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Chapter One: Introduction 

 This creative project explores the topic of adolescent depression and the use of outdoor 

design as a potential form of treatment. After careful analysis of proven therapies and of the Still 

Waters Professional Counseling Center in Muncie, Indiana, solutions are presented to enhance 

the facility’s ability to help young people through therapeutic design. This chapter includes the 

problem statement, sub-problems, assumptions, delimitations, significances and methodology of 

this creative project.  

 Adolescence is a critical developmental period. With a number of rapid changes, 

adolescents are prone to depression, but also most receptive to therapy. Initially therapeutic 

encounters for adolescents can produce additional stress (National Research Council and 

Institute of Medicine, 2007). Most people understand that in counseling, they will need to talk 

about issues that could make them uncomfortable. Providing an outdoor setting for clients to 

view and with which to interact, allows a relaxing and comforting place where they can open up 

to a therapist. Currently this approach is not commonly used in therapeutic clinics and centers. 

This means that there are missed opportunities for therapists to utilize the natural environment in 

their sessions. 

Problem Statement 

Along with analyzing Still Waters Professional Counseling Center, this project examines 

therapeutic garden design for therapists to expand their theories and/or techniques during therapy 

sessions for depressed adolescents (ages 12-18), based on that age group’s specific therapeutic 

goals and special needs. It also takes into account the needs of therapists, existing successful 

therapeutic gardens, and outdoor therapies that are most beneficial for depressed adolescents and 

how these findings affect the design of an outdoor environment for this creative project.  
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Sub-problems 

What are the special needs of adolescents (ages 12-18) with depression?                               

What do therapists of depressed adolescents need to conduct their sessions?                                                                  

How do existing therapeutic gardens accommodate therapy sessions?                          

What are the healing qualities of landscapes?                       

What are the implications of these findings for the design of therapeutic gardens?  

Assumptions 

- The results of this study are viewed as supplemental to the treatment of adolescents with 

depression, rather than a replacement of current therapy practices.  

- Some existing therapy methods can be accommodated in an outdoor session. 

Delimitations 

The following delimitations are applicable to this project: 

- This study does not focus on children (ages 0-11) or adults (ages 19+). 

- This study does not recommend new methods for therapists. 

- This study does not involve seeking funds or suggest potential funding sources for the 

implementation of this final design. 

Significance 

Despite an extensive research base on therapeutic gardens, little has been written 

specifically on incorporating landscapes into therapy for adolescents. The lack of therapeutic 

gardens for adolescents with mental health issues needs to be addressed because of the alarming 

number of adolescents with depression in the United States. The World Health Organization is 

projecting that by the year 2020 depression will become the world’s second most devastating 

illness, after heart disease (World Health Organization, 2011). One in five Americans will 
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experience major depression in their lifetime, and one in ten suffers from recurring sessions of 

major depression (Francis 2003). Approximately 7.5 million children in the United States are 

afflicted with mental and emotional disturbances, including depression (American Association of 

Suicidology, 2005). Researchers from the Depression and Bipolar Support Alliance (2010) have 

noted that acting out behaviors and discipline problems displayed by adolescents many times are 

due to depression. Alcohol and drug abuse are two defense mechanisms adolescents use to fight 

depression. Suicide attempts by adolescents have been viewed as a way of dealing with 

depression and regaining control over their lives. In 2005, suicide ranked as the third leading 

cause of death for young people (ages 15-24) and has tripled in the past thirty years (American 

Association of Suicidology, 2005). Depression is considered to be the leading risk factor for 

suicide. Each day there are approximately twelve youth suicides. The consequences of 

depression in adolescents can seriously impact the quality of life for the individual and can have 

harmful effects on the individual’s future.  The stage of adolescence is the ideal time for 

interventions. Providing a unique outdoor therapy setting can be a helpful tool and enhancement 

for therapists to use. An outdoor setting can help adolescents feel more comfortable and 

encourage interaction with the therapist as well as peers.  

For over twenty years, the message of the benefits that nature brings have remained the 

same. However, not enough attention is being spent on outdoor design and its healing aspects. 

Dr. Sally Ann Schumaker, a professor at the Wake Forest School of Medicine, and Dr. Janet 

Reizenstein, an architectural sociologist, discuss key elements that professionals are calling for 

today. These include control over one’s physical and psychological environments, social support, 

and interaction with nature. Given the increasing beneficial evidence of therapeutic gardens, the 

question has risen as to why more are not being built despite technological advances in 
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healthcare facilities. Patient benefits that arise from the control of privacy, accommodation for 

family overnight stays, clear signage, physical comfort, and positive symbols of the physical 

environment have been internalized by the healthcare design community and are being expressed 

in many new health care delivery facilities. Most health care companies now embrace and 

promote patient-centered care. Many resources are invested to ensure that the lighting, color, 

artwork, and atmosphere of the building benefit or at least do no harm to patients, visitors and 

staff. Some healthcare facilities are realizing that the outdoor space is important, too (Evans, 

1982).  

Mardelle Shepley, Director of the Center for Health Systems and Design at Texas A & M 

University, notes that access to nature is now a key concern when constructing new healthcare 

facilities (2009). Yet most exteriors, even of new facilities, are still too often over-looked or 

treated as amenities. This is usually due to a lack of funding or the belief that the exterior 

environment is not as important as the interior comfort and technology that the building 

provides. In 2002, only 20 percent of hospitals include healing exterior environmental factors in 

their construction plans (Bilchik, 2002). Many of these outdoor spaces do not provide 

meaningful access to nature and do nothing to promote the mission of their facilities. Successful 

therapeutic gardens rely on verifiable evidence that the design of the space has some benefit to 

human well-being. Researchers need studies of built gardens to evaluate how and why they are 

being used so that designers and health care providers can avoid negative consequences and 

maximize the benefit to the garden user. 

Being within nature provides several benefits to both adults and children. Nature brings 

relaxation and is a stress reducer. A variety of studies over many years have shown quicker 

recovery from stress in response to nature stimuli than man-made settings. Nature decreases 
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mental fatigue, restores mental clarity and increases a sense of well-being. Steven and Rachel 

Kaplan, of the University of Michigan, and Terry Hartig, of Uppsala University, have shown that 

nature experiences relieve mental fatigue (Kaplan & Kaplan, 1982, 1989, 1990, 1998), (Hartig, 

1996). Offsetting too much directed attention, nature offers a balance with key interests and a 

sense of fascination. The restorative effects of a natural environment lead to renewed focus and 

positive affect. Nature improves performance, sense of well-being, recovery from surgery, 

physical health and healing. Research by Roger Ulrich (1984) shows that a view of nature from a 

window in a hospital room facilitates a quicker recovery from surgery and leads to less use of 

health care services.  

Evidence-based design supports therapeutic environments decreasing health care costs. 

For example, Parker (1992) estimated the cost savings from better-built healing environments 

(shorter stays, drug savings, and decreased labor costs) at $10 million per year for a 300-bed 

hospital. Parker’s $10 million estimate of the annual impact of a better-built healing environment 

could save an upwards of $15- $20 million in 2002 (Coile, 2002). In the competitive market of 

healthcare, it is to the advantage of the healthcare administrator to provide an environment that is 

welcoming to patients as it improves the quality of life and supports families and employees 

suffering from the economic consequences (Tieman, 2001).  

While conventional medicine and public health have much to contribute to our 

understanding and short-term treatment of diseases and problems, they alone cannot control and 

reverse the complete conditions that advance the development of mental health issues. 

Healthcare design is an emerging field that seeks to address some of these issues. It can be 

defined as the application of design in the condition of physical and mental services, preventative 

medicine, and treatment to individuals or the public. However, for design to play a broad and 
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significant role in building and maintaining health, design and research must be integrated 

despite differences in their premises, methods, and the language of their outcomes (Mitrione, 

2002).  

This project’s therapeutic design can contribute to the research in healthcare design that 

incorporates outdoor landscapes for adolescents with mental health issues. This creative project’s 

design can aid therapists in assisting adolescents with depression.  

Methodology 

The focus of this research was to examine therapeutic garden design that can be used 

during therapy sessions for adolescents with depression. Four major topics were investigated, 

including understanding adolescent behavior; understanding depression; investigating outdoor 

therapies that are used for building self-confidence, self-esteem, and social interactions; and 

understanding environments that are considered a healing place for adolescents with depression.  

In order to understand the development of adolescents and depression, this project take 

into consideration the studies of several scholars in the mental health field such as William Van 

Ornum (1983), Kathleen Berger (1994), Rosemarie Morganett (1990), Mark Gilson (2009), 

David Capuzzi (2004), Philip Kendall (2000), Richard Bromfield (2005), Kan Chandras (1995), 

S. J. Acherman (2003), Kazdin and Weisz (1998), Kaslow and Thompson (1998), Lewinsohn 

and Clarke (1990, 1999), Hayward (2000), Bandura (1989), Maclennan and Dies (1992), 

Ellensweig-Tepper(2000), Stephens (1997), Greenspan and Wieder (1998), Kranowits (1998, 

2004), Steoo-Gilbert (1998), Miller (2004), Bundy (2002), Landreth (2002), Boucher (1999) and 

King (1996). In addition to the studies of these specific scholars, this project also noted the 

research of the Diagnostic and Statistical Manual of Mental Disorders by the American 

Psychiatric Association. Interviews were conducted with four doctoral students from Ball State 
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University who are studying the psychology of adolescents. These students have had experience 

conducting therapy sessions with adolescents. These interviews provided great insight on the 

different techniques that therapists use, as well as their views about conducting counseling 

sessions in an outdoor environment. An interview was also conducted with mental health 

counselor Karla Townsend from Still Water Professional Counseling to increase an 

understanding of how they use the existing site and to gain a better understanding of current 

therapy practices that are used at the center. 

 To understand a person’s preference of the outdoor environment,  several theoretical 

perspectives were investigated regarding why nature is restorative and how nature improves 

health outcomes. Ulrich’s work, among others studies’, provided additional understanding 

regarding preferred environments. To gain a concept of a healing environment, Marcus’s (1999) 

writings were examined. Horticulture as Therapy: Principles and Practice by Simson, and 

Straus (2003) and Horticultural Therapy Methods by Haller and Kramer (1994) provided insight 

into fundamentals of horticultural therapy. These works provided evidence that horticulture 

therapy is beneficial for people seeking to improve self-esteem and self-confidence.  

 This project was developed after the exploration of two successful therapeutic garden 

examples. These examples illustrated natural environments that were designed to enhance self-

esteem and reduce patient stress. The therapeutic garden at the Institute of Child and Adolescent 

Services located in Wellesley, Massachusetts provided a great example of a landscape design 

used for a therapy session with children and adolescents who have emotional, learning and 

behavioral disorders that can develop following traumatic experiences (witnessing tragedies such 

as illness, violence, or death, involving someone close to them). Although this therapeutic garden 

no longer exists, it was an effective design example of how landscape design can aid in the 
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treatment process. The investigation of the healing garden at Alnarp University, Sweden 

provided another example which portrayed the different types of restorative environments that 

can be beneficial to a person who suffers from post-traumatic stress disorder. Elements were 

taken from both of these outdoor therapeutic garden examples and transformed into the design of 

this creative project. 

 With consideration of all of the aforementioned research methods, this creative project 

was designed. Chapter two takes a closer look at relevant research that helped shape this design. 

Chapter three provides a site analysis and an introduction to Still Waters Professional Counseling 

Center. Chapter four presents the final design of this project, and chapter five summarizes and  

concludes the project.  
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Chapter Two: Background 

In preparation for the creation of the Exterior Therapeutic Design Project, four areas were 

taken into consideration. These included client’s special needs, techniques and therapies used by 

therapists for depression, the therapeutic value of nature, and existing therapeutic gardens that 

accommodate therapy sessions. The investigation and exploration of these topics serves as the 

basis for the formation of the Still Water Exterior Therapeutic Design Project. 

Client’s Special Needs 

 It is important to fully understand the multifaceted and complex conditions of the 

recipients of therapy when designing a therapeutic garden. Adolescents (ages 12-18) have 

diverse experiences which require them to seek therapy. Many adolescents struggle with mental 

health issues one of which is depression. According to mental health therapist Karla Townsend 

from Still Waters Professional Counseling and three Ball State University doctorate psychology 

students, adolescent therapy sessions serves as one form of treatment for depression. The affects 

due A lack of interaction with nature among adolescents is linked to mental health issues 

specifically depression. Understanding adolescents with depression will shape the development 

of the Exterior Therapeutic Design Project.   

Adolescents. Adolescence is a time of rapid growth and changes. Adolescents are 

establishing their identity, defining themselves, and experiencing multiple influences. 

Unfortunately, during this time of transformation, many adolescents struggle with mental health 

issues, specifically depression.  

Establishing identity. Identity is the sense of self. Seeking an identity means locating 

one’s place in society and establishing values and beliefs. Identity also refers to one’s skills and 

attributes. The adolescent period shows rapid shifts between self-confidence and insecurity. 
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Identity confusion is a major characteristic of adolescence (Berger, 1994). Adolescence is a 

crucial time that shapes an individual future. According to psychologists Dr. William Van 

Ornum and Dr. John B. Mordock, adolescents are inclined to shyness, sensitivity, and 

aggressiveness to mask insecurity because their social role is unclear. Social fears are common, 

such as feeling of being rejected, being ignored, being disapproved of, looking foolish, losing 

control, and having to speak in public (Ornum, 1983).  

Self-esteem. Adolescents seek to establish themselves as separate individuals (Berger, 

1994). They are not a child anymore but also not an adult. This makes them vulnerable and 

initiates a loss of confidence. Self-esteem plays a big role in an adolescent’s development. A 

greater level of self-esteem was found within adolescents belonging to higher status crowds such 

as athletes. A greater level of self-esteem have been correlated with positive communication with 

parents, a sense of having control over his or her life, a willingness to take risks, and the feeling 

of being an effective person. Lower levels of self-esteem have been associated with excessive 

parental pressure to do well in school, family conflict, and changing of schools (Morganett, 

1990).   

The importance of physical appearance dominates our society. In adolescents, depression 

among both males and females correlates strongly with a negative body image (Berger, 1994). 

According to William Van Ornum and John B. Mordock (1983), over two-thirds of adolescents 

express a desire to change their physical appearance. Girls think of themselves as too heavy or 

too tall, while boys feel they are too thin, particularly in their upper arms and chest. Furthermore, 

the onset of acne brings about feelings of humiliation in adolescent individuals (Ornum, 1983).  

Kantrowitz and Wingert (2008) noted that while today’s teens are richer, more educated, 

and healthier than ever before there seems to be an overwhelming rise of serious emotional 
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problems within this population. Adolescents who are bullied or harassed at school and taunted 

or teased by others may experience an environment which fosters sadness and helplessness. 

Further contributing to the overwhelming sadness of young adults today, modern technology 

offers pornography, cyber-bullying and inappropriately used social networks.   

Peer influences. Adolescents’ impressions of themselves come from the feedback they 

get about themselves from others. They believe and behave differently depending on whom they 

are around. According to Ornum and Mordock, adolescents tend to place people in categories. 

These categories consist of jocks, druggies, intellectuals, nerds, and preps (Ornum, 1983).  

Crisis influences. Adolescents are idealists who tend to have unrealistic expectations for 

themselves and others. A crisis (divorce of parents, death of a loved one, broken romance, or 

school failure) can lead to the subsequent loss of the ability to find value in things as they really 

are. For example, the divorce of parents can cause the adolescents to feel that they cannot count 

on anyone anymore (Ornum, 1983). The limits of adolescent judgment and logical reasoning 

often lead them to believe that no one else has ever had thee particular emotional experience 

which they are having, and that no one else has ever felt so angry, so excited, or so 

misunderstood (Berger, 1994).  

Kantrowitz and Wingert (2008) explore in great detail the topic of divorce and its 

negative effects on the adolescents. They note when parents do decide to divorce, the chances of 

the child spending more time alone increases depression significantly. Even though teenagers 

may say they want to be left alone, and seem to dread spending time with their parents, they still 

crave attention and affection from their parents. Some reliance on peers for support and 

acceptance is normal, but if the parents abandon their duties of providing structure and 

boundaries, teens may tend to form their own set of rules. When teenagers experience excessive 
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isolation from their parents, they are more susceptible to serious emotional problems (Kantrowitz 

and Wingert, 2008).  

Depression in adolescents. Adolescence is a critical period for mental, social, and 

emotional well-being and development. During adolescence, the brain undergoes significant 

developmental changes, establishing neural pathways and behavior patterns that will last into 

adulthood. Because their brains are still developing, adolescents are particularly receptive to the 

positive influences of youth development strategies, social and emotional learning, and 

behavioral modeling. But adolescents’ developing brains, combined with hormonal changes, 

make them prone to depression and more likely than younger children or adults to engage in 

risky and thrill-seeking behaviors. These and other factors emphasize the importance of meeting 

the mental, social, and emotional health needs of this age group (National Research Council and 

Institute of Medicine, 2007). 

Depression is a psychological disorder that affects a person’s mood changes, physical 

functions and social interactions. According to a review by the National Adolescent Health 

Information Center, the most common mental health disorder among adolescents is depression 

with over 25 percent of adolescents affected by at least mild symptoms (Rushton, 2002). 

Depression in adolescence comes at a time of great personal change, when boys and girls are 

forming an identity distinct from their parents, grappling with gender issues and emerging 

sexuality, and making decisions for the first time in their lives. Depression in adolescence 

frequently co-occurs with other disorders such as anxiety, disruptive behavior, eating disorders 

or substance abuse (Weissman, 1999 and Shaffer, 1996). 

Approximately 20 percent of adolescents have a diagnosable mental heath disorder 

(Kessler, 2005). Many mental health disorders first present during adolescence. Between 20 and 
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30 percent of adolescents have one major depressive episode before they reach adulthood. For a 

quarter of individuals with mood disorders like depression, these first emerge during adolescence 

(Rushton, 2002). These youths are also at the highest risk for committing suicide; studies 

indicate that 90 percent of teens who die by suicide were suffering from an identifiable mental 

disorder at their time of death, typically depression (Shaffer, 1996). In 2007, more than eight 

percent of adolescents (approximately two million) experienced at least one major depressive 

episode, with females more than twice as likely as males, and older adolescents more likely than 

their younger peers to report a major depressive episode (Substance Abuse and Mental Health 

Service Administration, 2007). 

Untreated depression is the number one cause of suicide, and the third leading cause of death 

among teenagers. Seventy percent of teens will experience at least one episode prior to 

adulthood. Ninety percent of suicide cases are a result of a mental illness (Mann, 2002). If this is 

applied to teenagers, then such teens with depression are twelve times more prone to commit 

suicide. Unfortunately, less than thirty-three percent of teens with depression get help, yet eighty 

percent of teens with depression can be successfully treated (Center for Mental Health Services). 

Suicide accounts for approximately 4,500 deaths a year in youths ages twelve to twenty-four. 

Between 500,000 and one million young people aged fifteen to twenty-four attempt suicides each 

year (Children Mental Health Statistics, 2009). In 2007, nearly seven percent of high school 

students attempted suicide at least once. More than one-third of these students required treatment 

by a doctor or nurse for an injury, poisoning or overdose resulting from the suicide attempt. The 

risk of suicide is greatly increasing because of depression and other psychological disorders 

(Teen Screen National Center for Mental Health Checkups, 2009). 
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According to Kidshealth.org,	  depression can affect a teen regardless of gender, social 

background, income level, race, school or other achievements. Although teenage girls report 

suffering from depression more often than teenage boys. Teenage boys are also less likely to 

seek help or recognize that they suffer from depression, which is likely explained by differing 

social expectations for boys and girls. Girls are encouraged to express their feelings while boys 

are not. Teenage girls have somewhat stronger dependence on social ties. These social ties can 

increase the chances of depression that are triggered by social factors, such as loss of friends. 

