coming back and re-immersing in the data allowed the researcher to review the codes and
themes with fresh eyes before moving forward. Transcripts were then re-printed to have a clean
slate of comparison with the codes and themes identified. During this stage questions proposed by
(Braun & Clarke, 2012) were asked, such as, Is this a theme (it could just be a code)? (p. 65). An
important process in this stage is comparison of themes to the entire data set and checking that
themes are meaningful in terms of the research question.
Phase five which involves defining and naming themes, overlapped with stage six, the
final stage of writing the report or results. During phase five it was important to check that the
themes identified did not try to focus on too many topics, were related without being repetitive
and directly addressed the research questions. Initially, sixteen descriptive themes were
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developed then further refined into eight themes. Following consultation and input with an expert
in the field, six themes were developed. For the results chapter of this paper, the researcher aimed
to provide rich and compelling direct quotes where appropriate, which best capture the meaning
behind the interviews.

Rigour-Triangulation
Mixed methods research was derived from the belief that both quantitative and qualitative
research methods have inherent weaknesses and bias and that, through collection of both
methods, these weaknesses and bias are counteracted (Bryman, 2006). Triangulation of data from
both qualitative and quantitative sources strives for systematic convergence and integration in
research designs. Creswell (2013) suggests several purposes for using mixed methods, including:
the integration of two databases, the development of better instruments, and finally, one database
could help explain the other and explore different questions. It is the final procedure mentioned
that is utilized in the current study. Both the qualitative and quantitative questions explore
different aspects of the same condition — stigma. The quantitative phase was employed to
expand on and lend insight into the qualitative phase.

Ethical Considerations
Access.
Access to participants and ethics approval took part in two stages, first through the
Outward Bound Canada Research Advisory Committee and second, through Queen’s University
Health Sciences and Affiliated Hospitals Research Ethics Board (HSREB). The second stage with
HSREB followed a standard online application process with edits requested if needed and
amendments submitted by the researcher as they came up. Clearance was granted in Summer
2016.
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The OBCV courses are run from January to September of each year. Since the researcher
received ethics approval in the Summer of 2016, it was necessitated to begin data collection
immediately as only three courses remained for the time period needed to complete research.
This study dealt with sensitive issues (stigma and mental health); therefore, it was
possible that participation could be triggering of negative emotional reactions for some
participants. Talking about their personal experiences could have been emotionally distressing.
For both phases of the study, participants had the option to end their participation at any time.
Participants had three options for ending the survey phase. First, they could select ‘No’ to the first
question, “Do you want to participate in this study”; the survey was then ‘terminated’. Second, if
they wished to leave the survey after answering some of the survey questions, they could close
the survey and their response will be registered as ‘Incomplete’. Third, if after completing one or
two of the surveys they no longer wished to participate, they could simply not respond to the
subsequent survey and they were listed as ‘Dropped Out’. Information regarding ‘opting out’ was
detailed at the beginning of each survey.
At the beginning of each interview, the primary researcher read out the same information
regarding opting out and ending the interview as was described in the survey phase. The
researcher then also explained the risks, that the interview could be triggering and, if that occurs,
that they will be referred to the Veterans Affair Canada Assistance Service phone line (phone
number: 1-800-567-5803). A second option is to find a local clinic or phone line through the
Canadian Mental Health Association at the following link: http://www.cmha.ca/getinvolved/find-your-cmha/. Participants were then asked for verbal consent to participate in the
interview, if they agreed the interview commenced, if anyone had not agreed at that point, the
participant would have been thanked for their time and the call ended.

Confidentiality and security.
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Identifying information was not asked of participants. Their email address and the last
three digits of their postal code were used as identifiers. All emails were copied, then removed
from the investigator’s email account and stored in an electronic file on the investigator’s laptop.
Participants taking part in the interview were given a pseudonym or they could pick their own so
their identity is protected for any direct quotes used in publication.
The three courses that were invited to participate were also given codes to de-identify.
For example, the Sea Kayaking course was renamed to have a unique numeric code.
Computerized files/audio recordings. Laptops and hard drives used for data collection and storage
were password protected and encrypted. Any additional study information was stored in a safe
and locked location at the Louise D. Acton Building, Queen’s University in a secure filing
cabinet and office, accessible only to primary researcher and supervisors.
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Chapter 4
Results
Introduction
Stigma is among the most frequently reported factors that prevents military personnel
from seeking treatment for mental health issues (Sharp et al., 2015). It is important to understand
different dimensions of stigma and how they may interact with the two types of stigma being
explored in this research.
In this chapter, the pre- and post survey results are presented first with charts and tables,
followed by an analysis of the EASI survey sub-scale findings. The interview results are
presented next with an overview of the TA procedures and findings.
The EASI survey has five domains, three about endorsed stigma and two about
anticipated stigma. Each of these domains has eight statements, which are scored out of 40 for
each domain. Higher scores indicate more agreement with each statement, and therefore stronger
stigmatizing beliefs. Lower scores indicate less agreement with each statement, therefore less
stigma. A sum was calculated for each participant then totaled for each survey time (Time one T1, Time two - T2, Time three - T3). The mean (M) was then used for comparison across
different variables.

Survey Results
Of the 25 OBCV course participants during the study period, 20 individuals completed at
least one of the three surveys. A demographic questionnaire was filled out by participants at each
time. For the results refer to Table 3.
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There were three courses involved in this study and they were reported as one group as it
is a small sample. There were different response rates for each group: group one n = 6, group two
n = 7, group three n = 7. Survey responses were at T1 (n= 15), at T2 (n = 9) and at T3 (n = 10).
At T2, two responses were unique (participants only completed survey at T2), as well as at T3,
three responses were unique (participants only completed survey at T3). In addition, at T3 one
participant completed only two of the five domains. There were different types of survey
completion: one of three completed (n = 12), two of three completed (n = 1), and three of three
completed (n = 7). Results were further examined by completion of all three surveys (n = 6),
completion of the full research protocol (n = 3) (surveys and interview), by mental health
diagnosis status and by gender. Characteristics for these groups are not presented as it would
compromise the anonymity of the participants. It is recognized by the researcher that there are
issues around gender, service status and diagnosis, which will be explored in the Discussion
chapter.

Demographics.
The following table (Table 3, p. 49) provides an overview of the demographics of
participants. The demographic variables chosen for this questionnaire were based on previous
literature that suggests the importance of these factors when studying stigma within a military
context (Ben-Zeev et al., 2012; Harper et al., 2014). These variables were also part of the OBCV
program application questions.
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Table 3 - Overview of Demographics

Gender
Male
Female
Service Status*
Currently Serving
Veteran
Age
25 - 34
35 - 44
45 - 54
55 -64
Years of Service
0-4
5-9
10 - 15
16 - 20
21 - 25
26 +
Service Branch
Army
Navy
Air Force
Diagnosis**
Yes
No
Prefer not to say/Undisclosed
Education
Some High school
High school
Some University/College
University/College
Number of Deployments
None
1-2
3-4
5 -6
Rank
Non-Commissioned Member
Non-Commissioned Officer
Junior Officer
Senior Officer
*one unreported
**two undisclosed
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Count
14
6

Percent (%)
70
30

7
12

35
60

3
10
6
1

15
50
30
5

1
5
6
3
3
2

5
25
30
15
15
10

15
4
1

75
20
5

11
6
3

55
30
15

1
4
7
8

5
20
35
40

3
10
6
1

15
50
30
5

12
3
4
1

60
15
20
5

Survey Results
All Survey Participants.
Results from an overview of all survey participants demonstrate lower stigmatizing
beliefs across domains one through four. In the fifth domain there are higher stigmatizing beliefs.
Domains one through three addressed concerns about endorsed stigma, a component of selfstigma, and domains four and five addressed concerns around anticipated stigma, a component of
public stigma. Findings suggest that these participants have low self-stigmatizing beliefs
concerning mental health, seeking help and getting treatment. Somewhat greater concerns are
found concerning issues of public-stigma and the expectation of being stigmatized from loved
ones or at work.
The following graph represents all survey participants and should be interpreted with
caution due to the inconsistent response frequencies, which were discussed at the beginning of
this chapter. This graph does not reflect individual change in beliefs but rather demonstrates a
group trend. The limitations of the data including sample size and attrition will be discussed in
the next chapter.

Figure 2 - EASI summed scores - All Participants
EASI - Mental Health Diagnosis - All Participants
40
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15

10
5
0
1. Beliefs About Mental Illness

2. Beliefs About Mental Health
Treatment

3. Beliefs About Mental Health
Trearment Seeking

Time 1 n=15

Time 2 n=9

*incomplete responses for domain 4 and 5
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4. Concerns About Stigma From
Loved Ones

Time 3 n=10*

5. Concerns About Stigma in the
Workplace

Table 4 - EASI scores for all participants (Descriptive Statistics)
N

Minimum

Maximum

Mean

Std.
Deviation

(T1) Beliefs About Mental Illness

15

9

21

15

4

(T2) Beliefs About Mental Illness

9

9

21

14

4

(T3) Beliefs About Mental Illness

10

10

18

14

3

(T1) Beliefs About Mental Health Treatment

15

13

26

18

4

(T2) Beliefs About Mental Health Treatment

9

11

19

16

3

(T3) Beliefs About Mental Health Treatment

10

10

20

15

3

(T1) Beliefs About Treatment Seeking

15

13

28

20

5

(T2) Beliefs About Treatment Seeking

9

12

29

19

5

(T3) Beliefs About Treatment Seeking**

9

9

26

18

6

(T1) Concerns About Stigma From Loved Ones

15

9

37

21

8

(T2) Concerns About Stigma From Loved Ones

9

8

27

18

6

(T3) Concerns About Stigma From Loved Ones

9

10

25

17

4

(T1) Concerns About Stigma in the Workplace

15

10

40

28

7

(T2) Concerns About Stigma in the Workplace

9

16

35

25

8

(T3) Concerns About Stigma in the Workplace

9

16

32

25

6

**incomplete four domains 3, 4 and 5
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Respondents with no missing data - Three of three surveys
completed.
This chart examines the responses from participants who completed the survey protocol
by responding at all three times (n=6). This group shows responses similar to the ‘All
Participants’ groups, in that both have lower stigmatizing beliefs in domains about endorsed than
anticipated stigma. This group remains somewhat lower in the fourth domain, with higher scores
in the final domain about anticipated stigma. There appears to be minor declines in stigma in
domains one, two, four and five with a minor increase in the third domain. With an n=6 it is
difficult to interpret these responses, but the trend does look similar to the previous group. Table
4 provides some insight into the demographics of the respondents in this group.
When this group was compared to the participants in the validation study (n = 676 to
681) for the EASI conducted by Vogt et al. (2014a), M and SD were not largely different between
samples. Though the samples are drastically different in size, a comparison was done to look for
any noticeable differences.
To gain further understanding into any possible attitude shifts, individual scores were
reviewed. Five of the six individual scores analyzed were consistent with what has been seen
between all groups — lower scores in domains one through four with an increase in domain five.
One individual set of scores showed the same results at T1 and T3, but noticeable differences at
T2.

