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Abstract

There has been increasing interest in recent years in the possibilities arising from conducting
psychotherapy in outdoor settings. Walk and talk is a therapeutic activity that utilises the
interactional effects of physical movement within in outdoor settings from the context of an
intentional therapeutic relationship (Doucette, 2004; McKinney, 2011; Revell & McLeod, 2016,
2017). Research exploring the benefits and utility of walk and talk therapy is in its infancy,
despite the growing number of therapists choosing to integrate this activity into their

professional practice.

The main aim of this research, is to explore the practice of walk and talk therapy from three
different perspectives within a UK context. First, to explore experiences of therapists who
integrate walk and talk into their professional practice. Second, to explore the perceptions of
walk and talk held by potential clients of therapy. Third, to explore a client’s experience of
participating in walk and talk. Methodological pluralism is employed to explore these multiple

perspectives.

Findings from therapists who participate in walk and talk with their clients, highlight some of
the interactional mechanisms that are present within this therapeutic activity. Findings from the
study of potential clients, contributes valuable understanding of potential barriers that may
prevent individuals taking part in walk and talk therapy. Furthermore, findings indicate that
individuals who have a strong environmental identity or who hold positive beliefs and attitudes
about walking in outdoor environments, may be more likely to consider walk and talk as a
useful therapeutic activity. Findings from a client’s experience shows how walk and talk can
offer an opportunity for different types of therapeutic exploration that may be suited to
individuals who respond to engaging in psychological processes through bodily movement or
who prefer to be in outdoor settings. Recommendations for future research that would build

upon these findings are suggested.
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Chapter 1: Introduction

Interest in the combining of outdoor settings within counselling and psychotherapy has been
steadily developing in recent years. Various terms are used to characterise a variety of
therapeutic practices that intentionally integrate an outdoor setting within the processes of
therapy, such as: nature therapy (Berger & McLeod, 2006), nature-guided therapy (Burns,
1998); Eco therapy (Buzzell & Chalquist, 2009); wilderness therapy (Davis-Berman & Berman,
2008); adventure therapy (Gass, Gillis & Russell, 2012); bush adventure therapy (Pryor,
Carpenter & Townsend, 2005) and outdoor therapy (Jordan, 2015; Revell, Duncan & Cooper,
2014). Whilst there are significant differences in how each variant is applied in practice, it can
also be seen that there are two broad aspects in common. First, there is intentionality associated
with the outdoor setting within which the therapy takes place, thus linking the ultimate aims and
anticipated outcomes of the intervention (i.e. the use of ‘remote’ geographical locations for
wilderness therapy programmes). Second, the presence of some sort of physical activity during
the therapy (i.e. participating on a high ropes course as part of an adventure therapy intervention
or building a sculpture during a nature therapy session). However, much of the research focus
centred on outdoor based therapies tends to emphasise the role of the outdoor setting and/or the
activity itself as being the main conduit of therapeutic benefit or change (Davis-Berman &
Berman, 2008; Gass, Gillis & Russell, 2012). To date, few studies have explored other aspects
such as, the different dynamics of the therapeutic relationship in outdoor settings (Jordan, 2014)
or the nuances relating to bodily processes that are activated through therapy in outdoor settings

involving movement (Corazon, Schilhab & Stigsdotter, 2011).

Walk and talk is an intentional therapeutic activity that is conducted within the context of a
psychotherapeutic relationship. The interactional benefits of walking and being in an outdoor
setting are harnessed, in order to facilitate or maintain physical/psychological health and
wellbeing. Broad support for the rationale of walk and talk is found through the considerable
evidence that walking has numerous physical and psychological benefits (i.e. Barton, Hine &
Pretty, 2009; Hays, 1999; Pickett, Yardley & Kendrick, 2012) in conjunction with research that
identifies benefits from spending time in outdoor settings (i.e. Hartig et al., 2003; Jordan, 2015;
Kaplan, 1995). Walk and talk therapy therefore, is described as a therapeutic activity where the
therapist and client walk together outdoors during the therapy session (Doucette, 2004; Hays,
1999). The use of walk and talk as a therapeutic intervention appears to be increasing despite
research being limited and a lack of a theoretical underpinning or best practice guidelines to
inform this therapeutic activity. To date, only two known qualitative studies have investigated
the specific practice of walk and talk (Doucette, 2004; McKinney, 2011). This research can
therefore be considered to be practice based and exploratory. A further aim is to contribute to

existing research through exploration of walk and talk from three different perspectives.
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Aims of the study

There is a need for research that investigates walk and talk as a therapeutic activity in order to

understand more about the benefits and limitations associated with this approach. The main

aim of this research therefore, is to explore the practice of walk and talk therapy from three

different perspectives from within a UK context. Firstly, to explore experiences of therapists

who integrate the use of walk and talk into their professional practice. Secondly, to explore the

perceptions of walk and talk held by potential clients of therapy. Thirdly, to explore a client’s

experience of participating in walk and talk as part of their therapy experience.

The overall research aim and questions associated with each of the four studies are detailed in

Figure 1.1.

Figure 1.1: Research aim and research questions for each study.

STUDY 1 AND 2

What are therapists experiences of integrating
walk and talk therapyinto their professional
practice?

STUDY 2

What do therapists believe are the aspects of
walk and talk therapythat help to facilitate
change in their clients?

RESEARCH AIM

To investigate the professional
practice, potential client
perceptions and client
experiences of walk and talk
therapy

STUDY 3

What are potential client perceptions of walk and

talk as a therapeutic activity?

STUDY 4

What is one clients experience of participatingin

walk and talk therapy?