Other risk factors that increase the chances of an episode of teen depression include: 

- Previous episodes of depression 

- Experiencing trauma, abuse, or a long-term illness or disability 

- A family history of depression; between twenty to fifty percent of teens who suffer from 

depression have a family member with depression or other mental disorder 

- Other untreated problems; about two thirds of teens with major depression also suffer 

from another mental disorder, such as dysthymia, addiction to drugs or alcohol, anxiety, 

or antisocial behaviors 

A teen suffering from depression is also at higher risk for other problems. Thirty percent of 

teens with depression also develop a substance abuse problem. Teenagers with depression are 

likely to have a smaller social circle and take advantage of fewer opportunities for education or 

careers. Depressed teens are more likely to have trouble at school, in jobs, and with relationships. 

Teens with untreated depression are more likely to engage in risky sexual behaviors, leading to 

higher rates of pregnancy and of sexually transmitted diseases. Teens with depression seem to 

catch physical illnesses more often than other teens (Center for Mental Health Services).  
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Adolescence is a fragile period that in which a young person is shaping who they will 

become as an adult. Adolescents are in search of where they belong in the world. Their 

environments play an enormous role in the development of their self-esteem and self-confidence. 

These findings provide an understanding of the issues that adolescents face that can lead to 

depression and of the reasons adolescents require therapy. Low self-esteem was found to be a 

large factor in depressed adolescents. Therefore a therapy that enhances self-esteem is ideal. 

Understanding these issues can assist in determining which outdoor therapies can be most 

beneficial for adolescents with depression. Therefore, investigation of depression was necessary 

in the development of the Exterior Therapeutic Design Project.  

Depression. Many reasons as to why adolescents attend therapy can be traced back to 

some form of depression. An understanding of depression can assisted in providing 

environments that would be successful in the therapy process.  The exploration of depression 

caused by or exacerbated by a lack of interaction with nature illustrated the importance of 

exposure to the benefits nature.  

Symptoms of depression. According to the Diagnostic and Statistical Manual of 

Mental Disorders (DSM), the essential features of a major depressive episode include a period 

of at least two weeks during which there are higher levels of a depressed mood or the loss of 

interest or pleasure in nearly all activities. In children and adolescents the mood displayed may 

be irritable rather than sad. The person must also experience at least four additional symptoms 

that include:   

- Change in appetite or weight, sleep, and psychiatric activity 

- Decreased energy 

- Feelings of worthlessness or guilt 
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- Difficulty thinking, concentrating or making decisions 

- Recurrent thought of death or suicidal ideation, plans or attempts 

Gilson (2009) states that if individuals experience negative or painful emotions, it is likely that 

they will try to avoid them. This avoidance leads to the lack of ability to use emotional 

experience as information in communicating effectively with others, in problem solving, and 

in decision-making. Over time it limits curiosity, creativity, behavior, new learning, and 

satisfying relationships. This avoidance can become a fixed pattern and part of the downward 

spiral of depression (Gilson, 2009).   

 According to the DSM, appetite is usually reduced, and many people feel that they 

have to force themselves to eat. Decrease in energy, tiredness and fatigue are common. The 

most common sleep disturbance associated with a major depressive episode is insomnia 

(DSM, 1994).  

Task accomplishment may be reduced as well. Loss of interest or pleasure is nearly 

always present. They may feel less interested in hobbies, stop caring anymore, or not feel any 

enjoyment in activities that were previously considered pleasurable. The sense of 

worthlessness or guilt may include unrealistic negative evaluations of one’s worth (DSM, 

1994). 

Causes of depression. According to David Capuzzi (1994), there are several factors 

that cause depression in an adolescent.  Members of dysfunctional families usually experience 

high stress levels. A number of patterns can be observed that can affect an adolescent’s 

vulnerability to depression. These include poor communication skills, resistance to the 

grieving process, difficulties with single parenting, confusion in a blended family, mid-life 

transition stressors, and abusive interactions. The environmental pressures that adolescents 
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encounter everyday can also be a factor in depression such as academic achievement, constant 

mobility, high school completion, availability of drugs, and the world community (Capuzzi, 

1994). 

Another important factor may be the timing between puberty and various forms of 

social transitions (examples include: entering to junior high, moving to a new neighborhood, 

beginning to date). In general, the more social changes adolescents go through, the more likely 

they are to experience problems such as declining school performance, a decrease in self-

esteem (especially among girls), and an increase of difficulties with teachers (especially with 

boys) (Berger, 1994).  

Mental illness is characterized by symptoms and/or impairment in functioning. Four 

major forms of psychiatric disorders are:  

1. Cognitive disorders involving the impairment of a person’s ability to think or recall 

information. 

2. Psychotic disorders that are characterized by hallucinations and/or beliefs not 

supported in reality. 

3. Mood disorders that are characterized by disturbance in affect. Included in this 

category are depression, and bipolar disorders, among others. 

4. Anxiety Disorders that include frequent and undue nervousness or anxiety, fear, or 

phobic reactions that may interfere with daily tasks, or panic-attack symptoms of 

racing heart, shortness of breath, sudden intense fright, chest pains and a feeling of 

doom (Adapted from DSM-IV by Martha C. Straus and J. Scott Soud). 

An overwhelming majority of the research pertaining to mild depression relates to 

genetics and heredity. Adolescents and young adults have comparable rates of depression to that 



	   18	  

of adults, which was estimated between six to nine percent in the United States (The Harvard 

News Letter, 2002). The genetic contribution to mood disorders is especially high when the 

symptoms first appear in childhood or adolescents (The Harvard News Letter, 2002). It was also 

stated that more than fifty percent of children with a parent who had a history of major 

depression had an episode of depression themselves. Within this research, genetics was presented 

in the form of environmental factors contributing to depression as adopted children were 

sometimes found to be more depressed due to biological background rather than the 

environment. If an individual had a family history of alcoholism or personality disorders, the 

chances of depression increased drastically (The Harvard News Letter, 2002).   

The frequency today of attention deficit hyperactivity disorder (ADHD), depression, 

obesity, and health issues related to overstimulation by the ever present electronic environment 

can be directly related to an absence of time spent enjoying nature. Children and adolescents who 

prefer to play indoors “because that is where the electrical outlets are” can be deprived of 

sensory simulation important to their growth and development. Laptops, iPods and cell phones 

allow children, adolescents and adults to play video games, watch movies and listen to music 

outside, but that’s not really taking advantage of the beauty and health benefits that nature can 

provide. Because of overstimulation by electronics, a person’s kinesthetic sense (the ability to 

monitor movement and know where the body is in space) is replaced by the dual sensory 

stimulation of vision and sound only. A well-developed kinesthetic sense is important to health 

and links us to our exterior world. Evidence suggests that people with a poorly developed 

kinesthetic sense are subject to alienation in addition to injury. A rigid and limited environment 

seriously limits the healthy growth and development of an individual (Gatterman, 2009). 
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Adolescents with limited exposure to nature. Although adolescents share many of the 

same types of health benefits from the outdoor environment as adults, there are some aspects 

that are particular to, or more important to adolescents. Specifically, these include the effects 

that contact with nature has on attention deficit hyperactivity disorder (ADHA), the health 

benefits of outdoor play, and the effect that contact with nature has on the improvement of 

teenage anxiety and depression (Munoz, 2009). 

As described by Louv, “ ‘nature-deficit disorder’ is not a medical diagnosis, but a 

description of the human costs of alienation from nature. Among them are a diminishing use 

of senses, attention difficulties, and higher rates of physical and emotional illnesses. This 

disorder damages children and also shapes adults, families, whole communities, along with the 

future of nature itself.” Louv (2005) presents evidence that the current generation of children 

are growing up in ways that are very different from those of the past. He cites an extensive 

body of research showing that unstructured play in nature is essential for a child’s healthy 

physical and emotional development and that such exposure has become increasingly less 

common for the current generation of children. As children’s connection with nature 

diminishes and the social, psychological, and spiritual consequences become obvious, new 

research shows that nature can offer powerful therapy for such illnesses as teen depression and 

suicide, obesity, and attention-deficit disorder. Experiences in nature can increase a child’s 

(and an adult’s) powers of concentration. In addition, subjective evidence strongly suggests 

that creativity is stimulated by childhood experiences in nature. Environment-based education 

dramatically improves standardized test scores, grade-point averages and helps children 

develop skills in problem solving, critical thinking and decision making (Louv, 2005). Louv 
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(2005) linked some of the most disturbing childhood trends, including the rise in childhood 

obesity, attention deficit disorder, and depression to the lack of time spent outdoors.  

With the above-mentioned benefits of nature firmly established, the investigation will 

now go into the different traditional therapies and outdoor therapies that were necessary to 

explore.   

Proven Techniques and Therapies  

It was necessary to understand how mental health therapists conducted sessions with 

depressed adolescents so that the design could fulfill their needs for an outdoor environment as 

well. The basics of how a typical therapy session is conducted were explored along with a few of 

the more common techniques that therapists use on adults and particularly adolescents. These 

therapies are typically conducted in an indoor environment but can be taken outdoors. Some 

recommended therapies are outlined below.   

For counselors, it can be very challenging to treat adolescents. Adolescents often come to 

therapy because they were referred by parents, schools and other authorities who judge their 

behaviors as bad, difficult, or unhealthy, or that somehow they are in need of change (Bromfield, 

2005). According to William Van Ornum and John B. Mordock (1983), formal counselors are 

viewed by adolescents as people who will tell them they are not okay. They categorize 

counselors as “shrinks who are weird themselves.” Adolescents with problems are worried about 

being stigmatized, and referral to a counselor can intensify this feeling and add to their sense of 

alienation. The counselor is not only viewed as the one who deals with “weirdos” but also as an 

authority figure who is feared (Ornum, 1983).   

The average duration of a therapy session for major depressive disorder is reported to be 

between 32 to 36 weeks. The rate of recovery tends to be slow, with the greatest improvement 
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starting between the 24th through the 36th week (Kendall, 2000). For a long time, research has 

addressed that an important characteristic of depressive disorder is that it is recurrent. Over a 

three-year period, 54 percent of depressed youth experienced another youth disorder, and over a 

five-year period, 72 percent of depressed youth experienced another episode of depression 

(Kendall, 2000). Thus, it appears that depressed youth are at risk for experiencing additional 

depressive episodes. Each of the sexes have their own special ways of compounding the 

problem. Depressed girls tend to avoid direct problem solving in interpersonal situations, and 

depressed boys tended to act in aggressive ways that worsen conflicting situations (Kendall, 

2000).  

Talk therapy. There are different counseling techniques that can address the needs and 

spark an interest in adolescents. Most adolescents maintain a variety of interests, such as music, 

sports, and fashion. Utilizing talk therapy and discussing those interests in counseling is a 

technique that enhances the counseling relationship by finding common ground between the 

adolescent client and the counselor (Chandras, 1995).  

The relationship between a therapist and a client is a key component of the talk therapy 

treatment outcome. Carl Rogers, one of the grandfathers of psychotherapy, said that a personality 

change could only take place in the context of a relationship (Roger, 1957). Building on Rogers’ 

work, Ackerman (2003) and other researchers have determined that this therapist-patient 

relationship needs to have three main components:  

1.) A spirit of collaboration  

2.) An emotional bond  

3.) An agreement of goals and tasks 
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Several studies have demonstrated that depression is associated with poor social 

functioning, both in adults (Lewinsohn, Mischel, Chaplin, and Barton, 1980; Weissman and 

Paykel, 1974) and adolescents (Puig-Antich, Luckens, Davies, Goetz, Brenna-Quattrock and 

Todak, 1985). To address these poor social skills a variety of techniques within talk therapy such 

as listening actively, planning social activities, and implementing strategies can be preformed 

within the therapy sessions.  

Problem-solving training. A technique that is used by therapist is problem-solving 

training, which has been widely used to help adolescents develop adaptive responses during 

social conflicts. The training often includes skill development in self-monitoring, means-ends 

thinking, evaluation of probable consequences, selection of a solution, enactment, evaluation of 

the solution, and, if necessary, repeating the process to find an alternative solution. Systematic 

training in social problem-solving has been successful in treating adolescents with anger-control 

problems (Kendall, 2000). Problem-solving techniques emphasize the importance of good 

communication skills for effective problem-solving. The problem-solving technique uses a four-

step model based on Robin’s (1979, 1981) approach: 

1. Define the problem concisely and without accusations 

2. Brainstorm alternative solutions 

3. Decide on a mutually satisfactory solution through a structured negotiation process 

4. Specify the details for implementing the agreement 

Communication Training. The communication training involves feedback, modeling 

and behavior rehearsal to correct negative behaviors such as accusations, interruptions, partial 

listening, lectures, and put downs. These are replaced with positive behaviors such as 

paraphrasing, active listening, “T” messages, good eye contact, and appropriate body language. 
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Relaxation technique. The relaxation technique is a therapy in which the clients 

alternately tense and relax major muscle groups throughout the body until they are fully relaxed 

(Jacobsen, 1929). Many depressed adolescents report experiencing tension and anxiety during 

social events and in other stressful situations. This anxiety often interferes with effective 

interpersonal functioning and reduces the pleasure gained from enjoyable activities. Teaching 

depressed adolescents to relax in situations that are typically stressful allows them to implement 

the social skills they learn during the session and enjoy pleasant activities, many of which are 

socially oriented, more 	  (Jorm, 2008). 

Psychotherapy. Psychotherapy is a form of psychiatric treatment that involves 

therapeutic conversations and interactions between a therapist and an adolescent. It can help the 

adolescent and families understand and resolve problems, modify behavior, and make positive 

changes in their lives. There are several types of psychotherapy that involve different 

approaches, techniques and interventions. At times, a combination of different psychotherapy 

approaches can be helpful. In some cases a combination of medication with psychotherapy is 

more affective.  

 The most common form of psychotherapy used to treat depression in adolescents is 

cognitive behavioral therapy. Cognitive-behavioral therapy (CBT) helps improve an adolescent’s 

mood, anxiety and behavior by examining confused or distorted patterns of thinking. CBT 

therapists teach adolescents that thoughts cause feelings and moods, which can influence 

behaviors. During CBT, an adolescent learns to identify harmful thought patterns. The therapist 

helps the adolescent replace this thinking with thoughts that result in more appropriate feelings 

and behaviors (AACAP, 2006). Kazdin and Weisz (1998) and Kaslow and Thompson (1998) 
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have pointed out that successful cognitive behavioral interventions for depression in adolescents 

do the following: 

1. Increase participation in pleasant, mood enhancing activities 

2. Increase and improve social interactions 

3. Improve conflict resolution and social problem-solving skills 

4. Reduce physiological tension or excessive affective stimulation 

5. Identify and modify depressive thought and acknowledgments                                                

In addition, programs such as those of Lewinsohn, Clarke and colleagues (1990, 1999) include: 

1. Mood monitoring 

2. Goal-setting 

3. Presentation of a clear treatment rationale and socialization of the adolescent and parents 

to the treatment model based on this rationale 

 Interpersonal therapy. Another common therapy used for depression is interpersonal 

therapy (IPT). This type of therapy assumes that depression can be caused by a severe 

psychosocial stressor and insufficient social support. It focuses on the conflicts and changes in 

the patient’s relationships in order to improve communication and readjust expectations. It aims 

to assist patients in building their social support network to help them manage crises. A unique 

feature of IPT is an Interpersonal Inventory, which is assembled to obtain a structured social 

history, focusing on relationship issues relevant to the patient’s current psychological distress 

(Parker, 2006).  

Dialectical behavior therapy. Dialectical Behavior Therapy (DBT) can be used to treat 

adolescents who have chronic suicidal thoughts, engage in intentionally self-harmful behaviors, 

or have Borderline Personality Disorder. DBT emphasizes taking responsibility for one’s 
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problems and helps the person examine how they deal with conflict and intense negative 

emotion. This often involves a combination of group and individual sessions (AACAP, 2006). 

Group therapy. Group therapy is a form of psychotherapy where there are multiple 

clients led by one or more therapists. It uses the power of group dynamics and peer interactions 

to increase understanding of mental illness and/or improve social skills. There are many different 

types of group therapy (psychodynamic, social skills, substance abuse, multi-family, parent 

support, etc.) (AACAP, 2006). Group therapy for adolescents is an ideal choice, as social 

interaction is a significant aspect of the developmental process, and as suggested by Bandura 

(1989), most social leaning takes place by observing others and the results of their actions. 

Leader (1991) states that group therapy for adolescence provides a therapeutic environment in 

which they can work through interpersonal problems and examine the four basic identity 

questions: Who am I? With whom do I identify? What do I believe in? and Where am I going? 

The activities in group therapy that adolescents can be exposed to that individual therapy does 

not offer include the chance to learn cooperation and to deal with issues such as envy and 

aggression, while comparing how their thoughts and behaviors compare to those of their peers. 

Group sessions serve to reduce isolation, guilt and anxiety by allowing the participants to 

recognize that others are experiencing similar emotions. It allows them to refocus views of their 

problems, and clarify their feelings about what courses of action to take. Group therapy provides 

the opportunity for the therapist to observe the clients and see how they act in relation to their 

peers (Maclennan and Dies, 1992). Participating in group therapy can provide a place for clients 

to release feelings to a non-family member. Parents often do not know how to deal with their 

adolescents’ issues. The group can provide opportunities to express common traumatic 

experiences that can lead to an effective connection with the group members. The goal of group 
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therapy is to provide social interdependence and a sense of community for the person 

(Ellensweig-Tepper, 2000). 

Family therapy. Family therapy focuses on helping the family function in more positive 

and constructive ways by exploring patterns of communication and providing support and 

education. Family therapy sessions can include the adolescent along with parents, siblings, and 

grandparents (AACAP, 2006).  

Psychodynamic psychotherapy. Psychodynamic psychotherapy emphasizes 

understanding the issues that motivate and influence an adolescent’s behavior, thoughts, and 

feelings. It can help identify an adolescent’s typical behavior patterns, defenses, and responses to 

inner conflicts and struggles. Psychoanalysis is a specialized, more intensive form of 

psychodynamic psychotherapy, which usually involves several sessions per week. 

Psychodynamic psychotherapies are based on the assumption that an adolescent’s behavior and 

feelings will improve once the inner struggles are brought to light (AACAP, 2006). 

Sensory therapy. Sensory therapy, also know as sensory integration treatment, is often 

used with clients who have a sensory dysfunction. Sensory integration is defined as 

“organization information for use” (Ayres, 1972). It is a process occurring in the brain that 

enables us to make sense of our world by receiving, registering, modulating, organizing and 

interpreting information that comes to our senses. These senses give us information about the 

world around us, and how we are interacting with our environment. There are also some internal 

senses, however, that tells us about: 

- the position of different parts of our bodies (proprioception) 

- how our bodies are moving (kinesthesia) 

- our position in space and in relation to gravity (vestibular). 
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The brain processes all the information received by our senses, usually at an unconscious level. It 

then organizes it and allows us to respond appropriately. Examples of these responses are to 

move efficiently, to attend and listen, and to learn new skills (Ayres, 1972).  

