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Abstract 

Our society has become less physically active (U.S. Department of Health and Human Services, 

2010) and less connected to nature than ever before (Berger & Mcleod, 2006).  Spending leisure 

time indoors, technological advancements, urban living, and car dependent communities have led 

to these changes (Dustin, Bricker, & Schwab, 2010; Hansen-Ketchum, Marck, & Reutter, 2009; 

Norman & Mills, 2004).  As a result, physical health and mental health is deteriorating (Dustin et 

al., 2010; Maller, Townsend, Pryor, Brown & Leger, 2005).  Physical activity and nature can 

each produce mental and physical health benefits; some approaches such as adventure-based 

counseling and wilderness therapy already incorporate these elements.  A promising alternative 

approach using physical activity and nature has received attention in recent years.  Walk and talk 

therapy has been described as an intervention that combines counseling, walking, and the 

outdoors (Doucette, 2004).  Despite, a small number of therapists using the approach (Gontang, 

2009), anecdotal research (Hays, 1994), and a description of the approach (Doucette, 2004), little 

is known about walk and talk therapy.  In this qualitative study 11 therapists were interviewed 

about their experiences with walk and talk therapy.  Main themes of the study suggested 

characteristics, a procedure, reasons walk and talk therapy evolved, limitations, outcomes, and a 

framework for practice for walk and talk therapy. Therapists believe walk and talk therapy is 

beneficial for clients as well as therapists.  Implications for therapists, researchers, and counselor 

educators are provided. 

 

Keywords: therapy, walk and talk therapy, alternative therapeutic approaches, physical activity 
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Chapter One 

Introduction 

 Currently there is an obesity epidemic in the United States (U.S. Department of Health and 

Human Services, 2010).  According to the 2010 Surgeon General’s Report, two-thirds of adults 

and nearly one in three children are overweight or obese.  Each year, obesity contributes to 

112,000 preventable deaths and many other serious health concerns.  Obese individuals are at an 

increased risk for many serious health concerns, such as high blood pressure, high cholesterol, 

type 2 diabetes, coronary heart disease, stroke, gallbladder disease, osteoarthritis, sleep apnea, 

and respiratory problems; they have a better chance than others of developing endometrial, 

breast, prostate, and colon cancers (U.S. Department of Health and Human Services, 2010).   

 Inactivity is one major factor that contributes to the obesity epidemic.  Americans spend 

over 95 percent of their time indoors (Fletcher & Hinkle, 2002) and leisure time is spent on the 

computer, watching TV, or playing video games instead of being physically active (U.S. 

Department of Health and Human Services, 2010).  In fact, 47 percent of American adults are 

not regularly physically active and 25 percent are not active at all (Dubbert, 2002).  Car-

dependent communities, indoor leisure activities, and technological advancements are 

responsible for inactivity (Dustin et al., 2010; Hansen-Ketchum et al., 2009; Norman & Mills, 

2004), all of which have resulted in a more sedentary society than years ago.   

To combat the obesity epidemic, the Surgeon General recommends at least 150 minutes 

of moderate-intensity activity each week, such as dancing, martial arts, tennis, canoeing, 

swimming, weight lifting, and walking (U.S. Department of Health and Human Services, 2010). 

While everyone is at risk for obesity, some are especially vulnerable.   Individuals with mental 
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illnesses already have some risk factors for obesity such as sedentary behavior, stress, and taking 

weight-gaining prescription medications.  Thus, they are more susceptible to the health risks of 

obesity than others.  Furthermore, obese individuals have increased chances of developing mood 

disorders such as depression and anxiety (Public Health Reports, 2009).  Therapists working 

with mentally ill clients can play an important role in the obesity epidemic (U.S. Department of 

Health and Human Services, 2010). One way, according to the Surgeon General, is to 

recommend physical activity as part of client treatment plans.  Therapists should, at least, 

educate clients on the mental and physical health benefits of physical activity as well as linking 

them to resources in their communities (U.S. Department of Health and Human Services, 2010).   

Alternative therapeutic approaches that utilize physical activities are prevalent.  

Adventure-based counseling and wilderness therapy incorporate physical activities such as 

kayaking, hiking, and rock climbing in the therapeutic process (Peel & Richards, 2005). The 

therapist participates in these physical activities with clients.  Although physical activities are an 

integral part of the approach, the benefits of physical activity are not the focus.  The foci of these 

two approaches are the setting and unfamiliar experiences.  Now, there is another alternative 

approach for therapists to utilize physical activity with clients that focuses on the benefits of 

physical activity.   

Walk and talk therapy, according to Doucette (2004), has been described as an 

intervention that combines counseling, walking, and the outdoors.  Clients can experience the 

benefits of physical activity, nature, and therapy simultaneously.  Despite the potential benefits 

and occurrence of walk and talk therapy utilized by a small number of therapists (Gontang, 2009; 

Hays, 1994; Kostrubala & Schuler, 2009; Wright, 2008), research is limited.  Presently, one 

qualitative study and some anecdotal research exist.  Furthermore, no established theoretical 
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framework for this approach is available.  However, the benefits and usage of physical activity as 

well as nature have been well documented.       

Physical Activity  

 Physical activity has been the key to increasing the quality of life and longevity.  It has 

been suggested that physical activity can enhance the physical and mental health of clients 

(Dixon, Mauzey, & Hall, 2003; Dubbert, 2002; Martinsen, 2008).   More specifically, physical 

health benefits include: reducing the risk of weight gain as well as developing physical 

conditions such as heart disease, obesity, diabetes, hypertension, and colon cancer (Dubbert, 

2002; U.S. Department of Health and Human Services, 2010).  With heart disease as the leading 

cause of death and cancer being second, physical activity is essential to stay healthy and prevent 

these conditions (Dubbert, 2002).   

 Mental disorders are a major health problem, with depression and anxiety most common.  

According to Martinsen (2008), physical activity lowers levels of anxiety and depression 

symptoms as well as helps reduce the risk of developing depression. Physical activity was 

identified as one of the many self-care strategies to improve well being; walking, running, and 

cycling were the most commonly used strategies (Hansson, Hilleras, & Forsell, 2005).  Physical 

activity is an effective, cost-effective, intervention to use in conjunction with treatment of mental 

health conditions such as depression and anxiety.  Additionally, increased social contact, 

perceived mastery, and distraction from daily stressors from physical activity contribute to the 

mental health benefits (Dubbert, 2002).   

Nature 

People are more disconnected from nature than ever (Berger & Mcleod, 2006; Maller et 

al., 2005).  Disconnectedness is caused by technological advancements and urbanization (e.g., 
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Hansen-Ketchum et al., 2009; Martin, 2009).  Urbanization refers to the amount of people living 

and working in urban areas opposed to rural ones.  According to Dustin et al. (2010), 85 percent 

of Americans are working and living in urban areas.  Urban areas by definition have less nature 

and green spaces than rural areas.    

Recently, much attention has been devoted to physical health consequences of urban 

living (Dustin et al., 2010; Hansen-Ketchum et al., 2009).  Urbanization can have disastrous 

effects on our health (Dustin et al., 2010; Maller et al., 2005).   As a result of modernized 

Western medicine, we are living longer lives, but new serious diseases have emerged.  Research 

indicated that urban living has led us to stay inside more, work in sedentary ways, and exercise 

less.  Thus, health problems such as heart disease, diabetes, and cancer are becoming 

increasingly common.    

Mental disorders are on the rise; depression is the number one mental condition 

worldwide (Maller et al., 2005).  Several authors have noted the link between disengagement 

from nature and an increase of mental health conditions (e.g. Dustin et al., 2010; Pretty, Hine, & 

Peacock, 2006; Maller et al., 2005).  According to Pretty et al. (2006), there are fewer natural 

environments due to an increase in urban living, which results in increased mental stress.  Thus, 

a link between nature and mental health has been suggested.  

Maller et al. (2005) reviewed numerous anecdotal, theoretical, and empirical studies 

supporting the notion that contact with nature promotes health and well being.  The research 

demonstrated: a) natural environments foster recovery from mental fatigue, b) natural 

environments are restorative, c) established methods of nature-based therapy being utilized, d) 

when given a choice people prefer natural environments to urban ones, e) people have a more 

positive outlook on life when in proximity to nature, f) exposure to nature enhances one’s ability 
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to cope and recover from stress and illness, and g) observing nature can restore concentration.  

Further documented mental health benefits include: increased confidence, increased feelings of 

tranquility, and increased self-discovery (Fletcher & Hinkle, 2002), a sense of well being and 

happiness (Berger & Mcleod, 2006; Burls, 2005; Davis & Atkins, 2009) and a heightened sense 

of presence (Orchin, 2004).  Exposure to nature decreased states of aggression, depression, and 

anxiety (Mayer, Frantz, Bruehlman-Senecal, & Dolliver, 2009; Plante et al., 2007).   

In addition to mental health, there are cognitive benefits, which include: increased 

cognitive capacity (Berman, Jonides, & Kaplan, 2008; Mayer et al., 2009) and an enhanced 

ability to reflect on life problems (Mayer et al., 2009).  According to Berman et al., (2008), 

interacting with nature and natural settings help individuals reflect on life problems more 

effectively than does interacting with urban environments.  Overall, the benefits of nature consist 

of mental health and cognitive benefits.  Benefits from nature vary from recovery and restorative 

properties, improved positive mental health states, decreased negative mental health states, and 

increased cognitive functions.  

Alternative Approaches  

Alternative approaches to traditional therapy are increasingly common.  Numerous 

approaches utilize physical activity and/or nature.  Nature-based approaches are aimed at 

reconnecting people to nature.  Burls (2005) identified many nature-based approaches: 

ecotherapy, nature therapy, ecopsychology, and horticultural therapy.  Nature-based approaches 

have emerged as a result of our disconnectedness from nature (Berger & Mcleod, 2006; Burls, 

2005) and are still in their infancy in research and theory.   

Adventure-based counseling and wilderness therapy incorporate physical activity as well 

as nature.  These approaches are well known and utilized more frequently than nature-based 
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approaches.  Adventure-based counseling and wilderness therapy emerged from a need to help 

behaviorally challenged youth more effectively than traditional talk therapy (Goldenberg, 2001).  

Now, adventure-based counseling and wilderness therapy are used with a variety of populations.        

            Ecotherapy and nature therapy.  Ecotherapy and nature therapy share the philosophy 

that people need a connection to nature (Berger & Mcleod, 2006).  Ecotherapy is defined as a 

therapeutic practice that views humans from a systems theory in which all elements in the world 

are interconnected, and our relationship with nature is reciprocal (Davis & Atkins, 2009).  

Furthermore, ecotherapy utilizes nature to teach clients about how humans are interconnected 

with nature and how humans and nature can benefit from one another.  Nature can help heal us 

while we can help heal nature. Through interacting with nature humans gain mental health 

benefits and thus begin to gain an understanding of the importance of nature.  Once we are aware 

of the importance of nature and the healing effects, we begin to take care of nature.  Hence, by 

focusing on our connection with nature, healing occurs within us (Davis & Atkins, 2009).   

Nature therapy encompasses the same philosophy as ecotherapy, but recognizes that 

elements of nature can influence the therapeutic process (Berger & Mcleod, 2006).  Nature, as 

the setting of nature therapy, is a significant aspect of the approach. According to Berger and 

Mcleod (2006), nature as the setting is quite different from the indoor setting identified as the 

therapist’s space.  Nature is a live and dynamic environment that is not under control of the 

therapist or the client.  Nature therapy utilizes nature as a co-therapist in the therapeutic 

relationship.  Nature is used a way to reconnect the client’s mind, body, and spirit.  At times, the 

therapist allows nature to work with the client while observing how the client reacts to nature.   

Adventure-based counseling and wilderness therapy.  The most well-known 

alternative approaches, adventure-based counseling and wilderness therapy, have been around 
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for over two decades.  Nature and physical activity are utilized in adventure and wilderness 

therapy.  Peel and Richards (2005) have maintained that experiential learning, novelty, and 

overcoming challenges are key ingredients of these approaches.  Experiential learning allows 

clients to reflect on what is happening at the present moment and learn through what they are 

doing and feeling.  Clients are placed in novel circumstances: the setting, clothing, and food.  