11



Structure of the thesis

Chapter two presents a review of the literature from related fields that are relevant to walk and
talk therapy. Walk and talk as a specific therapeutic activity, has a very limited research base
with two known studies to date. This chapter begins with a review of existing walk and talk
literature before broadening out to other related bodies of literature which serve to provide a
theoretical rationale from which the practice of walk and talk can be understood. The chapter
will explore areas such as nature and wellbeing and walking and wellbeing, before moving on

to a discussion of supporting concepts from counselling and psychotherapy literature.

Chapter three presents the ontological and epistemological assumptions that this research is
based upon. Methodological pluralism will be introduced as the theoretical position that has
been adopted for this research. Pragmatism and phenomenology are identified as underpinning
philosophical approaches which have guided an understanding of the data, the process of
analysis and choices made about presentation of the findings. The exploratory research design
is introduced along with a description of general methods and materials utilised. A description
of approaches to data analysis is given, with justifications of choices made in how this was
approached. Ethical considerations and a summary of research questions for each study

conclude this chapter.

Chapter four introduces the first of four empirical studies that were conducted for this research.
This chapter firstly presents a summary of walk and talk as a therapeutic activity and goes on to
identify the benefits of studies of professional knowledge in counselling and psychotherapy.
This study focuses on therapists’ experiences of integrating walk and talk into their professional
practice as a way of setting the scene for subsequent studies. The method of conducting this on-
line mixed method study is presented, followed by the findings. Descriptive statistics of the
guantitative data are presented, followed by thematic analysis of qualitative data. A discussion
of the findings, limitations of the study, implications for practice and a concluding comment

completes this chapter.

Chapter five presents the second empirical study for this research, which followed on from
study 1. Study 2 as presented in this chapter, investigates therapists experiences of integrating
walk and talk into their professional practice through employing a qualitative interview method
in order to elicit rich, in-depth descriptions of walk and talk practice. An introduction to
relevant literature begins this chapter, with a specific focus on change processes in therapy
whilst further identifying some of the interactional mechanisms present in outdoor based
therapy experiences. A descriptive phenomenological analysis of the results is presented,
followed by a discussion of the findings. Limitations of this study along with implications for

practice are acknowledged, with a concluding comment completing this chapter.

12



Chapter six presents the third empirical study which was informed by the previous two studies.
The third study sought to identify potential client’s perceptions of walk and talk as a therapeutic
activity. This on-line mixed methods study presents a description of the three existing
guantitative survey measures which were used to investigate how help seeking behaviour, client
preferences for therapy and environmental identity might predict likelihood of engaging in walk
and talk. Main findings are presented which offer an understanding of the factors which
potential clients of walk and talk may take into account, before deciding to take part in this
therapeutic activity. Limitations of this study along with implications for practice are

acknowledged, with a concluding comment completing this chapter.

Chapter seven presents the fourth and final study within this research. A narrative case study of
one client’s experience of participating in walk and talk is explored through the use of a mobile
method of interview called the walking interview. The narrative approach and the use of
narrative case studies within counselling and psychotherapy is discussed. The walking
interview as a method is introduced and justifications for employing this method are detailed.
The findings from this study are presented in stanza form with photographs obtained from the
walking interview to support the overall narrative. The explicit intention in this chapter is
provide a rich and storied account of a client’s experience of walk and talk therapy, and at the
same time to incorporate a reflexive stance of the researcher as a way of illustrating the co-
constructed nature of the walking interview process. Limitations of this study, along with

implications for practice are acknowledged. A concluding comment completes this chapter.

Chapter eight begins with a discussion on how findings from all four empirical studies can be
understood as a ‘whole’ through the identification of four themes that link the studies together.
Implications of these overall findings are presented, with a discussion on how the findings have
relevance for both therapists who might wish to develop their practice to incorporate the activity
of walk and talk, and also potential clients of walk and talk. Finally, this chapter identifies
limitations of this research and presents concluding comments on recommendations for future
studies that could serve to add to the understanding of walk and talk that supports both the

practice and theoretical underpinning of this therapeutic activity.

13



Researcher Reflexivity

My motivation for conducting this research, arose from a longstanding interest in working with
people in a developmental and therapeutic capacity in outdoor settings. Prior to training as a
counsellor, 1 worked for several years in the field of development training and would notice the
way some people appeared to experience different parts of themselves when engaging in
activities in outdoor settings that facilitated new personal learning. | also noticed several
limitations of the programmes | was involved in, such as the focus on adventure activities and
perceived risk that was assumed to elicit change and be of inherent benefit to participants. |
wondered about the exclusivity of these programmes and the long term benefits from these ‘one

off” experiences.

After completing my counsellor training and having a small number of varied opportunities to
integrate outdoor settings into my therapeutic work, | began to develop a curiosity about the
different ways people responded to being in outdoor settings and the ways this was assimilated
into the therapeutic session. My first experiences of walking and talking with clients also
provoked a curiosity and a realisation that there was ‘something different” about moving
through a landscape while engaged in a therapeutic conversation. | noticed | had to learn a
different style of listening and responding skills that did not rely on face to face cues, and | also
noticed how the state of my own physicality could intrude into the session. As the client group
I was working with at that time were young people, it seemed the informal setting of walking
outdoors while talking provided a relaxed less pressured atmosphere for their therapy. | began
to wonder how other client groups (i.e. adults) might respond to walking and talking and in
what ways could this therapeutic activity be useful or helpful, particularly for those who might

not otherwise access counselling.

My own relationship with physical activity in outdoor settings stemmed from a young age
growing up in New Zealand. As a young child through to late teens I spent a lot of time
outside, riding my bike, horse riding and going on walks at local parks and at beaches. Looking
back, I think to a large extent, the amount of time | would spend outdoors was driven largely by
my desire to ‘be on the move’ and be busy doing something, and less about any conscious
desire to ‘engage with nature’. A highlight of my secondary schooling were the outdoor pursuit
camps and field trips that took place at the base of the local mountain, Mt Taranaki. These
opportunities provided a chance to engage in a different, more bodily way of interacting and
learning about myself in the world. Consequences were immediate and outcomes could be
unpredictable. 1 thrived on the variety of activities on offer and even if | had no particular
aptitude or skill for that particular exercise, it felt less problematic to remain engaged and

participating in some capacity. Whether it was the activities, the various outdoor settings, or a

14



combination of the two, | can recall many significant moments of feeling a deep inner

‘settledness’ during these experiences.