52

Figure 3 - Respondents with no missing data - (3/3 questionnaires)
EASI - Mental Health Diagnosis - 3/3 completed
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Time 2 n=6

4. Concerns About Stigma From
Loved Ones

5. Concerns About Stigma in the
Workplace

Time 3 n=6

Table 5 - Respondents with no missing data - (Descriptive Statics)
N

Minimum

Maximum

Mean

Std.
Deviation

(T1) Beliefs About Mental Illness

6

9

18

16

3

(T2) Beliefs About Mental Illness

6

9

19

14

4

(T3) Beliefs About Mental Illness

6

11

18

15

3

(T1) Beliefs About Mental Health Treatment

6

13

20

17

3

(T2) Beliefs About Mental Health Treatment

6

11

19

17

3

(T3) Beliefs About Mental Health Treatment

6

10

20

15

4

(T1) Beliefs About Treatment Seeking

6

13

28

18

5

(T2) Beliefs About Treatment Seeking

6

16

29

21

5

(T3) Beliefs About Treatment Seeking

6

9

26

18

6

(T1) Concerns About Stigma From Loved Ones

6

16

26

21

4

(T2) Concerns About Stigma From Loved Ones

6

8

25

17

6

(T3) Concerns About Stigma From Loved Ones

6

14

20

17

2

(T1) Concerns About Stigma in the Workplace

6

25

34

28

3

(T2) Concerns About Stigma in the Workplace

6

16

35

23

8

(T3) Concerns About Stigma in the Workplace

6

16

32

25

6
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Results Segmented by Mental Health Diagnosis
The results again face the challenge of interpretation due to inconsistent protocol
adherence. Overall, both groups follow the trend seen in the previously presented groups, with
lower stigmatizing beliefs in the first four domains and stronger stigmatizing beliefs in the fifth.
One difference between the yes and no respondents is that the former shows lower stigmatizing
beliefs at T1 in domain one, Beliefs About Mental Illness. This suggests that the group with a
mental health diagnosis has lower endorsed stigma, in this domain. The group with a mental
health diagnosis, seen in Figure 4, had lower scores in the endorsed stigma domains than the
group without (Figure 5).
The following table and graph shows responses from participants who indicated yes
to having a mental health diagnosis at the time of this study.

Figure 4 - Mental Health Diagnosis - Yes

EASI - Mental Health Diagnosis - Yes
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4. Concerns About Stigma From 5. Concerns About Stigma in the
Loved Ones
Workplace

Time 3 n=4

Table 6 - Mental Health Diagnosis - Yes
N

Minimum

Maximum

Mean

Std.
Deviation

(T1) Beliefs About Mental Illness

9

9

18

14

4

(T2) Beliefs About Mental Illness

4

9

21

14

5

(T3) Beliefs About Mental Illness

4

10

13

11

1

(T1) Beliefs About Mental Health Treatment

9

13

26

19

5

(T2) Beliefs About Mental Health Treatment

4

11

18

14

3

(T3) Beliefs About Mental Health Treatment

4

10

18

14

4

(T1) Beliefs About Treatment Seeking

9

16

28

21

4

(T2) Beliefs About Treatment Seeking

4

12

17

15

2

(T3) Beliefs About Treatment Seeking

4

9

20

15

5

(T1) Concerns About Stigma From Loved Ones

9

10

37

21

9

(T2) Concerns About Stigma From Loved Ones

4

14

16

16

1

(T3) Concerns About Stigma From Loved Ones

4

15

25

18

5

(T1) Concerns About Stigma in the Workplace

9

24

40

30

6

(T2) Concerns About Stigma in the Workplace

4

16

32

21

8

(T3) Concerns About Stigma in the Workplace

4

16

30

23

6

The following table and graph shows responses from participants who indicated no to
having a mental health diagnosis at the time of this study.

Figure 5 - Mental Health Diagnosis - No
EASI - Mental Health Diagnosis - No
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Table 7 - Mental Health Diagnosis - No
N

Minimum

Maximum

Mean

Std.
Deviation

(T1) Beliefs About Mental Illness

5

12

18

16

2

(T2) Beliefs About Mental Illness
(T3) Beliefs About Mental Illness

5
5

10
13

19
18

14
15

4
2

(T1) Beliefs About Mental Health Treatment
(T2) Beliefs About Mental Health Treatment

5
5

14
15

20
19

18
17

2
2

(T3) Beliefs About Mental Health Treatment

5

13

20

16

3

(T1) Beliefs About Treatment Seeking

5

13

28

18

6

(T2) Beliefs About Treatment Seeking
(T3) Beliefs About Treatment Seeking

5
4

19
9

29
26

23
20

4
8

(T1) Concerns About Stigma From Loved Ones

5

9

26

20

7

(T2) Concerns About Stigma From Loved Ones

5

8

27

20

7

(T3) Concerns About Stigma From Loved Ones

4

14

20

17

3

(T1) Concerns About Stigma in the Workplace

5

10

34

25

9

(T2) Concerns About Stigma in the Workplace

5

17

35

27

7

(T3) Concerns About Stigma in the Workplace

4

24

32

29

3

Additional Group Comparisons
Gender was also compared between groups, but for the same reasons as stated earlier
regarding low numbers and protocol adherence, the researcher and supervisors decided not to
present these data here. The researcher does acknowledge that there are likely differences
between male and females in how they experience and express stigma, which will be explored in
the next chapter. Additional demographics were not compared due to the small data set as any
additional information shared may cause participants to become identifiable.

Individual responses to the EASI.
The following figures are the results from participants who completed all three EASI
surveys (n = 6). Each chart represents one of the five domains of the EASI with responses at each
collection time to demonstrate individual change over time. These findings show that there was
not a significant difference in scores at each data collection for most of these participants.
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Figure 6 - Beliefs About Mental Illness - Individual responses
Domain One - Beliefs About Mental Health
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Figure 7 - Beliefs About Mental Health Treatment - Individual responses

Domain Two - Beliefs About Mental Health Treatment
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Figure 8 - Beliefs About Mental Health Treatment Seeking - Individual responses

Domain Three - Beliefs About Mental Health Treatment Seeking
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Figure 9 - Concerns About Stigma From Loved Ones - Individual responses

Domain Four - Concerns About Stigma From Loved Ones
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Figure 10 - Concerns About Stigma in the Workplace - Individual responses
Domain Five - Concerns About Stigma From the Workplace
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Interview Findings
This phase of the study included six participants who volunteered to be interviewed.
Interviews were conducted by phone and Skype and ranged from approximately 15 minutes to
more than 60 minutes in length. Though these participants share similar backgrounds, each
provided different insights into their experience with stigma and with the OBCV course. Each
theme is presented in this section with quotes from participants to further express ideas and thread
together the meaning conveyed by their experiences. Five themes were developed from the
interviews. What is evident from these interviews is that lived experiences are unique and
subjective and constantly evolving as individuals continue their journeys concerning mental
health and transition from military service to civilian life. For these participants, taking part in an
OBCV course meant renewing lost connections with the Veteran community, and it was an
experience that helped provide insight into their personal journey.
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Participants were three males and three females who varied in terms of disclosure of
mental health status as well as military background (i.e. currently serving vs. Veteran). With the
size of this sample being small, it was decided that reporting on any more specifics could
compromise the anonymity of participants. In some cases, a diagnosis was disclosed and
discussed during the interview, which will be evident in quotations used later in the chapter. All
participants were given pseudonyms to protect their identity.
Concerns around endorsed stigma were more strongly expressed in interviews than were
seen in the survey results. The additional challenge of the inconsistencies in how the survey
protocol was followed make any generalizations challenging and results were interpreted with
this in mind. The more frequently observed endorsed stigma in interviews may suggest the
existence of self-stigmas that are below the surface for participants, suggesting that they may be
unaware that they hold these beliefs. It could also mean that it is easier to express oneself during
an interview than by standard, pre-determined statements in the surveys that may seem unrelated
to one’s experience.
Some inconsistencies were also seen in expressed views of anticipated stigma. Somewhat
stronger stigmatizing beliefs were expressed in each group of surveys results around concerns
about how loved ones might treat them and more so around concerns of being treated differently
in the workplace. This was stated clearly in some interviews and less so or not at all in others.
These findings shed some light on the lived experiences of stigma of OBCV participants
before and after taking part in the program. In a relatively short time (7 days) participants were
seen to go through a process of recognizing and reflecting on their experiences, evaluating those
experiences in a group setting, reconciling self-concepts and finally embracing the OBCV
experience.

Theme One - Recognizing the impact of trauma on self
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This theme describes participants’ recognition of their own mental health status while
they tried to reconcile their past and present experiences. The OBCV group setting can act like a
mirror and bring forward feelings that may have remained below the surface or unresolved. This
was found to be a positive experience for some, and a negative experience for others.
One participant describes feeling unprepared for the ‘therapy’ aspect of program and for
this reason felt unable to relate to the group. They stated that,

“these are not issues in my current life... I worked long and hard to get to a good place
in life...” (Participant 2M4).