Unfamiliar experiences for clients such as hiking, building a fire, camping, and kayaking present 

challenges for them.  Ways in which clients handle and overcome the novel circumstances, 

unfamiliar experiences, and challenges assist in their growth such as building self-esteem.   

Adventure based counseling and wilderness therapy share similar and different 

characteristics.  Adventure-based counseling activities are planned with the intention of teaching 

clients something through perceived risk activities (Peels & Richards, 2005) whereas wilderness 

therapy relies on experiences to happen naturally and those experiences teach clients lessons 

(Russell, 2001).  For example, adventure therapy utilizes activities such as kayaking, ropes 

courses, and rock climbing that have an element of perceived risk.  Wilderness therapy utilizes 

activities such as primitive skills (e.g., camping, building a fire) and reflection to enhance 

personal growth.  Wilderness therapy relies more on the natural consequences of being in the 

wilderness while adventure therapy relies on planned activities with perceived risk.  Both 

approaches utilize nature as a setting, physical activities, experiential learning, and group 

interactions as the main components.   

Walk and Talk Therapy  

 Walk and talk therapy has been described as an intervention that combines counseling, 

walking, and the outdoors (Doucette, 2004).  This approach utilizes the benefits of physical 

activity as well as nature.  Although there is only one qualitative study on the walk and talk 
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therapy, various anecdotal research exist.  Anecdotal research has shown that walking and 

running have been used with psychotherapy for some time.  According to Gontang (2009), 

running was used with therapy before walking.  In 1974 running therapy emerged; walk and talk 

therapy is thought to have evolved from running therapy (Hays, 1994).   

 Running therapy is defined as running during psychotherapy (Kostrubala & Schuler, 2009).  

This approach emerged in the 1970s and continued through the mid 1980s.  Thaddeus 

Kostrubala, a psychiatrist, developed running therapy after studying the benefits of physical 

activity.  First, Kostrubala believed running with a client during psychotherapy was more 

beneficial than psychotherapy alone.  In his opinion, a client sits while the therapist fixes 

problems in traditional therapy, whereas in running therapy the therapist and client are upright 

together outdoors.  Second, Kostrubala contended that running therapy took the mystery out of 

therapy.  Running therapy was outdoors in daylight for everyone to see.  He believed it made 

therapy less intimidating and shameful.  Third, therapist and client were both getting the benefits 

of running during the session.  The therapist and client benefited from the numerous mental and 

physical health benefits of running as opposed to traditional therapy where there are no added 

benefits.    

 Kostrubala continued using running therapy and trained therapists until an injury prevented 

him during the mid-1980s from running.  Then, walking with clients became more common than 

running (Hays, 1994).  Considerable anecdotal research has been devoted to why walking with 

clients is successful.  Below are quotes from therapists who are walking with clients: 

• When you are out walking, you are working from a position of health, lying on a couch is 

what we do when we are sick” (Goodman, 2005, p. 112). 

• “Vigorous physical activity elicits emotions better than slouching in a chair.  It speeds up 
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therapy” (Goodman, 2005, p. 112). 

• “Patients are more talkative and relaxed” (Wright, 2008, webmd.com). 

• “Many clients are stuck in the past or future; walking encourages present moment 

awareness” (Bricklin & Smith, 1996, p. 2). 

• “It is often easier to talk honestly with someone while walking because eye contact can be 

bothersome at times” (Bricklin & Smith, 1996, p. 2). 

• “Walking in parallel with visual distractions may allow for easier engagement” (Wright, 

2008, webmd.com). 

• “Many patients consider the association of being outdoors with recreation and vacation; 

two positive things that most want to experience more” (Wright, 2008, webmd.com). 

 Walking with clients during therapy appears to help clients talk more, become more 

relaxed, and encourages present moment awareness.  Therapists utilizing walking with therapy 

believe clients are more relaxed and talkative due to the orientation of the therapist and client.  In 

traditional therapy, the therapist and client are sitting facing one another.  Walking parallel with 

clients may allow them to become more relaxed and talkative.  The act of walking encourages 

present moment awareness because it is difficult to not concentrate on your steps and 

surroundings.  Although one therapist mentioned the association with the outdoors and 

recreation, there was little expansion on this idea and how it is beneficial to the therapeutic 

process.  Overall, therapists acknowledged some important aspects of the therapeutic process that 

may be expedited from walking – relaxation, talking more, engagement, and speeding up 

therapy. 

Despite the occurrence and possible benefits of walking with therapy, few related studies 

exist.  In the only empirical study of walk and talk therapy, Doucette (2004) explored 
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participants’ experiences in a walk and talk approach. Doucette (2004) examined participants’ 

experiences in a phenomenological study of walk and talk therapy.  The purpose of her study 

was to explore the benefits of the walk and talk intervention with behaviorally challenged 

youths.  The objective of the walk and talk intervention was to help the youth feel better, explore 

alternative behavioral choices, and learn new coping strategies and life skills by engaging in the 

intervention that has benefits of physical activity and a connection to the outdoors (Doucette, 

2004).   

Eight students, ages 9 through 13, identified by school professionals as behaviorally 

challenged (e.g., diagnosed with conduct disorder) were interviewed before and after the six-

week walk and talk intervention (Doucette, 2004).  During the first interview, participants drew 

self-portraits, which were examined by an art therapist for insight on their self-esteem.  Then, 

they were asked to list five strengths and five weaknesses.  Last, participants wrote a short 

autobiographical incident about something which had an impression on them, positive or 

negative.  Discussion followed each activity and then the walk and talk intervention was 

presented to each participant at the end of the interview. 

For the walk and talk intervention, therapist and participants met for six consecutive 

weeks, once per week for 30–45 minutes of walking outdoors on school grounds.  Participants 

were asked what they would like to talk about at the beginning of each session, followed by a 

discussion of the events of their past week.  Strategies taught during sessions included stress 

management skills such as identifying stressful situations, the importance of positive self-talk, 

mental imagery, visualization techniques, and focusing skills.  Other skills taught included anger 

management skills, using assertiveness rather than aggressiveness, and using I-statements to 

convey feelings (Doucette, 2004). 
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After the intervention, post interviews included the same activities as the pre interviews 

with the addition of some questions about their experiences in the intervention.  Participants 

drew a self-portrait and listed 5 strengths and weaknesses again.  The therapist discussed the 

differences between the pre and post self-portraits as well as strengths and weaknesses with the 

youths.  Then participants answered these questions: “what has changed since we started;” “what 

did you like about walk and talk;” and “what didn’t you like about it.”  

Data analysis included self-reports from participants, pre and post self-portraits, and pre 

and post self-reports of strengths and weaknesses.  Of the eight participants, one dropped out 

after one session.  Doucette (2004) concluded that one of seven participants had an improved 

self-image (self-portraits examined by the art therapist), five of seven participants reported more 

strengths in the post interview, and five of seven participants reported fewer weaknesses in the 

post interview.  When Doucette asked participants about their experiences in the walk and talk 

intervention, five responses were “I liked talking about my feelings, “It was helpful,” “It was a 

positive experience,” “It was a great experience,” “It was good because I got my feelings out.”  

From these findings, Doucette (2004) concluded that combining three components of 

counseling, walking, and the outdoors created a new intervention for behaviorally challenged 

youth.  Furthermore, she found that each youth benefited from the intervention assessed from 

self-reports.  Overall, the walk and talk intervention benefited each youth in terms of learning 

anger management, creating an opportunity for a physical release, and allowing them to clarify 

their feelings (Doucette, 2004).  Some possible limitations of her study include small sample 

size, the subjective nature of the self-report findings, and the narrow population utilized.   

 In sum, urban living has contributed to a more sedentary and indoor society, which many 

believe has resulted in increased obesity rates, mental health problems, and a disconnect from 
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nature.  Even though urban living continues to rise, our society needs to prevent further physical 

and mental problems. The benefits of physical activity and nature have been well documented. 

Thus, physical activity and re-connecting with nature are recommendations to combat physical 

and mental health problems.   

 Furthermore, some alternative therapeutic approaches already utilize physical activity 

and/or nature. Ecotherapy, nature therapy, adventure-based counseling, wilderness therapy, and 

walk and talk therapy are just a few.  All are still in their infancy compared to traditional talk 

therapy. Overall, physical activity and nature are pathways to better health both physically and 

mentally.     

Statement of the Problem 

An alternative approach has emerged- one in which clients benefit from a connection to 

nature and physical activity (Doucette, 2004).   The benefits of nature and physical activity have 

been suggested.  Additionally, therapists are currently utilizing this approach in their practices 

across the United States.  Despite the added benefits and current usage of walk and talk therapy, 

lack of research and definition remains. Walk and talk therapy has been described by Doucette 

(2004) as an intervention that combines counseling, walking, and the outdoors.  Many questions 

regarding walk and talk therapy remain: a) how did it evolve? b) why did it evolve? c) what are 

the benefits? d) how is it defined? e) what is its theoretical framework?   

Purpose of the Study 

The purpose of this study was to generate a theory for the walk and talk therapy 

approach. Although therapists are utilizing walk and talk therapy (Hays, 1994), only one 

empirical study on the approach exists (Doucette, 2004). This study built on the work of 

Doucette (2004), who interviewed clients participating in walk and talk therapy, by obtaining the 



 13 

perspective of the therapists.  I interviewed therapists about their experiences as walk and talk 

therapists to generate a general theory of walk and talk therapy.  Ultimately, these research 

findings may help explain walk and talk therapy and provided a framework for future research.     

Research Questions 

According to Corbin and Strauss (2008), the purpose of the research question is to lead 

the researcher into the data where the issues and problems under investigation can be explored 

(p. 25).  Questions in qualitative research are broader than questions in quantitative research so 

researchers have more flexibility and freedom to explore a topic in depth (Corbin & Strauss, 

2008).  A central research question served as the overarching guide for the research and a small 

number of subquestions follow the central question (Creswell, 2007).  

Central Research Question: What is the theory that explains walk and talk therapy?   

Research Subquestions:  

1. What is the process of walk and talk therapy? 

2. How did walk and talk therapy evolve? 

3. What is central (major events or benchmarks) in the process of walk and talk therapy? 

4. What influenced or caused walk and talk therapy to develop for you? 

5. What are the obstacles in the process of walk and talk therapy? 

6. Who are the important participants and how did they participate in the process?  

7. What strategies are employed during the process of walk and talk therapy? 

8. What effects or outcomes occur from the process of walk and talk therapy? 

The answers to these research questions yielded rich descriptions which helped me generate a 

theory of walk and talk therapy.  
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Assumptions of the Study 

A basic assumption of this research was that the interview questions designed for the 

study are valid and accurately measure therapist perceptions of walk and talk therapy. Another 

assumption was that participants were honest and accurate in their answers when participating in 

interviews.  Furthermore, I assumed that participants’ perceptions would be valuable and realistic 

and that their perceptual biases would not interfere with their responses.  

Definition of Terms 

For the purpose of this study, it was necessary to define key terms utilized within the 

narrative and within the scope of the research.  

Adventure-based counseling: A treatment that utilizes specific activities (i.e., games, initiatives, 

trust activities), high adventure (e.g. rock climbing, white water), and wilderness (e.g. 

backpacking, canoeing, etc.), in conjunction with a philosophy that embraces an active 

exploration of the unknown, in which the challenges encountered are seen as opportunities, and 

the group is seen as an essential element of individual success (Itin, 2001). 

Ecotherapy: The result of integrating ecopsychological principles into psychotherapy, using a 

multitude of therapeutic approaches to benefit the client and nature (Burls, 2005). 

Nature therapy: A postmodern experiential approach based on the integration of elements from 

art and drama therapy, Gestalt, narrative, eco-psychology, transpersonal psychology, adventure 

therapy, shamanism, and mind body practices (Berger & Mcleod, 2006). 

Outdoors Education: A form of experiential education (Goldenberg, 2001) in which learning 

occurs through sensory involvement in the outdoors (Priest & Gass, 1997). 

Psychotherapy: A primarily interpersonal treatment that is based on psychological principles and 

involves a trained therapist and a client who has a mental disorder, problem, or complaint; it is 
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intended by the therapist to be remedial for the client’s disorder, problem, or complaint; and it is 

adapted or individualized for the particular client and his or her disorder, problem, or complaint 

(Wampold, 2001). 

Running Therapy:  A combination therapy approach in which a therapist and client are running 

during a psychotherapy session (Kostrubala & Schuler, 2009).   