My passion for being outdoors and ‘having a go’ at whatever activity was on offer,
characterised my first two years at University. At the end of my second year, | had an accident
that significantly affected my physical mobility for a period of time, which led to developing a
different relationship with physical activity in the outdoors. The carefree jaunts | was
accustomed to, became planned and controlled short walks on flat pavements, where various
‘escape routes’ were identified in advance, should I not be able to make it the full way. I came
to be more aware of my body with its new limitations, and a heightened appreciation of
sensations that came with being outside — my senses awakening with the fresh air, gentle winds,
sights and smells as | moved carefully and slowly along the local urban streets. My focus
became centred on maintaining a balance of physically activity that would support my
rehabilitation, and at the same time challenging myself. | also became critically aware just how
important maintaining a good level of physical activity was for my mental health and overall
wellbeing. It was through this experience in particular, that I came to realise that ‘everyday’

physical activity in both urban and nature based settings could also be beneficial.

In my early 20’s T left New Zealand for the UK, where | ended up living for the next 18 years. |
continued my passion for outdoor activity and held various jobs that allowed majestic settings
of lakes and mountains to be the backdrop to my working day. Before and during my
counsellor training | remained actively interested in the field of outdoor therapies and in
particular developments that were arising within the UK context. At the same time I developed
a clearer understanding of my own position regarding outdoor settings and nature and the role
of physical activity within that. | realised that my passion lay with working with others
individually on a one to one basis within the ‘usual’ therapeutic hour. It was also important for
me to integrate the physical movement of walking within the therapy, and this could take place
in any appropriate outdoor setting (whether it be urban park or countryside fells) where no extra
equipment or access to adventure activities was required. | was also conscious of not assuming

that this would be a way of working that would fit all people’s preferences, or needs.

| approached this research with a curiosity of how walk and talk as a therapeutic activity is
understood both within the counselling and psychotherapy profession and also more broadly
within a UK cultural context. | was conscious of the potential for an activity such as walk and
talk to not be seen as ‘real therapy’ or sitting outside the mainstream discourse of what
professional counselling and psychotherapy is considered to be. My own internal sceptic also

questioning the seemingly simplistic popularised refrain of ‘being in nature is inherently good
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for you’ which motivated me to want to explore the edges of combining walking in outdoor

places during therapy, in order to develop a more nuanced understanding of this activity.

Aware of my own limited lived experience of walk and talk, | approached studies one and two
with inquisitiveness to learn more about the inherent processes within walk and talk as
identified through the lived experiences of therapists. Study 3 | approached with a curiosity
about the barriers and concerns that people might face when deciding if walk and talk is suitable
for them. I realised I was more attuned to the potential ‘downsides’ of this approach, than
necessarily seeking to reinforce beliefs about the ways walk and talk could potentially be
beneficial. The case study (study 4) was an opportunity to hear stories about a client’s therapy
journey in a context that felt deeply moving and energising. It was a privilege to walk through

a therapy-scape that was rich with stories and meanings.

In conclusion, the findings from these studies have fostered a new understanding for me of the
multi-layered complex nature of embodied experiences and how choices relating to therapy
preferences, places of restoration and attitudes towards physical activity interact. | have
developed a renewed appreciation for the therapists who have ‘pioneered’ the use of walk and
talk and hope the findings of this research can further contribute to the theoretical and practical

understanding of walk and talk as a therapeutic activity.
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Chapter 2: Literature Review

Research focused specifically on walk and talk therapy, as a therapeutic activity, is limited.
Therefore, in order to provide some contextual understanding for the rationale of walk and talk,
a broader approach to the literature is required. This chapter therefore presents a review of
literature that is drawn from associated fields of research, thus offering an understanding of
some of the underlying interactional mechanisms which may be present in walk and talk

therapy.

Concept of walk and talk therapy

The combination of walking in outdoor settings during therapy is not new. Freud was said to
have analysed patients while walking with them through the streets of Vienna (Gabbard, 1995).
However, as psychotherapy practice developed with a greater emphasis on how boundaries
could be maintained and transference minimised, so too did the focus on therapy taking place in
an indoor controlled setting (Jordan & Marshall, 2010). With increased attention being paid to
health and well-being in the late 20" Century, so too came a renewed interest in developing
psychotherapeutic interventions which could benefit both body and mind, and as a result
challenge the notion that therapy needed to be conducted in static indoor settings (Hays, 1999;
Jordan & Marshall, 2010). Integrating physical activity with therapy has been one way this has
occurred. Running therapy was developed in the 1970’s as the pioneering work of physician
and psychiatrist Thaddeus Kostrubala (1984) who used the term ‘running’ to indicate
“walk/jog/run” (p. 113). Kostrubala (1984) began using running as a therapeutic tool in his
work with psychiatric patients based on his own experiences as a marathon runner and noticing
the beneficial physiological effects from cardiovascular exercise. Kostrubala (1984) concluded
that running therapy was effective in working with depression, anxiety, schizophrenia, addiction
issues and promoted a decrease in prescribed medication. He proposed that psychotherapy
alone focused on enclosure and control of the therapeutic environment through the
configuration of seating, body position and indoor setting. Kostrubala (1984) sought to
challenge the status quo through the use of running therapy which he saw as providing a less
passive and restrictive form of therapy as well as fostering a therapeutic relationship that
promoted equality through joint engagement in physical activity, being upright and moving
forward in the same direction. Kostrubala (1984) attributed the positive outcomes to the
running component of the therapy, and not to the psychotherapeutic intervention itself.
However, he also acknowledged that his own passion and belief in the effectiveness of running
therapy interventions influenced his views and with the lack of empirical research to support the
anecdotal evidence, the efficacy of this approach remains unknown (Hays, 1999; Kostrubala
1984).
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Despite attempts at promoting benefits of integrating of physical activity and therapy, such
practices have remained under researched and on the periphery of therapeutic interventions.
Recent government initiatives acknowledge the relationship between mental health, physical
activity and wellbeing, thus prompting renewed emphasis on therapeutic interventions which
adopt a holistic approach that incorporates factors such as physical activity and spending time in
outdoor settings (Department of Health, 2014). Walk and talk therapy is one approach that
aims to harness the interactional beneficial effects of physical movement and an outdoor setting
within the context of an intentional therapeutic relationship. Walk and talk describes a specific
therapeutic activity where the counsellor and client walk together outdoors during the therapy
session (Doucette, 2004; Hays, 1999). Walk and talk therapy is not linked to any specific
counselling or psychotherapy theory, and is seen to be utilised flexibly, in some instances
forming the basis for all therapeutic work with a client, and in other cases operating as an
alternative to office-based meetings (McKinney, 2011). To date, there is no identified
framework for practice, nor a commonly shared theoretical underpinning that informs this