Sensory integration dysfunction occurs when the brain cannot do one or more of those 

things, with one or more types of sensory input (Kranowitz, 1998; Stepp-Gilbert, 1988a). This 

lack of integration can manifest as an over-sensitivity (hypersensitivity), under-sensitivity 

(sensory defensiveness), or disorganized approach to the sensory input (Kranowitz and Miller, 

2004). Sensory integration dysfunction (SID) can interfere with social skills, self-esteem, and 

many areas of skill development (Schaaf, Miller, Seawell, and O’ Keefe, 2003). According to the 

American Occupational Therapy Association (2009) sensory processing problems may occur in 

isolation, or contribute to or be combined with other conditions such as anxiety and panic 

disorders, depression, posttraumatic stress disorder, or schizophrenia. Those with learning 

disabilities, attention deficit disorder, developmental disabilities, autism spectrum disorders, or 

Asperger syndrome may also have these difficulties. 

When encountering depression there can be a sensory dysfunction. Therapists engage 

clients in sensory activities that give positive responses. For example, therapist Karla Townsend 

from Still Water Professional Counseling uses a sandbox to stimulate the sense of touch. A loss 

of stimulation could be any type of reaction from the adolescent such as unexpected interaction, 

a change in temperament, an ability to concentrate on a task, initiation of an activity, or simply a 

laugh (Bundy, 2002). One of the main mental health consequences of SID is low self-esteem. 

Play therapy. Play therapy offers an opportunity to build some skills in areas of higher 

insecurity. Garry Landreth (2002) suggests that toys that can be easily used (such as crayons, 

play-dough and blocks) in helping build feelings of success in an adolescent. The therapist who 
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takes the concept of skill-building a step further for the SID adolescent will be aware of the level 

of sensory input the adolescent tolerates, and can help the adolescent expand bit by bit. Sensory 

integration treatment works on three assumptions: the brain needs to develop and to organize 

exposure to various stimuli, the brain needs to explore an environment that is safe, stimulating, 

and frequently changing, and the brain is naturally driven to organize, given the right stimulus 

(Stepp-Gilber, 1988b). Through play and sensory activities, adolescents can also gradually try 

new behaviors and break out of bad patterns (Boucher, 1999). King (1996) states that small 

improvements in sensory integration can lead to large improvements in behavior, such as 

increased eye contact, communication, calmness, and decreased tantrums, fears, and panic 

reactions. Such behavioral changes are likely to be associated with more positive interaction with 

others and, therefore, increase opportunities for learning and improving self-esteem (King, 

1996).  

To gain a broader range of understanding of the behavior of adolescents with 

depression, a panel of Ball State University doctorate psychology students contributed to these 

findings. These students expressed concern about the high rate of suicide from depression. 

They noted that adolescents are more irritable then sad. And, that older adolescents are often 

socially withdrawn and use unhealthy coping mechanisms such as drugs and alcohol. These 

students concurred that adolescents often feel that nobody understands them, they have a sense 

of worthlessness and being alone, and isolation is frequent for them.     

 According to the panel, typical therapy for an adolescent begins with an intake session. 

This involves a lot of information gathering about the adolescent. The therapist is trying to get 

a clear picture as to how their depression looks. They use the DSM criteria to see what type of 

depression they have. The panel noted that therapists ask questions which are designed so that 



	   29	  

the client can reveal their interpretation of reality. Then when the therapist understands the 

depression, they can ask the client questions to understand their actions within the world and 

how they think about the world around them. One doctorate student on the panel noted using a 

technique which has clients attribute certain experiences as positive, negative and neutral. The 

therapist then tries to move them towards a positive or neutral. This student noted that clients 

who are more sensitive and have a hard time talking about their thoughts would be asked how 

their depression is making them feel. The therapist would find activities in which the client 

does not feel depressed, and then, with the implementation of more and more of these 

activities, try to decrease how often the client feels depressed. The panel noted that therapists 

must listen to adolescents in order to understand how they are feeling and coping. The 

therapist should build a relationship by using the adolescents’ language, being approachable, 

and going at their pace.  

The panel stated that the most important factor in treating adolescents is listening to them. 

They have teachers, principals, parents and siblings that are all telling them what to do or 

giving them advice. They do not know what it is like for someone to listen and not judge or 

give advice. In older adolescents, giving them control within the session is important because 

they are seeking independence. The panel noted that therapists should ask what the client 

thinks is going to help him or her. This would be an example of giving them independence and 

making them a part of the process of figuring out what the answer is. Members of the panel 

also explained that working with boys verse girls can be a little different because of their 

interests. Boys like video games and sports while girls like reading and creative projects.  

 Students from the panel noted that the special techniques needed to form a good 

relationship with their clients included listening and building a sense of trust. Once the 
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therapist feels that sense of trust has been developed, that is when the therapist pushes the 

client because they know that the client can trust them. With adolescents the trick is for the 

therapist to be more like a friend then an adult figure. According to the panel the therapist 

finds out what the client likes to do, who their friends are. The therapist must be genuinely 

curious about their life. Examples would be asking about the client’s friend’s names, about 

school and extra activities and about what they did last weekend. The panel advised that the 

therapist should try to get to know them as a kid. The therapist would check in with them by 

asking how their weekend or holiday went. Asking them to tell about their friends is important 

to the adolescent. The therapist should try to meet them at their level and value the things they 

value. Adolescents like it when the therapist remembers those details of their previous 

conversations. For example, the therapist would remember their friends names when talking 

about an event. For young adolescents playing games is a great way to get to know each other.  

These Ball State students did use hands on activities during their sessions. They used 

art therapy frequently. One of the students uses an experiential technique. For example, if the 

client is having an issue with someone the therapist would say pretend that person is sitting in 

that chair over there, what would you say to them. This technique can be considered 

roleplaying or practicing what they would say to that person. Another doctorate student did a 

scrapbook with a female adolescent with low self-esteem. The scrapbook was about her, who 

she was, things she was proud of. Board games can be used for boys who are socially 

awkward and find talking difficult.  

 Although the panel of Ball State students do not currently use outdoor therapy 

sessions, they noted that this type of treatment could be beneficial. One student said she would 

use a techniques called mindful skills. For this technique she would have the client close their 
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eyes and ask them what they smell, feel and hear. They would be practicing their skills in the 

moment. They stated that walking through a garden, near running water, near trees or sitting 

on the lawn would be relaxing for the clients. Being in an environment that feels secluded, a 

place to get away from people would be an ideal setting. They also stated that taking a walk as 

they are talking would be great especially with adolescents. Sitting and talking in a 

comfortable setting would be nice because the place they conduct their sessions in currently is 

an unfriendly environment.  

 Considering the outdoor setting elements which would be most desirable for a session, 

the panel of students stated that having different types of landscapes would be good because it 

would provide options for the client. It would also allow the therapist to have a variety of 

options to fit the client’s needs. Having a variety of spaces allows the adolescent to have 

control by choosing the location of the session. They also mentioned that the woodlands or a 

garden with flowers would be nice because it provides a stimulating environment. An open 

meadow though was thought be too plain and not stimulating enough. They noted the ideal 

outdoor environment would be spaces that are more stimulating and other spaces that are more 

relaxing. One student added that having pieces of art in the landscape would be nice especially 

for boy. Her example was an art piece made out of wood.    

 Considering sensory elements during sessions, the panel noted that they have used 

relaxation strategies before by preforming exercises in which clients tense and relax muscles. 

It is a feeling component to have control of their body and teach them to recognize when they 

are tense, angry or stressed. They use mindful strategies when eating. Using a piece of food, 

the therapist will ask the client to feel the food with their hands. Then asked what color it is, 

what it smells like, what it taste like, and what the experience is in their mouth. Another 
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sensory element that they have used before is sand trays. Using dry or wet sand that are in 

trays, the therapist lets the client do whatever they want in the sand. It can be a self-soothing 

thing like running sands through their fingers and hands. One doctorate student explained that 

if a client is asked an uncomfortable question, they jab things into the sand. It can also be a 

way to communicate with some people such as younger adolescents.  

All of the doctorate students agreed that horticulture therapy can be a good option for 

adolescents with depression but it depends on the client. They noted that horticulture therapy 

can be used as a metaphor. This can be done by talking with the client about what they need in 

order to grow or what they need in order to be taken care of.  The plant would represent the 

client. The panel also discussed horticulture therapy as a relaxation tool. It allows the client to 

be proud of their able to grow a plant or the ability to learn new skills. The panel advised using 

horticulture therapy in a group setting for adolescents. Collaborative projects are very helpful 

with depressed adolescents because they reveal to them that they are not alone and that people 

can identify with them. The doctorate students explained that finding an activity that clients 

enjoy, brings an escape from that sense of depression. During the activity, the quality of what 

the client says is deeper and more meaningful because they are distracted. Several times the 

client has pressure from parents, grades, or they are involved in so many activities that it can 

be a good thing to slow down and have things at a simpler pace.     

The panel of Ball State doctorate psychology students provided insights into the 

treatments of adolescents with depression.  

 In the development of the Exterior Therapeutic Design Project, the process and 

techniques of adolescent therapy sessions were taken into consideration. With an understanding 
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of the different types of therapies offered, the next step in the process of the development of the 

design project was an investigation of the following: 

• the restorative value of nature;  

• preferences for landscape environments and elements; 

• current outdoor therapeutic practices.  

Therapeutic Value of Nature 

 After investigating therapies that are held indoors, it is important to explore the benefits 

that the outdoor environment can bring to adolescents with depression. The first step was 

exploring the restorative effects of viewing nature. This was important because not every client 

will have therapy in the outdoor environment. The theoretical perspectives were investigated 

next to understand human landscape preferences. These perspectives included biological, 

evolutionary and cultural theories that support the positive connection between humans and 

nature. After understanding the restorative effects of nature, it was critical to explore the 

therapies that are conducted in an outdoor environment. Horticulture and sensory therapy were 

found extremely beneficial to enhance self-esteem and behavioral issues. Therefore horticultural 

therapy and sensory therapy were investigated further.   

Restorative effects of viewing nature. Nature has an influential restorative value. 

Studies by Ulrich and Clare Cooper Marcus support the restorative effects of simply viewing 

nature. The design of this therapeutic project fully utilizes the restorative effects of nature for the 

client. Hartig’s experiment on the psychological restorative effects of viewing nature also gave 

convincing evidence that shaped the development of this design.   

One of Ulrich’s (1979) earliest studies suggests that looking at everyday nature, as 

compared to scenes that lack nature, is significantly more effective in promoting restoration from 
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stress. His study focused on students who were experiencing mild stress because of an exam. The 

students viewed slides that were of a constructed environment without vegetation and slides that 

were heavily vegetated. Results suggested those students who viewed nature scenes showed 

greater psychological restoration and reduced negative feelings such as fear and anger than 

students who viewed the constructed environments without vegetation (Ulrich, 1979).  

Another one of Ulrich’s studies documented physiological changes related to recovery 

from stress, including lower blood pressure and reduced muscle tension. With a view of nature, 

recovery from stress was reported by physiological indicators within four to six minutes. This 

signified that even brief, visual contacts with plants, such as in urban tree plantings, might be 

valuable in restoration from mild, daily stress (Ulrich and Simon, 1986).  

Ulrich (1984) also did another study that was done on patients who were recovering from 

gallbladder surgery to evaluate whether a room with a view of nature might improve postsurgical 

outcomes. The patients were assigned in a random manner to rooms that were the same except 

for window views. The views consisted of overlooking a small grove of trees or looking out on a 

brick building wall. It was found that the patients with the nature view had shorter postsurgical 

hospital stays, tended to have fewer minor postsurgical complications such as headache or 

nausea, and received fewer negative evaluative comments in nurses notes (e,g: patient is upset, 

needs more encouragement to do breathing exercises). Furthermore, the brick wall view patients 

required far more injections of pain drugs, while the nature group took less pain medication 

(Ulrich, 1984).  

In Clare Cooper Marcus (1999) findings, it was suggested that looking at nature, as 

compared to a constructed scene that lacks nature, was significantly more effective in promoting 

restoration from stress. One study that Marcus conducted, asked students where they go when 
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they feel stressed, upset, depressed, angry, and confused. The results indicated that over 70 

percent of the students preferred an outdoor setting (Cooper Marcus, 1999).  

Hartig (1996) and his associates in Sweden conducted two experiments on psychological 

restoration. They split participants into two groups. The first group had a stressor while the other 

did not. Both groups were assigned to a slide simulated walk that progressed through a nature 

area containing vegetation or an urban street lacking nature. Findings found that a positive 

emotion was generated more when viewing nature compared to when viewing an environment 

without nature (Hartig, 1996).  

Yoshifumi Miyazaki (2010) conducted a study of 260 people in twenty-four sites across 

Japan and found that, among people who gazed on forest scenery for twenty minutes, the average 

concentration of salivary cortisol, a stress hormone, was 13.4 percent lower than that of people in 

urban settings. “Humans lived in nature for 5 million years. We were made to fit a natural 

environment. When we are exposed to nature, our bodies go back to how they should be,” 

explained Yoshifumi Miyazaki. Miyazaki is director of the Center for Environment Health and 

Field Sciences at Chiba University and Japan’s leading scholar on “forest medicine,” an accepted 

health care concept in Japan.  

Treating depression with nature. Spending time in natural settings is no cure nor is it a 

total replacement for other forms of professional therapy. But it can be a powerful tool in 

maintaining or improving mental health (Louv, 2011). “Nature is the ultimate antidepressant,” 

said Dianne Thomas, director of a country fitness program in North Carolina, who has seen 

the impact of nature on people in her outdoor programs. Some mental health organizations are 

beginning to agree (Louv, 2011).    
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How much nature is enough to make a difference in mental health? One study suggests 

that the benefits are felt almost immediately. Recent results published by Jules Pretty and Jo 

Barton of the University of Essex in the of Journal Environmental Science and Technology 

suggest a proper minimum dosage of vitamin N. Vitamin N is another word for “time out in 

nature.” “For the first time in the scientific literature, we have been able to show dose-

response- relationships for the positive effects of nature on human mental health,” Pretty 

wrote. Mood and self-esteem improve after a five-minute dose. Blue-green exercise, meaning 

nature exposure involving a water feature, is even better. The study found that a walk in a 

natural area adjacent to water offered people the most improvement. The analysis of 1,252 

people of different ages, gender, and mental heath status was drawn from ten existing studies 

in the United Kingdom. This study found that people of all ages and social backgrounds 

benefited, but the greatest health changes occurred in the young and the mentally ill. 

According to the report, “Exposure to nature via green exercise can then be conceived of as a 

readily available therapy with no obvious side effects,” (Barton and Pretty, 2010). 

Another cause of depression is inadequate exposure to full-spectrum natural light 

(sunlight), which affects hormonal balance. In the past the human body developed at a time 

when people spent most of their day outdoors and headed to bed when it got dark. As a 

consequence, normal biochemical function is dependent on regular exposure to lots of bright, 

full-spectrum, natural light during the day, and avoidance of bright lights at night. 

Unfortunately, not many individuals meet these needs for natural light. Exposure to sunlight 

tends to be insufficient and inconsistent (Francis, 2003). To make matters worse, people 

constantly stay up past dark using unnatural light sources that interfere with natural 

biorhythms. Daily exposure to sunlight is recommended, but it must be outdoors (not through 
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the office window) and without eyeglasses, as both glass and plastic reduce the healthy full-

spectrum quality of natural sunlight. A 30-minute walk outdoors every day will do wonders 

for both mental and physical health (Francis, 2003). 

Yet another factor causing depression is lack of exercise. Exercise has a huge effect on 

cell chemistry, and lack of it can cause cellular malfunction and depression. (That 30 minute 

daily walk outdoors provides physical activity, as well as providing exposure to sunlight, 

doing double duty in the prevention and reversal of depression.) A study in the Archives of 

Internal Medicine found that exercise was just as effective as prescription drugs in reducing 

depression in patients with major depressive disorders. The antidepressant drugs in this study 

were more effective only initially, and such drugs are essentially toxic whereas exercise is 

healthy. While not a cure, exercise has consistently been shown to relieve both anxiety and 

depression. Exercise promotes the health of cells, and therefore works to prevent and reverse 

disease such as depression (Francis, 2003). 

There are several key studies in which statistical changes have been made for puzzling 

variables such as age and socio-economic background. Farmer (1998), in a study of 1,497 

people over an eight year period, showed that women who did little or no activity were twice 

as likely to develop depression as those who engaged in much or moderate activity. But this 

was not true for men. For those men who were depressed, their baseline inactivity was a strong 

predictor of depression at their eight year follow up. Camacho (1991) found a relationship 

between inactivity and depression. The relative risk of depression was greater for both genders 

in those who had low physical activity. If the amount of activity decreased (in active 

individuals), the risk of depression increased. Craft and Landers (1998) performed a meta-
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analysis of only clinically depressed subjects in thirty studies, and showed a difference in 

levels of depression following exercise in moderate to severe depression. 

“There is a growing amount of evidence to show that exposure to nature brings 

substantial mental health benefits,” according to “Green Exercise and Green Care,” a 2009 

report by researchers at the Centre of Environment and Society at the University of Essex. 

“Our findings suggest that priority should be given to developing the use of green exercise as a 

therapeutic intervention (green care)” (Barton, 2009). In a study of more than 1,850 

participants, these researchers reported three broad health outcomes from green exercise. 

These included improvement of psychological well-being (by enhancing mood and self-

esteem, while reducing feelings of anger, confusion, depression, and tension), generation of 

physical health benefits (by reducing blood pressure and burning calories), and the building of 

social networks (Barton, 2010). 

Barton (2010) also examined people who took part in two walks, one in a country park 

around woodlands, grasslands, and lakes, and one in an indoor shopping center. Both groups 

walked for the same amount of time. “Improvements in self-esteem and mood were 

significantly greater following the green outdoor walk in comparison to the equivalent indoor 

walk, especially for feelings of anger, depression and tension. After the green outdoor walk, 

ninety-two percent of participants felt less depressed, eighty-six percent less tense, eighty-one 

percent less angry, eighty percent less fatigued, seventy-nine percent less confused and fifty-

six percent more vigorous.” Meanwhile, depression increased for twenty-two percent of 

people and thirty-three percent expressed no change in their level of depression following the 

indoor shopping center walk. 
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Similarly, researchers in Sweden have found that joggers who exercise in a natural 

green setting with trees, foliage, and landscape views, feel more restored and less anxious, 

angry, or depressed than people who burn the same amount of calories jogging in a built urban 

setting. In other words, the benefits for moods can be attributed to exercise, which generally 

helps, but also to vitamin N. The lack of it may well contribute to our susceptibility to 

depression (Bodin, 2003). 

Physical activity in natural environments may benefit both physiological and 

psychological health. One study examined the health effects of physical activity while being 

exposed to various forms of nature. In this study, adult subjects in the intervention group ran 

on a treadmill while being shown four different themes of pictures. These included rural 

pleasant, urban pleasant, rural unpleasant and urban unpleasant photographs. The researchers 

measured subjects’ blood pressure, self-esteem, and mood. The pleasant rural and urban nature 

pictures were linked to a significant reduction in blood pressure and a more positive effect in 

mood. Furthermore, participants in the rural pleasant group had the largest reduction in blood 

pressure and the most significant increase in self-esteem. McCurdy (2010) suggested that 

green exercise not only has a greater effect on blood pressure than exercise alone, but also 

contains potential benefits for psychological health. Li Qing (2007), a senior assistant 

professor of forest medicine at Nippon Medical School in Tokyo, found green exercise in a 

natural setting can increase the activity of natural killer (NK) cells. This effect can be 

maintained for as long as thirty days. “When NK activity increases, immune strength is 

enhanced, which boosts resistance against stress,” according to Qing, who attributed the 

increase in NK activity partly to the inhalation of air containing phytoncides, antimicrobial 

essential wood oils given off by plants.  
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 These studies and experiments revealed an understanding that viewing nature is just as 

important as the interaction with nature. From the evidence presented, it became critical to 

consider the window views of the clinic from the waiting room and each therapy room from both 

floor levels of the building for this creative project’s design. This design also considered the 

client’s walking experience from the parking lot to the front entrance of the building. By 

exploring evidence in the restorative effectiveness of viewing nature, it became crucial to more 

fully understand the theories supporting nature restorative effects.    