Wilderness therapy: A treatment for troubled adolescents that utilizes outdoor adventure pursuits 

and other activities such as primitive skills and reflection, to enhance personal and interpersonal 

growth (Russell, 2001) 

Organization of the document 

 This dissertation is divided into five chapters. Chapter One is an overview of the study, 

defining the problem, purpose and theoretical base for the investigation. Chapter Two contains 

the review of literature, which supports the purpose of the study.  Chapter Three includes the 

methodology of the research study.  Chapter Four contains the findings of the research including 

a definition, explanation, and theoretical framework for walk and talk therapy.  The last chapter, 

Chapter Five, includes a discussion of the findings according to themes discovered, as well as a 

summary of the study, limitations of the study, implications, and future research.  
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Chapter Two 

Literature Review 

The purpose of this chapter is to examine the previous research and existing literature 

related to walk and talk therapy.  In grounded theory research, some theorists discourage 

reviewing prior literature to prevent biases during data collection, while others believe in 

critically reviewing it (Charmaz, 2006).  Research on walk and talk therapy is somewhat limited, 

therefore I did not believe preconceived ideas would be formed from the literature.  Hence, the 

main concepts of walk and talk therapy, physical activity and nature, were critically reviewed.  

Additionally, I discuss the current literature on the walk and talk therapy approach.   

Physical Activity  

Effects of an inactive society.  The Surgeon General addressed the public about the 

current obesity epidemic in the United States (U.S. Department of Health and Human Services, 

2010).  Every year, obesity contributes to approximately 112,000 preventable deaths in the 

United States.  The rate of obesity is dramatically increasing; it has doubled in adults and tripled 

in children in recent decades (U.S. Department of Health and Human Services, 2010).  As a 

serious health concern obesity causes increased risks for other health problems such as: high 

blood pressure, high cholesterol, Type 2 diabetes, coronary heart disease, stroke, gallbladder 

disease, osteoarthritis, sleep apnea, respiratory problems, as well as endometrial, breast, prostate, 

and colon cancers (U.S. Department of Health and Human Services, 2010).   

Obesity is even more prevalent for individuals with mental illnesses.  Eighty-three 

percent of mentally ill individuals are obese (U.S. Department of Health and Human Services, 

2010).  Increased social isolation, weight-gaining medication, and sedentary lifestyles are 

common of this population, which are risk factors for obesity (Crone, 2007; U.S. Department of 
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Health and Human Services, 2010).  In addition to these factors, they are vulnerable to other 

diseases associated with being overweight, mood instability, and low self-esteem.  Furthermore, 

this population has a shortened life span, living only to approximately age 53 as a result of health 

problems, not mental health problems.     

Many factors influence one’s risk for obesity such as diet, physical activity, genetics, 

metabolism, behavior, environment, and culture (U.S. Department of Health and Human 

Services, 2010).  Modifiable factors, identified by the Surgeon General, consist of diet, physical 

activity, and sedentary behavior.  Dietary choices have become problematic; people are eating 

out more and choosing foods higher in calories and sugar as well as larger in portion size.  

Physical activity and sedentary behavior affect one another. 

Inactivity has increased over decades (U.S. Department of Health and Human Services, 

2010) from car-dependent communities, increased sedentary leisure activities, and technological 

advancements (Dustin et al., 2010; Hansen-Ketchum et al., 2009; Norman & Mills, 2004).  Car-

dependent design of communities has made it difficult to walk or bike to and from places.  

People are choosing more sedentary leisure activities such as watching TV, playing video games, 

and spending time on the Internet.  Even technology that allows us to spend less labor on 

household tasks creates more inactivity.   

Recommendations to help Americans change their diet, physical activity, and sedentary 

behavior have emerged including: 1) reducing consumption of sugar sweetened foods and drinks, 

2) eating more fruits, vegetables, whole grains, and lean proteins, 3) controlling portion sizes, 4) 

drinking more water, 5) limiting TV viewing time, 6) breastfeeding exclusively to 6 months, and 

7) becoming more physically active (U.S. Department of Health and Human Services, 2010). 
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Becoming more physically active is essential to controlling weight and preventing the 

risk for obesity and other health concerns.  The Surgeon General recommends at least 150 

minutes of moderate-intensity physical activity each week, such as dancing, martial arts, tennis, 

canoeing, swimming, weight lifting, and walking (U.S. Department of Health and Human 

Services, 2010).  In addition to incorporating physical activity into daily lives, reducing 

sedentary behavior is important.  Limiting time spent watching television, playing video games, 

and on the computer will allow for more time for physical activity.      

Physical and mental health benefits.  The scientific community has long recognized the 

positive health benefits of physical activity (e.g., Dubbert, 2002; Hays, 1994; Leer, 1980).  

Physical activity can decrease risks for numerous health conditions.  The risk of heart disease 

decreases with physical activity, which is important because heart disease is the number-one 

cause of death in the United States (U. S. Department of Health and Human Services, 2010).  In 

addition to heart disease, physical activity can reduce the risk of obesity, diabetes, some cancers, 

hypertension, and osteoporosis (Dubbert 2002; U.S. Department of Health and Human Services, 

2010).  Incorporating physical activity into lives helps control weight, strengthens bones and 

muscles, and increases one’s lifespan (U.S. Department of Health and Human Services, 2010).  

In older adults, physical activity can assist with retaining functional abilities, preventing falls, 

and promoting healthy bones and muscles (Dixon et al., 2003).  

 In addition to the myriad of physical health benefits of physical activity, studies have long 

indicated that individuals’ mental health can be enhanced by physical activity (e.g., Dubbert, 

2002; Hays, 1994; Leer, 1980).  Mental disorders are major health problems; one in four families 

is likely to have someone with a mental illness (Hansson et al., 2005).  Depression and anxiety 

are most common (Martinsen, 2008).  Depression is the leading cause of disability worldwide, 
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and it affects more than 340 million people.  In the U.S. alone, it affects 16 percent of the 

population (Rot, Collins, & Fitterling, 2009).  Dixon et al. (2003) suggested that physical activity 

is an effective, successful, and inexpensive method of decreasing depression and anxiety.  

Moderate physical activity such as walking, running, and playing golf are examples.  

Furthermore, training on ways to incorporate physical activity into therapy treatment plans as 

well as the importance of educating clients on the benefits of physical activity is needed (Crone, 

2007; Dixon et al., 2003; Graddy & Neimeyer, 2002).   

Physical activity utilized in therapy.  Using physical activity in therapy is not new and 

dates back to Anna Freud’s development of play therapy (Hays, 1994).  Physical activity is used 

with therapy in three different ways: a) therapeutic (i.e., for the person’s well being, b) as an 

adjunct to therapy, and c) as a medium in which psychotherapy occurs (Hays, 1994).  First, 

relevant literature related to the therapeutic use of physical activity is reviewed.  Then, studies 

supporting physical activity used as an adjunct to therapy are explored. Last, research with 

physical activity being used as a medium in which psychotherapy occurs is discussed.   

Therapeutic use of physical activity.  In a study supporting the mental health benefits of 

using physical activity for therapeutic purposes, physical exercise was the most common type of 

self-care strategy (Hansson et al., 2005).  Self-care strategies have been shown to improve 

individuals’ well being and to help with milder forms of depression.  Hansson et al. (2005) 

interviewed 1093 Swedish citizens, aged 20–64, to explore what kinds of self-care strategies are 

used for psychological well being.  Additionally, a psychological well being assessment was 

administered to participants to measure whether reports of using self-care strategies were related 

to individuals’ own well being.  Participants were first interviewed for 1.5 hours and asked, 

“What kind of self-care strategies do you use to improve or maintain your psychological well 
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being?”  Then, the participant’s psychological well being was assessed using the WHO (Ten) 

Well being Index (Bech et al., 1996).  Ten different self-care strategies emerged from the 

interviews: physical exercise, physical health, engaging in pleasurable activities, relaxation, 

plan/set limits, social support, professional contacts, positive thinking, work, and others.  

Findings suggested that physical exercise was the most common self-care strategy.  Participants 

reported engaging in all manner of activity, including running, cycling, and walking.  

Additionally, a multiple regression analysis was conducted, and the researchers found that 

physical exercise, social support, relaxation, and physical health were positively associated with 

well being; social support (e.g., being with or talking to friends and family) had the strongest 

association with well being (Hansson et al., 2005).   

A series of studies provide more support of physical activity used therapeutically.  Plante 

et al. (2007) conducted two experiments to examine the contextual and social benefits of exercise 

on mood.  In the first experiment, 128 female undergraduate participants ranged in age from 17 

to 23.  Participants who biked for 20 minutes were randomly assigned to one of three groups: a) 

biking alone, b) biking with a stranger, or c) biking with a close friend.  Prior to the experiment 

and immediately afterwards, the following instruments were used: Marlowe-Crowne Social 

Desirability Scale (MS-SDS; Crowne & Marlow, 1960) to measure social desirability; 

Activation-Deactivation Adjective Check List (AD-ACL; Thayer, 1978) to measure momentary 

mood states; and Physical Activity Enjoyment Scale (PACES; Kendzierski & DeCarlo, 1991) to 

measure the amount of enjoyment during the activity.   

In their second experiment, 88 female undergraduate participants, ranging in ages 18–22, 

were asked to walk for 20 minutes.  Researchers randomly assigned them to the four following 

groups:  a) walking alone on campus, b) walking on a treadmill alone inside, c) walking on 
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campus with a friend, or d) walking on a treadmill with a close friend. Prior to the experiment 

and immediately afterwards, participants completed the Activation-Deactivation Adjective Check 

List (AD-ACL; Thayer, 1978) to measure momentary mood states and the Physical Activity 

Enjoyment Scale (PACES; Kendzierski & DeCarlo, 1991) to assess the amount of enjoyment 

during the activity.  

Plante et al.’s (2007) overall findings of the two experiments suggested that positive 

mood increased with exercise.  When contextual benefits (environment) were analyzed, 

individuals preferred real-world settings, as opposed to virtual or laboratory settings.  When 

social benefits were assessed, it was found that individuals were more calm when exercising 

alone than with a friend.  When exercising with close friends, individuals were least calm.  And 

finally, the participants reported highest enjoyment levels when they were outdoors, instead of 

indoors.  Findings were consistent with previous research that exercise produces positive mood 

benefits.  Mood may be related to the environment in which individuals exercise and whether 

they exercise alone or with others.      

 Physical activity as an adjunct to therapy.  Martinsen (2008) reviewed literature related to 

physical activity preventing depression and anxiety; the first publication about depression and 

exercise dates back a century and continues to be a topic of much interest.  Numerous studies 

examined the use of physical activity in various ways such as “exercise vs psychotherapy,” 

“exercise vs medication,” “comparing various forms of exercise” on the treatment of depression 

(Martinsen, 2008).  He concluded that exercise might be an alternative or adjunct to traditional 

forms of treatment in adults with mild to moderate forms of depression.  Various forms of 

exercise seemed equally effective but the most effective was a daily 30-minute brisk walk. 

 Martinsen (2008) reviewed two studies concerning the use of physical activity for the 
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treatment of anxiety.  In two studies reviewed, exercise was used “in conjunction with treatment 

for agoraphobic patients” and “in conjunction with treatment with individuals with generalized 

anxiety disorders in an inpatient setting.”  Although very different studies, exercise used in 

conjunction with regular treatment was successful in decreasing anxiety symptoms only in the 

individuals with generalized anxiety disorder.  In sum, Martinsen (2008) concluded that 

depression and anxiety are substantial mental concerns that are often treated inadequately.  

Integrating regular physical activity as an adjunct to therapy could help prevent depression and 

anxiety.    