therapeutic activity (McKinney, 2011).

Whilst it can be seen that there is a growing interest in walk and talk as a therapeutic activity
(see Chapter 4) research exploring the practice and benefits of walk and talk is in its infancy.
To date, two known studies have been conducted, one exploring the benefits of walk and talk as
experienced by clients (Doucette, 2004) and the other, investigating therapists experiences of
participating in walk and talk therapy (McKinney, 2011).

Doucette (2004) investigated a school-based six week programme for eight behaviourally
challenged youths that was specifically designed to integrate a counselling intervention, eco-
psychology principles and facilitate physiological benefits. The programme as a whole was
underpinned by attachment theory which intended to maximise opportunities for connections
between participants and therapist and participants and the outdoor setting whilst raising overall
self-efficacy of the participants. The counselling intervention utilised solution focused brief
therapy model that aimed to help participants highlight their strengths as well as identify
positive strategies for problem solving. The eco-psychology aspect of the intervention aimed to
increase individual connections to the natural environment, while the physiological benefits
were assumed to be achieved through the physical activity of walking during the counselling
sessions. Doucette (2004) reported that the impact of therapy was enhanced by being outdoors
and engaging in exercise, and that the walking component allowed for physical release and
aided problem-solving. Further findings indicate the participants reported greater feelings of
self-efficacy and overall wellbeing. Whilst there are limitations associated with this study (i.e.
small sample, participants that were chosen and only positive findings reported) there are also

important implications to acknowledge. First, this study supports the idea that some client
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groups may benefit from a counselling intervention which is not restricted to an indoor, seated
context. Second, the opportunity to walk in an outdoor setting whilst talking about difficult
things could be a useful way of engaging youth. Third, walk and talk as a therapeutic activity
may be well suited to complementing other existing interventions as a way of potentially

enhancing positive outcomes.

In the second known study to explore walk and talk specifically, McKinney (2011) interviewed
eleven walk and talk therapists in the USA with the intention of producing a theory for the
practice of walk and talk therapy. McKinney (2011) reported consistency regarding the general
definition of walk and talk as described by Doucette (2004), which is therapy that occurs while
walking in an outdoor setting. Additionally, there was consensus between McKinney (2011)
and Doucette (2004) regarding the interactional ingredients of walk and talk (i.e. intentional
therapy, outdoor setting and physiological benefits). McKinney (2011) further reported that
walk and talk was considered by her participants as an informal approach to therapy due to
walking, as well as the altered physicality of being side by side (thus minimal eye contact).
Other main findings indicate walk and talk therapy as being conducted in conjunction with a
range of therapeutic modalities and therapists tailored their practice to suit their specific
location and client need.

In answer to what motivated therapists to develop their walk and talk practice, McKinney
(2011) reported: a desire to offer choice to clients; personal beliefs and experience of walking;
awareness of research from related fields; the desire to increase physical activity in their therapy
practice and a belief in the restorative connection with nature. McKinney (2011) further
reported that it was younger therapists who appeared more willing to broaden the boundaries of
their therapeutic work by developing alternative therapeutic activities such as walk and talk.
Positive client outcomes observed by the practitioners in this study included a greater degree of
equality in the relationship and client experiential processing being enhanced through walking
side by side. A number of therapists indicated they felt clients got to their issues quicker
through walk and talk. Findings from this study further report that both therapists and clients
benefit from walk and talk in several ways, such as: physical health through walking, benefits to
mental health through improvement in mood, developing connection to nature and the
opportunity to develop self-care strategies (different for therapists and clients). A number of
limitations of walk and talk methods were also described: inclement weather which could limit
participation; a lack of professional support opportunities (i.e. training, supervision) and many
of the therapists indicated a lack of clients willing to try walk and talk. It was further
acknowledged that walk and talk was not suitable for all client groups (i.e. families, couples and
some presentations of trauma) which was identified as a limitation of potential client

participation. Whilst this study is important due to providing the first known research to
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investigate the practice of walk and talk from therapist’s perspective, there are also limitations.
First, this study only reports therapist perceptions and therefore is subject to positive bias
supporting this approach. Second, client benefits experienced through walk and talk need to be
verified with further research that includes clients and measurable outcomes. Third, this study
is based in the USA, therefore attitudes to walking and conducting therapy outdoors while
walking may have also influenced the findings. It is possible therefore, that different cultural
contexts could interpret and experience walk and talk in very different ways.