This participant went on to say that being on the OBCV course made them question their
own experiences of trauma, issues that had been “dealt with...10 to 15 years ago”. It was
observed during the interview that when this participant spoke about the course, they intentionally
used the pronouns ‘they, them, their, you’ language that distanced them from the group. Prior to
attending the OBCV course this participant felt as though they had come to terms with their
service related experiences. However, they expressed some feelings of doubt after re-visiting
these experiences in a group setting. They began to question how they have handled their own
experiences and seemed to fear judgement from their peer group, which combined to have a
negative experience with the OBCV program. For this participant, recognizing what others were
dealing with had a big impact on how they processed their own experiences. They completed the
course feeling very positive despite a personally confusing start and expressing curiosity at their
own reactions, wanting to more fully understand their experience. This participant commented at
the end of the interview that they would like to attend another OBCV course.
For other participants, reflecting on their trauma in this setting served as a kind of
‘refresher’ or ‘eye-opener’, a time to re-visit experiences and reflect on how, and if, they are
currently coping or, as one participant called it, ‘harboring’. For one participant, once they were
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in the military setting again, they realized how natural it was to return to their previous role in the
military, a role which presented significant emotional challenges on the course because of their
past experiences.

“it took everything from me to get through the day...but that’s a good thing...if something
makes you feel uncomfortable, keep at it until it doesn’t make you feel uncomfortable”. ...”
(Participant 6W5).

When the topic of self-stigma was discussed, one participant clearly articulated the
experience of this type of stigma and the affect that it had on their life.

“How can I go from jumping out of airplanes and sitting in trenches in foreign countries
to being afraid to getting out of my basement... Self-stigma, it’s probably the worst now that you
mention it, because there’s this sense of bravado as you know, we just joke around that we’re
bulletproof type thing-- I always said this, I wish I could have broken a leg, my back, an arm
amputation instead of breaking my mental health, or more or less breaking my soul...”
(Participant 6W5).

Another participant described their experience with coming to terms with their mental
health status,
“The more I reflect on the course I actually feel as if — as if it was the catalyst that
allowed me to accept that I do suffer from a mental health injury”. (Participant 0T3)

Though the process of recognizing one’s traumatic experience may have been met with
some trepidation at first, generally participants were able to gain insight into how the experience
of trauma has impacted their lives and whether they have an OSI or not. Exposure to traumatic
events either from combat or service can lead to several types of OSIs, including (but not limited
to): PTSD, anxiety, depression and substance abuse. In addition, most of the participants
expressed a sense of loss that occurred as a result of no longer being connected with the military
community. Reasons for the lack of connection included self-imposed isolation from society as a
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whole due to an OSI, transition issue or anticipation of the loss of military community related to
releasing from the military.
The process of recognizing the impact of one’s trauma was different for each participant,
which reflects the subjective nature of the experience of trauma as well as the trajectory of
recovery.

Theme Two - Reflecting on the implication of mental health issues in
social settings
This theme describes the process of participants reassessing what they thought they
understood about their mental health status. In the group setting, participants reflected on their
own mental health status and compared themselves to others. In some cases, results in the
interviews contradict what was found in the surveys. When given the opportunity to discuss
feelings around stigma, participants seemed ambiguous in what they stated and then could
contradict themselves in later statements. For example, some reacted strongly with endorsedstigmatizing beliefs expressing past and present concerns around ‘being seen as weak’. Endorsed
stigma tended to be quite low in the surveys and when compared with interviews seems to
illustrate the complexity of stigma. Past feelings or experiences related to one’s understanding of
issues around stigma may not reflect current or overall feelings towards mental health issues and
stigma.

“I fought very hard for a number of years-- you know, basically in a state of denial-- I
don’t have a mental health injury, I can’t-- those belong to weak people and I’m not a weak
person” (Participant 0T3).

There is pressure to be accepting of mental illness but not everyone is prepared to
acknowledge illness or stigma in themselves. Many find that being among friends, fellow
Veterans or military personnel makes this process easier and they are more willingly to talk about
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their struggles and the presence of a mental health diagnosis. One participant describes this
sometimes-problematic dynamic:

“... he was describing an incident that he experienced in Afghanistan and... unfortunately
for me it adversely affected me, but he didn’t realize it, but again it was one of those things
where, you know how things can get-- can run away with it, it was during our evening discussion.
Now kudos to the, to one of the leaders because she knew I was completely pissed and she came
and talked to me in my room and I-- I laid it out for her, I laid into her basically, I said you
cannot allow that to happen ever, ever, ever” (Participants 6W5)

Fortunately, the leader quickly intervened with the individual and worked to resolve the
issue. This experience reflects some of the issues that can be encountered in a group setting.
Individuals are faced with the challenge of deciding how much, if anything, to disclose in a social
setting, as well as risk being emotionally triggered by listening to others’ experiences of trauma.
An item from the EASI asks participants how much they agreed with the statement,
“Most people with mental health problems are just faking their symptoms”. Though generally this
statement scored lower among participants, there appears to be some concern around this issue.
Even within the Veteran group, questions arise around worthiness to be part of this group. Some
asked, ‘Am I a Veteran?’, ‘I don’t have PTSD from the military’, ‘My injuries are not from
combat’. When others fear being questioned or judged about their illness, particularly those
without a diagnosis from the military, concerns around being stigmatized by their peer group
seem to deepen. In one case a participant described a past experience of feeling ‘re-traumatized’
by their unit by the lack of support they received, the lasting effects of which were seen in their
fear of judgement from the OBCV course. A part of military community had turned their backs
once before, and this participant anticipated that this could happen again,

“I feel that that experience [with my unit] caused me to have secondary trauma to my
original trauma, I was traumatized by my own unit with how they were treating me and how they
were dealing with me”. (Participant 3C7)
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This theme demonstrates the complexity of discussing mental illness in a group setting
and the importance of understanding the nature of this discussion for military personnel.

Theme Three - Evaluating, where do I fit in?
Each participant expressed the need for interacting with a group of military peers or
Veterans. For some it had been a long time since they had been among their military cohort and
they craved this ‘like-minded’ group. The shared experience of military training/life leveled ‘the
playing field’ and participants could then use that commonality to begin to discuss personal
traumas or issues.
Being with their peers provided a judgement-free group/stigma-free environment, which
allowed them to become comfortable and share in the group experience regardless of diagnosis.
For some individuals, it took a couple of days to get comfortable in the groups, but whether one
participated in ‘sharing’ or not was an entirely personal choice and there was no pressure if you
decided not to. The military environment served to ‘level the playing field’; everyone knew what
to expect from one another and was more than willing to lend a hand where needed. Everyone
interviewed discussed how easy it was to be with their military community again, the sense of
camaraderie or community it gave them. Despite any other personal struggles individuals had
going on, this was a common sentiment among participants.

“...that’s part of the military thing, where you support each other and work as a team as
much as you can.” (Participant 7N2)

Another participant was able to recognize the growth and change in others in the group,
for example,
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“...it was very fascinating to see how the group changes collectively over the week and
how people that were shut in or not accepted, opened up and were accepted... everyone became
instant supportive good true friends”. (Participant 2M4)
It sounded as if this participant shared their observations of the groups’ cohesiveness and
increased camaraderie over the week. For this participant, it was the self-reflection that occurred
after the course that had the largest impact. Before the OBCV course they were planning a career
in mental health and afterwards decided this was not an avenue they were willing to explore.
From our conversation, it seemed that this person had insights into the experiences of others but
struggled when faced with their own past. One reason for this could be the lack of military
community in their current life. They commented that they do not have military friends currently
and the purpose of going on an OBCV course was to connect with like-minded individuals. When
in small groups, the emotional support that military members and Veterans can provide one
another has often been cited as effective for help those coping with trauma. Being on the OBCV
course may have provided the opportunity to re-visit any traumatic that perhaps had been
previously avoided. This person also expressed reluctance to engage at a deep level with the
group, saying initially they wanted off the mountain, “away from this hippie Kumbaya...kind of
thing”.
Most felt like this group setting provided them with a sense of belonging, particularly
those who were Veterans and did not have a connection to the military anymore. The
environment was described as sitting around the mess with your buddies; even though they’d
never meet before they knew they shared the experience of the military, if nothing else. The
group can also play a powerfully supportive role in helping participants feel at ease and by
establishing a sense of belonging where that may be missed by some people. There is an
atmosphere of ‘we’re all in this together’. It was expressed by these participants that talking or
sharing with the group generally took a couple of days, but most were comfortable after that time
listening and/or contributing to discussions.
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Some struggled to make this connection and it took some time for them to find their place
within the group. This personal struggle was evident with a couple of participants: one who had
been ostracized by their military unit in the past in response to their mental health status, and
another who felt they could not relate because of how they were not prepared to re-visit their past
traumatic experiences. The former did not feel deserving to be on the OBCV course and did not
feel they should be called a Veteran. It took a couple of days and the intervention of one of the
leaders, but in time this person was able to realize they actually did belong and deserved to be
there. The later participant struggled with belonging throughout the course. It was not a question
of belonging to the military group, it was a question of belonging to the stigmatized group. For
this participant, relating to the stigmatized group was a struggle. They were frequently assessing
how they felt about the experiences and how they ‘should’ be reacting to them. There was a
feeling of being an outsider for not having had a reaction to previous traumatic exposure like the
rest of the group.

“I'm very different from the core — it was a very big challenge for me that week and I
came home going am I okay? Am I not supposed to be ok? Were these actually traumatic? And
I'm like no, no or yes it was but I've dealt with it you know, 10-15 years ago”. (Participant 2M4)

Though the experience of belonging was found to be quite different for some
participants, everyone interviewed discussed the lack of judgement or stigma-free environment.
They all spoke about support, empathy, and the open atmosphere of the course. Some attributed
this stigma-free environment to being with peers, some to the leaders who set the tone and
expectations for the course, others to the physical environment itself –– being out in nature
without the distraction of day-to-day life served to bring everyone to the same level. The stigmafree environment seems to serve as a function of the connectedness and camaraderie discovered,
which was facilitated by the experience of being out in the wilderness. When asked how
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comfortable they were with discussing their experiences in a group, one participant summed up
the experience in a way that reflected what was shared by others in interviews.