Similarly, Dench (2002) showed that physical activity could be used as an adjunct to 

therapy.  Dench utilized a variety of techniques to promote movement and exercise as an adjunct 

to therapy in an ongoing support group for women with chronic mental illness.  Techniques 

included: a) interviews on sport, exercise, and movement, b) genograms to rate the history of 

activity level of family members, c) games for throwing and movement, and d) individual walk 

and talk therapy sessions.  These techniques were used in the last six weeks of a 16-week support 

group with three women.  Participants were interviewed, completed genograms, and then 

participated in games for throwing and movement.  These three techniques were used to prepare 

individuals for the walk and talk therapy sessions.   According to Dench (2002), clients 

experienced more clarity in thinking during and after the walk and talk sessions.  Findings 

suggested that the participants felt more interested in the walk and talk sessions after the 

interviews and activities that led up to the actual walk sessions.  Although the sample was small, 

and the walk and talk sessions were minimal, Dench’s work still shows that participants 

experienced clarity in thinking from the walk and talk sessions.  Overall, this study provided 

evidence that physical activity (walking) has been used as an adjunct to therapy. 
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In a related study, Crone (2007) investigated the perceptions of persons with mental 

illness participating in walking in adjunct to therapy.  Participants included four individuals 

(between ages 18 and 65), who were referred to the walking project from various mental-health 

agencies.  The walks, which were located on trails in the woods, or around lakes and coastlines 

in Somerset, UK, included guides giving educational talks about topics, such as wildlife and 

plants.  After the walk, the participants were interviewed with open-ended questions, for up to 45 

minutes, about their previous walking experience, the walking project, their attitudes, 

experiences and, finally, perceived benefits as a result of the walking project.  Crone (2007) 

found the following five themes: a) attitudes regarding the project prior to starting, b) factors 

affecting their participation, c) attitudes and opinions of the project during the project, d) 

perceived benefits and outcomes of participation, and e) experiences.    

Attitudes regarding the project prior to starting were positive with some apprehension 

about starting something new.  Factors affecting participation consisted of the perceived benefits 

that participants were expecting to gain from the project.  Attitudes and opinions of participants 

during the project included a) the project is contemporary, b) the project is flexible, and c) the 

walks were pleasant.    Perceived benefits and outcomes of participation consisted of a) 

enjoyment, b) the opportunity to meet and be with people, c) knowledge and appreciation of 

plants, d) purposeful activity, and e) help with sleeping.  Experiences of participants overall were 

positive and memorable. Interpretation of the themes concluded that the walking project 

provided participants with a sense of autonomy, achievement, social interaction, and mental-

health benefits (Crone, 2007).  Additional benefits reported by participants included: enjoyment 

of being with nature, enjoyment of being with people (e.g, socializing), increased appreciation of 
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nature, sense of achievement from completing an activity, and help with sleeping.  These 

findings support using physical activity in conjunction with treatment with mentally ill clients.   

Physical activity used as a medium in which therapy occurs.  Since the 1970s, running 

and walking have been used as a medium in which psychotherapy occurs (Hays, 1994).  At first, 

there was more of an emphasis on running, according to Hays (1994), and now walking has 

become more popular (Gontang, 2009).  In the remainder of this section, running therapy is 

identified and explored.  Then, characteristics of running and walking used as a medium in 

which therapy occurs, are addressed.   

Research on running therapy is limited to anecdotal research (Gontang, 2009; Hays, 

1994; Kostrubala & Schuler, 2009).  Thaddeus Kostrubala, physician and psychiatrist, developed 

the idea of running with clients in 1974 as an alternative to standard practice of treating clients.  

At that time and currently, a therapy session is indoors in an office setting, with the client on a 

chair or couch facing the therapist.  Kostrubala felt clients were put in a defenseless position 

(either on a couch or sitting a chair) and believed the therapist and client should stand upright 

next to one another (Kostrubala & Schuler, 2009).   

 Kostrubala’s “running therapy” consisted of running with his clients while having a 

therapeutic conversation.  The session ended with time allotted at the office to tie up any loose 

ends or unfinished business from the session.  After seeing successful results with running 

therapy, Kostrubala began to train others.  In 1976, he published his book The Joy of Running at 

a time when professionals were beginning to use running therapy.   

 Kostrubala’s work exposed the need for people to share running experiences with other 

like-minded people.   He saw the need for an organization to establish criteria, monitor progress, 

and report findings of running therapy.  Consequently, he and his colleagues Dr. Teresa Clitsome 



 25 

and Dr. Mark Shipman formed the International Association of Running Therapists (IART) in 

1980.  Although Kostrubala did not have a curriculum for the training of running therapists, he 

developed guidelines.  Those who were training to become running therapists were required to 

participate in weekly running supervision, be active in one of the traditional mental-health fields, 

and become a marathon runner prior to treating clients.  Kostrubala believed completing a 

marathon was the best way to learn the physiological aspects of running.  During the years of 

1980 –1983, Kostrubala treated clients while walking, jogging, or running with them.  In 1983, 

Kostrubala sustained an injury and could no longer run with clients; he returned to the traditional 

method of psychiatry (Kostrubala & Shuler, 2009).   

 A few years later, in 1988, Dr. Alexander Weber founded the German Center for 

Running Therapy, at Bad Lippspringe, Germany.  The center’s purpose was to make running 

therapy courses available to the public, to continue researching the therapeutic aspects of 

running, to train running therapists, and to make the therapeutic aspects of running available to 

the public through interviews, lectures, and seminars.  In 1991, the German Center for Running 

Therapy introduced the first training course for running therapists.  The training consisted of an 

eighteen-month regimen, including one weekend per month of practical and theoretical portions 

that concluded with a written paper and oral examination.  By April of 2008, 387 individuals 

from Germany, Austria, and Switzerland were trained as running therapists (Kostrubala & 

Schuler, 2009).   

 Although no formal definition of running or walking therapy exists, Kostrubala, 

described it as exercise and verbal therapy conducted simultaneously (Kostrubala & Schuler, 

2009).  Hays (1994) further described it as being tailored to the client’s needs such as readiness 

for this type of therapy and choice of running or walking.  For example, if the therapist notices 
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cues that the client may benefit from running or walking during session, then the therapist can 

bring up the option.  If the client agrees, then walking or running is their choice.  If the client 

declines, the sessions continue in the office.  Furthermore, the sessions vary in length and pace 

depending on the needs of the client.  Running or walking sessions are followed by an allotted 

time to discuss conclusions, summarize the session, and any issues that arose from the session 

(Hays, 1994).  Time is allotted for discussion at the end of the session just as an end of the 

session would take place in traditional therapy.     

William Glasser, father of reality therapy, used running therapy in the 1970s (Kottler & 

Carlson, 2003).  In his book, Mummy at the Dinner Table, Glasser disclosed his skepticism that 

talk therapy alone has enduring effects.  During this time, Glasser was a strong believer of 

prescribing exercise to his clients for healthy habits.  For one particular client, who was eating 

garbage from trashcans, he felt that sitting in an office would do no good.  Therefore, they met 

twice a week on a Los Angeles street where many people ran, instead of in his office (Kottler & 

Carlson, 2003).  For many months they ran and talked together for 30 minute sessions.  After 

completing a run, they sat down in the parking lot to discuss her life and future goals.  Glasser 

was successful using running therapy to help this client overcome negative behaviors.    

Another proponent of running and walking with clients, Hays (1994), identified the 

characteristics, limitations, and concerns of running/walking therapy.  Some characteristics, 

limitations, and concerns are similar to those of traditional talk therapy, while some are unique to 

running or walking therapy. Characteristics include: a shared activity, cognitive benefits from 

running, using metaphors and symbolism, as well as the use of non-verbal communication.  

Limitations consist of: physical condition of the client, confidentiality, countertransference 
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issues, and boundary issues.  Characteristics as well as limitations and concerns of 

running/walking with clients are addressed.   

 First, according to Hays (1994), the therapist and client are sharing the activity of 

running or walking.  Sharing the activity of walking or running creates qualities different from 

traditional therapy.   Hays (1994) and Gontang (2009) both believed there is a more equal 

balance between the therapist and client due to the shared activity.  Specifically, because the 

therapist is not doing something (e.g., fixing or treating) to the client; the therapist and client are 

sharing the time, space, and experience.  Moreover, since the activity is shared, they are both 

reaping the benefits of physical activity and nature.  As stated previously, numerous benefits are 

associated with physical activity and nature.   

Second, in running therapy, the client and therapist experience clarity of thoughts and the 

ability to synthesize thoughts in new ways; these changing in thinking patterns occur while 

running and continue shortly afterwards (Hays, 1994).  Clarity in thinking can allow the therapist 

more clarity in understanding the client, conceptualizing the client, and the interventions used 

with the client.  In addition to having clarity for the current session, therapists can experience 

clarity with their subsequent client session.      

The third characteristic, according to Hays (1994), was the non-verbal communication 

and body language in running/walking therapy.  Non-verbal communication and body language 

include: changes in breathing, increase or decrease in pace, postural changes, and eye contact.  

For example, a client’s breathing patterns or pace may change while talking about emotional 

issues; therapists can utilize the non-verbal communication for more understanding.   

Running/walking with clients has limitations and concerns, just like traditional therapy.  

Hays (1994) identified four limitations: a) the physical condition of the therapist and client, b) 
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confidentiality, which can be compromised by an outdoor setting, c) the possibility of 

countertransference issues, due to the potential dynamics of competition, sexuality, and 

friendship that may arise, d) and boundary issues due to the setting change.   

Physically, the therapist and client need to be healthy enough to keep the pace during 

sessions.   And, because sessions are outdoors, confidentiality can be a challenge depending on 

how many people are nearby.  Countertransference and boundary issues can arise when sessions 

change from traditional talk therapy to running/walking therapy.  For example, the client may 

perceive the relationship as more equal as the activity is a shared experience.  Or, the client may 

be a better athlete and some competition may arise.  Additionally, according to Hays (1994), the 

client could confuse boundaries as the safe space of the office is gone.  Clients may view the 

therapist as more of a buddy or friend with whom they spend leisure time, as the office space is 

not there as a reminder.   

Limitations and concerns in running/walking therapy are handled in similar ways to 

traditional therapy.  For instance, if either the therapist or client is not well enough to run or 

walk, an indoor session can take place.  Confidentiality issues related to being outdoors should 

be discussed prior to onset of running or walking with clients.  Countertransference and 

boundary issues should be treated similarly to traditional therapy sessions.  Overall, according to 

Hays (1994), a responsible therapist assesses the issues in the context of each case, seeks 

consultation when needed, and reviews issues as necessary with each client.   

Nature 

People need to have a sense of belonging in the world; a connection to nature allows 

them to feel a sense of belonging and connectedness (Berger & Mcleod, 2006).  Despite the need 

to be connected, Americans are more disconnected due to the advancements of technology and 
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urban living (Dustin et al., 2010; Hansen-Ketchum et al., 2009; Martin, 2009).  Being connected 

to nature provides a sense of belonging and connectedness as well as numerous mental health 

and cognitive benefits (Burls, 2005; Pretty et al., 2006).    

  Mental health benefits.  Exposure to nature can decrease negative behaviors and states 

such as aggression, anxiety, depression, and illness.  It can positively increase affect, general 

health, and cognitive capacity, (Mayer et al., 2009; Pretty et al., 2006) and improve overall well 

being (Burls, 2005; Davis & Atkins, 2009).  Furthermore, exposure to nature can increase one’s 

sense of belonging, increase the rate of recovery from fatigue and illness, and prevent future 

stress (Hansen-Ketchum et al., 2009; Mayer et al., 2009; Pretty et al., 2006).  Although limited 

research on engaging with nature is available (Berger & Mcleod, 2006; Hansen-Ketchum et al., 

2009; Pretty et al., 2006), benefits are gaining attention.  In this section, two studies are 

presented that support mental health benefits of engaging with nature.  Benefits such as 

improved attentional cognitive capacity, improved ability to reflect on problems, and improved 

mood will be highlighted.   

In a recent study, Berman et al. (2008) conducted two experiments exploring the effects 

of interacting with nature on cognitive abilities.  In the first, 38 participants were administered a 

mood assessment with the Positive and Negative Affect Scale (PANAS; Watson, Clark, & 

Tellegen, 1988).  Then, participants performed a cognitive test of recalling numbers in a 

backward sequence called “backwards digit-span task.”  Afterwards, participants were randomly 

assigned to take a mapped-out, 50–55-minute walk of about 2.8 miles in either a park or 

downtown area.  Upon returning from the walk, participants performed the backwards digit-span 

task, completed the PANAS, and answered questions about their walks. Two weeks later, the 

participants repeated the entire procedure in a complementary setting to compare results.  The 
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outcomes suggested that performance on the backwards digit-span improved when participants 

walked in nature but not downtown.  Additionally, scores on the mood assessment were higher 

when walking took place in nature as compared to downtown.   