As previously acknowledged, research into walk and talk therapy is in its infancy which means
there are limited ways to situate this study within an established body of existing knowledge.
Therefore, this study draws upon the related fields of nature and wellbeing, walking and
wellbeing and psychotherapeutic literature to provide a broader context for the rationale of walk

and talk therapy.

Nature and wellbeing

Nature is a term that means different things, to different people, in different contexts and within
the literature is applied both broadly and specifically (Ginn & Demeritt, 2009; Kaplan &
Kaplan, 1989). The term ‘nature’ in this section adopts the position of Kaplan and Kaplan
(1989) to refer to a range of outdoor settings from ones that are largely untouched by humans to
local parks, streets and gardens. “We are referring to places near and far, common and unusual,
managed and unkempt, big, small, and in-between, where plants grow by human design or even
despite it” (Kaplan & Kaplan, 1989, p.2).

People are spending less time in natural environments due to a trend in global urbanisation
(Skar & Krogh, 2009; Turner, Nakamura, & Dinetti, 2004). This decline in contact with nature
has been linked to an increase in mental health problems and negative effects on psychological
functioning (Bratman, Hamilton & Daily, 2012; Caracci, 2008; Patel, Flisher, Hetrick, &
McGorry, 2007). Exposure to natural environments in contrast to urban ones, has been linked to
a range of beneficial outcomes, such as: supporting healthy stress responses (Brown, Barton &
Gladwell, 2013); increasing positive emotions and decreasing negative ones (Hartig, Mang &
Evans, 1991, Hartig et al., 2003; van den Berg, Jorgensen & Wilson, 2014); increasing levels of
subjective wellbeing (Bowler et al., 2010; MacKerron & Mourato, 2013; Mayer et al., 2009);
aiding reflection (Herzog et al., 1997; Kaplan & Kaplan, 1989) supporting the regulation of
emotions (Johnsen & Rydstedt, 2013); and providing restoration (Beyer et al., 2014; Bowler, et
al., 2010; Bratman, et al.. 2015, Kaplan, 1995; Ulrich, 1979). However, despite this growing
substantial body of knowledge, there remains questions concerning the type of outdoor setting,

and under what circumstances, are most beneficial for whom (Bowler et al., 2010).
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Within the literature, ‘exposure’ to nature is operationalised broadly and has been investigated
in several different ways. Research has explored the effects of nature whilst physically situated
in the outdoor setting (e.g. Berman, Jonides & Kaplan, 2008; Hartig et al., 2003), or viewing
pictures or films of natural scenes (e.g. Berto, 2005; van den Berg, Jorgensen & Wilson, 2014)
or viewing nature through a window (Ulrich, 1979). Whilst it can generally be seen that some
exposure to nature can be beneficial, findings are inconclusive as to the specific amount or type

of nature that is needed in order for the benefits to be experienced (Berto, 2005).

The beneficial effects of natural environments has most commonly been linked to restoration in
cognitive and affective domains. There are two main theoretical frameworks that are
commonly utilised when considering restorative environments. Attention Restoration Theory
(ART; Kaplan & Kaplan, 1989) and Stress Reduction Theory (SRT; Ulrich, 1979, 1993) both
offer explanations as to how natural environments offer the potential for restoration when in a

depleted state.

Attention Restoration Theory (ART).

Attention Restoration Theory focuses on the cognitive capacities of attention, as distinguished
by two types: involuntary attention, which is activated due to intrinsically interesting or
significant stimuli, and voluntary or direction attention, where attention is activated through
cognitive processes (Kaplan & Kaplan, 1989; Kaplan, 1995). Directed attention is seen to be
central to effective emotional and cognitive abilities and it is also susceptible to becoming
depleted and fatigued. Therefore, ART proposes there is limited capacity for focused directed
attention tasks which requires both concentration along with the ability to withstand
distractions. When directed attention is depleted, mistakes are made on tasks that require
concentration. Spending time in an environment that does not require the function of directed
attention, therefore offers respite for the inhibitory processes upon with directed attention
depends and the capacity for directed attention can be re-established (Kaplan & Kaplan, 1989;
Kaplan, 1995). ART contends there are four components of restorative settings. These are: an
environment which offers different stimuli than usual and gives the sense of ‘being away’; a
setting that has sufficient ‘extent’ in both content and structure which can engage the mind and
allow directed attention to rest; a setting which provides the opportunity for effortless attention,
referred to as ‘fascination’; and a degree of ‘compatibility’ between what the environment

offers and a person’s intentions (Herzog, Maguire & Nebel, 2003).

A further assumptions that ART rests upon is the causal link between an individual’s
preferences for nature over urban settings when in a state of attentional fatigue. ART proposes
that the perception that a particular setting (i.e. nature) will provide directed attention

restoration results in a person seeking that setting out in order to restore their attentional
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capacities (Herzog, Maguire & Nebel, 2003; van den Berg et al., 2014; Staats & Hartig, 2004).
Preferences for settings, within ART, is often assessed based on likable characteristics or the
degree of attractiveness of a particular setting when urban and nature environments are
compared (Herzog, Maguire & Nebel, 2003; Staats & Hartig, 2004; White & Gatersleben,
20011).

However, there remains a lack of consensus regarding the relationship between preferences and
type of setting that is sought when in need of attention restoration. Wilkie and Stavridou (2013)
argue that the nature vs urban dichotomy is too narrow and instead propose the expectation of
restoration and environment includes place-identity preferences, which incorporates both nature
and urban settings. While Staats and Hartig (2004) propose there are social factors that are part
of the decision making process and state: “ART looks to the physical environment to provide
support, but remains silent as to whether and how people have a role in this process” (p. 200).
Despite there being a considerable body of research that supports general principles of ART
(i.e. natural settings have the capacity to support cognitive functioning), it is less clear as to the
interactional processes involved in individual preferences and decision making that influence

behaviour when seeking restoration.