Theoretical perspectives. An exploration into the biological, evolutionary, and cultural 

theories was conducted to bring an understanding regarding which landscape environments 

people prefer and how nature affects a person. Wise’s and Rosenburg’s theory (1988) was 

explored in understanding the physiological response and aesthetic preference. Ulrich and 

Parson’s theory (1992) explained how and why being around plants can be beneficial. Biological 

theories were explored in explaining human preferences in the landscape. Evolutionary theories 

were explored along with cultural theory to reveal why nature is restorative. Ulrich’s theory of 

supportive design (1999) was investigated in this design development to support an environment 

that reduces stress. These arguments contributed to the conclusion that nature scenes tend to 

reduce stress as compared to settings which lack nature and result in a delayed recovery from 

stress (Ulrich, 1991; Hartig and Evans, 1993). 

Wise and Rosenberg (1988) measured both physiological response and aesthetic 

preference in a study on the role of nature décor in easing the symptoms of stress created by 

work demands in a simulated space station. There were four scenes used in the studies: 

savannah-like, mountain waterscape, hi-tech abstract and black control. The mountain 

waterscape was the most aesthetically preferred and was highly successful in stimulating. 
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However, the savannah-like scene was significantly more effective in producing measurable 

physiological stress reduction. The effect was just as strong for participants who expressed a 

preference for the scene as for those who disliked it (Wise and Rosenberg, 1988).  Research 

shows that the body reacts involuntarily to natural elements, whereas artifacts such as houses and 

streets do not cause the same quick and strong reactions (Ulrich, 1993).  

  There are several theories discussed by Ulrich and Parson (1992) to explain how and why 

being around plants can be beneficial. The simplest theory is the overload and arousal theory. 

This theory states that in the modern world, we are bombarded constantly with so much noise, 

movement and visual complexity that our surroundings can overwhelm our senses and lead to 

damaging levels of psychological excitement. Environments dominated by plants, on the other 

hand, are less complex and have patterns that reduce arousal and therefore feelings of stress 

(Ulrich and Parson, 1992). Another theory maintains that people’s responses to plants are a result 

of their early learning experiences or cultures in which they were raised. According to this 

theory, people prefer the outdoor environment in which they were raised. For example, an 

individual that was raised in western Texas will have a more positive attitude toward flat land 

with sparse, natural vegetation and cultivated crops, than someone from the mountains of 

Virginia. According to Ulrich and Parson (1992), this theory also concludes that modern, western 

culture people like nature and plants and have a negative feeling about cities. However, this 

theory does not take into account the similarities in response to nature found among people from 

different geographical and cultural backgrounds, or even those from different historical periods. 

The last theory of Ulrich and Parson is that our responses to plants are a result of evolution. This 

theory states that since we evolved in environments consisting primarily of plants, we have a 

psychological and physiological response to them. This evolutionary response is seen in an 
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unlearned tendency to pay attention and respond positively to certain combinations of plants and 

other natural elements, such as water and stone. The most positive types of responses researchers 

found have been to the settings resembling those most favorable to survival for early humans 

(Ulrich and Parson, 1992). 

The biological theories explain that humans have a preference for a savanna-like 

landscape. Appleton (1975) stressed the evolutionary prospect and refuge theory. This theory 

calls for a setting where approaching predators can be seen but also prevents the viewer from 

being seen by the predators. Bourassa (1990) interpreted these studies and concluded that there is 

a high preference for canopied landscapes with an open floor. Information-processing theories 

acknowledge that a biological or evolutionary explanation provides insight into preference but 

does not limit their conclusions to savanna-like settings or natural landscapes (Borassa, 1990, 

1991). Orians and Judith Herrwagen (1992), Seattle-based environmental psychologists, spent 

years surveying people around the world, testing their preference of different images. The 

researchers found that, regardless of culture, people gravitate to images of nature, especially the 

savanna, with its clusters of trees, horizontal canopies, distant views, flowers, water, and 

changing elevations. J.J. Gibson (1979) first proposed the theory that people seek landscapes that 

offers them desirable experiences. He stressed that the potential for movement through an 

environment is critical to human exploration of what an environment can provide. Consistent 

with Appleton’s prospect and refuge theory, Gibson discussed the human experience of 

landscape in terms of habitat, and noted that hiding places are valued within a human habitat 

(Gibson, 1979). Movement through an environment is also important to Kevin Lynch’s theory of 

legibility. He observed that people in cities preferred landscapes that assisted way-finding. These 

are landscapes that have clear landmarks, corridors, and nodes, which are used to create 
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cognitive maps of the city. Cognitive maps are particular to the individual, but for many 

individuals, cognitive maps are likely to share certain features of a landscape. Lynch (1960) also 

observed that people who are familiar with a landscape develop cognitive maps that include 

smaller scale elements than those cognitive maps belonging to people who are new to a 

landscape. 

Kaplan’s ‘evolutionary theory’ states that visual patterns of the natural environment are 

easiest to interpret because a human uses his involuntary attention. This assumption is explained 

by the brain’s pre-programmed preparedness to sort out different stimuli in a natural 

environment, where man was originally meant to live. Nature contains very little information 

that must be sorted and assessed (Kaplan and Kaplan, 1989). Our higher cognitive centers can 

therefore rest, while the old regions of the brain are stimulated. This form of attention is 

preferable and may release negative stress. The opposite is direct attention, which occurs when 

humans are bombarded by information from the urban, artificial, environment, which needs to be 

sorted out. This attention requires a great deal of energy leading to overloading and negative 

stress. This leads to easy distraction, difficulties in planning and implementing and feelings of 

impatience and irritability (Jernberg, 2001). Ulrich’s “psycho-evolutionary theory” states that 

humans have long adapted positively to nature for survival and therefore react with positive 

emotional physiological responses when in natural or natural-like environments which influence 

intellect, meaning and behaviors (Ulrich, 1991). This theory has been proven acceptable through 

several studies (Ulrich, 1981, 1984, 1992, 2000). According to Relf’s “cultural learning theory,” 

a human adapts to the natural environment where he or she came from, and exhibits a preference 

for familiar trees and flowers (Relf, 1992).  
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Ulrich’s Theory of Supportive Design (1999) proposes the following four stress coping 

mechanisms that must be in a garden design to support the goal of  “stress reduction.”  

1. Control 

 According to Ulrich, people have a strong need for a sense of control with respect to 

their surroundings. When a person is engaged in a situation with uncontrollable 

conditions, stress is increased, which can lead to an increase in negative effects such 

as depression, high blood pressure, reduced immune function, which then could 

worsen the patients outcome (Ulrich, 1999, 2000, 2002). A garden designed to 

increase a patient’s sense of control can help to reduce patient stress. For example, 

Ulrich states these specific design elements are crucial when addressing patients 

sense of control: way-finding signs and hospital maps, convenient accessibility for 

people using wheelchairs, easy access to dining or staff lounges, a variety of garden 

spaces that allows users to choose privacy and or enough space to prevent crowding 

for a large group gathering (Ulrich, 1999). 

2. Social Support  

Ulrich states that garden designs that give social support will improve patients’ 

outcomes. Garden features necessary for the enhancement of social support include: a 

variety of spaces for sitting with comfortable moveable chairs, garden location close 

to and accessible to waiting areas for family, visitors and patient rooms, and garden 

spaces that consider the cultural/ethnic issues associated with patients (Ulrich, 1999). 

3. Movement and Exercise 

Ulrich further explains the theory of supportive design includes garden areas for 

exercise and movement. Research shows that even a few minutes of mild exercise 
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improves mood, reduces stress and lowers levels of depression. A garden serves as a 

pleasant place for patients/family to move in their wheelchairs or walk. A garden that 

promotes patients’ accessibility and independence through a well-designed pathway 

system will help to motivate a patient to get up and move their body (Ulrich, 2000). 

4. Nature:  

Positive distractions refer to a small set of environmental features or conditions that 

have been found to effectively reduce stress (Ulrich, 2004).  

The previously mentioned theoretical perspectives were critical in understanding how 

humans feel in the landscape. These theories provided evidence that nature affects humans in a 

restorative way. These theories gave an understanding of human preferences within the 

landscape. Each of the theories influenced the development of this design. The next step was to 

look at therapies that are conducted in the outdoor environment: Horticultural therapy; sensory 

therapy; and ecotherapy. These therapies were found to be successful in the treatment of 

adolescents with depression. 

Horticultural therapy. One of the most common outdoor therapies for all ages and 

several different types of issues is horticulture therapy. Therefore, it was important to explore 

horticultural therapy and investigate the benefits that it could offer for adolescents with 

depression. The treatment process of horticultural therapy was examined to obtain a better 

understanding of how horticultural therapy is conducted.  

In the past, arts and crafts, music, and other recreational activities have been used for 

therapy. Horticulture used as therapy is probably the oldest of the activity therapies. Horticultural 

therapy has been found to help adolescents enhance their social skills by providing a neutral or 

positive atmosphere for expressing, nurturing and enhancing pro-social feelings. At the same 



	   46	  

time, providing them with an enhanced sense of competence and self-esteem (Copper, 1999), 

(Simson, 2003). 

There are several different types of therapists that help people with their problems. A 

horticultural therapist, according to Rhea McCandliss, is one who uses the knowledge of plants 

and gardening, as well as greenhouse and floristry skills as a tool to develop a relationship with a 

patient. The therapist’s main purpose is to help that patient with the problem of adjustment, and 

encouraging the patient to develop a broader interest in his or her surroundings as a result of 

increased knowledge of the plant world (Olszowy, 1978).  

Horticultural therapy is using live plants and the growing environment to heal and 

rehabilitate people. Greenhouse and gardening programs take advantage of the relationship 

between people and the natural environment to affect human wellness. Horticulture is used as a 

therapeutic tool among many different populations from young to old. Horticultural therapy 

programs operate in hospitals, skilled nursing facilities, schools and social services agencies. 

Plants are used to help individuals meet physical, social, psychological, vocational, and 

educational goals (Simson, 2003). 

Programs. The first medical concerns to be addressed by horticultural therapy programs 

in the United States were mental health institutions. Horticultural therapy is typically 

incorporated into broader activity-therapy departments and patients receive treatment in groups 

both on an inpatient or outpatient status. As health care costs have risen, the average length of 

hospitalization in these facilities has dramatically declined, thus impacting the nature of the 

horticultural therapy programming offered. Treatment services for people with mental illness are 

now available in community mental health centers, where outpatient therapy is the standard 

charge (Punwar, 1994). 
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Horticultural therapy includes a broad selection of services, settings, and populations 

served.  Horticultural therapy is divided into three program categories: vocational, therapeutic, 

and social. Each of these reflects a distinct type of programming with corresponding purposes, 

goals and program design. Therapeutic programs would be used for depressed adolescents.  

In therapeutic programs, types of therapies are also quite varied. Short range objectives 

may include increasing frustration tolerance, interacting appropriately in a group activity, 

strengthening assertiveness, dealing with grief or addictions, focusing on beauty, managing stress 

or coping with activities of daily living, or reducing hallucinations and delusions. All of these, 

and many more, positive changes can be supported through the use of horticultural therapy. In 

many mental health settings their horticultural therapist uses the plant medium and environment 

as a tool to overcome the resistance or fear the patient has and to provide a grounding connection 

to reality and life cycles. Stress management and relaxation are keys to successful programming. 

To cope with, manage or heal the illness is the general objective (Simson, 2003).  

Process. Horticultural therapy includes three elements: the clients, goals, and treatment 

activities (Dorn and Relf, 1995). It is a practice that serves client groups (those with identified 

therapy or rehabilitation needs), that are goal driven (based on standard treatment procedures), 

and that use the cultivation of plants as its primary treatment activity. Haller and Kramer (2007) 

state the importance of the presence of all three elements to distinguish horticultural therapy 

from other types of garden interactions.  

In a graphic model of horticulture therapy, Mattson (1982) illustrated the various 

interactions of a client, horticultural therapist, and plants during a therapy session. A key element 

in this model is that the trained horticultural therapist has the skills to use plants to facilitate the 

therapeutic process (Mattson, 1982). Previous models show the client as the central figure within 
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the process of horticultural therapy interaction. The client is both the receiver and initiator of the 

treatment process. The client is the person being served. The treatment goals and objectives are 

defined by the client and the treatment team. The therapist is the professional who is trained in 

horticulture as a way of therapy, rehabilitation and wellness. The term plant is used to symbolize 

the garden. Plant related activities and tasks are used to provide therapeutic opportunities to the 

client. Pathways lead to and from each of the four elements. The therapist interacts with the 

client through the plant or with direct contact. Plant activities are chosen to meet the goals of the 

client. The client interacts with all the other elements and is the center of the diagram to illustrate 

a focus on the person in the horticultural therapy treatment process (Haller and Kramer, 2007). 

Benefits. There are many advantages of horticulture therapy for adolescents who are 

dealing with depression. Horticulture therapy gives them the feeling of having a purpose in the 

world. Taking care of plants gives them responsibility. It also provides an opportunity to 

socialize with others who are dealing with the same issues. According to Olszowy (1978), 

motivation is the greatest problem, but stimulation was found to come more easily from a 

situation in which many opportunities were available, and the clients could choose the activities 

for themselves.  

 According to Martha C. Straus (2003), horticultural work develops a sense of 

responsibility when caring for a plant. Plants are living things that require a commitment and a 

sense of responsibility. This is accomplished in a less threatening environment. Horticultural 

activities increase socialization and appropriate interaction. Shared interest in plants is expressed 

and patients talk more freely about their past horticulture experiences. While working, defenses 

are often lessened and patients talk more openly about their feelings (Simson, 2003). 

Horticulture provides an opportunity for self-expression and creativity. Flower arranging, crafts, 
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dish gardens, and garden designs allow individuals to express themselves. Horticultural work can 

help lessen feelings of depression. Looking at a beautiful flower or working with one’s hands in 

the dirt can provide a feeling of inspiration and renewal for life. Planting and finishing a project 

increases feelings of accomplishment and self-esteem. Horticulture increases leisure skill 

development and recreational activities. Gardening is a skill that clients can take home with 

them. Continuing education programs, master gardening courses, and visiting garden centers and 

local gardens are all opportunities for community involvement. Yard and garden work are 

activities that are valued by the general public (Simson, 2003). Horticultural therapy can be 

structured to provide emotional benefits for anger or aggression management. Physical activities 

can utilize the energy found in anger or aggression and channel it into productive directions such 

as digging, weeding, or raking. The cycle of propagating plants can provide a sense of wonder 

and purpose in life. The garden setting enhances a spiritual connection through a sense of 

connectedness to nature. The emotionally rejuvenating link that nature provides for people can 

be a stabilizing force in a rushed, stressful work environment (Haller and Kramer, 2007). 

 Horticultural therapy also increases functional goals such as enhancing attention span 

and concentration, improving problem-solving skills, and increasing independence and 

vocational skills. Clients who like what they are doing show more motivation and willingness to 

change. Prevocational and vocational skills are developed in a real work situation. Plants are 

started, grown, and sold. Each step develops and reinforces many skill-building opportunities 

that can help clients get and keep jobs. Horticulture therapy can provide sensory stimulation. 

Feeling velvety leaves or crushing dried mint both stimulate different senses and stimulate the 

patient to be in contact with the environment (Simson, 2003). These stimulations can be met 

through the use of fragrant flowers and herbs, plants with interesting textures and tastes, and 
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specific color combinations. Auditory senses can be heightened by trees and grasses that create 

sounds, water features or sounds of wildlife (Haller and Kramer, 2007). Sitting in a garden or 

wandering around a circular path reduces agitation and has a calming effect on many patients 

(Simson, 2003). 

Horticultural therapy consists of several benefits. Charles A. Lewis (1996) describes 

several characteristics of gardening that encourages human growth and wellness. 

These include: 

- Enhanced pride and self-esteem resulting from the physical beauty created 

- Deep personal involvement (individuals tend to become deeply engaged in the 

gardening process) 

- Requirements of patience and delayed gratification 

- Awareness of natural forces and rhythms 

- Interdependence or partnership between gardeners and the plants to which they tend 

(in this symbiotic relationship, the plants are cared for; the gardener experiences a 

sense of purpose) 

- Inner peace based on the natural rhythms and dynamic stability of gardens, in contrast 

to modern schedules, fads, and threats 

- Opportunities for focused attention that provide rest from mental fatigue and worry 

Horticultural therapy can also be a way to bring adolescents to nature. Children are more 

removed from having contact with nature, mainly due to the apparent dangers that exist in 

outdoor environments. Therefore parents and guardians will encourage children not to interact 

with nature (Ferrini, 2003). This lack of interaction with nature is called the “nature deficit 
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disorder.” Ferrini explains, “The built environment in towns and cities is lacking nature as if it is 

almost shut out behind walls and roads.” 

Horticultural therapy can be an important part in enhancing an adolescent’s self-esteem 

and self-confidence. Not only are the gardening activities a therapy, but the craft activities are 

also an important part of the treatment process. Therefore creating a space for gardening and 

craft activities is important to consider in the development of this design. Horticultural therapy 

combines the work of planting and growing all the while providing beneficial sensory 

experiences. Another related specific therapy is sensory therapy. 

  Sensory therapy. Sensory therapy was explored for this design, as it is common to use it 

in an outdoor environment to create a multi-sensory therapy experience. Plant selection became 

critical to explore for a sensory garden, as various plants are great at stimulating the five senses. 

The five senses were broken down into sight, sound, smell, touch and taste and were investigated 

to understand how a therapy garden’s elements affect them.  

Multisensory therapy. According to Pagliano (1998), ‘A multi-sensory environment is a 

dedicated space or room where stimulation can be controlled, manipulated, intensified, reduced, 

presented in isolation or combination, packaged for active or passive interaction and temporally 

matched to fit the perceived motivation, interests, leisure, relaxation, therapeutic and/or 

educational needs of the user. It can take a variety of physical, psychological and sociological 

forms’. Pagliano (1999) explained: ‘The multi-sensory environment is a “living environment” 

where a physical environment is determined by the needs of the user and shaped by the 

intelligence and sensitivity of the disciplinary team that manages it’. 

 The first multi-sensory environment was initially created for people with physical and 

mental limitations in 1975 by Jan Hulsegge and Ad Verheul at the Hartenburg Institute in the 
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Netherlands (Hulsegge and Verheul, 1987). By the 1970s, occupational therapists began creating 

treatment spaces filled with equipment necessary for implementing a combination of directive 

and nondirective sensory-based therapeutic exchanges. Multi-sensory environments are currently 

being used in a variety of psychiatric facilities with different age groups and populations and are 

frequently referred to as “sensory rooms” or “sensory-modulation rooms” (Champagne, 2003b). 