 In the second experiment, the type of cognitive function affected by interacting with 

nature was explored.  The Attention Network Test (ANT; Fan et al., 2002) was used to measure 

three attentional functions: alerting, orienting, and executive attention.  Twelve participants were 

administered the Positive and Negative Affect Scale (PANAS) to test their mood; they also 

completed a backwards digit-span task, and were administered the ANT for a baseline measure.  

Then, participants viewed either pictures of nature or of urban areas for approximately 10 

minutes; there were 50 nature pictures and 50 urban-area pictures.   The participants rated the 

pictures on a scale of 1 to 3 to indicate how much they liked them.  After viewing these photos, 

the participants performed the backwards digit-span task, and completed the PANAS and ANT.   

One week later, participants repeated the entire procedure with a complementary set (e.g., 

similar pictures of nature and urban settings but not the same) of pictures to compare results.  

The outcomes suggest that only the executive attention on the ANT improved when viewing 

pictures of nature, versus urban areas.  Additionally, performance on the backwards digit-span 

improved when viewing pictures of nature in contrast to pictures of urban areas.  Unlike in 

experiment 1, mood did not improve when viewing pictures of nature versus urban areas. 

Improvements on backwards digit-span task, which is a task that relies on directed attention, 

were consistent in both experiments.  In experiment 2, improvements were selective to the 

executive attention (directed attention) portion of the ANT, meaning that interactions with nature 

improved only executive cognitive functions such as attention.   
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Overall, according to (Berman et al., 2008) these two experiments provide support for the 

restorative value of nature on cognitive functioning.   In both experiments, interacting with 

nature (walking in nature or viewing pictures of nature) improved digit-span tests more than 

being exposed to urban settings (either walking downtown or viewing pictures of urban settings).  

And, executive function (directed attention) improved in the second experiment when 

participants viewed nature pictures but not urban pictures.  In addition to the cognitive 

improvements, mood was improved but only in the first experiment.  Mood improved in the first 

experiment when participants walked in nature but not when walking downtown.  Mood was not 

affected in the second experiment when participants viewed either pictures of nature or of urban 

settings.  This study demonstrated the restorative value of nature on cognitive functioning and 

mood.  Moreover, as little as viewing pictures of nature can improve cognitive functions.   

In another study supporting the mental health benefits of nature, Mayer et al. (2009) 

investigated the relationship of nature to well being.  The study was aimed at answering the 

question, “why does nature produce beneficial effects?”  Mayer et al. (2009) postulated that 

because nature influences mood and cognition in a positive manner, the ability to reflect on one’s 

life problems (known as “reflection”) could also be improved as a more complex socio-

emotional process.  Three experiments were conducted to examine the relationship between 

nature and well being.   

In the first, 76 participants completed a 10-minute, timed, memory search task to measure 

how the environment affected their attentional capabilities.  Then, a series of scales were 

administered to the participants.  The PANAS was used to assess their mood; the Connectedness 

to Nature Scale (CNS; Mayer & Frantz, 2004) measured their sense of oneness with nature, 

sense of kinship with animals and plants, and sense of equality between the self and nature.  The 
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Situational Self-Awareness Scale (SSAS; Goven & Marsch, 2001) was used to measure various 

dimensions of self-awareness.  

After the assessments were administered, participants were randomly arranged into two 

groups of 15–20 people.  Each group was assigned to one of two buses with an experimenter 

aboard.  The buses drove 20 minutes to a nearby town, taking different routes.  One bus went to 

an urban downtown area, and the other went to a nature preserve.  Towards the end of the ride, 

the experimenters asked the participants to reflect silently on a loose end in their life that could 

be resolved.  At the destination, participants were arranged in small groups of 8–10 and were 

taken on a walk for 10 minutes.  When the walk ended, the experimenters asked the participants 

to answer questions such as: “I feel more prepared to ‘tie up my loose end’ than I did before I 

began this study.”  Participants were then asked how much time they spend outdoors on a typical 

day and performed the memory search task.  Results indicated that those who went to the nature 

preserve had improved scores on the memory task, showing that interacting with nature 

significantly affected attentional capacity.  In addition to improved cognitive capacity, people’s 

ability to reflect on their lives increased when the setting was a natural environment.   

 For the second experiment, the researchers compared virtual experiences with real 

experiences in nature and psychological effects on individuals.  Ninety-two participants 

completed a memory search task, the PANAS, and the CNS for a baseline measure.  Participants 

were randomly assigned to either nature condition or video condition.  While being led into 

separate testing rooms, participants were asked to reflect on a loose end in their life that needs to 

be resolved.  Participants in the video condition were randomly assigned to either a nature or an 

urban video group.  Then participants watched a 10-minute video of a walk in either nature or an 

urban area depending on their assignment.  Participants in the actual nature condition walked for 
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Figure 1 

Theoretical Coding Results 

 

Figure 1.  Walk and Talk Therapy flow chart includes boxes that represent Glaser’s six C’s “covariances, 
contingencies, causes, conditions, contexts, and consequences”   
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As a result of the theoretical coding phase, a framework for practice was generated for 

walk and talk therapy.  Although the purpose of this study was to generate a theory for walk and 

talk therapy, findings indicated a framework for practice was best applied to walk and talk 

therapy.  Participants shared perspectives which described how walk and talk therapy emerged, 

and provides an explanation of the procedure, a definition for the approach, and limitations and 

outcomes of the approach.   

A framework for practice for walk and talk therapy was explicated by Glaser’s six C’s.  

The context of walk and talk therapy can be described as our society today.  Participants 

indicated that our society has become more accepting of alternative therapy methods.  As a 

result, younger therapists are utilizing alternative methods.  Due to the changing society, the 

needs of clients changed, which is the cause of walk and talk therapy’s evolution, [see Figure 1].  

An inactive society, nature deficit, spending more time indoors, car dependent communities, and 

busy schedules are characteristics of our changing society in the United States.  Therefore, client 

needs are changing as society changes.   

Therapists are seeking alternative methods to meet the changing needs of clients.  For 

example, Linda and Christopher changed their therapeutic methods to fit the needs of their 

clients.  Christopher’s client had a busy schedule and could not find time to travel to therapy 

sessions.  Christopher decided that traveling to him and walking with him outdoors would meet 

his needs.  Linda’s client was not progressing in the office; she felt that movement and a change 

of scenery would be beneficial for his needs. 

Meeting client needs was one factor that determined whether therapists sought alternative 

methods of therapy.  Other contingencies, as referenced in Figure 1, were personal experiences, 
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learning that other therapists already conducting walk and talk therapy as well as a desire to get 

out of the office.  Personal experiences such as a love for walking, love for outdoors, and 

walking with friends were noted.  Many therapists were motivated from learning that other 

therapists were already using alternative methods such as walk and talk therapy, while searching 

for alternative methods on the Internet.  Getting out of the office was a motivating factor for 

therapists because we spend much more time indoors as a society.  A need to offer clients an 

alternative to traditional therapy motivated participants to search for walk and talk therapy.   

Clay Cockrell, LCSW, was identified as the first therapist to use walk and talk therapy in 

the United States, beginning in 2004.  Additionally, Cockrell was the first to name the approach 

“Walk and Talk Therapy,” and to receive media attention for his private practice in New York 

City.  As other therapists learned about walk and talk therapy through Cockrell’s webpage, they 

were motivated by his success to start their own walk and talk therapy practices.  At the time of 

this study, there were 28 therapists advertising their walk and talk therapy practices on the 

Internet.  Cockrell and 28 therapists subsequently beginning walk and talk therapy practices were 

the evolution of walk and talk therapy as an approach, as evidenced in Figure 1. 

To date, only one study (Doucette, 2004) has been conducted on walk and talk therapy 

which provided minimal information about the evolution, procedure, or outcomes of the 

approach.  As a result of data analysis, many consequences of walk and talk therapy were 

determined, as referenced in Figure 1.  Consequences consisted of a definition, outcomes, and 

limitations of walk and talk therapy.  A definition of walk and talk therapy consisted of 

participant descriptions of the characteristics and procedure that make up walk and talk therapy.  

For example, participants described walk and talk therapy as “therapy while walking” or 

“exercise and therapy.”  In addition to a definition, the limitations and outcomes rounded out the 
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consequences of walk and talk therapy.  Limitations included general limitations, “obtaining 

clientele is a challenge” and “there is a lack of support in the field” as well as limitations specific 

to the sessions such as “weather” and “confidentiality.”  Outcomes consisted of therapeutic 

benefits such as “speeds up therapy” and “build rapport in therapeutic relationship.”  Client and 

therapist reaped benefits such as “mental health benefits,” and “nature benefits.”      

In addition to the framework for practice, a summary of significant research findings was 

presented.  At least two findings were determined for each subtheme, equaling 14 research 

findings.   All research findings are based on the participants’ perceptions of this study and are 

presented in Table 4 in no order of importance or hierarchy. 

Table 4 

Research Findings 

Research Findings 

1. Walk and talk therapy is therapy conducted walking outdoors.  

2. Physical activity, nature, and casualness are the central components of walk and talk therapy.   

3. The setting of walk and talk therapy includes the location and a walking path.  

4. No training is required to participate in walk and talk therapy.   

5. Interventions utilized in walk and talk therapy are traditional therapeutic interventions.  

6. The procedure of walk and talk therapy includes an initial intake session indoors then walking outdoors for 

following sessions.   

7. Research, a need for options, lack of physical activity, and a nature deficit caused walk and talk 

therapy to emerge as an approach. 

8. Personal experiences, other therapists, desire to get out of the office, and a need for options motivated 

therapists to utilize walk and talk therapy in their practices.    

9. Clay Cockrell, LCSW was instrumental in the evolution of walk and talk therapy.   
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Table Continued 

Research Findings 

Research Findings 

 

10. General limitations of walk and talk therapy include a lack of support, difficulty in obtaining clients, and 

population concerns.   

11. Session limitations of walk and talk therapy consisted of weather, confidentiality, safety, and 

conceptualization.   

12. Therapeutic benefits of walk and talk therapy included getting to issues faster, building therapeutic rapport 

faster, processing differently, and assessment expanded.  

13. Benefits for clients include: physical health benefits, mental health benefits, nature benefits, increased body 

awareness, and self-care.   

14. Benefits for therapists include: physical health benefits, mental health benefits, nature benefits, and self- 

care. 

_____________________________________________________________________________________________ 

The 14 research findings in Table 4 highlight significant aspects of walk and talk therapy  

derived from the theoretical coding results.  Research findings are presented here for clarity and 

emphasize the important findings of the framework for practice of walk and talk therapy in 

Figure 1.  Research findings were outlined in no particular order, yet each represents themes and 

subthemes of walk and talk therapy.  Significant findings such as a definition for walk and talk 

therapy and central components are presented in Table 4.  Other findings, including research 

findings related to the setting, training, interventions, and the procedure of walk and talk therapy 

were outlined in Table 4. Findings summarizing facts about the evolution of walk and talk 

therapy were significant and are included in Table 4.  Last, the outcomes of walk and talk 

therapy were summarized in Table 4, including limitations and benefits of the approach.    
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Chapter Summary 

 The findings of this study were presented in this chapter.  The researcher utilized a 

grounded theory qualitative method of data analysis.  There were 11 interviews, 11 extant text 

(webpages), four extant text (documents), and three observation field notes.  In the first step of 

data analysis, line-by-line coding was utilized to establish an initial set of categories.  In step two 

of data analysis, focused coding was utilized to define themes and subthemes of walk and talk 

therapy.  For the third stage, theoretical coding, six C’s, and theoretical sampling were utilized to 

refine the boundaries of themes and generate a theory of walk and talk therapy.   

 Results were summarized into a framework for practice and 14 research findings of walk 

and talk therapy.  The framework for practice of walk and talk therapy was generated to explain 

the evolution, definition, procedure, and outcomes of walk and talk therapy.  The framework 

outlined how many factors such as our changing society has led to changing needs of clients, 

which led therapists to seek new ways to meet client needs.  One therapist, Cockrell, was the first 

to meet the new needs and established his walk and talk therapy practice.  The influence of his 

practice as well as other influences motivated other therapists to begin using walk and talk 

therapy.  As a result, walk and talk therapy is being utilized by at least 28 therapists in the United 

States.  Additionally, a definition, explanation of the procedure, and outcomes are presented.  
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Chapter Five 

Discussion 

 The purpose of this chapter is to discuss the research findings of this study.  Research 

findings are presented and discussed in relation to the literature.  The purpose of the study, 

summary of procedures, discussion of findings, framework for practice findings, significance of 

findings, implications for therapists, implications for researchers, implications for counselor 

educators, limitations of the study, and implications for future research are included in this 

chapter.  