“there were no barriers out in the woods, you are your own barrier...nature helped
facilitate that comfort” (Participant 3C7)

Theme Four - Reconciling inward- and outward-facing perspective
on self
This theme delves into some of the complexities associated with self-perceptions and the
experiences of participants. Inward facing perspectives on self examines participants’ internalized
beliefs about mental illness and treatment and to what extent they endorse or have incorporated
negative beliefs into their own belief system. One participant reflects on being part of a
stigmatized group, saying that those in the military with a mental illness “don’t fire on all
cylinders”. Participants also describe Veterans with a mental illness as ‘hermits’, hiding away
from the world, isolating themselves, a sentiment shared by several other participants. This
participant goes on to describe what it’s like to be diagnosed or ‘labelled’ with PTSD:
“...this soldier that gave so many years and never got in trouble, but now...got tattooed
with this diagnosis...you’re basically useless...” (Participant 6W5)

One participant struggled with their experience and how they had processed what could
be considered traumatic by others, asking “is it ok to be ok?”. While some people were outwardly
struggling with traumatic experiences and sharing with the group, this participant began to
wonder if they really were truly ‘ok’:

“So it made me question whether I was good or not and that made me very angry
because I worked long and hard to get to a good place in life with my military”.
(Participant 2M4)
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For this participant, there seemed to be a perceived stigma associated with how one is
coping with traumatic experiences. They tried to gauge their own mental health status against
others’ and responded outwardly by being angry with their experience early on during the course.
It appears they were not comfortable having to relive or disclose their experiences, which may
suggest that they may not have fully worked through their experiences or simply that being in a
group of Veterans raised new concerns that had not been considered before.
Throughout the OBCV course and afterwards, participants expressed being faced with
reconciling their sometimes conflicting beliefs and self-judgements. For example, one participant
drew attention to the high standard that is placed on military personnel to be strong and able to
‘tough it out’. For this participant it came easily to support others and to encourage selfcompassion, but was unable to do the same for themselves.

“If I was talking to someone else, I would not be so harsh on them. I would say, ‘give
yourself compassion, allow yourself to feel the way you feel and it’s ok’. But when it comes to
myself, I feel it’s not appropriate, it’s not ok, I should be...holding myself to a higher standard”.
(Participant 3C7)

Once this participant decided to open up to the group, to discuss concerns and doubts
about being on the course, other participants reacted positively, grateful that the ‘ice had been
broken’. Taking this step may have been the first that helped to reconcile past experiences with
current fears about worthiness and acceptance for this participant. By the end of the course, they
were able to say to themselves, not only did they need this experience but also, they deserved it
and belonged among their fellow Veterans.

Theme Five - Embracing the process, emerging empowered
For each of the participants interviewed, the sense of accomplishment and pride they felt
after completing the OBCV program was readily conveyed, in most cases enthusiastically. The
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feeling of empowerment, taking control over their life by participating in a different kind of
activity, gave them confidence. In some cases, it may have helped reduce feelings of self-stigma.
This theme describes the environment of the course, the wilderness environment and lack
of technology. Participants expressed the challenge but ultimately the acceptance and even peace
they were able to discover being away from phones and technology. Course leaders had a big
influence on making the experience positive, reducing endorsed stigma through conversations or
simply being a Veteran. Leaders can influence the direction of conversations and must be capable
of reading situations before they turn negative.
The course leaders play a major role, not only in ensuring the safety of all course
participants but also by promoting a group dynamic where everyone is equal, rank structure is
removed and individuals are encouraged to act with openness and support for one another. This is
not an easy process for everyone and occasionally course leaders are required to intervene if some
individuals need extra support or encouragement.

“I cried when I first got there because I felt like I didn’t belong and I talked with the
leader and I told her, like a little run down of why I was there, and I was like ‘oh my goodness’,
and she’s like ‘no, you’re one of us, you’re a Veteran’...and she really made me feel included”
(Participant 3C7).

The leaders are further tasked with balancing group and individual needs by navigating
the often-muddy waters of self-disclosure. While there is no requirement to share any personal
information or experiences, often during leader-facilitated evening group discussions individuals
use this time for disclosure. It does, however, highlight the importance of needing leaders with a
high-level of awareness and skill for handling sensitive issues and diffusing tensions if necessary.

“A lot of them haven’t been around other Vets, they’ve been dealing with this crap by
themselves, and to see other, other Vets having the same-- issues, dealing with the same struggles
it kind of empowers people too” (Participant 6W5)
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“... there must be a point during the course that someone -- like I need -- want to share with
others, but there’s that fear and I think that a couple days in you start to get to know people and
you feel a little safer, work past the fear, and... just get into it...” (Participant 3C7)
The OBCV program intentionally mirrors “selected military experiences” (Harper et al.,
2014, p. 167) one of which is the interdependency of the group. The aim is to promote selfreflection and discussion (if desired) in a safe and supportive peer environment. This aspect of the
OBCV program process will be explored more fully in the next chapter.
For many OBCV participants this may be their first experience with adventure or
wilderness education, which for some can have a powerful psychological impact. The group
dynamics of this program encourage support for each other as well as self-awareness through
physical, technical and sometimes emotional challenges. The intimacy of the small-group setting
promotes sharing in one another’s experiences.

“You know, there's people there on our course that physically have a hard time walking
more than five steps but yet, we’re zip-lining down canyons-- you know, the empowering of that-not so much to us, a little bit us-- we’re happy for them. And we’re like, yeah right on, she can do
it, I can do it type thing. But can you imagine for her... it's something that this individual is going
to have for the rest of her life”. (Participant 6W5)

Some participants expressed feelings of disempowerment as the result of their diagnosis
or negative experiences within the military and/or upon release, such as: ‘pariah’, ‘weakness’,
‘mentally broken’, ‘hidden away’, and ‘career-ender’. For those with a mental health issue or
struggle, the impact of the OBCV course had generally positive outcomes in self-perceptions,
confidence and feelings of empowerment. Following the course, many expressed feelings of
accomplishment and of overcoming their own limitations and feelings of worthiness. One
participant spoke a lot about feeling that they didn’t belong, isolated while in the military and
then undeserving of being on an OBCV course. Over the course of the week they found were able
to confront these fears through interactions with the course leaders and fellow participants.
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“I came back really positive, really bright, really having a high opinion of myself, which
is a big deal because I haven’t had that, even a good opinion of myself in so long--so it really,
really helped me”. (Participant 3C7)
Some participants described feeling grateful for the ‘tools’ that the course taught them or
revealed in them. Being able to take back control over one’s life is one of the constructs of
empowerment as described earlier. Others found that the course helped them to rediscover some
of the tools or skills they already had, such as being able to work within and contribute to the
team. In other cases, the ability to meditate or ‘unplug’ was discussed as a means of feeling more
in control of one’s life ‘when things get frazzled’,

“just taking time to be quiet, that I don’t have to be out among the trees to do that... I can
do that in my own house, I can do that in my own room, I can do that anywhere I want to be... just
take a deep breath and relax. (Participant 6W5)

Summary of Results
Overall, participants who completed the EASI indicated lower agreement with statements
regarding their stigmatizing beliefs and about mental illness, beliefs about mental health
treatment and mental health treatment seeking, which suggests low endorsed-stigma. Across each
survey group there was also consistently lower scores about concerns about stigma from loved
one. In each group, there were slightly higher scores in the fifth domain regarding concerns about
stigma in the workplace. The mean group responses should be interpreted with caution due to
missing and incomplete responses as well as inconsistency in response rate at each time of
collection. The individual responses show little if any change in response at each time for most of
these respondents, however, they also indicate stronger stigmatizing beliefs in the fifth EASI
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domain. Given these limitations a clear program effect cannot be generalized from these
findings.
Several interview participants discussed the change in their perceptions throughout the
course. In some cases, where a change in attitude was not explicitly expressed, a change could be
surmised from the conversation with the participant. The interview findings suggest that there
may be a modest impact on endorsed-stigma among participants of the OBCV courses. Results
from the interviews suggest stronger endorsed-stigma and less concern in some cases about being
stigmatized by loved ones or in the workplace.
Taken together, these results demonstrate the subjectivity of the lived experiences of
stigma with regards to service and combat experience and that the OBCV course had some
impact on perceptions of endorsed and anticipated stigma among participants.
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Chapter 5
Discussion
Introduction
This study investigated the primary question, “Does the OBCV program deliver a
stigma-free environment for participants, and, if so, how?” To address this the current research
asked the following two questions: (1) Does the OBCV program have an impact on public and
self-stigma? and (2) How is stigma experienced by participants and what are the differences if
any, before and after participating in the OBCV program?
From the results, we see that experiences of stigma vary among participants. Though
generalizations cannot be made from this small-scale study, insights will be explored in this
chapter with reference to the relevant theory and literature, which may help to understand some of
the complexities of the issues found to be important to those affected by stigma in a military
context.
The following discussion explores theories of change related to mental illness stigma, the
concept and process of empowerment, and how these models can be applied to the OBCV
program process. How these theories can be related to military culture, group dynamics, gender
and wilderness education was also investigated.