In 2002, the majority of inpatient child and adolescent programs in Massachusetts began to 

develop sensory rooms in response to an initiative led by the Commonwealth of Massachusetts 

Department of Mental Health (LeBel, 2004). With occupational therapy oversight, a variety of 

programs developed sensory spaces for children and adolescents with names such as “Zen 

Room,” “Cool Room,” and “Peace Room.” Each program made the commitment to have a 

supportive place for children and adolescents to draw, bounce, play, and use weighted blankets, 

indoor tunnels, and climbing structures, depending on their needs in physically appealing 

environments. These interventions promote self-organization through physical outlet, self-

expression, and/or containment. 

Even though the above mentioned multi-sensory rooms were featured indoors, it is 

increasingly popular to focus on the outdoor environment for educational purposes in special 

schools (Titman, 1994b; Frank, 1996; Stoneham, 1996; Woolley, 2003; Building Bulletin 102, 

2008), for rehabilitation purposes in hospitals (Cooper and Francis, 1998; Tyson, 1998; Cooper 

and Barnes, 1999) and for health benefits in nursing homes (Stoneham and Thoday, 1994; 

Stoneham, 1997).   

Sensory therapy within nature. A sensory garden is a self-contained area that 

concentrates on a wide range of sensory experiences. Such an area, if designed well, will provide 

a valuable resource for a wide range of users, ranging from education to recreation (Sensory 
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Trust, 2009). Shoemaker (2002) stated that a ‘sensory garden cannot be designed without the 

consideration of the human element. Unlike traditional display gardens that are meant to be 

observed from a distance, sensory gardens draw the visitor into touch, smell and one can actively 

experience the garden with all senses.’ The only difference is that in a sensory garden, all these 

components, (hard and soft landscaping, colors, textures and wildlife), must be carefully chosen 

and designed to appeal to the senses in such a way that they provide maximum sensory 

stimulation (Lambe, 1995).  

 Sensory stimulation is the visual and physical stimulation with opportunities to interact 

with or view nature. Our sensory organs are designed to detect change in stimuli rather than still 

input. A moderate amount of stimulation creates comfort and better performance, whereas too 

much stimulation leads to a decrease in performance. Nature provides a “difference within 

sameness” that is neither too much similarity nor too much contrast (Olds, 2001).  

In healthcare settings, positive distractions include laughter, animals, music, art and 

nature. These distractions all stimulate the senses. Laughter involves sound and touch, while 

animals also involve touch, sight, sound and smell, Art utilizes our sight and touch, while music 

stimulates our sense of sound. Nature on the other hand involves all five senses: sight, sound, 

touch, smell, and taste (Ulrich, 1992). 

Sensory gardens. The natural environment can provide a stimulating experience to the 

senses. Some gardens stimulate the senses to a greater degree then others. In sensory gardens 

plants and other design elements are selected with the intention of providing experiences for 

seeing, smelling, hearing, touching and tasting. Some sensory gardens are devoted specifically to 

one sense, such as a fragrance garden. Others may focus on several senses, with separate sections 
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devoted to each sense. A third approach is a blend that contains all of the senses throughout the 

garden.  

Sensory gardens can serve many functions. Some sensory gardens have been designed for 

the use of teaching, socializing, healing, and horticultural therapy. The ill or weakened can be 

renewed physically, mentally, or spiritually by sensory gardens. Individuals with impairment of 

one or more of their five senses may find special enjoyment because they may find enhanced 

perception in their other senses (Worden, 2003).  

The senses and plant selection. An objective in a sensory garden design is to encourage 

users to interact with plants, often directly, for instance by breaking off leaves to smell or taste. 

Some plant species can serve multiple roles in a sensory garden. For example, mint provides 

both smell and taste opportunities. Plantings arranged in themed designs can engage garden users 

and give memorable experiences. Popular themes include plants from different regions of the 

world or cultures, moonlight gardens, and medicinal plants (Worden, 2003). 

Sight. Color, visual texture, form, movement, light and shadow stimulate the sense of 

sight. Contrasts of these elements add to the sensory experience. Color provides a visual 

stimulant while adding order and balance, unity, rhythm, focal points, accents, and definition to a 

garden. Warm colors such as red, orange, and yellow bring out emotions and promote activities. 

Cool colors, such as blue, purple, and white, tend to be soothing, and promote tranquility. When 

using these colors for depression it depends on how they are feeling. If they are anxiety they 

would want colors to sooth them such as blue. If the client were sad or not wanting to be active 

they would want colors that would promote activities such as orange. Flowers are a traditional, 

effective way to add color. Colorful fruit, foliage, and bark also can significantly enhance a 

gardens visual appeal. Plants with visual texture add to the sensory experience. Excellent 
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additions for sensory gardens include smooth, rough, ruffled, fuzzy, or lacey-textured plants 

(Worden, 2003).  

Movement can be added to the garden in a number of ways. Some examples include 

plants that sway in the wind, moving water features, pools with floating leaves or flowers, fish in 

ponds, butterflies and birds. A sensation of movement can be achieved by designing planting 

beds so that the eye is drawn through a sequence of focal points and vistas. Light and shadow 

can be a sensory garden element that is often overlooked, but visually important (Worden, 2003). 

Possibilities for contrast range from subtle, such as dappled sunlight through a shade tree, 

to dramatic, such as a dark tunnel of willow or vines that lead to an area of full sun. Accessories 

for enhancing visual pleasure include color floodlights, torches, mirrors, and gazing globes. 

Mobiles and sculptures can add visual stimuli (Worden, 2003). 

Sound. Opening the ears in a garden expands the senses and broadens the garden 

encounter. Many opportunities can be provided in a sensory garden ranging from sitting under a 

tree to hearing the sound of wind rushing through leaves. Many plants offer sounds with a small 

amount of wind. Examples include bamboo stems knocking together, grasses rustling, and trees 

swaying. Seedpods of some plants make natural maracas, or sound shakers. Leaves can be left on 

the ground to crunch underfoot. Sounds of animals bring out the senses. Oak trees can bring 

squirrels that chatter and scramble. Bird songs can fill the garden if birdbaths, bird-attracting 

plants, bird feeders and birdhouses are provided and maintained. Accessories for bringing sounds 

to the garden include waterfalls, fountains, water harps, wind chimes, and music piped in through 

outdoor speakers (Worden, 2003). 

Smell. The sense of smell is deeply emotional and associative. Fragrances in the garden 

can create a lasting sensory experience. This can be especially meaningful for the visually 
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impaired. A fragrance can bring long- buried memories. Crushing and smelling a plant part is 

also a classic method of plant recognition and identification. With thoughtful planning and 

design, it is not difficult to incorporate into a garden the fragrances of plants. Many species have 

strong fragrance, such as tomatoes, citrus, herbs and spices. Some plants release their fragrance 

into the air from the heat of the sun, while others release their scent only when crushed. Fragrant 

plants alongside garden seating, is a natural combination. Relaxing with a variety of scented 

plants close by is a great pleasure. Plants in large pots placed along the garden paths can be 

brushed and touched. When fragrant creeping herbs, such as thyme, are planted along pathways, 

walking on them will release their aroma (Worden, 2003).  

Touch. In a sensory garden, people should be encouraged to touch plants. Plants should 

be chosen that are durable enough to withstand frequent brushing or handling. Touching delights 

can be found in soft flowers, fuzzy leaves, prickly seedpods, and even sticky fruit and gooey 

plant saps can stimulate the sense of touch and give children an education thrill. Some species 

offer a variety of textures within a single plant. An example is the rose, with its delicate petals 

and thorny stems. Others include silver buttonwood, with its rough bark and soft grey leaves, or 

southern magnolia, with its leaves slick, shiny, and dark green above, and soft, felted brown 

color beneath. An excellent addition to a touch garden is a lawn where people can lie down. 

Water features within reach, with water lilies, and other aquatic plants to touch, also provide 

great sensory experiences (Worden, 2003). 

Taste. In a sensory garden, the taste buds can tingle from edible fruits, vegetables, herbs, 

and spices. To ensure that everyone get a taste, include plants that can produce a large number of 

edible parts over time, such as mint leaves, strawberries, or edible flowers, rather than species 

with more limited production such as cantaloupe. Including plants that can be tasted in the 
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sensory garden provides teaching opportunities in edible landscaping, agriculture, and nutrition. 

Providing spaces for food preparation, cooking, and eating brings taste directly to the garden. 

This can be accomplished with an outdoor barbeque grill and a picnic table in the shade 

(Worden, 2003).  

Ecotherapy. Buzzell-Saltzman, founder of the International Association for Ecotherapy, 

offers perhaps the most succinct description of nature-based therapy. She describes ecotherapy as 

“the reinvention of psychotherapy as if nature mattered.” By whatever name, nature-guided 

therapy is entering mainstream psychology as the combination of urban pressures and loss of 

natural habitat create psychological problems that other forms of treatment seem inadequate to 

fully address (Buzzel-Saltzman, 2009). 

As with nature therapy for physical illness, the therapeutic use of the natural world for 

mental health began centuries ago. The American mental health pioneer Dr. Benjamin Rush, 

whose signature appears on the Declaration of Independence, believed that “digging in the soil 

has a curative effect on the mentally ill.” Beginning in the 1870s, the Quaker’s Friends Hospital 

in Pennsylvania treated mental illness, in part, by providing patients with a greenhouse and acres 

of natural landscape. During World War II, psychiatry pioneer Karl Menninger launched a 

horticultural therapy movement in the Veterans Administration Hospital System (Buzzel-

Saltzman, 2009). 

Today, Mind, the leading mental health charity for England and Wales, describes 

ecotherapy “as an important part of the future for mental health,” according to Paul Farms, 

Mind’s chief executive. “It’s a credible, clinically valid treatment option and needs to be 

prescribed by general practitioners, especially when for many people access to treatments other 

than antidepressants is extremely limited.” Mind is not claiming that ecotherapy can replace 
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drugs, but does suggest that the range of treatment approaches must be broadened. If ecotherapy 

were part of mainstream practice, “it could potentially help millions of people across the country 

who are affected by mental distress,” Farmers added (Farmers, 2007). In a major report, Mind 

recommended what is called a new agenda for mental health services. Ecotherapy is to be 

recognized as a clinically valid frontline treatment for mental health problems” (Farmers, 2007).  

Patricia Hansen Hasbach, a private practice psychologist who teaches ecotherapy at 

Lewis and Clark College, in Portland, Oregon is exploring nature as metaphor, what she calls 

“mapping the internal landscape.” She views the emergence of ecotherapy as part of the national 

progression of mental healthcare. She explained how she uses nature as metaphor, to open 

patients up, and also as direct treatment. During the intake phase, she asks her patients questions 

about family, work, and other parts of their lives. She also asks them about their relationships to 

nature and how much time they spend outside. “Some will tell me, I haven’t done it in years,” 

She asks them if they had a special place as a child in nature, “And that is an icebreaker. It often 

gives me more information than when they tell me about their families.” She also takes her 

patients outside (Louv, 2011).  

Hasbach recalls a session with a patient, “I was sitting in the park with a patient, when 

somebody went by on a bicycle. There was a cockatiel perched on the handlebars, and we both 

noticed it. Its wings were outspread, and it was clear that the bird’s wings had been clipped, 

which is why it wasn’t flying, and it was very moving to the woman. She broke into tears and 

talked about how she lived her life, with clipped wings.” In another case a woman was able to 

talk about the twists and turns of her life, “by observing the river from where we sat” (Louv, 

2011).      
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Hasbach also told the story of a seventeen-year-old patient. “This boy was doing serious 

self-damaging. The parents were in the midst of a divorce and weren’t really addressing him 

directly. He had been to two other therapists. Went once, didn’t go back. But he and I made a 

connection when he started telling me about fishing.” I said, “I’m going to give you homework. I 

want you to go fishing three times this week.” He came back the next week and said, “sometimes 

I just go to the pond and I just sit there.” He began telling me about the turtles and how they 

draw into their shell. In our third session, he trusted me enough to say ‘I thought of killing 

myself.’” Hasbach prescribed short-term medication, and more time outdoors. “I brought in his 

dad, with whom he was living with, to reconnect that bond. This week they are in Alaska fishing 

together (Louv, 2011). These two stories from Hasbach reveal that nature can help open ones 

emotions to talk about difficult issues that they would not have been able to elsewhere.  

The effects of viewing nature became crucial in this design. Looking at studies, gave 

evidence that viewing nature is restorative. Theoretical perspectives were important to explore in 

the construction of this design because it provides evidence of the connection between humans 

and nature and provides human preferences within the landscape. Horticulture therapy and 

sensory therapy were found to be extremely beneficial in the treatment process of adolescents 

with depression. Horticulture therapy and sensory therapy give the client both passive and active 

interaction with nature. These outdoor therapies shaped the development of this design by 

providing spaces for them to be conducted. After exploring the restorative effects of nature, 

horticulture therapy and sensory therapy, it became important to explore existing therapeutic 

gardens that accommodate therapy sessions.   
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Precedent Studies of Existing Therapeutic Gardens 

 There exist very few therapeutic gardens where therapists use the landscape during their 

therapy sessions. The therapeutic garden at the Institute for Child and Adolescent Development 

located in Wellesley, MA, was the first therapeutic garden example that was investigated. This 

therapeutic garden was a great example of how therapists can use the landscape during their 

sessions.  

The Alnarp Rehabilitation Garden located in Sweden, was another existing therapeutic 

garden that was explored. It provided a great example that showcased a wide variety of 

restorative environments. They ranged from the natural forest to the built environment that is 

highly cultivated.  

The institute for child and adolescent development. The Institute for Child and 

Adolescent Development specializes in treating emotional, learning and behavioral disorders that 

can develop following traumatic experiences (witnessing tragedies such as illness, violence, or 

death, involving someone close to them) (Copper, 1999). Dr. Sebastiano Santostfano and his 

wife psychologist Susan Santostfano founded the institution and wanted to provide a homelike 

setting to practice their interactive relational form of therapy (Dunwell, 1997). Located in a 

residential neighborhood in Wellesley, Massachusetts, the one-acre therapeutic garden was 

designed as an important part of a nonprofit agency dedicated to treating traumatized children 

and training professionals (Cooper, 1999). When the couple first bought the house, it was 

surrounded by a gently sloping yard shaded by century old trees.  

Dr. Santostfano’s idea of relational therapy relies on the concept that memories of 

traumatic experiences must be enacted or relived through physical actions in order to overcome 



	   61	  

the experience. For young children, he believes outdoor activities as simple as lying on soft grass 

can unlock memories (Dunwell, 1997). 

This therapeutic garden received the American Society of Landscape Architecture 

(ASLA) President’s Award of Excellence in 1997. For landscape architect Douglas Reed, the 

therapeutic garden expressed the fundamental idea that human growth and development is rooted 

in childhood and engagement within the landscape. He believes that by forming connections with 

plants, rocks, and water, the child gains a deeper sense of self within the surrounding physical 

and spiritual universe (Cooper, 1999). Although the garden gave many opportunities for play, its 

main purpose is to give a series of distinct experiences that are made to help a child reveal their 

inner feelings, feelings that the child may have difficulty expressing that may come out through 

behaviors. These experiences include safety and security, exploration, seclusion, discovery, and 

risk taking. By watching how a child interacts with the landscape the therapist is able to better 

understand the child’s disorder (Griswold, 1994). The garden is used for individual and group 

therapy sessions (Cooper, 1999). Therapists at the institute use maps of the garden to record each 

child’s activity in the garden’s various spaces and to document the landscape’s role in the 

therapeutic process. The garden then functions as both a diagnostic tool and, during the course of 

the therapy, as an aid to recovery (Griswold, 1994).  

For this design example, water was the primary determining force and a strong symbol of 

life and recovery. The institute’s staff felt strongly that a watercourse would help draw the 

children into the landscape because children are attracted to water. A watercourse weaves its way 

through the site, linking a sequence of spaces that correspond to the stages of a child’s recovery 

(Cooper, 1999). Reed reshaped the garden’s topography to create what he refers to as a series of 

archetypal landforms carved by water. The landforms are designed to suggest different 



	   62	  

experiences. A cave-like gully, for example, gives the feeling of security. It is the sort of space 

that an insecure, frightened child would be drawn to. An island provides the experience of 

seclusion or intimacy. As the child’s therapy progresses, they might be attracted more to the 

wooded plateau upland, and as the child gains self-confidence, the garden offers a mound 

intended for climbing. Similarly the slopes of the gully encourage risk taking, and a pond for 

discovery. The large open glade is made for running and playing, and its sunnyness seems to 

symbolize the final stage of therapy, recovery. The plants, the preexisting trees, and the various 

land forms are layered in a way that the entire garden is never revealed from any single point 

(Dunwell, 1997). 

Over the years, more than 1,000 children have been treated, both in the therapeutic 

garden and in community outreach programs. The children have been evaluated, using widely 

accepted tests, before and after therapy, and have generally shown strong improvements. When 

tested on ability to do schoolwork and get along with people, for example, their scores have 

risen, on average, by 32 percent. Now, with Dr. Santosrefano nearing retirement, the institute has 

depleted its funds and was forced to close its doors. But the Santostefanos and their colleague, 

Dr. Patricia Burke, are evaluating the data gathered over the years and are writing articles for 

professional journals. Both the house and garden have been put up for sale (Raver, 2005).  

Alnarp rehabilitation garden. The world’s largest rehabilitation garden is located on the 

Swedish University of Agricultural Sciences. The Alnarp Campus is situated in the flat 

agricultural area of southwestern Sweden near the Baltic Sea. Surrounded by fields, Alnarp 

stands out with its 150-year old English park and its large amount of experimental fields 

(Stigsdotter, 2003).   
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The garden is intended to serve several purposes. It offers horticultural therapeutic 

treatment programs for people (25 to 45 years of age) diagnosed as having burnout disease for an 

extended period of time. Additionally, it offers an interdisciplinary research program that studies 

how the garden functions for the above mentioned clientele. It also serves as a facility where 

scientists test different design hypotheses of the garden as well as different forms of horticultural 

therapy. Finally, the garden also serves as a place of study for students (Stigsdotter and Grahn, 

2002).  

In autumn of 2001, the garden was designed and laid out covering five acres of both 

nature-like areas with restorative qualities and more traditional cultivation areas with planting 

beds and qualities focusing on more demanding activities. The first client arrived in July 2002 

and more than 140 clients have been treated over the years (Grahn, 2007). 

The intent of creating the Healing Garden at Alnarp was to investigate how well the 

Healing Garden School, The Horticultural Therapy School, and The Instorative School can 

predict how patients behave in the garden, what they dislike and how quickly they recover. This 

aim has directed the design of the garden as well as the activities carried out in it. In some parts 

of the garden, the design is influenced mainly by the theories of the three schools above 

(Stigsdotter, 2003). The following three theories have been developed among environmental 

psychology and landscape architecture.  

Theory One: claims that the health effects are due to a restorative influence on emotional 

centers in the limbic system of the brain, caused by the environment. This environment 

consists of nature-like surroundings and wild nature. The theory regards humans as a 

biological individual, suited for a life close to nature. In natural surroundings it is 

possible for a human to react with and to trust his unconscious reflexes.  
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Theory Two: claims that health effects are due to the restorative influence on the 

cognitive functions. The higher cognitive functions require more energy and the brain can 

be easily overstrained. This theory is based on the fact that a human has two different 

types of attention: spontaneous attention and directed concentration.  

Theory Three: claims the results of health effects are due to the fact that the garden and 

nature make demands that can softly balance the person’s own ability and control. This 

theory gives a thought about access to the surroundings in relation to mental functional 

barriers or psychological states of ill health. A person who has experienced trauma-like 

grief or personal illness needs an environment that provides less demand (Stigsdotter, 

2002).   