Purpose of the Study 

The purpose of this study was to generate a theory for walk and talk therapy. Although 

therapists are utilizing walk and talk therapy (Hays, 1994), only one empirical study on the 

approach exists (Doucette, 2004). This study built on the work of Doucette (2004), who 

interviewed clients participating in walk and talk therapy by obtaining the perspective of the 

therapists. Therapists were interviewed about their experiences as walk and talk therapists.  

Instead of a theory for walk and talk therapy, a framework for practice of walk and talk therapy 

resulted from the research findings.   

Summary of Procedures 

 Therapists who provided walk and talk therapy in their practice were recruited to 

volunteer for an interview regarding walk and talk therapy.  Eleven therapists agreed to 

participate from a potential list of 28.  Three forms of data were analyzed for the purpose of this 

study: (a) transcribed interviews, (b) extant texts, and (c) observation field notes from settings.  

Interview transcriptions, extant texts, and field notes from setting observations were organized 

onto Microsoft Word™ documents for continuity.   
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First, all data were read without coding to gain an overall feel and understanding of the 

data.  Then, three phases of coding were employed for the remainder of data analysis: (a) initial 

coding, (b) focused coding, and (c) theoretical coding.   Throughout data analysis, the constant 

comparative analysis was used, consistent with grounded theory design (Glaser & Strauss, 1967).  

In the initial coding phase, line-by-line coding was utilized to determine an initial set of 

categories.  Next, focused coding was employed to establish the most frequent and significant 

codes.  Main themes, subthemes, properties, and occurrences were concluded in the focused 

coding phase.  Last, in the theoretical coding phase, theoretical sampling and Glaser’s six C’s 

(Charmaz, 2006) were utilized to construct a framework for practice of walk and talk therapy.  

Discussion of Findings  

The purpose of this section is to discuss the findings generated from the research 

questions and participant interview questions in the context of related research. Previous research 

on walk and talk therapy consists of one qualitative study (Doucette, 2004) and anecdotal 

research (e.g., Goodman, 2005; Hays, 1994; Wright, 2008); hence, relating findings to previous 

literature is a challenge.  Many of my findings are new and cannot be compared to previous 

research.  However, comparisons can be made to existing therapy approaches such as traditional 

therapy and nontraditional outdoors therapy methods (e.g., adventure-based counseling, 

wilderness therapy, nature therapy, and ecotherapy).  Participants often compared walk and talk 

therapy to traditional therapy without being prompted.  Thus, findings reflect these comparisons.   

Research questions, participant interview questions, and research findings are 

summarized in the remainder of this section separated into the four main themes: (a) Definition, 

(b) Evolution, (c) Limitations, and (d) Outcomes.     
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 Definition.  Four of eight research questions were used to generate findings related to the 

theme “definition.”  For each research question, one or two interview questions were employed 

to understand participants’ perceptions about the definition of walk and talk therapy.  Research 

questions and interview questions are outlined with a discussion of findings.     

Table 5 

Definition: Research & Interview Questions  

Research Questions (RQ):      Participant Interview Questions:   

RQ 1: What is the process of walk and talk therapy?  How do you define walk and talk therapy? 
          
         Describe a typical session.  
 
RQ 3: What is central in the process of walk and talk   What are the central components of walk and talk  
therapy?        therapy?   

         
        What makes walk and talk therapy stand out from 
        other approaches?  

 
RQ 6: Who are the important participants and how do they  What is the therapist’s role in walk and talk therapy? 
participate in the process?       
         What is the client’s role in walk and talk therapy? 
 
RQ 7: What strategies are employed during the process of  What strategies or interventions are used in walk and   
walk and talk therapy?      talk therapy? 
          
  

The research questions and interview questions in Table 5 generated six research findings 

related to the definition of walk and talk therapy.  Findings are summarized by characteristics 

and the procedure of walk and talk therapy.  Characteristics and procedure consisted of the 

central components, therapist and client roles, as well as interventions in the approach.  Each 

research finding related to the definition of walk and talk therapy is presented in the remainder of 

this subsection.  

Walk and talk therapy is therapy conducted walking outdoors.  Findings of this study 

support the definitions used in literature.  Walk and talk therapy, as it is called today, has been 
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described various ways in the literature.  First, Hays (1994) described “running and walking 

therapy” as exercise and talk therapy simultaneously - a method to use “as needed” based on 

client needs.  In 2004, Doucette defined the “Walk and Talk intervention” as an intervention of 

walking outdoors while engaging in counseling.  Cockrell termed “walk and talk therapy” in 

2004 when he began his practice in New York City.  Thus, walk and talk therapy is defined as 

therapy conducted walking outdoors.  It is an intervention utilized based on client needs.  

Physical activity, nature, and casualness are the central components of walk and talk 

therapy.  Findings of this study support physical activity, nature (Doucette, 2004) and casualness 

(Kostrubala & Schuler, 2009) as central components of walk and talk therapy.  Physical activity, 

nature, and casualness were three central components identified by participants whereas 

Doucette (2004) recognized counseling, ecopsychology, and physiological as the three 

components of walk and talk therapy.  The counseling component in Doucette’s walk and talk 

intervention consisted of strategies for positive life skills and solution-focused brief therapy.  The 

ecological component, same as the nature component, is characterized by the natural connection 

humans have with nature that being outdoors reinforces (Doucette, 2004).  The physiological 

component, identical to the physical activity component, was described as the aerobic exercise of 

walking and its effects on well being, mood, and mental illness.  According to Doucette (2004), 

recognizing the importance of exercise and client well being is critical for walk and talk.  A third 

component, casualness, supported Kostrubala and Schuler.    Casualness referred to the less 

threatening and casual spirit of walk and talk therapy is attributed to minimal eye contact and the 

familiarity of walking with someone.   

The setting of walk and talk therapy includes the location and a walking path. Unlike 

Doucette’s (2004) study, the findings of this study identified a setting for walk and talk therapy.  
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Previous studies described settings in general terms such as walking on school grounds 

(Doucette, 2004) and a downtown area (Kottler & Carlson, 2003).  The findings of this study 

recognized a location and path as the setting of walk and talk therapy.  The location and path 

consist of various characteristics, which make the setting unique to therapists’ practices.  In walk 

and talk therapy, locations are parks, lakes, forests, or downtown areas with walking paths.  

Walking paths are sidewalks, trails, and cement or gravel roads. The setting of walk and talk 

therapy is unique for each therapist’s practice as the setting depends on what is available to each 

therapist; some regions have more outdoor settings to choose from than do others.  

No training is required to participate in walk and talk therapy.  Training for walk and 

talk therapy was not addressed in previous research.  The findings of this study found that 

therapists require no additional training to participate in walk and talk therapy.  Therapists and 

clients need to have the ability to walk to participate in walk and talk therapy.  Additionally, my 

findings indicated that therapists have a safety role in walk and talk therapy.  Therapists monitor 

clients for physical and medical safety.  Monitoring physical safety included observing for safety 

hazards such as approaching cars or obstructions.  Monitoring medical safety referred to 

observing clients for physical symptoms such as shortness of breath or limping.  Client roles are 

no different from their role in traditional therapy in that they must be willing and motivated for 

therapy.  Unlike related nontraditional outdoors therapies (i.e., adventure based counseling and 

wilderness therapy), which require therapists to have knowledge of outdoors activities (e.g., 

kayaking, hiking, camping) in walk and talk therapy, no training is required.  

Interventions utilized in walk and talk therapy are traditional therapeutic interventions. 

Findings from this study support previous research that interventions or strategies used in walk 

and talk therapy are traditional therapeutic interventions (Doucette, 2004).  Doucette used 
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solution-focused brief therapy and, similarly, my findings indicated that solution-focused brief 

therapy, cognitive behavioral therapy, and person-centered therapy are being utilized. Likewise, 

outdoors therapy methods such as adventure-based counseling, wilderness therapy (Fletcher & 

Hinkle, 2002) as well as nature therapy and ecotherapy (Berger & Mcleod, 2006; Burls, 2005) 

utilized interventions from traditional therapy. Moreover, interventions used in walk and talk 

therapy are the same as traditional office based therapy as well as outdoors approaches (i.e., 

adventure based counseling and wilderness therapy).  It appears that any accepted theoretical 

approach can be used in walk and talk therapy. 

The procedure of walk and talk therapy includes an initial intake session indoors, then 

walking outdoors for following sessions.  Findings of this study described the procedure of walk 

and talk therapy.  My findings support an intake session being conducted indoors as the initial 

session (Doucette, 2004; Hays 1994).  In the intake session, the therapist gathers information 

about the client’s presenting issues, offers information about the therapy practice, and obtains 

signatures on informed consents.  Unlike previous studies, my study found an additional purpose 

of the intake session in walk and talk therapy - to screen clients as a safety precaution before 

walking outdoors with them.  If the therapist feels the person may be unsafe or too vulnerable to 

walk outdoors, sessions stay in the office.  Once the intake is completed, following sessions are 

outdoors walking (Doucette, 2004; Hays, 1994).  Therapists and client meet either at the office 

(Doucette, 2004; Hays, 1994) or at an agreed upon location such as local parks, forests, or 

downtown areas with a walking paths (Kottler & Carlson, 2003).  Like previous research, 

(Doucette, 2004), sessions entailed approximately 50 minutes of therapy while walking outdoors. 

Others walked or ran for 30 minutes and allotted time at the end of sessions to discuss issues that 

arose from the session (Hays, 1994; Kottler & Carlson, 2003). 
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 Evolution.  Two of eight research questions were related to the theme “evolution.”  For 

each research question, there were two to three interview questions employed to understand 

participants’ perceptions about the evolution of walk and talk therapy.  Research questions and 

interview questions are outlined with a summary of findings following.     

Table 6 

Evolution: Research & Interview Questions 

Research Questions (RQ):      Participant Interview Questions:    

RQ 2: How did walk and talk therapy evolve?   How did you learn about walk and talk therapy? 
        
       Describe why you think walk and talk therapy 
       emerged? 

          
         Who has been important in the field for walk and talk  
         therapy?  
         
RQ 4: What influenced or caused walk and talk therapy to What motivated you to start using walk and talk  
develop for you?       therapy? 
          
         What changes have you had to make as a therapist to  
         do walk and talk therapy? 
 
               

Research and interview questions in Table 6 generated three research findings related to 

the evolution of walk and talk therapy. More specifically, findings suggest why walk and talk 

therapy evolved as an approach, motivating factors for therapists to begin using walk and talk 

therapy in their practices, and who was important in its evolution.  Each research finding is 

presented in the remainder of this subsection.  

Research, a need for options, lack of physical activity, and a nature deficit caused walk 

and talk therapy to emerge as an approach. No previous studies have indicated how or why 

walk and talk therapy evolved. However, anecdotal research (Gontang, 2009; Hays, 1994; 

Kottler & Carlson, 2003) suggested therapists were walking and running with clients before walk 
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and talk therapy emerged as an identified approach.  Findings of my study suggest many factors 

have influenced the evolution of walk and talk therapy as an approach including: research, need 

for options, lack of physical activity, and nature deficit.  

Research on topics such as EMDR, Buddhism, recreation therapy, benefits of exercise, 

and consequences of inactivity had an influence on the evolution of walk and talk therapy, 

according to participants.  Participants believed that EMDR and Buddhism had an impact on the 

evolution of walk and talk therapy as EMDR and Buddhism share some characteristics with walk 

and talk therapy.  Additionally, recreation therapy programs (Fletcher & Hinkle, 2002; 

Goldenberg, 2001; Peel & Richards, 2005), benefits of exercise (Dubbert, 2002; Hays, 1994; 

Leer, 1980), and the consequences of inactivity (U.S. Department of Health and Human 

Services, 2010) are similar in characteristics as walk and talk therapy.  Thus, it seems that walk 

and talk therapy was influenced by previous research with similarities.  