Stress Reduction Theory (SRT)

SRT (Ulrich, 1993) is a psycho-evolutionary theory which proposes natural settings can support
a reduction in physiological arousal following a stressful encounter. Natural environments are
seen to be superior to urban ones, as they possess certain adaptive qualities which support stress
recovery. The qualities can include aesthetic aspects, such as attractive elements of a setting or
be semantic, such as the absence of threat and availability of resources which were important
for evolutionary survival (Ulrich, 1983, 1993). Ulrich’s (1983) initial work was concerned
primarily with visual responses to natural settings that was justified by the assertion that sight is
the most important of the five senses. Affect within SRT is used synonymously with emotion
and takes the position that affect precedes cognition. Furthermore, affect as evoked by natural
environments is seen to exist in relationship with cognition, physiological arousal and
behaviour, as aesthetic and affective responses cannot be understood in isolation from
associated human systems. SRT holds that different settings can evoke different affective and
physiological responses which are automatic and not necessarily given into conscious
awareness. For example, people living in densely populated urban areas may not be
consciously aware of stress related responses being experienced in their bodies and affecting
their cognitive capacities. SRT describes stress responses as including psychological (i.e.
evaluation of a situation, emotions such as fear, sadness, anger), physiological (i.e. bodily

responses being activated to help deal with a situation such as cardiovascular, skeletomuscular

22



and neuroendocrine) and often including behavioural components (i.e. avoidance behaviours or
reduction of performance on cognitive tasks such as proof reading), which can be evoked when
a situation is experienced as challenging or threatening to well-being (Ulrich et al., 1991).
Recovery and/or restoration from stressful situations can include recovery from situations that
are characterised by levels of over as well as under stimulation and exceptionally high/low
arousal (Ulrich, 1981, 1983). Therefore, recovery from a range of stress responses is
characterised by positive changes in psychological, physiological and behaviours or levels of
functioning (Ulrich et al., 1991). SRT further contends that as humans have evolved in nature
based settings there is an inherent capacity to notice and positively respond to natural settings
which support survival and well-being, such as having access to water, vegetation, expansive
views etc. (Ulrich, 1983). Therefore, exposure to such natural environments are said to bring
about unconscious positive effects such as increased positive emotion, reduced negative

emotion, reduced physiological arousal and decreased stress response (Ulrich, 1993).

As with ART, much of the empirical research has compared urban or built environments with
natural settings using simulations (i.e. viewing videos of natural scenes; Ulrich et al., 1991) and
less so with participants who are physically situated within natural setting (i.e. Lee et al., 2009).
Findings suggest that both simulations and real exposure to nature are effective at producing
lower rates of physiological arousal, lower negative affect and increased positive affect in
comparison to urban settings (Hartig et al., 2003; Lee et al., 2013). However, real exposure to
nature produces greater positive benefits for well-being than artificial forms (Mayer et al.,
2009).

Whilst there is a significant emphasis on restorative and recovery aspects of nature present in
the literature, there is more to be understood from a wider theoretical position about the ways
nature can be beneficial (Mayer et al., 2009). Furthermore, whilst there exists a compelling
amount of evidence that supports the idea that contact with nature is beneficial, people don’t
always seek out contact with nature when in need of cognitive or emotional restoration
(Eriksson & Nordlund, 2013; Herzog, Maguire & Nebel, 2003). This indicates the presence of

other interacting factors which influence the relationship people have with nature.

Health geographers have examined the ways certain places and wellbeing are connected
(Phillips, Evans & Muirhead, 2015). Recently, the focus has been shifting from identifying
characteristics within a setting that contribute to wellbeing and moving toward an understanding
of wellbeing and place that emphasises the role of relationships (Conradson, 2005). Atkinson
(2013) promotes conceptualising wellbeing as a process and not an outcome. The implications
of adopting a relational stance, situates wellbeing within the broader context of connections

between people and places, and as something fluid that is subject to change over time and from
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experiences. This view has particular relevance for the practice of walk and talk, as the
therapeutic relationship underpins what takes place within the therapy. Therefore, it is the
complex and multi-dimensional relational interactions that occur in a particular setting from
which meaning is made (Conradson, 2005). It is from this relational stance that explores
processes and practices that the realisation of place to support wellbeing can be achieved
(Phillips, Evans & Muirhead, 2015). Understanding the altered dynamics associated with
taking therapy into outdoor places therefore, calls for the acknowledgement of context and
subjective experience, which includes all aspects of place.

Walking and wellbeing

Literature citing the physiological and psychological health benefits of physical activity is well
established (Reiner et al., 2013; Warburton, Nicol & Bredin, 2006). Traditionally, mental
health treatments were approached from a dualist stance of the mind and body being separate
(Mutrie, 2000). More recently however, the connection between mental and physical health has
been established, and greater attention has been paid to investigating the ways physical activity
can support treatment of mental health, as well as how physical activity can enhance wellbeing
in the general population (Fox, 1999). Studies suggest a positive relationship between levels of
physical activity and improved mental health, with indications that management of mild to
moderate depression and anxiety may be supported through various types of physical activity
(Paluska & Schwenk, 2000). However, results remain inconclusive with regard to the type and
intensity of different types of activity which are considered to be most effective for different
types of mental health conditions (Barton & Pretty, 2010; Mutrie, 2000).

Walking, is one form of physical activity that is recognised as being simple to integrate into a
daily routine, does not carry stigma, can be undertaken by all age groups and abilities, with low
risk of injury (Barton, Hine & Pretty, 2009; Ettema & Smajic, 2015; Parkkari et al., 2000;
Priest, 2007; Soroush et al., 2013). Physiological benefits of walking have been
comprehensively investigated, and evidence shows walking can aid the prevention of obesity
and type Il diabetes (Smith et al., 2007), cardiovascular disease (Soroush et al., 2013) and
positively impact on blood pressure levels (Chan, Ryan & Tudor-Locke, 2004). Furthermore,
regular walking can benefit aerobic capacities, positively affect bodily composition and

contribute to trunk muscle endurance (Parkkari et al., 2000).