Alnarp University has found that experiences of nature affect people differently 

depending on their life situation. A person’s experience of nature will depend on how much they 

are able to absorb from the environment and how strong their mental power is. A pyramid was 

developed to illustrate the different levels of a person’s mental power (see Figure 2-1) 

(Stigsdotter and Grahn, 2002). The need for environments with fewer demands is located at the 

bottom of the pyramid while the higher demands are at the top. The directed inwards 

involvement level is at the bottom of the pyramid where mental power is very weak. Activities 

for this level are more private where disturbances are disliked. The next level is the emotional 

participation level where mental power is somewhat greater. The client begins to take an interest 

in their social surroundings and likes to observe people around them, but do not have the mental 

strength to participate. Active participation is the next level where individuals take part in a 

group that does something together. A client at this level has the mental power of giving and 

sharing. Together with other people, an individual at this level can create things. At the top of the 
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pyramid is the outgoing involvement level, where mental power is very strong and the person is 

able to lead a group of people. People at this level can take initiative in starting things and 

carrying them out. They are in charge of the creative process and make sure things get done. 

Only individuals on this level are mentally strong enough to completely follow through on their 

ideas and plans without strong support from a group.   

 

 Figure 2-1: Mental power pyramid (Stigsdotter and Grahn, 2003) 

The intent of the healing garden at Alnarp was to design the garden for all the mental 

power levels (See Figure 2-2). There are areas were client’s work in privacy and also areas 

where they can be with several people at the same time (Stigsdotter and Grahn, 2002). Mental 

demands can involve just being together with other individuals cultivating a planting bed that 

requires considerable care. 
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Figure 2-2: Mental power pyramid placed on Alnarp’s site design (Stigsdotter and Grahn, 
2003) 
 
A healing garden must be able to communicate with people on many levels. The healing garden 

at Alnarp has shown that there are eight main characters that form the fundamental building 

blocks of parks and gardens (Figure 2-3 below lists these characteristics). These characters 

consist of symbols that show themselves through many different sensations. Some characters are 

laid out separately and others are combined. Most of the characters require more nature-like 

areas with larger masses of growth such as tall trees and many different kinds of plants 

(Stigsdotter and Grahn, 2002).  
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      Figure 2-3: Characteristics of the eight rooms (Stigsdotter and Grahn, 2003). 

The intent of the Alnarps healing garden was to create garden rooms that are not too 

abstract, unfamiliar or challenging. The design requirements, based on the research and the needs 

of the clients, led to three objectives for the garden. The first design requirement is more 

demanding and focuses on cultivation and horticultural therapy. The second design requirement 

is less demanding and focuses on a more nature-oriented and restorative function. The third 

design requirement is to introduce rooms associated with the Instorative School. These rooms 

attract people’s curiosity and tempt them to feel and smell the water, grass, flowers, and soil, 

aiming to break the persons shell and encourage them to participate in all activities. There are 

also transition stages between the very demanding rooms and undemanding rooms. (Stigsdotter 

and Grahn, 2003).  

The Welcoming Garden is the first garden room encountered as the visitors enters. It is 

therefore important that this room does not make any mental demands on the visitor, so even 

those with little strength of mind can manage to cope with it and find it interesting and attractive. 

The Welcoming garden is divided into two types so that those who want a sensory experience 
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can go to one part and those who want a social experience can go to the other space. The room 

character that dominates both types of the welcoming garden is Serene (see figure 2.3). The 

social part of the garden is close to the entrance while the sensory experience is to the south. The 

sensory section offers more contrasts of sun and shade, particularly in the southeastern corner 

where there is a wetter woodland area. Here the visitor finds dripping water, fragrant plants, and 

berries rich in flavor. In this area people will find the room characters of Serene, Rich in Species, 

and The Pleasure Garden (see figure 2.3). The social section of the garden is larger, sunnier, and 

more open with several seating options and opportunities for social interactions. This room 

characters are Serene, Culture and Festive (see figure 2.3) (Stigsdotter and Grahn, 2003).  

The largest area in the healing garden consists of nature-like elements that does not 

contain any cultivation elements. This space is called The Nature Area. This area is dominated 

with nature-oriented character that are divided into a forest, a grove, and a meadow. The nature 

area has the characters of wild, rich in species, and space (see figure 2.3). The wild character is 

the more dominate character in the forest space (see figure 2.3). The forest begins at the 

entrance, and then follows the western border up to the northwest, where it expands. After this it 

becomes narrower, following the northern border and then turning to the south again, ending at 

The Forest Garden. Within the forest, the tops of many large trees are intended to make the 

visitor feel as if they have entered another world. A meandering path wanders throughout the 

forest. The idea of the forest is to offer restorative qualities to clients seeking seclusion, peace, 

and strength. The pastoral grove is located in the northwestern part of the nature area. This grove 

consists of broad-leaf trees, shrubs and herbs that are native to Sweden. A pond can also be 

found in this space. The dominant characters of the grove are serene and space (see figure 2.3). 

The pastoral landscape is like the landscape of the savanna. This type of landscape has had 
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several experimental studies that have proven to have a powerful restorative influence on 

individuals who are stressed. The meadow is another part of the pastoral landscape. This space 

suggests an important expression of The Common, but also Space among the eight characters 

(see figure 2.3). In order for the open meadow to transition into the strict geometric cultivation 

area, a strong form was needed (organic but strict). The design idea led to a number of small 

rooms enclosed by hedges in the form of an ellipse. The ellipse provides a transition between the 

wild and the strictly pruned rooms (Stigsdotter and Grahn, 2003).  

In the healing garden there are four different rooms that focus on various kinds of 

cultivation that relate to horticultural therapy. The first room is a very mental demanding room 

with cultivation spaces in raised planting beds and shrubs in straight rows. The second room is a 

less demanding cultivation space inspired by a Swedish allotment-garden area. The third room is 

an even less mental demanding, where the cultivation is focused on forest gardening. Lastly an 

orchard intersects the ellipse and presents a pastoral character.  

The third garden room focuses on cultivation and horticultural therapy. The most extreme 

and mental demanding of all the spaces, is called The Hardscape Room. In this room, none of the 

eight room characters are present. The design of this garden space focuses on activities such as 

cultivation and horticultural therapy. This room represents an attempt to design a garden room in 

which the activities alone, gardening, and horticultural therapy are the focus. In contrast to the 

other garden rooms, the plants are not part of a garden arrangement but stand alone in their 

cultivation beds. In this room clients, students, and researchers are able to construct and test 

different types of planting beds with various height, length, and width. A newly designed 

greenhouse is placed there for research purposes. This type of greenhouse gives the impression 

of a glass igloo (Stigsdotter and Grahn, 2003).  
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The Traditional Cultivation Room is designed like a traditional garden that focuses on 

cultivation. Some of the cultivation are located in planting beds of different height. In this room, 

greenery is dominate but kept in strict rows. Both the walls and floor of the room is organic 

material, which help to give the room a soft, friendly, and less mental demanding character. On 

the grass-covered ground, the stone-meal path weaves its way between the planting beds. The 

room characters of Festive, Culture, and Rich in Species can be found in this space (see figure 

2.3) (Stigsdotter and Grahn, 2003). 

The Forest Garden Room offers cultivation in a small area. Its organic and nature-like 

design is different from the straight and strict lines of the traditional plantations. This room gives 

opportunities for cultivation in an organic form. The characters in this room consist of Rich in 

Species, Space and The Pleasure Garden (see figure 2.3). This garden is designed to resemble a 

natural forest. The purpose of the Forest Garden is to create a biologically sustainable system, 

which should be productive and requires little maintenance. The garden also allows people to 

work in an environment that offers small private rooms as well as opportunities to consider what 

individual plants need in terms of light, heat, water, etc (Stigsdotter and Grahn, 2003).  

The Orchard is between the Traditional Cultivation Room and The Meadow. Fruit trees 

are highly symbolic. In southern Sweden, fruit trees have traditionally been planted inside the 

gardens as well as on the borders of pastures. They have also been used as trees for avenues 

(Stigsdotter and Grahn, 2003). The Alnarp Rehabilitation Garden is an excellent example of the 

different kinds of beneficial natural environments that transitions from the wild nature to a highly 

cultivated horticulture setting.     

Figure 2-4: Chart of Alnarp Healing Garden on the next page describes the four mental 

power stages and the entrance of the Alnarp garden. It explains each landscape element that 
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corresponds to each mental power stage. It also provides the different therapies and the level of 

engagement for each patient in each mental power stage. This chart provides a better 

understanding of the relationships between the outdoor environments and the four mental power 

stages. 
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Figure 2-4: Chart of Alnarp Healing Garden (Information from Stigsdotter & Grahn 2003) 

Levels of Intensity Kinds of Therapy examples of engagement
1: Outgoing Involvement 
(mental Power is very 
strong)

* Group therapy                 
* cultivation                        
* horticulture therapy

* able to lead a group of people                           
*are able to take initiative is 
starting things and carrying them 
out                                       
*They are in charge of the creative 
processes and make sure things 
get done

2: Active Participation * group therapy   * has mental power of giving and 
sharing                                 
*they can create things, such as 
organizing a something or helping 
to plan and lay out a flowerbed

3: Emotional Participation 
(a moderate level of 
mental power)

* Individual sessions * begin to take interest in their 
social surroundings   *like to 
observe people around them, but 
do not have strength to take active 
part in what they are doing                        
*are little friendlier and can talk a 
little with neighbors                        
* they are not as antisocial as the 
bottom level

4: Directed inward 
Involvement (mental 
power is very weak)

*activities that tend to be 
private                         
*Individual sessions

* walking in nature                      
* sitting in nature                        
* picking berries                         * 
No cultivation                     *offers 
restorative qualities to participate 
in seeking seclution, peace, and 
strength                                     
* enclosed, safe, and secluded 
place

Entrance first garden the visitor enters * feel safe, secure, and feel like 
they can be themselves                      
*Sensory: silent, peaceful, variety 
of plants species, enclosed, safe 
and secluded place; activate 
peoples senses                    
*Social: peaceful, meet area 

* important that the room does not make any 
demand on the visitor, so that little strength of 
mind manage to cope with it.                           
* at the same time it should be experienced as 
interesting and attractive                                 
*two types of welcome: more social, more 
sensory                                                         
* Sensory: offer more contrasts of sun and 
shade; dripping water; fragrant plants and 
berries rich in flavor; Everything is planned so 
that very little gardening will be required in the 
long run and the demands on the visitor will be 
low                                                        
*Social: larger more sunny, and more open 
room with many seats and opportunities for 
spontaneous encounters

Changes of landscape features
Hardscape room:                                        - 
Greenery does not dominate                                              
constructs and tests different types of planting 
beds of varying height, length, and width                
- the plants will not be part of a garden       
arrangement, but will stand alone in their 
cultvation beds                                                   
- greenhouse with a modern impression that     
looks like a glass igloo                     
traditional Cultivation Room:                        
- focuses on cultivation;                                      
- has planting beds of different heights;                
-greenery dominates but is kept back in strict 
rows                                                                   
- walls and floor of the room is organic material 
has grass with stone-meal paths winding its 
way between the plant beds             

* forest garden:                                 
cultivation in organic form                       
different plant layers purpose is to create a 
biologically sustainable system                                                           
* orchard a transition zone between cultivation 
and pasturage 

* pastoral grove (consist of broad-leaf trees, 
shrubs, and herbs that are native)                                                        
* its structure resembles a savanna landscape                   
*  meadow (a green, open place) providing 
peacefulness and space                               * 
To transition the meadow in to the cultivated 
area, there are a number of rather small rooms 
enclosed by hedges in the form of ellipses. They 
have been laid out on the borders between wild 
nature and tended garden         

 * Wild Woodland                                            
*  Nature oriented character will dominate                                 
* variety of animal and plant species of the 
forest                                                            
* the over head large trees are intended to 
make them feel as if they have entered another  
world                                                
*transitions to the grove where they can look 
out
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These environmental transitions influenced the design of this creative project. The 

Exterior Therapeutic Design Project converts from the natural landscape, to a butterfly garden 

then to the horticulture area. From each of the mental power stages, landscape elements were 

taken and transformed into this final project design. The Treatment Centers Comparison Chart 

(see Appendix A) was created to compare the Alnarp Healing Garden, Still Waters Professional 

Counseling Center, and The Exterior Therapeutic Design Project. This chart provides an 

overview of the elements from the Alnarp Rehabilitation Garden and Still Waters Professional 

Counseling which were incorporated into the Exterior Therapeutic Design Project.   

Summary. This chapter presented research that justified and formed the final design of 

this creative project. Understanding the clients who will benefit from the creation of the design 

project was critical. The adolescent phase is one in which a young person is trying to find out 

who her or she is. This uncertainty can bring them to be vulnerable to lower self-esteem. 

Depression can be found in adolescents who have low self-esteem and/or behavioral problems. 

The consequences of depression in adolescents can seriously impact the quality of life for the 

individual and can have harmful effects on the individual’s future. Therefore the stage of 

adolescences is often a necessary time for interventions.     

In order to create a therapeutic design project which would be conducive to successful 

treatment, it was imperative to understand how therapists conduct their sessions and how they 

utilize different therapies and techniques. The technique of relationship building is very 

important in a therapy session. Having a positive relationship between the therapist and client is 

critical to a successful outcome. Therefore providing spaces for relationship building was critical 

in this design. Cognitive behavioral therapy on an individual level is commonly used and very 

successful with adolescents suffering with depression. Group therapy is also frequently used and 
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can improve an adolescent’s social skills. Therefore providing spaces for individual and group 

therapy was important in the design of this creative project. 

Research on the benefits that nature bring to humans was important in validating that an 

outdoor environment can be beneficial in treating adolescents with depression. Restorative 

effects of viewing nature were found to be beneficial from viewing nature within the landscape 

and looking out from a building’s window. Window views from waiting room and therapy rooms 

were important in the development of this design. Theoretical perspectives were explored to 

understand why nature is restorative. Theories and studies explain human’s preferences of the 

landscape and human’s connections with nature. Appleton’s prospect refuge theory explained 

that human’s prefer wide-open views with protected settings that prevent the viewer from being 

seen or that protect the viewer’s back. This theory also revealed a high preference for canopied 

landscapes with an open floor. Movement through an environment is critical for human 

exploration. Providing choices for a client is extremely important. These choices give the client a 

feeling of control that they might not have within their own life. All of these preferences were 

implemented throughout the final design of this creative project.  

Horticulture therapy was found to be extremely beneficial for adolescents with 

depression. Horticulture therapy gives adolescents the feeling of having a purpose in the world. 

Taking care of plants gives adolescents responsibility. It also gives opportunities to socialize 

with others who are dealing with the same issues. Horticulture therapy provides opportunities for 

self-expression and creativity. Planting and finishing a project increases feelings of 

accomplishment and self-esteem. Physical activities can utilize the energy found in an 

adolescent’s anger or aggression and channel it into productive directions. Horticulture therapy 

increases an adolescent’s attention span and concentration, while improving problem-solving 



	   75	  

skills. Because horticultural therapy can help to improve the treatment process of an adolescent 

with depression it was critical to provide spaces for horticultural therapy activities in the final 

design of this creative project.  

Sensory therapy, traditionally an indoor treatment, is now utilized outdoors. Most outdoor 

sensory therapy is applied in sensory gardens. Sensory gardens can serve many functions. Some 

have been designed for enabling teaching, socializing, healing, and implementing horticultural 

therapy. The ill or weakened can be renewed physically, mentally, or spiritually by sensory 

gardens. Individuals with impairment of one or more of their five senses may find special 

enjoyment because they may find enhanced perception in their other senses. Adolescent’s senses 

can be impaired when depression occurs. Providing spaces for sensory stimulation was important 

to implement in this design. Every landscape element in this design was to enhance at least one 

of the adolescent’s senses.  

Exploring successful therapeutic gardens was an important component of the final design 

of this creative project. The Therapeutic Garden at the Institute for Child and Adolescent 

Development was one of the few therapeutic gardens designed for therapy sessions. It 

specialized in treating emotional, learning and behavioral disorders that can develop following 

traumatic experiences. Depression can stem from any of these aforementioned disorders that they 

treat. This example expressed that water was an important restorative element. Therefore in The 

Exterior Therapeutic Design Project, a stream with a water feature was implemented to weave 

through the site. The changing topography in this design was also derived from this therapeutic 

garden example. Although this therapeutic garden was an excellent example for this creative 

project, it was not designed for handicap accessibility.  
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The Alnarp Rehabilitation Garden served as excellent example of a large-scale design 

which provided a great variety of restorative outdoor environments beneficial to patients who 

suffer with depression. Even though the age level is much older in this example, these landscape 

environments can have the same positive effects for adolescents. 

This chapter presents evidence that conducting a therapy session in an outdoor 

environment can be beneficial for adolescents with depression. A combination of these findings 

served as the basis for the final plan of the Exterior Therapeutic Design Project.  
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Chapter three: Site Specific Research  

Introduction 

 This Chapter provides an overview of Still Waters Professional Counseling Center and 

the Exterior Therapeutic Design Project site design process and program. The following list 

presents the steps that were taken to complete the final design of this creative project.  

1. Conduct a site inventory and analysis  

2. Develop goals and objectives 

3. Conduct analysis of key findings  

After the inventory and analysis was completed, the site concept development began. 

Final recommendations included four outdoor therapeutic environments and enhanced vehicular 

and pedestrian circulation. The final design provides a supportive environment for counseling. 

The following pages further document the findings of the inventory and analysis procedures, and 

how these findings were applied to the design of the site.  
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Background of Still Water Professional Counseling  

Still Waters is locally owned by  

Robin Lett and Robin Geelhoed who are 

both licensed practicing psychologists in 

the clinic. The clinic, located in Muncie, 

Indiana, also includes three additional 

licensed psychologists, one educational 

psychologist, three mental health 

counselors, one dietitian, and two 

therapists. The clinic’s building was      Image 3-1: View entering the existing site 

originally a residential house. Still Waters has prioritized creating an interior environment that is 

relaxing and comfortable. In the waiting room an audio sound of running water is present to 

enhance relaxation. Each therapy room is designed to give a feeling of comfort. The clientele of 

therapy ranges from young children to the elderly. Duration of a therapy session is usually 

between thirty minutes to an hour.  The services that they provide are the following: 

- Diagnostic assessment 

- Psychological testing 

- Psychiatric services 

- Individual psychotherapy 

- Couples/family therapy 

- Medical nutrition therapy 

- Supervision services for mental health professionals 

- Professional consultation and training 
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Spatial Context  

To gain an understanding of the surrounding area of the site, a location map is presented 

followed by a spatial context map. The location map (Figure 3-1) illustrates where Still Waters 

Professional Counseling is located within Muncie. The spatial context map (Figure 3-2) reveals 

the land uses surrounding the building and roads that surround the site.  

  The location maps are revealed in various levels of detail. The red highlighted county 

displays where Delaware County is located within the state of Indiana. An areal map of 

Delaware County is then shown to reveal where the city of Muncie is within the county its self.  

A map of Muncie is then highlighted to show the location of Still Waters Professional 

Counseling. Looking at the project site vicinity map, you can see the localities situated around 

the project site. It is apparent that the site is located in an area that contains both residential 

neighborhoods and commercial businesses. 