A need to give clients options was another factor that contributed to the evolution of walk 

and talk therapy.  This is consistent with research that posits traditional therapy alone might not 

have enduring effects for clients (Kottler & Carlson, 2003).  According to participants, therapy 

options are needed for clients who are stuck in their progress and something different needs to be 

tried to help them progress.  Additionally, alternative options are good for clients who struggle 

with eye contact or sitting for long periods of time.  Unrelated to previous research, yet an 

important finding of my study was that participants think that younger therapists are pushing the 

boundaries of what is accepted in therapy.    

A lack of physical activity has caused walk and talk therapy to evolve as an approach, 

according to participants. Many previous studies identify a lack of physical activity in the United 
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States (Dustin et al., 2010; Hansen-Ketchum et al., 2009; Norman & Mills, 2004).  According to 

participants, the increasing amount of inactivity in the United States as well as a disconnect 

people have with their bodies has led to the evolution of walk and talk therapy.  It seems there is 

a connection between inactivity in our society and the physical activity component of walk and 

talk therapy.  

Nature deficit, a term used to describe the disconnection between humans and nature 

(Burls, 2005), was considered another reason walk and talk therapy evolved as an approach. 

Compared to the lack of physical activity, fewer studies are related to nature deficit (Burls, 

2005).  According to participants, humans are less connected to nature as evidenced by their 

increased time spent indoors for leisure, working, and car dependent communities.  This finding 

supports previous research that Americans spend 95 percent of their time indoors (Fletcher & 

Hinkle, 2002).  Nature deficit has been attributed to other factors such as an increase in 

technological advancements and urban living (Burls, 2005).  This disconnection between humans 

and nature has led to the evolution of walk and talk therapy; the nature component of walk and 

talk therapy assists with nature deficit.    

Personal experiences, other therapists, desire to get out of the office, and a need for 

options motivated therapists to utilize walk and talk therapy in their practices.   Doucette’s 

(2004) motivation to use walk and talk therapy was to create positive well being and health for 

the clients.  No other studies identified why therapists were motivated to use walk and talk 

therapy in their practices.  Thus, all findings related to therapists’ motivation to begin utilizing 

the approach are new.  Motivating factors for therapists to begin using walk and talk therapy in 

their practices were personal experiences such as walking with friends, history of playing sports, 

or a history of exercising.  Therapists believed that walking with friends had been therapeutic for 
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them in the past and thought it could be beneficial for clients.  Additionally, therapists were 

motivated by their personal experiences of playing sports or exercising.  Some therapists valued 

being outdoors and being physically active, which motivated them to use walk and talk therapy 

in their practices. 

Other therapists already utilizing walk and talk therapy motivated participants to use walk 

and talk therapy in their practices.  When participants became interested in incorporating 

physical activity and/or nature with therapy, they began searching the Internet for ideas.  As they 

searched, participants found webpages of therapists utilizing walk and talk therapy; it motivated 

them to begin their own walk and talk therapy practices.  One therapist, in particular, had media 

attention surrounding his walk and talk therapy practice.  The media attention made therapists 

aware of walk and talk therapy and motivated them to try walk and talk therapy.  Hence, other 

therapists already conducting walk and talk therapy motivated participants to begin their own 

practices.    

 Therapists’ desire to get out of the office was a motivating factor to begin using walk 

and talk therapy.  Findings suggested that therapists feared burnout from sitting in an office for 

eight hours every day.  Our society spends much more time indoors including work and leisure 

time (Fletcher & Hinkle, 2002).  Getting out of the office for fresh air and physical activity was 

appealing to participants who thought being indoors all day would increase the chance of 

burnout.  

The need to give clients options was a motivating factor for therapists to begin using 

walk and talk therapy in their practices. This finding supported previous studies (Doucette, 2004; 

Kottler & Carlson, 2003).   Participants reported that the traditional office therapy was not 
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meeting the changing needs of their clients.  Clients’ needs motivated therapists to find 

alternative ways to help clients.  Therapists are meeting clients’ needs by changing the setting of 

therapy such as taking clients outdoors walking to create progress when office sessions are not 

effective.  Additionally, therapists are meeting the needs of clients’ busy schedules by meeting 

them at convenient locations.   

Clay Cockrell, LCSW, was instrumental in the evolution of walk and talk therapy.  

Cockrell was cited by most participants as an influence to begin using walk and talk therapy in 

their practices.  Therapists reported locating his webpage when searching for “counseling” and 

“walking.”  Additionally, Cockrell is credited as the first person to term the approach “walk and 

talk therapy” and as the first therapist in the U.S. to gain media attention for his practice.  Thus, 

findings suggested that Cockrell is an important person in the development of walk and talk 

therapy.  

Most findings about the evolution of walk and talk therapy could not be linked to 

previous research, as only one study has been conducted on walk and talk therapy.  Findings 

from my study shed light on why walk and talk therapy evolved as an approach, in therapists’ 

practices, and who was important in that process.  Findings indicated that many factors 

influenced the evolution of walk and talk therapy as an approach such as research, a need, 

physical activity, and nature.  The evolution of walk and talk therapy in therapists’ practices was 

affected by their personal experiences, other therapists, desire to get out of the office, and a need 

for options. 
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 Limitations.  One of eight research questions was related to the theme “limitations.”  For 

the research question, three interview questions were employed to understand participants’ 

perceptions about the limitations of walk and talk therapy.  Research questions and interview 

questions are outlined with a summary of findings following.     

Table 7 

Limitations: Research & Interview Questions 

Research Question (RQ):      Participant Interview Questions:   

RQ 5: What are the obstacles in the process of walk and  What were the roadblocks in developing walk and 
talk therapy?        talk therapy in your practice? 
 
         Describe any obstacles or limitations of the walk and   
         talk therapy approach. 
          
         How do you handle obstacles or limitations of the 

walk and talk therapy approach? 
          

 

Research and interview questions in Table 7 generated two research findings related to 

the limitations of walk and talk therapy.  The two research findings addressed limitations in 

general and in sessions.  Lack of support in the profession, obtaining clientele, and population 

limitations were identified as general limitations of the approach, whereas weather, 

confidentiality, safety, and case conceptualization were considered session limitations.  Each 

research finding is presented in the remainder of this subsection.     

General limitations of walk and talk therapy include a lack of support, difficulty in 

obtaining clients, and population concerns.  General limitation findings do not support previous 

research, as previous research on walk and talk therapy is scant.  Participants identified a lack of 

support from the profession as a limitation in developing and practicing walk and talk therapy. 

Lack of support referred to leadership, training opportunities, and supervision.  Therapists found 
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it challenging to develop policies such as price scale, logistics, marketing, liability and 

confidentiality concerns. A common thread among therapists was “I make it up as I go.”  Finding 

a supervisor and trainings for walk and talk therapy were not available because the method is 

new and not well supported by the field.  Many therapists reported misconceptions and judgment 

from other professionals in the field.  Misconceptions centered primarily on the notion that the 

therapists are using walk and talk therapy for their own personal gains and not putting the 

client’s need first.   

Obtaining clientele was a limitation not previously mentioned in the literature either.  

Participants indicated that obtaining clientele for walk and talk therapy is an obstacle.  Only two 

of eleven participants interviewed utilized walk and talk therapy with 80 percent or more of their 

clients.  All therapists wished they could use it more, supporting the finding that obtaining 

clientele is challenging.   

  Participants found some populations were better suited for office sessions rather than 

walk and talk therapy; a finding not identified in previous research.  Couples, families, and 

trauma-related clients are better suited for office sessions, which ultimately limits potential 

clientele for walk and talk therapy.  Walking while talking to couples and families would be 

difficult logistically.  Treating traumatized clients was more appropriate in the office as public 

spaces could trigger traumatic events.  

Session limitations of walk and talk therapy consisted of weather, confidentiality, 

safety, and conceptualization.  This study’s finding that weather is a limitation in walk and talk 

therapy supports previous research (Doucette, 2004).  Participants reported that the majority of 

clients choose to postpone or move to the office when the weather was unfavorable.  The region 

where a therapist is located determined weather restrictions on the walk and talk therapy 
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practice. However, clients who walk despite unfavorable weather came prepared with umbrellas 

and heavy coats.  

 My study confirmed the findings of Hays (1994) that confidentiality is a limitation of 

walk and talk therapy due to the setting.  However, participants insisted that confidentiality 

limitations do not hinder clients from participating in walk and talk therapy. In fact, professionals 

in the field, who do not utilize walk and talk therapy are more concerned with the confidentiality 

limitations than are clients.   Findings indicated that confidentiality in walk and talk therapy was 

handled in the same way as in traditional office sessions, which supports Hays (1994).  

Therapists inform clients of the parameters of confidentiality and ask them to sign a consent 

form stating their understanding.  Because walk and talk therapy is located in public locations, 

others could recognize clients and/or therapists as well as overhear conversations.  Clients seeing 

people they knew while in public was more common than others overhearing therapeutic 

conversations.  If clients recognize others in public, it is their choice on how to handle those 

situations.  Most clients chose to wave or say a quick hello and continue with their session.   

  Client safety during sessions is considered a limitation of the approach.  Client safety 

refers to physical limitations of clients as well as potential safety risks while walking.  Physical 

limitations, a finding which supports previous research, included physical symptoms inhibiting 

from participating in walk and talk therapy safely such as medical problems, obesity, or injuries.  

According to Hays (1994), both therapist and client need to be healthy enough to participate in 

sessions; if not, sessions should take place indoors.  Safety risks such as client injuries or getting 

hit by a car was not mentioned in previous literature; yet, participants reported it as a limitation.  

Additionally, unlike in previous research, participants reported that medical screenings and 
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consent forms are utilized to ensure therapists are not liable for injuries or medical issues in 

sessions. 

 Findings of my study indicated that case conceptualization was a limitation in walk and 

talk therapy.  Participants found it more challenging to conceptualize cases in walk and talk 

therapy compared to in traditional office sessions.  This departed from previous research that 

walking or running outdoors with clients would help with conceptualizing client issues (Hays, 

1994).  According to participants, a myriad of factors affected conceptualization in walk and talk 

therapy.  Mainly, staying present with the client, conceptualizing client issues, and going deeper 

into client issues were challenging in walk and talk therapy as compared to office sessions.  

Therapists attributed the stimuli of being in nature as well as the physical activity of walking as 

the culprits for these challenges.  

 All general limitations such as lack of support, obtaining clientele, and populations were 

new findings.  It is possible that limitations have emerged as a consequence of more therapists 

using walk and talk therapy.  My findings support the finding that weather (Doucette, 2004) and 

confidentiality (Hays, 1994) are limitations of walk and talk therapy.  Physical limitations of 

therapist and client is a limitation of walk and talk therapy (Hays, 1994).  However, the potential 

of client injuries was a limitation not previously mentioned in research.  Another new finding 

was conceptualization as a limitation.  This opposed prior research, which suggested 

conceptualization was enhanced with walking or running (Hays, 1994).  Overall, the findings of 

this study identified numerous limitations of walk and talk therapy suggested by therapists who 

are using the approach.     

 Outcomes.  One of eight research questions was related to the theme “outcomes.”  For the 

research question, three interview questions were questions employed to understand participants’ 
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perceptions about outcomes of walk and talk therapy.  Research questions and interview 

questions are outlined with a summary of findings in Table 8.     

Table 8 

Outcomes: Research & Interview Questions  

Research Questions (RQ):      Participant Interview Questions:   

RQ 8: What effects or outcomes occur from the process What is beneficial about walk and talk therapy?  
of walk and talk therapy?   
         What are some outcomes of doing walk and talk  
         therapy for the client? 
 
         What are some outcomes of doing walk and talk  
         therapy for the therapist? 
  

Research and interview questions in Table 8 generated three research findings related to 

the outcomes of walk and talk therapy.  Three research findings were concluded for the outcomes 

of walk and talk therapy: therapeutic benefits, therapist benefits, and client benefits of walk and 

talk therapy.  Each research finding is presented in the remainder of this subsection.   

Therapeutic benefits of walk and talk therapy included getting to issues more quickly, 

building therapeutic rapport more quickly, processing differently, and assessment expanded. 

Findings of this study support the perceptions that walk and talk therapy speeds up therapy and 

therapist and clients get to the issues more quickly (Goodman, 2005; Hays, 1994).  Participants 

credited getting to issues faster to the familiarity of walking and minimal eye contact (Bricklin & 

Smith, 1996) in walk and talk therapy.   