Psychological benefits gained through walking is also well documented. These cited benefits
include enhanced psychological processing and ability to problem solve (Boutcher, 2000;
Corazon, Schilhab & Stigsdotter, 2011; Hays, 1999); enhancing creativity (Oppezzo &
Schwartz, 2014); alleviation of depressive symptoms (Pickett, Yardley & Kendrick, 2012;
Robertson et al., 2012), reduction in anxiety (Biddle, 1995; Fox, 1999); improved self-esteem
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and mood (Barton, Hine & Pretty, 2009; Biddle, 2000; Ekkekakis et al., 2008; MIND, 2007;
Scully et al., 1998); decreased negative emotions and increased positive affect (Berman, Jonides
& Kaplan, 2008; Hartig, Mang & Evans, 1991, Hartig et al., 2003; Olsson et al., 2013).

However, psychological benefits of walking are not gained in isolation from other contextual
aspects. Studies show that individual factors (Fox, 1999), and the activity of walking itself,
along with environmental and social factors (Priest, 2007) can influence the level of
psychological benefits that are gained. Individual beliefs and attitudes towards walking have
been identified as either facilitating or hindering participation. In one study Darker et al.,
(2007) identified various positive beliefs that UK adults associated with walking. These
included walking as being beneficial for stress relief, promoting health and fitness and
providing an opportunity to benefit from being outdoors (i.e. fresh air, scenery). Barriers to
participation were identified as inclement weather and a lack of time. Overall however, walking
was considered an acceptable form of physical activity across the different demographics within
the study. These results indicate the potentially broad appeal of walking, as well as highlight
the value in understanding personal beliefs and attitudes an individual might hold which could
subsequently influence participation.

Environmental and social factors can also influence the extent to which beneficial effects from
walking can be gained. Literature suggests that walking in outdoor natural environments can
lead to a greater increase in self-esteem and improved mood compared to indoor walking
(MIND, 2007). Furthermore, walking in ‘greenspace’ areas (ranging from wilderness settings
to domestic gardens and allotments) is said to harness the interactional benefits of exposure to
nature and physical exercise, resulting in improvement in mood and self-esteem (Barton, Hine
& Pretty, 2009; Barton & Pretty, 2010). Further studies report that walking in outdoor settings
can decrease negative emotions and increase positive ones (Berman, et al., 2012; Hartig, Mang
& Evans, 1991, Hartig et al., 2003) and natural environments in comparison to urban settings
can enhance affective and attentional capacities (Berman, Jonides & Kaplan, 2008; Hartig et al.,
2003).

Social factors can play an important role in the potential benefits gained from outdoor walking.
Social benefits such as reducing isolation and increasing connections to others and the outside
setting whilst taking a walk has important implications for mental health and wellbeing (Darker
et al., 2007; Priest, 2007). Furthermore, walking in the company of others is seen to encourage
walking behaviour, with some studies suggesting people prefer group walking more than
walking alone (Johansson, Hartig & Staats, 2011; Plante et al., 2007).

Taken together, this body of literature demonstrates the wide ranging holistic health benefits

that can be gained from walking. Given that both sedentary lifestyles and mental ill-health are
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significant public health issue worldwide (World Health Organisation, 2018), walk and talk is
one therapeutic activity that could support public health initiatives through offering an

intervention that benefits both mental and physical wellbeing.

The therapeutic context

There is a lack of understanding around the impact outdoor settings have on the therapeutic
alliance, and the specific change processes that are activated when participating in outdoor
based therapy. Whilst the therapeutic alliance can be seen to underpin therapy regardless of the
particular setting, it is possible that different aspects of the alliance are activated and relied upon
when in an outdoor context. The therapeutic alliance has been defined as “the collaborative
aspect of the therapeutic relationship, in which the client and therapist together negotiate the
focus and depth of the relationship” (Levitt & Williams, 2010. p.337). Along with an emotional
bond, and agreement around goals and tasks, responsiveness and synchrony have also been
identified as components that contribute to the development of the therapeutic alliance (Stiles,
Honos-Webb & Surko, 1998; Tschacher, Rees & Ramseyer, 2014).

A responsive stance promotes the therapeutic relationship as dynamic, bidirectional in influence
and constantly in an emergent state. As a result, appropriately responsive therapeutic activities
will evolve within the context of therapy based on relevance to the therapeutic process and the
state of the client (Stiles, Honos-Webb & Surko, 1998). This is in line with a pluralistic view
that clients benefit from different things at different stages in their therapy (Cooper & McLeod,
2011); by maintaining a responsive position within therapy, therapists are able to work flexibly
with clients to achieve their therapeutic goals (Stiles, Honos-Webb & Surko, 1998).

Synchrony, on the other hand, refers to embodied aspects of therapeutic processes that
acknowledge the connection between bodily aspects such as facial expression, gestures, bodily
movement and cognitive processes (Tschacher, Rees & Ramseyer, 2014). McKinney (2011)
reported that therapists offered the activity of walk and talk in a highly collaborative way.
Therefore, it seems possible that the demands of conducting therapy in an outdoor environment,
may not only require a collaborative stance, but also an awareness of how responsiveness and

synchrony can contribute to the building of an effective therapeutic alliance.