Reactions to Stigma
Research by Corrigan, Kerr, and Knudsen (2005) developed explanatory models of selfperceptions and self-stigma of individuals with a mental illness. Their research discussed how a
diagnosis can affect concepts of stigma and have a negative impact on a person’s life. Selfimposed isolation is one common reaction of those diagnosed with mental illness. The fear or
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anticipation of being rejected by others may cause them to restrict their social network, or ‘hide
away from the world’ as some OBCV course participants described. This loss of connection can
have serious consequences on one’s sense of self-worth and self-esteem. When individuals
subscribe to or endorse these negative stereotypes they may question their worthiness or value to
society due to their mental illness. These concepts were expressed in interviews with OBCV
participants but varied considerably, reflecting different personal reactions to how stigma is
perceived to impact their life. Corrigan et al. (2005) suggest three different individual reactions to
stigma: 1) endorse stigmas, which lead to deficits in self-esteem, 2) react with ambiguity, or 3)
become empowered and willing advocates for their stigmatized group. Each of these reactions
was evident on the OBCV courses to some degree. Interview participants in several cases shared
feelings of loss of self-esteem and value, fear of rejection from peer group and had voluntarily
isolated themselves from situations or activities where they anticipated that they could be judged.
This model may help explain the ambiguous reactions of some participants, which were seen in
the survey domains concerning endorsed stigma (domains one through three) in which scores
tended to centre around low to central. The third reaction to stigma (empowerment) was found in
only one participant who discussed hopes of becoming an OBCV course leader in the future so
that they could support future participants. This could be seen as becoming an advocate for the
stigmatized group. Though Veteran course leaders were not interviewed in the current study, the
empowerment reaction to stigma which leads participants to become leaders, may merit further
investigation in future studies.
One possible explanation for lower scores in the endorsed stigma domains is that those
who identify with the stigmatized group are less likely to fall victim to self-stigma, (Corrigan et
al., 2005). We can see from the characteristics of this group that there is a higher number of
individuals with a mental health diagnosis, which is the stigmatized group. This is one aspect of
explanatory models of mental illness stigma.
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Understanding the pathways by which stigmatizing beliefs are developed can help
researchers to understand the complexities of this social phenomenon. Explanatory models have
largely been born from behavioural science and were summarized by Corrigan et al. (2005) as
individual cognitive models, motivational models, group-justification and institutional models.
Individual cognitive models are described as the basic cognitive structures through which
humans organize and understand their experience of the world. The stigma-related cognitive
process is described as the stereotypes, prejudices and discrimination, which are learned by
individuals through social structures. Stereotypes that were commonly discussed by OBCV
participants were descriptions of being weak, being crazy, and self-effacing statements of
worthiness. Some participants experienced low self-esteem and self-efficacy because of the
prejudices they hold towards themselves or self-stigma. This model also describes prejudices in
terms of public reactions to stigma, which could be seen in one participant who expressed anger
and fear towards the stigmatized group while on the OBCV course. The final cognitive structure
is that of discrimination, which was observed in most of the interviewed participants as they
discussed ‘hiding away from the world’ and missing or avoiding opportunities for social contact.
Motivational models of stigma are derived from psychoanalytical explanations of egojustification, group-justification and system-justification (Corrigan et al., 2005). Ego-justification
may serve as a self-protective function by shielding individuals from perceived threat or harm
caused by stigma. At one time, it was thought that the “self is protected when internalized
conflicts are projected on to the stigmatized groups”, (Corrigan et al., 2005, p. 181). This act of
self-protection seemed to come across in some of the interviewed participants. For one, leaving
the evening group discussion and taking out their anger on one of the course leaders may have
been a self-protective action. By blaming the individual speaking and then the leader, this
participant may have been shielding themselves from anticipated stigma. With another
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participant, their outwardly expressed anger towards the group served as a way of disassociating
themselves from the group and avoiding possible public or self-stigmas.
Group justification poses an issue when it comes to defining who the in-groups and outgroups are in terms of defining mental illness. For the OBCV course, this researcher posits that
the in-group is the group of Veterans with a confirmed and disclosed mental illness as a result of
their military service. The legitimacy of a mental illness diagnosis was alluded to and in some
cases discussed openly. This ‘out-group’ was suggested to be those without mental illness, those
not considered Veterans or those undeserving of a mental illness diagnosis. A hierarchy of
injuries as the result of combat was suggested when one individual spoke about the preference for
a physical injury over a psychological injury. This hierarchy of mental illness diagnosis was
further implied when some of the participants spoke about the over-diagnosis of PTSD in the
1990s and 2000s, suggesting in the interview malingering behaviour by some personnel to
achieve the diagnosis. In addition, there seems to be hierarchy involving how an OSI came about.
Some participants spoke clearly of their OSI being the result of traumatic combat-related
exposure. If an OSI was not the result of combat individuals clearly stated that it was the result
from some other experience, and in one case a participant felt stigmatized because of the way
their injuries came about (not combat-related). This should be interpreted with caution and was
used here to illustrate the complexity of social dynamics of a military group setting in which
unspoken rules or beliefs may govern some social situations.
Since the perception of hierarchy of OSIs in the military was suggested during
interviews, it may be possible that in a different setting there would be increased stigmatization
among groups based on the type of injury, the legitimacy, and how it relates to one’s service
experience. A similar concept of public-stigma and mental illness legitimacy was discussed by
(Dickstein, Vogt, Handa, & Litz, 2010). Mental illnesses that have a biological basis are less
likely to be viewed as the result of “weak character” or “self-inflicted”. They suggest that the
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public perception of PTSD is that individuals should be able to “exert control” over their
symptoms. Based on the interviews, having a diagnosis of an OSI within the military that is
combat-related is viewed as more favourable or legitimate than OSIs that are non-combat related.
Beyond the individual is the institutional model that reflects government rules and
policies and stems from “historical, political and economic forces that influence institutions and
social groups” (Corrigan et al., 2005, p. 182). Over the last decade, institutional thinking with
regards to mental health issues has undergone a shift in both the military and civilian settings as a
result of awareness campaigns and investments in workplace mental health (Fikretoglu et al.,
2016). At one time considered a ‘career-ender’, today being diagnosed with a mental illness while
in the military does not automatically qualify one for medical discharge from the military. The
increase in programs and services offered by CAF, VAC and NGOs for those affected by mental
illness reflects a significant change in institutional thinking. Issues around mental illness stigma
are far from being resolved, but positive steps are being made to accommodate and support those
in need as well as inform and educate the public.

Approaches to Challenging Stigma
Expanding on previous self-stigma research, Corrigan and Rao (2012) further explore the
previously discussed self-stigma model –– individuals who internalize public beliefs, those who
are ambiguous concerning their beliefs and those who are outspoken about stigma. The response
of the third group, which become empowered and counter stigma with righteous indignation, was
suggested to lead to a possible solution to stigma. Corrigan and Rao (2012) propose
empowerment to be the opposite of stigma and suggest that it could be the vehicle by which selfstigma is reduced. Where stigma devalues, and discredits the individual, empowerment reflects
control and positivity and has been shown to improve self-esteem, and quality of life. Several
OBCV participants reflected on the feeling of empowerment after completing the course, as
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gaining control over one’s life, feeling positive and gaining confidence. The reports of improved
self-efficacy for this group suggest that the OBCV course brought about this feeling of change or
empowerment in some participants.
Research by Corrigan and Rao (2012) argues that the mechanism for change from selfstigma to empowerment is through disclosure, or ‘coming out of the closet’. Disclosing one’s
mental illness can help to reduce feelings of shame associated with the illness. Secrecy about
one’s condition can lead to worry and stress and could decrease one’s social support system.
There is a risk in disclosure and some individuals may be faced with discrimination as a result,
which could lead to further isolation. Anti-stigma campaigns aimed at counteracting self-stigma
should be aware that there could be sub-groups who are more susceptible to discrimination as a
result of disclosure.
The OBCV program asks participants to suspend their beliefs about mental illness while
on the course by asking participants to be open to the experience and compassionate towards
themselves and others. This creates the feeling of an inclusive environment, which encourages,
but does not require, self-disclosure. Corrigan and Rao (2012) describe different types of
disclosure, some of which were observed in the OBCV program participants. Individuals must
assess risk before they make the decision to disclose mental illness, as well as to whom they will
disclose. Some people may select not to disclose their status at all and avoid situations where they
may get ‘caught out’. They may choose to only associate with people who share the same mental
illness. Some of individuals on the OBCV course may fall into this category as indicated by their
descriptions of being isolated, but also their need to connect with ‘like-minded’ people. Others
may opt for selective disclosure, which has the benefit of increased support but also carries the
risk of preserving a secret and becoming exposed. This type of disclosure is harder to identify
based on the interviews with participants as they may have simply chosen not to disclose to the
interviewer, but perhaps did disclose while on course. Based on the diversity of OBCV program
79

participants, there seems a likelihood that some people, including those not interviewed, would
fall into this category. The final category is indiscriminate disclosure, those who are very open
about their mental health status and make no effort to hide their diagnosis. “Broadcasting one’s
experience means educating people about mental illness” (Corrigan & Rao, 2012). Broadcasting
provides a sense of control over their illness; as well, these individuals are more likely to seek out
situations where they can share their experiences. This type of disclosure was observed in some
of the more outspoken participants, particularly those who had previously attended programs or
courses intended for individuals dealing with a mental illness. For this group of people, disclosing
and talking about their past experiences was described as empowering and may have had an
impact on perceptions of endorsed-stigma.