Still Waters Professional Counseling is located on Wheeling Avenue which is considered 

to be a very busy road on the north side of Muncie. Still Waters rests in a residential 

neighborhood with some houses that have been transformed into commercial businesses. Even 

though this site is considered to be a commercial business, it is important to blend within the 

surrounding residential neighborhood. A spatial context map (See figure 3-2) was made to reveal 

the immediate surrounding area. This map illustrates that the current area is a mix between 

residential homes and former residential houses which have been converted into commercial 

businesses.  
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Design Considerations 

  This site design must be appropriate for conducting a therapy session. Three elements 

were considered within the development of this design: privacy, comfort, and window views. 

1.  A major element that impacted this design was visual and audio privacy. Therefore this 

design  must not be located in an open space where public views are present. These public 

views consist of: 

- Views from Wheeling Street 

- Views from the alley  

- Views from neighbors that are both north and south of the site 

2. Another element that will impact this design is the comfort of the patient. Places with 

shade will keep them cool during the summer. It is important to provide places to sit and 

relax during sessions. Providing small and larger spaces will incorporate a variety of 

landscapes for patients. These spaces can be used for individual or group sessions.    

3. Providing an uplifting outdoor environment is also beneficial to the interior of the 

building. Window views from the waiting room and therapy rooms need to be 

considered. A relaxing view from the waiting room can lower stress levels for clients. 

Providing nature views for the therapy rooms will bring further comfort when talking 

about stressful events. 

 As the Still Water therapists contemplated an outdoor therapeutic garden, they expressed 

two concerns, one regarding privacy and the other comfort. Clients must have visual and audio 

privacy throughout their sessions. The comfort of clients and therapists, whether they are outside 

in the heat of the summer or indoors looking out upon the garden, must be taken into account. 

These physical considerations were critical in the development of this design. After exploring the 
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design considerations, the next step was to visit the site in order to conduct a site inventory and 

to create a site analysis. 

Site Inventory 

The site inventory involves an overview of the site qualities which already exist and can 

enhance this proposed design.   

- This design consists of two properties. Owner Robin Geelhoed is the owner of the 

southern neighboring property from the current site. To expand design opportunities, 

this southern property was combined with the original site.  

- A garage and house on this southern property will be removed to provide more space 

for the design. 

- The site rests between Wheeling Avenue and an alleyway. Wheeling Ave is a very 

busy and noisy street. Wanted and unwanted views need to be considered. The front 

view of the building should not be blocked. This is important so that passing cars can 

recognize the building’s presence. However, views looking into the therapy 

environment from outside the site need to be screened. Image 3-2 illustrates the view 

from Wheeling Avenue looking onto the site. The alleyway is relatively quiet but still 

needs privacy screening from neighbors. Image 3-3 illustrates the view from the 

alleyway.   
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Image 3-2: View from Wheeling Ave on the east side of the site that needs to be screened 
 

 
Image 3-3: View from alley way on the west side of the site that needs to be screened 
 

- Image 3-4 illustrates the current parking lot that consists of gravel with no parking 

space markers. To consider the neighbors, the counseling center placed a wood fence 

around the west and north side of the existing parking lot. The parking contains a 
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good portion of the existing property’s back yard. To provide better use of the site, 

the parking area needs to be reconfigured.  

- In the existing parking lot an electric pole is present. Overhead electric wires stretch 

from the house to the electric pole, then to the red barn and over the red barn to the 

south property. These overhanging electric wires will need to be taken into 

consideration in this design. The electric pole has a light fixture on it, but it is not in 

use. The site is fairly dark so lighting will need to be considered.  

 
Image 3-4: View of existing parking lot, existing barn and electric pole 
 

- The existing barn is used for one of the owner’s husband’s landscape company. A 

gravel driveway gives access to the barn from the west side of the site. The existing 

barn may need to be removed due to the fact that it lies between the back yards of the 

two properties. If removed it can provide more space for this design.  
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Image 3-5: View of the main entrance drive into the existing site 
 

- The southern adjacent property contains an existing wood fence that runs along a 

portion of the purposed property. This existing fence can provide screening to the 

site.    

- Image 3-6 illustrates an existing deck that is located off the back entrance of the 

building. This can provide a transitional space between the house and the landscape. 

                         
Image 3-6: View of the back entrance deck 
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- Some of the existing trees should be incorporated into this creative design. In the 

back yard there are two large trees that can provide shade. In the front of the building 

there is a pear tree that is in excellent condition and should be kept.  

- The mature trees located along Wheeling Avenue need to be kept in order to maintain 

the rhythm of the other street trees.  

- The north adjacent property has a shrub hedge that transitions into a row of small 

trees with low branches that provide some screening, but will need additional 

screening.  

- A row of small trees runs along the south side of the existing property where the 

existing barn is located. It then stops where the alley way intersects the property line. 

This row of trees may need to be removed because they divide the two properties for 

the purposed site. 

- In front of the building there are three small trees that can be transplanted elsewhere 

if needed.   

- The vegetation bordering the south of the existing site is sparse. This area will need 

screening.  

- The utilities of the house are located on the north side of the house. 

Site Analysis 

The site analysis involves an overview of site improvements and qualities that already 

exist that can enhance this proposed design. In the site analysis map (Figure 3-3), it is evident 

that most patients use the back entrance of the building because of its proximity to the parking 

lot. However, this door does not lead directly to the waiting room. The front entrance, which is 

much farther from the parking lot, leads directly to the waiting room. Because of this, it is not 
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used very often. An opportunity presents itself in moving the parking lot closer to the front 

entrance to enhance the patients’ way finding. The back entrance can provide an opportunity for 

an entrance into this therapeutic design. Demolition of the barn, house and garage are necessary 

in completing the projects goals. There are several views where additional screening is necessary 

to accomplish the privacy desired. There are also opportunities where views can be enhanced to 

benefit the patient’s experience. These views are from the lobby window views and the patient’s 

transition from the parking lot to the entrance of the building. An ideal location for horticulture 

therapy facility is illustrated in yellow. Proper sun exposure and close proximity to the building 

amenities make this the ideal location. 

It is important to understand where the sunny and shady locations are in developing the 

planting design. These locations are noted on a sun and shade inventory map (see Figure 3-4). A 

majority of the existing site is sunny with some shade from the street trees located within the 

right of way. Therefore, plants that can withstand a large amount of sun are desired. Providing 

tree canopies will need to be considered to provide comfortable resting spaces.    

 Figure 3-5 illustrates the building’s main level floor plan. The most important window 

views consist of the therapy rooms and the waiting room. These are the most important window 

views because they are the clients’. The second most important window views are viewed by 

employees who could also benefit from a nice view but are not the main focus. The upstairs 

consists of three therapy rooms, one office and one bathroom. Providing therapeutic window 

views will lower stress levels and provide comfort to the client as they wait to be seen or during 

an indoor therapy session. The window views from the waiting room and therapy rooms are 

critical in the development of this design. 
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Interview at Still Water Professional Counseling Center  

Karla Townsend, mental health therapist from Still Waters Professional Counseling, 

predominately uses cognitive behavioral therapy with some sensory therapy. According to 

Townsend, cognitive behavioral therapy is taking something clients believe and examining it 

to find the error in their perception. Together she and the client examine it and make it 

different. Townsend uses a couple of objects for sensory therapy in her therapy room. She 

utilizes a small sand box (for touching) and a bubble ink item (for viewing). Townsend 

frequent uses games to create and foster relationships with the adolescents. Currently her 

sessions are rarely outdoors but Townsend supported the idea of outdoor sessions. One 

concern she noted would be the lack of privacy. She revealed that girls tend to want to be 

more private then boys do. Items that she would need or like to have in an outdoor setting 

would be the following:  

- Waterfall (for sound sensory) 

- Herb garden (for touch and smell sensory) 

- Art space (needs a table for games, cards and drawing). Usually teens will do talk 

therapy, but to break the ice, she will play games with them to make them feel 

more comfortable. 

- Accessible (wheelchairs and ramps) 

- Comfortable temperature 

Townsend noted that the landscape could be used as a metaphor. This idea includes taking 

something that looks one way and changing it to present it in a different way. Using the 

landscape as a metaphor can be a form of cognitive behavioral therapy. 
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Design Program 

 This creative project proposes a therapeutic garden design to provide more opportunities 

for therapy in the outdoor environment. It is anticipated that a positive and uplifting environment 

will help build a therapeutic relationship between the therapist and the client, thus aiding the 

therapeutic process. Both passive and active relationships with nature are presented in this 

design, along with spaces for individual and group therapy sessions.  

 In the formation of the design goals, patients’ and therapists’ needs were taken into 

consideration. Next the most beneficial outdoor therapies were chosen for depressed adolescents.  

The following are the design goals and objectives of this design: 

I. Expand therapeutic setting options for the following therapy types: 

a. Provide settings for sensory therapy to be conducted. 

i. Provide a landscape setting which stimulates the five senses. 

i. Smelling fragrance of flowers 

ii. Touching texture of plants 

iii. Hearing the sounds of water 

iv. Feeling sunshine and wind 

v. Hearing the sounds of wildlife 

vi. Touching water 

vii. Tasting edible plants 

viii. Seeing colors of plants 

a. Provide settings in which talk therapy can be conducted. 

1. Provide spaces for individual sessions. 

i. Willow dome 
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ii. Sitting area next to waterfall   

iii.  Walking along pathway 

iv.  Extending therapy room   

2. Provide spaces for group sessions. 

i.   Gardening area 

       ii.  Craft house 

       iii. Greenhouse 

3. Provide spaces for both individual and group sessions. 

i. Climbing Hills 

ii. Open lawn area  

iii. Butterfly garden 

iv. Sensory garden 

v. Wooden castle 

3. Provide a setting that reduces stress 

i. Provide a woodland-like setting 

ii. Provide a comfortable setting 

iii. Provide spaces to view nature 

a.  Enhance views from interior  

b.  Provide views from outdoor spaces   

vi.  Provide a space to walk through nature (physical activity)  

4. Design to accommodate visual and audio privacy issues by 

screening the street, alleyway and neighbors.                         

  C. Provide settings for horticulture therapy to be conducted. 
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1. Provide a space for therapy that can enhance self-esteem, self-

confidence 

i. Preforming gardening activities 

ii. Preforming craft activities 

2. Provide a space for therapy that can reduce stress 

3. Provide a space for therapy that can enhance physical activities 

II. Provide a transition setting from the patient’s everyday life to their therapy session 

A. Provide a better connection from the parking lot to the front door of the building 

i. Bring the parking lot closer to the front entrance of the building 

ii. Design an efficient parking lot 

a. Appropriate spacing of parking space and driving space 

iii. Provide a sidewalk from the parking lot to the front door  

B. Provide a therapeutic setting 

i. Provide trees for shade 

ii. Design with plants to give pleasant experience 

iii. Provide an inviting and pleasant place  
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Chapter Four The Design at  

Still Waters Professional Counseling 

For this creative project’s design it was important to provide a stimulating and relaxing 

environment which offers passive and/or active involvement for depressed adolescents during 

therapy sessions. The intended experiences of safety, security, exploration, seclusion, discovery 

and risk-taking were implemented in each landscape environment in this design.  

This therapeutic garden design at Still Waters Professional Counseling consists of four 

types of environments that provide individual and group spaces for therapy. The first 

environment consists of a natural-like landscape. This space imitates a forest with elements that 

consist of tree canopies with an open floor and a stream that weaves through the space. It then 

transitions into the second therapeutic setting that consists of a butterfly garden that is designed 

in an organic form. This butterfly garden then transitions into the third environment where a 

horticulture area can be found. The fourth environment consists of a sensory garden that can be 

accessed from the glass therapy room or from the front entrance of the building. This space is 

important because it is being viewed from the waiting room. Among these four environments the 

parking lot can be considered a fifth environment. Providing an experience from the parking lot 

to the front entrance of the building is important as well. Each of these environments provides an 

uplifting and relaxing experience. These five environments are explained further to describe the 

therapeutic design intent of each space.  

Natural Environment 

This natural environment space was intended to be a place of restoration and a place to 

escape everyday stress. An environment that is dominated by plants can reduce stress and bring 

on a calming state of mind. Appleton (1975) and Bourassa (1990, 1991) found that people prefer 
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open, distant views, water, refuges and paths that suggest ease and movement. People prefer 

individual trees that have short trunks (easier to climb), and broad canopies (greater protection 

from the sun and rain). These preferences were all implemented into the natural environment of 

this design.  

The intent of this natural environment space was to provide a restorative setting that 

represents the closest thing to wild nature. To provide a feeling of being within nature, natural 

materials were selected for each element in this environment. This natural environment is 

entirely screened from unwanted view by large evergreen trees and shrubs. It contains a circular 

gravel walkway that gives patients different visual experiences, easy movement, and a 

continuous walking route. This circular walkway encloses an open space that contains changing 

topography. Off of this circular walkway there are two separate spaces for therapy sessions. 

Another pathway extents off this circular pathway and leads to the butterfly garden. Along a part 

of the walkway are a few boulders that can be used as a resting spot to sit and talk and view the 

open space of changing topography.  

Water was found to be highly preferred for restoration. It also can be an important 

element that draws the client into the landscape. This was accomplished by designing with 

landscape elements inspired by Douglas Reed’s design at the Therapeutic Garden at the Institute 

for Child and Adolescent Development. A stream weaves through the site and ends in a pond just 

as Douglas Reed’s design had done to bring the client into the landscape. This stream begins at a 

water fountain that is located at the south side of the building and ends in a pond within the 

butterfly garden.   

Tree canopies are preferred; therefore, this environment consists of mostly tree canopies. 

These tree canopies not only provide shade, but also provide an experience of protection and 
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seclusion. Red Maples were chosen because of their broad canopies, low branch structure and 

beautiful fall color.  

The example of the Alnarp Rehabilitation Garden’s forest area lies within a 150-year old 

woodlands. To illustrate the forest woodland in this design, red maple trees are placed close 

together to provide the same restorative effect as the Alnarp garden.  

The Figure 4-2 illustrates the back entrance of the building where a client and therapist 

would enter the landscape. They first encounter the existing deck that provides a transition 

between the building and the landscape. Two pathways are present from the deck. A gravel 

walkway that leads to the natural environment and a paved walkway that leads to the 

horticultural area. When following the gravel walkway, one will intersect the circular pathway 

and have the choice to turn left or right. The water fountain, which is at the beginning of the 

stream, can be seen. Tree canopies begin to appear as one walks towards the circular pathway. 

Therapy window views overlook the water fountain that lies within the planting bed. The upper 

level therapy rooms offer a view of lush green treetops. 
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Figure 4-2: view of the back entrance of the building and the water fountain located at the 
beginning of the stream 
 

Figure 4-3 illustrates a therapy session being conducted as a therapist and client walk 

away from the back entrance of the building. Looking out onto the open lawn area the 

horticultural area can be observed. The entire gravel walkway is lined with trees that provide an 

overhead canopy. The tree canopies provide an overhead plane that brings a feeling of enclosure 

with open views. Appleton’s Refuge Prospect Theory illustrated that providing protected areas 

(tree canopies) that look out onto open spaces are preferred. This theory is why the open space 

and tree canopies along the pathway were implemented in this design. To the left side of the 

walkway is the open lawn area where clients can run and get frustration out or play games with 

the therapist or other clients during group therapy. This open lawn space also provides views of 

the adjacent environments and a place where one can observe their surroundings. The right side 

of the pathway overlooks an open area that contains changing topography. The left side of the 

pathway is where one can encounter the stream. Client and therapist can meander off the 
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pathway and sit along the stream or just continue their walk enjoying the sound of the flowing 

water.  

Figure 4-3: View of open area facing towards the building; A therapy session in progress walking 
along the walkway 

 

The following four spaces are where therapy sessions can be conducted within the natural 

environment. These spaces are designed with the intent to draw adolescents into the landscape, 

enhance the connection with nature and provide creative spaces to conduct a therapy session.  

- Willow Dome  

- Waterfall feature seating area 

- Wooden Castle 

- Climbing Hills 
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Willow dome. The fort-like willow dome is set off the circular walkway and is meant to 

be a space for an individual therapy session. This dome provides an interesting setting that 

adolescents, especially boys will enjoy. This willow structure is constructed of willow branches 

that are bent in the shape of a dome. The dome structure idea was inspired by Appleton’s 

Prospect Refuge Theory of feeling protected from being seen, but also able to look out. The 

willow dome provides a natural screening from outside views, but allows one to see out through 

the spaces of the willow branches. Two tree stumps are used for seating within the dome. Using 

tree stumps for seating continues the theme of using only natural material elements for this 

environment. The willow dome is screened from views of the adjacent property and the parking 

lot views with evergreen shrubs. Tree canopies hang over the dome structure to provide a feeling 

of security. This willow dome can be considered a safe space where adolescents can express their 

feelings in a non-traditional environment. Ideally, it will assist in heightening the relationship 

bond between the adolescent and therapist. 



	   103	  

Figure 4-4: An individual therapy session held in the willow dome 

http://www.windrushwillow.com/pages/living_dome.html                                                           
Image 4-1: An example of the space within the willow dome 
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Waterfall feature seating area. The waterfall feature seating area accommodates 

individual therapy sessions. A wood bench is provided to bring comfort while conducting a 

therapy session. This waterfall feature consists of a small waterfall that is within the stream. The 

element of water has been proven to reduce stress. Therefore, providing a seating space close to 

the stream is an ideal location for conducting a therapy session. The sound of falling water and 

the movement of the stream draw the client to the water. It can be used as a sensory element in 

therapy or just a soothing background noise during a therapy session. Shrubs are planted behind 

the wooden bench to provide screening and protection from the circular walkway and bring a 

feeling of seclusion to the space. During the summer, this space is an ideal location for a therapy 

session because of the cooling effect that the stream brings along with the trees canopies.    

 

      
Figure 4-5: View of the water feature seating area 
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Wooden castle. This branch structure is meant to resemble a castle-like structure. This 

idea came from Patrick Dougherty’s sculptural work with tree branches (See image 4-2). This 

space can accommodate individual or small group therapy sessions. This structure consists of 

two arched walls that provide two separate rooms. The back of the structure is open to the 

walkway while the front of the structure is facing out onto the changing topography. Windows 

and doors are provided to view and give access to the changing topography area. The tree 

canopies provide the ceiling for the wooden castle. This is another design example that illustrates 

Appleton’s Prospect Refuge Theory. The branch structure provides a space of protection with 

views of an open area. Tree stumps and boulders are provided in this space for seating. This 

wooden structure is another fort-like space that brings the traditional therapy setting to a 

friendlier and calming environment then the interior therapy room. This structural feature also 

provides a great sculptural viewing element while walking along the circular pathway. 