There is a paucity of literature examining the mechanisms of change identified in outdoor
therapy programmes (Harper, 2009; Tucker & Rheingold, 2010). This can be attributed to
several factors such as a lack of consensus surrounding terminology of outdoor based
programmes (Annerstedt & Wéhrborg, 2011), the absence of clearly defined programme aims
and objectives, and methodological limitations of studies (Newes, 2001; Tucker & Rheingold,
2010). However, despite these factors, one area of general agreement is that different natural

environments can positively influence therapeutic processes (Annerstedt & Wahrborg, 2011).
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This is despite a lack of understanding around ‘why’ and ‘how’ this occurs (Beringer, 2004).
Rutko and Gillespie (2013) refer to this as a ‘paradox’ in terms of a specific outdoor
environment being fundamental to the way a programme is run, yet without the explicit clarity
around the function the environment is assumed to play within the overall therapeutic process.
The degree to which the outdoor setting is identified as being an explicit part of the therapeutic
process appears to depend on what aspects are identified as essential to the change process. For
example, Adventure Therapy emphasises the therapeutic activities themselves as promoting
change (Gillis & Ringer, 1999, Norton et al., 2014), whereas Wilderness Therapy proposes a
combination of helpful factors, such as having the opportunity to experience ‘unique’
relationships with peers and therapist, solo time to reflect on life, and overcoming challenges
(Russell & Phillips-Miller, 2002). There is growing criticism of an anthropocentric view that
tends to overlook the role of the setting (nature and environment) within outdoor therapy
experiences, where the focus rests solely on human factors that are conceptualised as being
detached from the physical setting which includes more-than-human aspects (Beringer &
Martin, 2003; Jordan, 2014; Rutko & Gillespie, 2013).

Approaches such as nature therapy, nature based therapy, eco-therapy and eco psychology
position the natural environment as a fundamental component of the therapeutic process. With
nature therapy the dynamic interplay between therapist, client and the natural setting are seen to
help facilitate change for clients through the use of metaphor, ritual and the natural environment
which evokes internal processes for clients (Berger, 2006; Berger & McLeod, 2006). Similarly,
nature based therapy utilises therapeutic horticulture in conjunction with formal therapeutic
interventions, and argues it is the interaction between the physical environment and human
behaviour that helps create the environment for change (Corazon et al., 2010). Ecopsychology
and Eco therapy concentrate on explicitly healing the separation between the human psyche and
the natural world — maintaining that through repairing this divide a greater level of wellbeing
and mental health is possible (Buzzell & Chalquist, 2009). In a UK study of therapists who
work outdoors in natural settings, Jordan (2014) reported that therapists sought to challenge the
normative practice of therapy and this included the desire to make more explicit the relationship
between emotional wellbeing and the environment from an ecological position. Through this,
clients could be supported in cultivating an ecological identity that would ultimately support

their psychological wellbeing.

Therapy in outdoor places allows for the inclusion of creative therapeutic tools such as
metaphor, symbolism and rituals (Burns, 1998). Metaphors and symbols can be seen as
components of narratives that offer a way of expressing meaning making through description
and thoughts and feeling attached to an event (Lewis & Langer, 1994; Sims, 2003). The use of

metaphor and symbols within therapy is considered beneficial in a variety of ways such
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reinforcing the therapeutic relationship through the development of a common language that
can be continued during the course of the therapeutic relationship, increase empathic the
connection between therapist and client, enhance the clients feeling of being understood and
offers a way of creatively approaching problematic issues (Babits, 2001; Lewis & Langer,
1994; Sims, 2003). Rituals can be used to modify behaviour or as a vehicle for working with
spirituality within therapy, as a means of facilitating change and increasing personal

empowerment through acknowledgement of a ‘higher power’ (Cole, 2003).

Metaphors are defined as “understanding and experiencing one kind of thing in terms of
another” (Lakoff & Johnson, 1980, p. 5). Symbolism is defined as “an imaginative act wherein
two different items of experience are linked in a way that one comes to represent the other; an
item... becomes a symbol only when it is mentally cast to stand for something else which it is
not” (Lewis & Langer, 1994, p. 231). Rituals can be described as intentional behaviour that
arouses emotions and is representational of particular thoughts and feelings (Al-Krenawi,
1999). Therapeutic rituals have been used in a range of therapy contexts such as family therapy
(Imber-Black, Roberts & Whiting, 2003); grief and bereavement (Rando, 1985); and couple
counselling (Winek & Craven, 2003). These creative therapeutic tools can draw upon both
unconscious and conscious processes which can be beneficial to developing new insights of
how individuals make sense of themselves in the world (Cole, 2003; Lewis & Langer, 1994;
Sims, 2003).

Outdoor based therapies work with metaphor, symbolism and ritual in a way that encompasses
embodied, experiential factors that acknowledge place related aspects. Using metaphor as an
example, Burns (1998) proposes a four step experiential metaphor model. The steps include
setting of goals, journeying in a natural setting, giving sufficient time for experiences to occur
and sense to be activated, a focus on the relationship between the individual and the
environment and anticipation of change that can be taken into the future to maintain wellbeing.
This model is extensive and unapologetic in its promotion of the role of nature and embodied

processes in the creation of the experiential metaphor.

Berger’s (2007) Nature therapy model is another example of therapy in an outdoor place that
utilises symbolism, ritual and metaphor. Nature therapy seeks to broaden the concept of
therapy as a static endeavour and promotes a dynamic therapeutic environment that is
experiential and where nature is considered a ‘live’ partner in the therapy process (Berger &
McLeod, 2006). Drawing from drama therapy concepts, narrative and use of metaphor is
employed along with rituals that serve different functions from therapeutic learning, safety and
consistency within group process, to developing confidence (Berger, 2007). From a

transpersonal perspective, Jordan (2015) promotes using rituals in outdoor based therapy as a
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way of facilitating connection with something larger than ourselves (i.e. nature, universe),

therefore decreasing personal isolation and increasing potential for therapeutic change.

In sum, whilst there are no unified and accepted components of change within the broad field of
outdoor therapy practice it would appear that existing literature suggests it is the therapeutic
relationship and interactio