Strategies for challenging stigma.
Several strategies for changing attitudes towards stigma have been observed and
described by Ben-Zeev et al. (2012) and Dickstein et al. (2010). Challenging negative attitudes
and behaviours can be a major obstacle in changing how individuals with a mental illness are
viewed and how they view themselves. Approaches to changing stigmatizing beliefs were
identified by Ben-Zeev et al. (2012) as protest, education, contact. Programs or campaigns
designed to affect stigma may rely on one or more of these approaches to bring about change.
These approaches focus on public-stigma, changing public or outward beliefs towards a
stigmatized group. Though the OBCV program is not designed specifically as an anti-stigma
program, components of their programming can be seen in one of the public anti-stigma strategies
described by Ben-Zeev et al. (2012).
Protest is described as consisting of a clear message delivered to the offending group or
population with the statement that their views are no longer acceptable. There is some evidence
that this approach could even cause a rebound effect (Corrigan et al., 2005). This effect could
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serve to strengthen or reinforce negative stereotypes. Education is an approach aimed at the
individual, presenting them with factual information contrary to their current beliefs and faulty
stereotypes. Education has been found to be effective in the shorter-term by having a positive
effect on attitudes, though the duration of this may be limited (Ben-Zeev et al., 2012).
The greatest improvements in reducing stigma are suggested to be from contact with the
stigmatized group, which may be seen to have an effect in the OBCV program. The small groups
promote an environment in which avoidance of contact with the stigmatized group is constant.
Some studies have found that contact produces greater improvements in changing attitudes and
behaviours towards a stigmatized group than protest or education (Ben-Zeev et al., 2012).
Research has suggested that even greater gains can be found if a member of the stigmatized group
dispels a stereotype about that group. For example, the OBCV program serves individuals from a
variety of different backgrounds, including: service branch, duration of service, number of tours,
rank and gender. Though the level of disclosure may vary from one individual to the next,
exposure to a group one does not ordinarily come into contact with may help to counteract some
negative beliefs.
Since the OBCV program is open to all military and Veteran personnel, there is
opportunity for those without a mental illness to take part in a course. A larger study of the
program may provide insight into the effect of contact among differ groups or sub-groups of this
population.
Self-stigmatizing beliefs were more evident during the interviews and were discussed as
larger concerns of OBCV participants than public-stigma. Anti-stigma strategies that are aimed to
promote re-appraisal of the legitimacy of stereotypes, “may increase an individual’s sense of
righteous anger and empowerment and reduce acceptance of negative stereotypes” (Dickstein et
al., 2010, p. 229). Though not an anti-stigma intervention, challenging self-stigmatizing beliefs is
one of aspect of the OBCV program that encourages empowerment of participants.
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Empowerment Theory - Adventure Education
One key aspect of the OBCV program is to remove participants from their everyday
lives, remove the noise of urban centers, electronics and artificial stimuli. Direct contact with
nature is an essential part of any therapeutic wilderness or adventure education program.
Annerstedt et al. (2011) describes three kinds of psychosocial effects found by participating in
nature-based therapeutic activities: short-term stress or mental fatigue recovery, faster physical
recovery, and overall improvement in general health and well-being in the long-term. Each of
these results was discussed by participants of the OBCV courses. Several felt the course was a
positive counterpoint to the stress in their lives, providing them with an opportunity to ‘unplug’
from the rest of the world and check in with themselves. Though none of the participants
commented on having a physical injury, some mentioned how physically strong and capable they
felt following the course. When asked to reflect on the course, several participants discussed the
feeling of empowerment and how they have been able to carry that feeling forward with them in
their lives. When individuals feel empowered, they are able to reappraise the “legitimacy of some
stereotypes” (Dickstein et al., 2010, p. 227) such as the stereotype that receiving help is a sign of
weakness.
Empowerment is one of main objectives of AE and can be described as the process
through which participants become aware of personal power, develop power in their lives and
support the empowerment of others (Annerstedt et al., 2011; Hough & Paisley, 2008). The OB
Veteran curriculum in the US addresses specific issues around lack of trust, a sedentary lifestyle,
self-esteem and empowerment, all while in an environment designed to improve relational skills
(Ewert, Frankel, Van Puymbroeck, & Luo, 2010). The OBCV program is based on this model and
has seen similar outcomes among participants. Empowerment has been argued as an anti-stigma
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approach as well as the opposite of stigma as it can improve one’s self-efficacy and self-esteem
(Corrigan et al., 2005)
Research in AE describes empowerment as a process through which participants can
improve areas of their lives including, “increase social skills, enhanced self-concept, and
improved social adjustment” (Hough & Paisley, 2008, p. 88). Individuals dealing with a mental
illness diagnosis can share some of the same perceived limitations as others with a disability
including the lack of choice or control over their own lives. The OBCV program values
developing self-awareness, self-confidence and compassion for the self as well as respect and
compassion for others (Outward Bound Canada, 2001).
Research has proposed empowerment to be on the opposite end of a continuum as stigma
(Corrigan & Watson, 2002). In an AE setting such as the OBCV program, this process is
facilitated through an environment which promotes self-efficacy, inclusivity and support.
Research suggests that it is through the AE process that individuals may experience
higher levels of psychological empowerment than in other programs (Hough & Paisley, 2008).
Empowerment, as described by Hough and Paisley (2008) can occur at three levels: community,
organizational and individual. Community empowerment concerns the needs of the community
to act collectively to achieve a sense of well-being, while organizational empowerment will focus
on the needs of one individual within a system to improve effectiveness within that organization.
Individual empowerment reflects the needs of one individual as it relates to one’s sense of control
and mastery over one’s experiences and feelings.
Hough and Paisley (2008) further describe empowerment theory as the link between the
individual and the environment. The wilderness environment and the technical skills acquired
while on an OBCV course provide participants an opportunity to engage with nature in a different
and meaningful way. For many participants, this is a new experience and challenging themselves
to try out and learn a new skill helps to develop a sense of empowerment. For some, the loss of
83

their military careers left them with a feeling of ineffectualness, a life without direction or feeling
incapable of being a valued member of a team.
Empowerment can be viewed as both an outcome and a process (Hough & Paisley,
2008). Empowerment as an outcome is the target or desired end result of a program.
Empowerment process focuses on the inputs, procedures and interventions that are prescribed by
a program that may promote a sense of empowerment.
The process of empowerment, which promotes a sense of control in one’s life, may be a
mediator through which the stigma-free environment is achieved in the OBCV program. “The
goal of an empowerment process is to assist people in finding their strength and worth within
themselves so that they can become more self-reliant” (Hough & Paisley, 2008).
For the current study, understanding empowerment as a process in terms of an antistigma approach, may help further our understanding of how the OBCV program fosters
additional outcomes, the stigma-free environment and perceptions of self-stigma.

Cognitive readiness - An additional theoretical perspective.
An additional theoretical perspective that may provide insight into the some of the
challenges and changes observed in OBCV program participants regarding perceptions of stigma,
is the cognitive readiness model developed by O'Neil, Perez, and Baker (2014). They explain
cognitive readiness as the mental preparation required to be effective in adverse situations.
Stigma presents as a complex issue for both the public as well as the individual, particularly for
those dealing with a mental health issue.
In their cognitive readiness model, O'Neil et al. (2014) describe the individual needs for
mental preparedness training as including knowledge, skills and abilities (KSA). The KSAs of
this model may be more evident in some participants then others, but provide insight into possible
pathways of preparing to make changes to their mental health beliefs.
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The first cognitive readiness domain is knowledge and could relate to participants’
perspectives and understanding of stigma. Knowledge may also come from contact within the
group setting of the OBCV course. Learning from and about one another’s experience may enable
individuals to re-evaluate their previous understanding of stigma. The second domain in O’Neil’s
model is skills, and includes: adaptability, problem solving, communication, decision making and
situation awareness. OBCV participants are asked to be adaptable to their novel environment,
which involves new situations and interactions which may be otherwise unfavourable, (e.g.,
listening to others’ combat exposure). The OBCV course also provides the platform for
participants to communicate their experiences, which for some may be the first time they have
had the opportunity. Participants must also become aware of their situation as it unfolds and make
decisions based on their current understanding. For example, recognizing one’s sense of not
belonging or being accepted and making the choice to confront and overcome this problem by
speaking to the leaders and being open with the group.
The final domain in this cognitive readiness model is abilities and includes: adaptive
expertise, creative thinking, metacognition and teamwork. Throughout the OBCV, participants
are given opportunity to further their understanding of shared issues such as stigma, which may
lend to adaptive expertize. Meta-cognition may be one of the more salient traits in this model.
The isolation of the program and directed solo time, affords participants the chance to selfmonitor and evaluate personal goals and needs in terms of self-stigmatizing beliefs. Teamwork is
also a prominent feature of the OBCV program and requires the development of mutual trust and
inclusivity. One definition of teamwork within a cognitive readiness model incorporates,
leadership, interpersonal skills and positive attitudes. The OBCV team environment requires the
development of trust through challenging AE activities and through evening discussions.
Interpersonal skills can be seen to develop as the group becomes a more cohesive unit throughout
the week by sharing their experiences and challenges.
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By applying this cognitive readiness model to the OB process, it may help to further
understand how the OB process supports participants to achieve some of the KSA needed for
effective change in relation to stigmatizing beliefs.