 
Figure 4-6: View looking out from inside the wooden castle out onto the changing topography area 
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http://www.sutmundo.com/green-‐artist-‐patrick-‐dougherty/ 
Image 4-2: Example of Patrick Dougherty’s sculptural work  

 

Climbing hills. This area consists of four sloping hills that range from two to four feet in 

height. This space is great for adolescents to take risks and blow off steam from their anger 

issues. This space provides activities of climbing up the steeper hills and running up and down 

the lower hills that brings risk taking. It can also provide a space to relax in the grass within the 

different topography. One can feel hidden when sitting in the valleys. Individual or group 

therapy sessions can be held in this space. This area came from the design idea of Douglas 

Reed’s therapeutic garden.  The stream is also located along a part of this space. The sound of 

moving water can be heard from this space that enhances relaxation. This open sunny space 

provides an area to experience the sun’s warmth while tree canopies surround the outer edge of 

this space. Therapists can have the choice of running therapy activities or just sitting and talking 

on the grass within this place.        
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Figure 4-7: Front view of the wood structure from the walkway, also viewing the changing 
topography area 
 

Butterfly garden. The second environment is the butterfly garden. The design of this 

space is an organic form with curved walkways and planting beds. This garden is intended to 

bring exploration and sensory experiences.  There are two spaces where benches are set within 

the planting bed with stepping-stones leading to these seating spaces. These hidden nooks bring 

discovery and give the adolescent a sense of privacy. The butterfly garden is a space to hold an 

individual therapy session. Adolescents have the choice to walk through the space to the adjacent 

environments, sit within this space or walk along the organic formed walkway. Evergreen shrubs 

screen views from the adjacent property and the alleyway. This space is fairly sunny while shade 

trees run along the north of this space providing shade for the sitting areas. All of the plants 

chosen for this environment attract butterflies. Examples of some of the plants in this area are 

butterfly bush (Buddleia davidii), butterfly weed (Asclepias tuberosa), summersweet (Clethra 

alnifolia), azalea, thredleaf coreopsis (Coreopsis verticillata), English lavender (Lavandula 
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angustifolia), black-eyed susan (Rudbeckia fulgida), and coneflower (Echinacea purpurea).  This 

location needs to be fairly sunny because a majority of plants that attract butterflies require full 

sun. This environment can also provide a learning experience of butterflies and plants. It can also 

allow for sensory stimulation. The pond is also located within this environment. This pond is 

only a two to three feet deep, which allows the client to get into the water and experience the 

pond up close and personal. Feeling these elements that are within the water brings stimulation to 

the client. The pond offers an opportunity for discovery and a better understanding of aquatic life 

(fish, frogs, etc.). It can also provide a space for fishing, which can be a great activity to break 

the ice when preforming talk therapy. Getting into the pond or sitting on the edge brings 

discovery and exploration in a way that the rest of the design cannot offer. This environment is a 

transition space between the natural environment and the horticulture area.  

Figure 4-8: View of the butterfly garden that includes the pond. Views of the transitions from the 
natural environment and to the horticultural area.  
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Horticulture area. The third environment contains horticulture activities for group or 

individual therapy. Therapy activities include gardening and craft plant activities. Craft plant 

activities consist of using plant material for a craft activity. This environment consists of 

retaining wall planting beds that are at various heights (1-4 feet) and are made out of different 

natural materials (wood, stone and brick). These different heights allow the adolescent to choose 

their comfort level when planting. Adolescents in wheelchairs were considered by providing 

some planting beds at the appropriate heights of 44” and width of 24”. All walkways are 5’ wide 

to allow two wheelchairs through at the same time. All of the planting beds provide a choice in 

planting a vegetable garden, herb garden, or annuals and perennials for horticulture activities.  

The craft house is a 12’x 18’ building that is connected to the greenhouse. This building 

looks like a greenhouse from the outside, but is sufficient like the main therapy building. This 

building is where horticulture activities are conducted. It contains a table with seating for eight, a 

refrigerator and shelves. Outside of the craft house is an open space enclosed by two retaining 

planting beds. This open space provides an area that allows for outside activities. Connected to 

the craft house is the 20’x 30’ greenhouse. This building can be used during the colder months 

for horticulture propagation and a storage facility for horticultural tools. A row of Autumn 

Brilliance Serivceberry trees provides a transition from the horticulture space to the open lawn 

area. These trees also provide shade to the horticultural area. These trees also produce berries 

that can be made into jelly.  
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Figure 4-8: View of the horticultural planting area, craft building connected to the greenhouse. 

Sensory garden. The fourth environment is the sensory garden. This garden’s purpose is 

to stimulate the five senses. There are some therapists at Still Waters Professional that use the 

technique of sensory therapy, thus making it a critical addition to this design. The sensory garden 

approach is a blend that contains all of the senses throughout the garden. Each element is chosen 

because it has one or more characteristics that can stimulate the senses. Individual therapy 

sessions can be held in the sensory garden to either talk or use the technique of sensory therapy.  

Plantings. Every plant is chosen either because of its fragrance, interesting bark, texture 

of leaves, color, attraction of butterflies or birds, fruit produces, or the way it sounds when the 

wind blows. There is an open grass area in this garden to provide patients the opportunity to 

touch, lay or sit in the grass, play games, or to set up a sand box during a therapy session.   

Site Furnishings. Two water fountains are located in the garden to provide a relaxing 

atmosphere and can be a source of exploring touch. Three benches are also placed in the garden. 

Two are set near a water fountain and the other is set back within the planting bed with stepping-
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stones as a pathway. These two seating areas provide a place to rest during a therapy session and 

allow a closer experience with the stimulation elements.  

Waiting room view. This garden can be viewed by the waiting room. Viewing this garden 

is important because it can provide a positive effect while clients are waiting to be seen. A water 

feature in close proximity to the waiting room windows and views of colorful plants enhances 

the view of the garden.  

Therapy sunroom. The intent of this room was to be provide the benefits of a sunroom or 

greenhouse, bring users out into the landscape without having to leave the building. Therapists 

can have their session in this location if the patient does not want to participate in outdoor 

activities. From this therapy room there is a private access to the sensory garden and the 

horticulture area. This therapy room is surrounded by views on all three sides of nature. These 

nature views will enhance relaxation for clients while talking to the therapist.  

Figure 4-10: View of sensory garden facing east 
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Figure 4-11: View of sensory garden facing west 

Parking environment. The last environment of this creative project is the design of the 

parking lot. The original parking lot was located behind the building and consumed the entire 

backyard of the existing site. Moving the parking lot closer to the front of the house allows for 

better use of the site and allows clients to enter through the front entrance of the building and 

straight into the waiting room. This parking design has a total of fourteen spaces, with one being 

handicap. Blue Haven Junipers are planted on the south side to provide screening for the adjacent 

property from the parking lot. Techny Arborvitaes are planted on the west side of the parking lot 

to provide privacy for the natural environment where therapy sessions are held. Stellar Pink 

Flowering Dogwood trees are planted to provide shade and a pleasant transition to the building. 

As the patient walks from the parking lot to the building, there are plants along the walkway to 

give a welcoming experience as they move towards the building.  
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The intent of this design was to provide an environment in which the client can transition 

their mind from their every day life to their therapy session. It also can reduce stress by 

providing an easy way-finding path from the parking lot to the building. An enticing appearance 

for the front of the building is very important. A beautiful landscape can attract people’s eye as 

they drive by. Therefore providing an attractive parking lot design and front entrance is integral 

to this design. With a stunning first impression of the site, people will want to attend therapy 

sessions at Still Waters Professional Counseling Center.  

Figure 4-12: View of purposed site from Wheeling Ave 
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Figure 4-13: View of the improved parking lot design 

Figure 4-14: View of a patient walking from the parking lot to the front entrance of the building 
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Chapter Five: Conclusion 

  Designing diverse therapeutic environments for therapists to apply their theories or 

techniques during a session with depressed adolescents at Still Waters Professional Counseling 

was the purpose of this creative project. With a design that offers environments that transition 

from a setting of natural material elements to an environment that consists of constructed 

material, therapists are given a choice as to where to conduct an individual or group therapy 

session. The four environments (natural environment, butterfly garden, horticultural area, and 

sensory garden) provide spaces for talk therapy, horticulture therapy and sensory therapy.  

Research reveals that these three therapies and four outdoor environments can enhance 

self-esteem, self-confidence and relieve stress for adolescents with depression. Because this 

creative project only focuses on adolescents with depression, further investigation of these 

therapies can be done on other age groups with other medical issues.  

This creative project is just a starting point in incorporating traditional therapy sessions 

with nature. There are several studies done on the positive effects of viewing nature and 

gardening within nature, but very few research studies on conducting a therapy session within 

the landscape and its effects. The thought of having an outdoor therapy session was 

unconventional to Karla Townsend from Still Waters and the four doctoral students at Ball State 

University, as privacy is a serious concern. Their reaction combined with the limited number of 

existing therapeutic gardens, indicates that there is a gap between the connection of talk therapy 

and nature.  

Horticultural therapy has existed for many years and has shown positive effects for all 

ages with a wide variety of issues. Horticultural therapy provides many advantages for 

adolescents with depression. It gives them the feeling of having a purpose in the world. Taking 
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care of plants gives them responsibility and gives them opportunities to socialize with others who 

are dealing with similar issues. Horticulture therapy enhances self-esteem when planting and 

finishing a project and can be structured to provide emotional benefits for anger or aggression 

management. The positive effects that horticultural therapy brings to adolescents with depression 

creates a strong argument that horticultural therapy spaces be implemented within this design.  

Outdoor sensory therapy is a more recently discovered treatment that is used in the field 

of psychology. In the past this therapy has been used within the interior environment, but 

recently sensory therapy has been successfully introduced into the outdoor environment. These 

outdoor environments are called sensory gardens. Because sensory therapy is currently being 

used at Still Waters Professional Counseling, it was critical to provide a space in this design for 

them to expand their sensory therapy techniques outdoors.  

Although designers have developed children’s gardens and gardens for the elderly and 

adults, few have considered therapeutic gardens for adolescents. The Therapeutic Garden for 

Child and Adolescent Development in Wellesley, Massachusetts, is a great model of a 

therapeutic garden specifically designed for adolescents. Unfortunately it is no longer utilized. 

The Alnarp rehabilitation garden is a revealing example of an effective, therapeutic garden that 

features talk therapy within different types of landscapes, but it is geared towards adults with 

depression not for adolescents. These two therapeutic examples were among the few therapeutic 

gardens for adolescents with depression. Through these findings, it is evident that there is a gap 

in the research of therapeutic gardens for adolescents. The adolescent stage is very important and 

should not be left out in therapeutic design research.  

Appendix A illustrates a chart that compares both the Alnarp garden and The Therapeutic 

Garden for Child and Adolescent Development to this creative project’s design. The 
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environments featured in this final design are not the only outdoor environments that are 

beneficial for adolescents with depression. The size of the Alnarp Rehabilitation Garden is much 

larger then Still Waters, thus revealing a constraint in this creative project’s design. After 

considering all the environments presented at Alnarp’s, the most important were incorporated 

into this project’s design. There is an age difference between the two places. The design of this 

creative project was geared towards a younger audience, as opposed to the Alnarp garden which 

was geared towards adults. Both places treated depression. Although the depression treated at the 

Alnarp Garden is stress related from work, depression treated at the Still Waters Professional 

Counseling with adolescents is related to several issues that affect their lives. The locations of 

these places are in different environments. The Alnarp Garden is within a very old woodlands 

that is surrounded by agriculture. Still Waters is located within a transition area between a 

neighborhood and commercial area. Fitting into the context of the area and providing visual 

appeal must be considered. Both places are treating out patients with sensory, horticultural and 

talk therapy in an individual or group therapy setting. The professional involvement at the 

Alnarp Garden has more diverse disciplines, making it easier to incorporate several different 

types of therapy. This design provides spaces for other therapies so Still Waters Professional 

Counseling can add variety to the treatments that they offer. The duration of therapy between 

these places differs. At Still Waters a typical therapy session consists of 45 to 60 minutes. At the 

Alnarp Garden, a therapy session duration can last up to an entire day. Therefore the therapy 

activities needed to be considered for a typical 45 to 60 minute therapy session.       

This creative project also encountered limitations that influenced the final design. The project 

site rests within a residential neighborhood along a busy road where screening views became a 

factor that limited what the design could have been if the site were located in the country where 



	   118	  

unwanted views are not present. This project’s therapeutic environments are proposed to be used 

by adolescents and their therapist. But this design’s environments can be beneficial for more than 

that demographic group. Since the center services all ages with different issues, this design can 

be accommodating for those of other age groups with different issues. This design opens up 

many potential avenues for future research on therapeutic environments.  

- Assessment of patients’ satisfaction and improvement 

- Determination of which outdoor environment is better in recovery from depression in 

adolescents 

- Determination of which theories or techniques work better in which environment 

 For the environments within this design to remain successful, maintenance is critical. 

Because Still Waters Professional Counseling does not currently have a horticultural therapist on 

staff, a concern has emerged to as whether the horticulture area would be used adequately. 

Research illustrates that horticulture therapy has a positive effect and is a reliable therapy for 

adolescents with depression that can open up more avenues for Still Waters Professional 

Counseling Center.       

It is unknown if this project will be constructed. This project does provide Still Waters 

Professional Counseling Center with a vision if they choose to proceed. If construction does take 

place, it will be necessary to create detailed drawings and specifications of each environment. A 

cost estimate of each environment phase will need to be completed in order to determine the cost 

of the project as well.  

 This investigation reveals this creative project’s final design, and illustrates a few of the 

outdoor environments that have had a beneficial effect for adolescents with depression. Spaces 

for talk therapy, horticultural therapy, and sensory therapy were provided in this design because 
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of the high levels of beneficial effects that they have on depressed adolescents. Viewing nature 

was critical in this design because of the number of studies that showed positive health effects of 

merely viewing nature. Therefore, window views from within the building influenced the 

development of this design. This design also allows therapists to expand their theories and 

techniques into the landscape. This creative project is intended to provide potential avenues for 

future research on therapeutic environments and may also increase the amount of therapeutic 

gardens for adolescents in the future.  

 Throughout this investigative process, it was discovered that nature can benefit 

individuals mentally, physically and emotionally. Depression is a detrimental and growing 

problem.  A number of treatments and different environmental settings can be effective in the 

treatment of depression and other mental issues. In a therapeutic space every element should 

have a purpose to benefit the person who is within that space. If it does not, then it cannot be 

called a therapeutic space. Designers must recognize that they are not only designing a space, but 

they must also be very knowledgeable about the therapists’ needs as well as the clients’ 

conditions in order to design a successful therapeutic space.  

 It is challenging to understand mental health issues, and specifically depression, if one 

has never had experiences related to them. A designer, using communication skills, talking to 

therapists, researching, and investigating the latest findings in the field of psychology, can 

empower the process of being able to create a successful design. It is also challenging to 

understand the mind and needs of the adolescent.  Also problematic was the lack of therapeutic 

garden case studies for adolescents with depression. There are current therapeutic gardens for 

adolescents with drug addiction, and although taking drugs can be a sign of depression, these 

gardens were not specifically created for the treatment of depression.  
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 It is hoped that this creative project can be a model for future therapeutic gardens for 

adolescents with depression, aid in the process of treating depression, and offer an alternative to 

prescription drug treatments. The therapeutic benefits of nature are evident and designers must 

take them into consideration when creating for the healthcare field.              
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Appendix A 
Alnarp Rehabilitation Garden Comparison Chart 

 

Title Alnarp Still Waters 
Size 5 acres .75 acres
Age 24-45 12-18 Adolescents
Problem can no longer work or study  

because of burn-out 
disease(depression, anxiety 
disorders or mood 
disorders)                                 
- emotionally exhausted 
from human interaction                         
- a specific reation to too 
much stress

Depression                     - 
eating disorders                          
- problems with relationships     
- drug use                                 
- alcohol use                              
- sexually acting out                    
- failing / falling grades in                    
school                                             
- lack of behavioral control            
- a crisis                                      
- sleeping problems                 

Context on the campus of the 
Swedish University of 
Agricultural Sciences at 
Alnarp in southwest Sweden 
last of the oldest woodland 
(150 year old)

 in a house setting                   
flat topography of Muncie 
Indiana                               
edge of neightborhood and 
commerical

Patients out patient; recommended 
by doctor, insurance 
companies  or employer                     

out patient; recommended by 
school or parents

Therapist individual therapy               
Group therapy                    
sensory therapy                 
art therapy                         
relaxation exercises 
psychotherapy sessions

individual therapy                 
cognitive therapy                   
sensory therapy

Professions involved landscape architecture        
occupational therapy          
psychiatrists                       
rehabilitation physician        
environmental psychologist  
horticulture therapy            
anthropodophic medical 
pedagogue                        
Behavioral Scientists         

psychologist                          
mental health counselors        
dietitian                                
therapist      

time limit start by coming one 
morning a week increasing 
to four mornings over 8 
weeks for 3.5 hrs a day

45 minutes to 1 hour; 
morning to evening
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Appendix B 
Planting Plan and Plant Legend 
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Appendix C 
Interview Questions 

 
Interview Questions for Karla Townsend at Still Waters Professional Counseling  

1. What are the current types of therapy or treatment options available to adolescents with  

     depression? 

2. Could you describe a typical session of an adolescent with depression? 

3. What activities are provided to support therapeutic behaviors such as public conduct, self-‐	  

	  	  	  	  	  confidence or reassurance? 

4. What current practices are being used to treat adolescent patients with depression? 

5. What type of indoor and outdoor environment is provided for patients? 

6. How often are patients given the opportunities to participate in provided outdoor activities? 

7. Are there outdoor group activities involving therapeutic activities or are counselors and    

    therapist usually providing one on one activities? 

8. Are there any negative concerns about the safety or benefits of the outdoor environment for  

    patients? 

9. How often are the grounds utilized during the day? 

10. Have there been ideas or future plans to implement other forms of therapy in and outside of  

     the facility? If so, what are they? 
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Interview questions for the four Ball State psychology doctoral students 

1. What can you tell me about adolescents with depression? 

2. How is a typical session conducted with an adolescent with depression? 

3. What do you think is the most important factor in treating or counseling adolescents? 

And why? 

4. Do you work differently with boys or girls? 

5. Are there special techniques to form a good relationship with your patients? 

6. Do you conduct any hands on activities during your sessions? If so, why? 

7. What outdoor elements would you might use if you held a session outside? 

8. What elements of the landscape do you think might be beneficial for a session? 

9. What outdoor setting elements would be most desirable for a session? 

10. Do you use any sensory elements during your sessions? If so, What? And Why? 

11. Do you think that horticulture (working with plants, being in the landscape) is a good 

therapy for adolescents with depression? If so, Why? 
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Appendix D 
Definitions 

 
Adolescent: A transitional stage of development between childhood and full adulthood, 

representing the period of time during which a person is biologically adult but emotionally not at 

full maturity. 

Depression: A common mental disorder that presents with depressed mood, loss of interest or 

pleasure, feeling of guilt or low self-worth, disturbed sleep or appetite, low energy, and poor 

concentration. These problems can become chronic or recurrent and lead to substantial 

impairment in an individual’s ability to take care of his or her everyday responsibilities.  

Emotional and Behavioral Disorder – Disorders explained by biological factors such as genetics, 

brain damage or dysfunction, malnutrition and allergies, temperament, or physical illness; family 

factors, such as the family definition and structure, and school factors. 

Healing Garden – A garden at a healthcare facility that is intended for use by staff, visitors, and 

clients at their discretion, rather than as a part of a treatment plan. These types of gardens are 

effective in creating a restoration effect. (Relf, 2005) 

Horticulture Therapy: Is the practice of horticulture as therapy to improve human well-being. A 

treatment modality used by many different professionals as a part of their overall treatment 

regime. It is a process utilizing plant and horticultural activities to improve social, educational, 

psychological and physical adjustment of persons thus improving their body, mind and spirit. To 

be considered as truly horticulture therapy, a program must have three elements: a client in 

treatment for a defined problem, a goal the client is trying to achieve and the responsibility by 

the client for the care of living plants (Relf, 2005) 

Horticulture Therapy Garden: Designed specifically for the use of patients for the care and 

cultivation of plants as part of a treatment program. The goals of the program vary from one 
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facility to another and address physical, emotional, social or intellectual needs of the patient 

(Relf, 2005). 

Therapeutic Garden – A garden that is used as part of a treatment program and is designed to aid 

in the recovery of an existing illness or condition that has in some way altered a person’s health 

or well being (Relf, 2005). 
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