The Outward Bound Canada Veterans Program Process
Two program process theories models were proposed for Outward Bound, one from the
US and one that built on that research and was further developed in Canada. The original model
was developed by Walsh and Golins (1976) in Colorado and appears to be the first published
attempt at elucidating the OB process. Decades later, a dissertation published by McKenzie
(2003) in British Columbia builds on this original work. The more recent work acknowledges that
the original process proposed remains in use as part of the Outward Bound Western Canada
(OBWC) Instructor’s manual, and it has been confirmed by this researcher that it is currently still
in use. The ideas initially recommended by Walsh and Golins (1976) can be seen to support
concepts of empowerment, such as self-awareness, self-efficacy and support of others.
McKenzie (2003) explores the OB model and expands on it with research from youth and
women’s only courses, identifying the means through which outcomes are achieved. Her study
revealed that positive outcome-based course components, such as self-concept and interpersonal
skills were correlated with specific aspects of the OBCV course, such as, the activities (e.g.,
kayaking) the physical environment (wilderness), the instructors (as role models) and the group
(relationship and attitudes). Each of these processes was discussed in relation to the experience of
stigma among participants of the current study with mixed results. For some, the physical
challenge of participating in the daily activity helped to promote a sense of accomplish and
empowerment previously compromised by perceptions of endorsed-stigma. The physical
environment and isolation were frequently discussed as a positive experience that allowed
participants to re-connect with themselves and work towards re-appraising their mental health, as
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well as some of the challenges that may have been interfering with daily life. The instructors not
only provided a safe learning environment, but also encouraged trust and respect for one another
and helped to reinforce positive self-esteem. Group support in a stigma-free environment offers
participants the opportunity to re-connect with others whose experiences of trauma or stigma
maybe be similar.
This may suggest that perceptions of stigma contribute to the positive or negative
outcomes of OBCV participants and could represent outcomes uniquely related to the Veteran
population requiring further exploration.
How the OB experience is enacted appears to be largely homogenous and unchanged
over the last several decades (Ewert, 2014). However, the addition of courses that target specific
groups, such as youth at risk, women’s only groups and most recently Veterans, suggest that a revisit to the program process might help to incorporate some of the outcome-specific tasks related
to these unique populations.
Gender Differences
Gender is consistently included as a variable in studies about military use of AE courses
(Dietrich et al., 2015; Ewert, 2014; Ewert et al., 2011; Harper et al., 2014). However, differences
in mental healthcare use, outcomes and experiences of stigma specific to female Veterans are
limited. Studies have found that women are at higher risk for post-deployment mental health
issues than males such as mood disorders, anxiety issues and PTSD (Elnitsky et al., 2013;
Zamorski et al., 2014). Women are also more likely to utilize civilian healthcare services than
males (Kim et al., 2011). These findings highlight the importance of furthering our understanding
of issues surrounding access and use of mental health services in this population.
Vogt et al. (2014b) further highlight the importance of understanding attitudes and
behaviours related to treatment seeking among Veterans, a population that is largely comprised of
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young men. They go on to suggest that this group may be even more susceptible to negative
beliefs around mental illness. This may be the result of gender roles in which masculinity is
highly valued. The expectation of one to ‘tough it out’ reflects a military culture that places high
value on emotional strength. In a study of US combat medics, researchers found that females
were more likely to endorse the stigma of being seen as weak (Elnitsky et al., 2013). Another
study found males to have higher rates of self-stigma compared with females (Skopp et al., 2012).
These contradictory findings underscore the need for further investigation into experiences and
behaviours based on gender.
During interviews, there was considerable variance in the experience and expressed
beliefs between male and females, but the small sample size prevents any generalizations.
Although drawn from a small sample, the findings suggest that experiences and perceptions of
stigma can be quite different between males and females. A study by Goldenberg, McAvoy, and
Klenosky (2005) suggests an area of future research in Outward Bound studies could be the
comparison of experiences based on gender. The current study may contribute to this finding
suggesting that more research in this area is needed.
Military Experience
Research on the Outward Bound experience has shown that the military population is
fairly consistent in their reports of positive outcomes with the program (Ewert, 2014). In addition
to facilitating an environment which encourages personal growth, Ewert (2014) and Harper et al.
(2014) discuss more specific program goals and outcomes that may be unique to the military
experience. For example, reducing feelings of isolation, encouraging mutual trust, promoting
physicality, reaffirming empowerment and improving relational skills might be especially salient
for this group. The military provides clear and absolute instruction on issues of “power, rank,
responsibility, compliance, and camaraderie” (Black & Papile, 2010, p. 384) along with “strong
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feelings of discipline and loyalty” (p. 384). When stable constructs are removed, either by design
through voluntary release or unintentional through illness or trauma, the ramifications can have
profound effects on the individual concerning issues of health, family and perceptions of support.
Dickstein et al. (2010) suggests that empowerment may influence some “prized military values
and beliefs” (p. 232) and help to de-stigmatize issues around help-seeking behaviour.
Through discussions with participants, the unique military experience was evident in the
frequent ‘military speak’, the colloquialisms and abbreviations that are found within military
battalions or units. This unique culture can bring together individuals, creating a sense of
belonging among strangers. However, it may also serve to isolate individuals from groups
unfamiliar with military culture, which may prevent Veterans from expressing their traumas or
experiences to civilian family or friends. For some participants, this dichotomy seemed evident in
their struggle to relate or find their place in the civilian world and within the OBCV group.
The concept of a stigma-free environment at OBCV appears to be significant concerning
participants’ ability to relate and share within this group. The safe and judgement-free
environment may be a part of the OBCV course scaffolding that enables participants to evaluate
and perhaps overcome some of the issues associated with stigma, particularly beliefs around self
or endorsed-stigma.

Limitations
This study was limited by several factors concerning the sample size and timing. Due to
the nature of this research and limited resources, data collection was limited to only three OBCV
courses though six courses took place during 2016. Had all 2016 courses been included in
collection, it is likely that the results would have provided a more rich and in-depth inquiry.
Saturation was not reached with this sample, suggesting that future research in this area may
benefit from including one full program year at the minimum. The mixed-methods design of this
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study may have produced participant fatigue, with several survey and interview reminders being
emailed out. In addition, the developers of the EASI suggest that further investigation of this tool
on different military populations is needed as well as further evidence for test-retest reliability
(Vogt et al., 2014a).
Another limitation was participants’ lack of adherence to the full protocol, which reduced
generalizability of findings. This may have been prevented by including stakeholders, program
planners and researchers at each stage of the study and reviewing the protocol timeline together.
The courses sampled for this study took place during the summer months, which may have made
survey completion and interview participation a challenge for those with families, particularly
around school year-end and beginning.

Future Research
Future research should focus on the longer-term outcomes associated with participation
in an OBCV course. Improvements could be made by sampling from one or more full program
years, which would allow for a larger sample size, and hence generalizations could be made
related to the population. It may also provide the opportunity to investigate gender issues related
to the OBCV course and the experience of stigma.
In addition, future studies could focus on the development of an OBCV program process
model specifically for the Veteran population. Current research has shown that there may be areas
specific to this population that require further investigation such as mental illness stigma. The
development of a process model would provide program stakeholders with a more up-to-date
understanding of the needs of this population regarding outcomes of the OBCV courses.
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Chapter 6
Conclusions
This study examined the lived experiences and perceptions of mental illness stigma as it
related to participants of the OBCV program. Surveys and interviews provided more information
about the impact of the OBCV program on public and self-stigma.
This exploratory mixed methods program evaluation was able to address the question,
“Does the OBCV program deliver a stigma-free environment for participants, and, if so,
how?” The foundational model of the Outward Bound program, which includes the wilderness
environment, trained leaders, cultivating group support and connectedness in a challenging but
safe environment, facilitates an experience that is perceived by participants as stigma-free.
Additionally, through surveys and interviews, this study found that the OBCV program has a
modest effect on perceptions of public- and self-stigma among participants.
Due to the limitations previously discussed, conclusions regarding the impact of the
OBCV program on public and self-stigma are difficult to make. From the interviews,
improvements in self-concept following the course were conveyed by participants, suggesting
that the OBCV program could have a positive impact on endorsed-stigma. Perceptions of
anticipated-stigma were seen to improve in a couple of participants, which may suggest a need for
further examination of this construct. The qualitative results provide reasonable confidence that
the OBCV program can have an effect on perceptions of public- and self-stigma. Study
limitations and measurement tool may have prevented any program effect to be detected from the
quantitative results.
Veterans and military personnel face many challenges related to the impact of their
service and combat experience on their mental health. Reducing the effect of stigma can not only
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promote positive help-seeking behaviour but also improve self-concepts related to empowerment.
The OBCV program may help achieve these outcomes by facilitating a stigma-free environment.
The positive effects on this limited study sample suggest the value of further research of
outcomes associated with this program.
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Appendix A
Participation Letter of Information and Consent Form
Title of the study: The Impact of the Outward Bound Veterans Program on Stigma: A Pilot Study.
You are being invited to participate in a research study conducted by Masters student Ashleigh Forsyth
under the supervision of Dr. Heidi Cramm and Dr. Alice Aiken, from the School of Rehabilitation Therapy
at Queen’s University. Results obtained from this research study will contribute to the completion of a
master’s degree.
Purpose of the Study
The purpose of this study is to assess the impact of the Outward Bound Veterans Program in Canada on
stigma and participants’ experience with the Outward Bound Program. Stigma of mental health issues
remains an ongoing issue in the Canadian Forces and therefore more information is needed on how
programs for veterans address this issue. This pilot research will provide the ground work on which future
research can build as well as inform current and future veteran and military programs.
Procedures
This study will have two phases, if you agree to participate in phase one, you will be asked to fill out one
questionnaire at three different times. The questionnaire will be available online and should take less than
10 minutes to complete. The second phase is a 30 minute interview and will take place over Skype and will
be audio recorded. You can opt to complete the questionnaires only if you would prefer. Questions will
address your perceptions and beliefs about mental illness, treatment and treatment seeking. Below is an
example of a survey question; On a scale of 1 to 5, please indicate your agreement with the following
statement – Mental health providers often make inaccurate assumptions about patients based on their
group membership (e.g., race, sex, etc.).
Interviews questions will have a similar theme around stigma and will explore your experience with the
Outward Bound Veterans Program.
Potential Risks
99

There is the possibility that discussing your experiences may be emotionally distressing. If this is the case,
you will be referred to the Veterans Affairs Canada Assistance Service phone line (phone number: 1-800567-5803). A second option is to find a local clinic or phone line through the Canadian Mental Health
Association at the following link: http://www.cmha.ca/get-involved/find-your-cmha/
Potential Benefits
By participating in this study, you will be contributing to the research knowledge of the adventure
education experience as provided by Outward Bound Canada. You will be helping us to further understand
the needs of veterans and the impact of this type of program. We cannot guarantee that you will receive any
direct benefits from the study.
Eligibility
To be eligible for this study, you must have been approved by Outward Bound Canada to participate in one
of their programs and, enrolled in a 2016 course.
Compensation
There is no compensation for participation in this study.
Confidentiality
The results of this study will be used by the researcher to present and discuss findings at Queen’s
University. Should the results of this study get published you will be contacted by email. Any identifying
information obtained through questionnaires or interviews will be kept confidential; direct quotations may
be used in publications but all participants will be provided with a pseudonym to conceal his or her
identity. In addition, any identifying information such as course name, activity or code, will not be used in
publications. Audio recorded interviews will be kept on a password-protected computer and stored in a
secure and locked office accessible only by Ashleigh Forsyth, Dr. Alice Aiken and Dr. Simon French.
Right to Withdraw
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Participation is voluntary. You can choose to withdraw until publication of the results without any
consequences by contacting Ashleigh Forsyth. You may also refuse to answer any questions without
penalty.
Subsequent Use of Data
These data may be used in the future to inform Outward Bound researchers or similar programs about the
needs of veterans and areas to further develop or improve.
Consent to Participate
I have read the information provided above for the study entitled “The Impact of the Outward Bound
Veterans Program on Stigma: A Pilot Study” and understand the terms of my participation. I have had the
opportunity to ask questions, which have been answered to my satisfaction. I consent to participate in the
study described above, recognizing that I may withdraw my consent and withdraw from the study up until
publication of the results. I understand that a copy of this form can be sent to me for my records via my
preferred method of communication (indicated below). By proceeding to the survey, I am giving my
consent to participate. I understand that if I agree to an interview I will be asked again at the time of the
interview.
____ Yes, I consent to participate in the interview.
____ No, I do not consent to participate in the interview.
____ I would like a copy of this form sent to (mail or email address)
____ I would like to withdraw from this study
____ I wish to be de-briefed about this study when it is over (contacted by email)

Study Details for Participants
Informed Consent
After agreeing to participate in either the surveys or interview or both, you will be emailed
a link with the survey. Each time you log in to a survey the ‘Letter of Informed Consent’
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will appear (as above). You will be asked twice if you give consent to have your responses
used in research, once for the survey and once for the interview. You will then be required
to check YES for the interview. By continuing on with the survey you are providing your
consent. You do not have to participate in both, you may opt to do the surveys only or the
interview only.

Do I have to give my name?
No. However, you will be asked for your email address so that you can receive
communications about the study. You will also be asked to provide the last three digits of
your postal code; your email and the postal code digit will be used to identify you (to the
researcher). Since you are asked to fill in a survey three times, it is important that your
information be kept together, this will enable the researcher to file surveys responses by
participant. All of your information is kept strictly confidential and will not be shared
outside the research team. If you choose to do the interview, you will be asked to provide
an alias of your choosing. There is also a one-time demographics questionnaire to be
completed during the first set of surveys.

What is required of me for participating?
For the surveys, you will be asked to complete 1 survey, at 3 different times. Once before
your Outward Bound course begins, once immediately following the course, and the last
one approximately one month later. You will be emailed with a NEW link each time a
survey is to be completed. Two reminders will be emailed to you, if after that time you do
not complete the surveys, it will be assumed as “I no longer wish to participate” and you
will not receive further communications.
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If you indicate that you would like to take part in an interview, that will take place after
you have completed the final survey, approximately one month. You can ‘opt in’ to this
phase at any time.

How long will survey take to complete?
The total time to complete the survey is about 10 minutes.

How do the interviews work?
If you decide to do an interview, simply check the YES box on the consent form. You will
then be emailed to confirm and decide on a convenient time for you. Interviews will be
conducted over Skype. If you need help or information about installing and using Skype,
this can be emailed to you. Interviews should also take about 30 minutes. You may choose
an alias to use for any direct quotes obtained during the interview.

What if I don’t want to answer something?
You don’t have to answer anything you don’t want to. For the surveys, you may skip a
question if you prefer not to answer. If during the interview you wish to not answer a
question, simply tell the researcher you want to skip the question.
There is the possibility that discussing your experiences may be emotionally distressing. If
this is the case, you will be referred to the Veterans Affairs Canada Assistance Service
phone line (phone number: 1-800-567-5803). A second option is to find a local clinic or
phone line through the Canadian Mental Health Association at the following link:
http://www.cmha.ca/get-involved/find-your-cmha/

What happens when the study is over?
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If you would like to be de-briefed about the study results, simply check the box on the
survey page requesting to be contacted. You may also verbally indicate that wish to be
conducted during the optional interview.

I need more information, who do I contact?
You are welcome to email the researcher, Ashleigh Forsyth at any time. Other contacts
provided below.
Ashleigh Forsyth 613-533-6000 ext. 77850
a.forsyth@queensu.ca
Master’s of Science Candidate
Queen’s University
School of Rehabilitation Therapy

Dr. Alice Aiken at 613-533-6710 ext. 36710
Aa5@queensu.ca
Associate Professor
MSc thesis supervisor

Dr. Heidi Cramm 613-533-6094
heidi.cramm@queensu.ca
Associate Professor
MSc thesis supervisor

Any ethical concerns regarding this study may be directed to the Chair of the Health Sciences and
Affiliated Teaching Hospitals Research Ethics Board (HSREB)
Dr. Albert Clark at 1-844-535-2988
clarkaf@queensu.ca
Chair Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board
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Appendix B
Interview Guide
1. Could you describe your overall experience with the Outward Bound Veterans program?

2. Why did you decide to participate in this program?

3. What aspect of the program was most valuable to you?

4. What did you learn from the Outward Bound program?

5. How have you been able to apply these learnings to an aspect of or experience in your own
life?

6. Can you describe the environment of the Outward Bound course? What aspects enabled open
discussion? What aspects discouraged discussion?

7. How would you describe this program to someone who has not participated?

9. As a veteran, there are various programs and courses available to you. Could you please
describe your experience with one of those programs compared to your experience in the
Outward Bound program?
If you have not participated in another veteran’s program, could you explain why?
10. In your own words, could you define the term ‘stigma’?
- What does that term mean to you?

11. Expanding on the definition stigma, a leader in this field of research describes two different
types, public-stigma and self-stigma. Public-stigma is described as the prejudice and
discrimination directed at a group by the population.
The second type is self-stigma. Self-stigma is described as occurring when a person internalizes
negative beliefs associated with mental illness.
Could you describe what experience you may have with these two types of stigma?
- Personally? Observed?
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For the remaining questions, I will refer back to these definitions. I may ask you to elaborate your
response with these definitions in mind. I can repeat these definitions for you anytime.

12. A previous study on the Outward Bound Veterans Program, found that many participants
described the courses as ‘stigma-free’. Having now completed an Outward Bound Veterans
course, how do you feel about what that study found? Please explain.
- Self- or public-stigma? (reminder to refer back to these definitions)
- What is your perspective on stigma within the program?

13. What has been your experience of mental illness stigma within the military community?
How does that experience compare to your experience on the Outward Bound Veterans’ course?
- Self- or public-stigma?

14. Did you have concerns regarding the possibility of stigma that may be associated with taking
this course, why or why not?
- Self- or public-stigma?

15. How did you feel listening to others disclose their experiences? Were you able to relate?
Why/Why Not?
- How did that change over the duration of the course?
- Self- or public-stigma?

16. How comfortable were you sharing your own experiences? With your peers? With the course
leaders or group?
- How did that change over the duration of the course?
- Self- or public-stigma?

17. What changes, if any, would you suggest to Outward Bound to facilitate a more open
environment?

18. What were you hoping to gain or achieve by taking an Outward Bound course? Did the
program meet your expectations? Why or why not?
- What was your primary goal?
- Did anything about the course surprise you? Anything you felt unprepared for?
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19. How do you feel today about the course compared to when you first completed it?

20. Is there anything about the program or your experience that we have not discussed that you
would like to talk about now?
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Appendix C
Demographics Questionnaire
The first 2 questions will be used by the research team only in order to accurately group each
participants’ questionnaires. All information will be kept confidential. Participants have the right
to withdraw at any time by contacting Ashleigh Forsyth at a.forsyth@queensu.ca.

Email address

Last 3 digits of postal code

Gender
M/F

Current Status
Currently serving
Retired

Age range
18-24

25-34

35-44

45-54

55-64

older than 65

Education
Some high school High school diploma

Some university/college

Service Branch
Army
Navy
Air Force
Royal Canadian Mounted Police
Other

Marital Status
Single

Married/Common Law

Divorced
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Widowed

University/college degree

Rank (range) select one

a. Non-Commissioned Member (NCM), Private/ordinary seaman to master
corporal/master seaman
b. Non-commissioned Officer (NCO), Sergeant/Petty Officer 2 nd Class to Chief
Warrant
Officer/Chief Petty Officer 1st Class

c. Junior Officer, Officer Cadet/Naval Cadet to Captain/Lieutenant
d. Senior Officer, Major/Lieutenant Commander to General/Admiral

Years of service (range)
0 to 4

5 to 9

10 to 15

16 to 20

21 to 25

26 to 30

more than 31 years

Deployment experience (Y/N)

Number of deployments
1 to 2

3 to 4

5 to 6

7 to 8

9 to 10

more than 11

Mental Health diagnosis (Y/N/Undiagnosed/Prefer not to answer)

Participated in other military/veteran programs, (such as Solider On, Joint Personnel Support
Unit, Outward Bound etc.)

(Y/N)
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Appendix D
Endorsed and Anticipated Stigma Inventory (EASI)
Beliefs About Mental Illness
1. People with mental health problems cannot be counted on.
2. People with mental health problems often use their health problems as an excuse.
3. Most people with mental health problems are just faking their symptoms.
4. I don’t feel comfortable around people with mental health problems.
5. It would be difficult to have a normal relationship with someone with mental health problems.
6. Most people with mental health problems are violent or dangerous.
7. People with mental health problems require too much attention.
8. People with mental health problems can’t take care of themselves.

Beliefs About Mental Health Treatment
1. Medications for mental health problems are ineffective.
2. Mental health treatment just makes things worse.
3. Mental health providers don’t really care about their patients.
4. Mental health treatment generally does not work.
5. Therapy/counseling does not really help for mental health problems.
6. People who seek mental health treatment are often required to undergo treatments they don’t
want.
7. Medications for mental health problems have too many negative side effects.
8. Mental health providers often make inaccurate assumptions about patients based on their group
membership (e.g., race, sex, etc.).

Beliefs About Treatment Seeking
1. A problem would have to be really bad for me to be willing to seek mental health care.
2. I would feel uncomfortable talking about my problems with a mental health provider.
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3. If I had a mental health problem, I would prefer to deal with it myself rather than to seek
treatment.
4. Most mental health problems can be dealt with without seeking professional help.
5. Seeing a mental health provider would make me feel weak.
6. I would think less of myself if I were to seek mental health treatment.
7. If I were to seek mental health treatment, I would feel stupid for not being able to fix the
problem on my own.
8. I wouldn’t want to share personal information with a mental health provider.

Concerns About Stigma From Loved Ones
If I had a mental health problem and friends and family knew about it, they would . . .
1. ...think less of me.
2. ...see me as weak.
3. . . . feel uncomfortable around me.
4. ...not want to be around me.
5. . . . think I was faking.
6. . . . Be afraid that I might be violent or dangerous.
7. . . . think that I could not be trusted.
8. . . . avoid talking to me.

Concerns About Stigma in the Workplace
If I had a mental health problem and people at work knew about it . . .
1. My coworkers would think I am not capable of doing my job.
2. People at work would not want to be around me.
3. My career/job options would be limited.
4. Coworkers would feel uncomfortable around me.
5. A Supervisor might give me less desirable work.
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6. A Supervisor might treat me unfairly.
7. People at work would think I was faking.
8. Co-workers would avoid talking to me.
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