This study supports findings that the therapeutic relationship is built more quickly in 

walk and talk therapy from fast rapport building (Gontang, 2009; Hays, 1994).  Findings also 

support that shared activity of walking created an equal balance between the client and therapist, 

which builds rapport (Hays, 1994; Gontang, 2009).  This study found minimal eye contact 

helped build rapport which supports previous findings about eye contact (Bricklin & Smith, 
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1996).  Thus, the therapeutic relationship is built fast in walk and talk therapy from shared 

activity of walking (Hays, 1994) and minimal eye contact (Bricklin & Smith, 1996).  

 This study also supports the finding that clients process their problems differently in walk 

and talk therapy than in traditional therapy.  Differences in processing problems included: new 

insights, more clarity, and different problem solving than in traditional therapy. Hays (1994) 

found that walk and talk therapy helped clients think more clearly, synthesize problems 

differently, and come up with new ideas.  Findings were consistent with Dench (2002) in that 

clients experience more clarity in thinking in walk and talk therapy.  Additionally, findings 

support previous research of Berman et al. (2008) and Mayer et al. (2009) who found that 

interacting with nature improved cognitive capacity and one’s ability to reflect on life’s 

problems. 

 This study also supports the finding that the assessments of clients are expanded in walk 

and talk therapy.  According to Hays (1994), there is much non-verbal communication to observe 

in walk and talk therapy such as changes in breathing, walking pace, and postures.  In walk and 

talk therapy, therapists can observe clients in a natural setting as well as observe walking pace. 

Observing clients in natural settings gives therapists an expanded assessment of the client.  

Walking with a client allowed the therapist to assess how issues are affecting the client by 

assessing the client’s walking pace.  

Benefits for clients include: physical health benefits, mental health benefits, nature 

benefits, increased body awareness, and self-care.  This study supports the findings that walk 

and talk therapy has many client benefits. Previous studies support the findings that physical 

health benefits of physical activity included better sleep (Crone, 2007), decreased body fat, 
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decreased cholesterol, and reduced risk of heart attack (Dubbert, 2002: U.S. Department of 

Health and Human Services, 2010).   

Likewise, previous studies (Dixon et al., 2003; Martinesen, 2008) have shown that 

physical activity had mental health benefits for clients such as a reduction in symptoms of 

depression and anxiety.  According to participants, their clients experienced improved mood 

from walk and talk therapy.  Previous studies have shown improved mood from physical activity 

(Plante et al., 2007) as well as from nature (Berman et al., 2008); thus, it is unknown which is 

affecting clients’ moods in walk and talk therapy, as both physical activity and nature are being 

experienced. 

Participants identified characteristics of nature that benefited clients.  This study’s 

outcomes support findings that certain characteristics of nature are beneficial for clients. 

Participants identified fresh air, change of scenery, and feeling more connected to nature as 

benefits (Fletcher & Hinkle, 2002).  However, previous studies included some benefits not 

mentioned in this study. Berman et al. (2008) found that cognitive functioning and mood were 

affected positively from interacting with nature.  Mayer et al. (2009) found that interacting with 

nature improved cognitive capacity and one’s ability to reflect on life’s problems. Findings of 

this study did not indicate that nature influenced cognitive functions, yet it seems that clients 

could be experiencing similar cognitive enhancements from nature.          

Self-care refers to clients learning a new skill to utilize as a healthy coping behavior for 

stress.  This finding supports previous research (Hansson et al., 2005) that physical activity is 

utilized as a self-care strategy.  Unlike previous studies, findings showed that clients used 

walking as a self-care strategy after beginning walk and talk therapy.  Thus, walk and talk 

therapy could help clients begin utilizing physical activity more regularly.       
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Body awareness, a finding not supported by previous research, referred to clients 

becoming more aware of how mental health symptoms manifest physically.  Participants 

reported that clients who participated in walk and talk therapy became more aware of their 

bodies, how symptoms of stress manifest in bodies, as well as mind-body connections.  

 Benefits for therapists include: physical health benefits, mental health benefits, nature 

benefits, and self-care.  This study supports findings that therapists experience physical health 

benefits of better sleep (Crone, 2007), decreased body fat, decreased cholesterol, and reduced 

risk of heart attack (Dubbert, 2002: U.S. Department of Health and Human Services, 2010) from 

the physical activity of walking in walk and talk therapy. 

 Participants reported the only mental health benefit of walk and talk therapy for therapists 

was improved mood.  Previous studies have supported the finding that improved mood is caused 

by physical activity (Plante et al., 2007) as well as nature (Berman et al., 2008); thus, it is 

unknown whether physical activity or nature is improving mood, as both are being experienced 

during walk and talk therapy.   

Although participants did not identify benefits of nature for therapists in walk and talk 

therapy, they must be prevalent since therapists are interacting with nature.  Benefits of nature 

for clients were fresh air, change of scenery, and feeling more connected to nature as an outcome 

of walk and talk therapy.  Berman et al. (2008) found that cognitive functioning and mood were 

affected positively from interacting with nature.  Mayer et al. (2009) found that interacting with 

nature improved cognitive capacity and one’s ability to reflect on life’s problems.  Findings of 

this study did not indicate improved cognitive functions for therapists, yet it seems that therapists 

could be experiencing similar cognitive enhancements from nature.   
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 Self-care for the therapist included getting out of the office, keeping sessions fresh, and a 

change of routine.  Participants believed walk and talk therapy is a good tool to prevent burnout.  

Participants reported that the profession is well known for burnout, vicarious trauma, and 

compassion fatigue; thus, utilizing walk and talk therapy could have benefits of self-care for the 

physical activity and nature components.  Research on the therapists’ professional perspective is 

limited of walk and talk therapy is limited, therefore no previous research is related to walk and 

talk therapy and self-care for therapists.   

Summary of findings.  Numerous research findings were generated from this study; 

some were supported by previous research while others were new findings.  Many characteristics 

of walk and talk therapy, which were recently unknown, have been exposed and identified.  

Although there are no definitive reasons why walk and talk therapy evolved, emerging research 

and a need to give clients options are two main sources.  Walk and talk therapy is therapy 

conducted outdoors walking.  It is an approach that is used as needed and is based on client 

needs. The setting is important to walk and talk therapy and includes a location and walking 

path, which is unique to each therapist’s practice.  The procedure consists of, first, an intake 

session indoors, then walking sessions subsequently.  The therapist and client meet either at the 

office or at an agreed upon location for 50 minute sessions of walking outdoors.  Traditional 

therapeutic interventions are utilized during sessions and client and therapist roles are similar to 

those in traditional therapy.  Therapists have an additional role of monitoring and guiding the 

client while walking for safety purposes.  As is true of any method, there are limitations of walk 

and talk therapy.  General limitations include lack of support, obtaining clientele, and 

populations.  Session limitations include weather, confidentiality, client safety, and 

confidentiality.  Despite the limitations, there are numerous benefits of walk and talk therapy. 
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Therapeutic benefits include getting to issues more quickly, rapport is built more quickly, 

processing differently, and the assessment is enhanced.  Benefits for clients include physical 

health benefits, mental health benefits, nature benefits, and body awareness.  Last, therapist 

benefits include physical health benefits, mental health benefits, nature benefits, and self-care.   

Framework for Practice Findings 

 Glaser’s six C’s theory was utilized in the theoretical coding phase to establish a theory 

for walk and talk therapy.  However, my findings indicated a framework for practice rather than 

a theory for walk and talk therapy.  The six C’s, a procedure introduced by Glaser, identified 

“causes, contexts, contingencies, consequences, covariances, and conditions” for walk and talk 

therapy (Charmaz, 2006; LaRossa, 2005).  Each of Glaser’s six C’s was filled with data to 

explain the theory of walk and talk therapy.   

 The context of walk and talk therapy is our society, the United States.  More than ever, 

our society is accepting of alternative concepts (e.g., yoga, outdoors therapy programs, 

Buddhism) and as a result, therapists are beginning to push the boundaries of therapy to include 

alternative methods.  As a society, we are increasingly inactive due to car-dependent 

communities, increased sedentary leisure activities, and technological advancements (Dustin et 

al., 2010; Hansen-Ketchum et al., 2009; Norman & Mills, 2004).  As a result, obesity rates are on 

the rise (U.S. Department of Health and Human Services, 2010) and we spend less time outdoors 

interacting with nature (Burls, 2005).  These changes in our society (i.e., inactive society and 

nature deficit) have influenced the needs of clients and thus caused walk and talk therapy to 

evolve.  Additionally, the research related to inactivity and nature deficits were covariances in 

the evolution of walk and talk therapy, as research brings education and awareness to the public. 
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 A condition of walk and talk therapy evolving was the actions of therapists.  Therapists 

recognized the changing needs of clients and sought alternative methods to provide to clients.  

Some contingencies for therapists included their own personal experiences, other therapists in 

the field, a desire to get out of the office, and putting needs of their clients as a priority.  These 

conditions and contingencies influenced walk and talk therapy’s evolution as an approach.   

 As a consequence of walk and talk therapy evolving, therapists began utilizing it in their 

practices. Cockrell was the first to gain attention for his practice, which he initiated in 2004.  To 

date, 28 therapists are advertising their walk and talk therapy practice on the Internet.  Moreover, 

there are consequences of therapists utilizing walk and talk therapy including the findings of this 

study to help explicate the approach.  Consequences of therapists using it include identifying a 

definition, characteristics, limitations, and outcomes of the approach.      

Significance of Findings     

The significance of the findings included: (a) physical activity seems more important than 

nature, (b) casualness of the approach may motivate clients, (c) self-care for therapists and 

clients, (d) benefits outweigh limitations.  Physical activity and nature are components in walk 

and talk therapy not found in traditional therapy.  Each is beneficial for therapists and clients; 

however, therapists attributed benefits more often to physical activity than to nature.  

Additionally, the setting of walk and talk therapy was not as strong a focus as the physical 

activity component.  It seems that nature was more of a secondary notion in walk and talk 

therapy.  This may be attributed to the widely known health benefits of physical activity (e.g., 

Dubbert, 2002; Hays, 1994; Leer, 1980) and the less well-known benefits of nature (Burls, 2005; 

Pretty et al., 2006).   
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The casualness and non-threatening characteristics of the approach could motivate clients 

to try therapy.  In traditional therapy, therapists and clients sit across from another for 50 minutes 

indoors.  Some clients find this style threatening due to the vulnerability, direct eye contact, and 

formal qualities.  Clients who may fear traditional therapy may be more inclined to try walk and 

talk therapy as it involves walking side by side with someone outdoors.  People are familiar with 

walking side by side with someone outdoors.  Sitting face-to-face with a stranger can be 

intimidating.  Walking outdoors with a stranger could be less intimidating.   

Walk and talk therapy is a self-care tool for therapists and clients.  In walk and talk 

therapy, therapists and clients are receiving benefits from participating in physical activity and 

interacting with nature.  Therapists can prevent burnout from utilizing walk and talk therapy in 

their practice which could lead to a decrease in employee turnover and an increase in job 

satisfaction.  Clients learn a self-care tool from participating in walk and talk therapy.  It is a 

therapy that teaches clients first-hand the benefits of self-care.  Thus, clients may begin utilizing 

physical activity such as walking for self-care which could lead to an increase in mental and 

physical health.   

Last, the benefits outweigh the limitations.  Benefits for therapists and clients in walk and 

talk therapy include mental health benefits, physical health benefits, nature benefits, and self- 

care.  In addition to the benefits of walk and talk therapy, there are no additional requirements 

for therapists to conduct walk and talk therapy.  Therapists who are trained in traditional 

therapeutic interventions are qualified to conduct walk and talk therapy; no additional training or 

skills are necessary.  Limitations of walk and talk therapy such as confidentiality and liability 

concerns are present in traditional therapeutic methods.  Weather is the only limitation of walk 
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and talk therapy that is not evident in traditional therapeutic methods.  Thus, the benefits 

outweigh the limitations.      

Implications  

This study is important to the counseling and psychotherapy profession, in particular to 

therapists, counselors, social workers, researchers, and counselor educators.  Findings from this 

study contributed to a definition, explanation, and framework for practice of walk and talk 

therapy.  A definition, explanation, and framework for practice of walk and talk therapy can 

provide counseling professionals with an alternative approach to utilize with clients.  

Researchers now have information about walk and talk therapy, which allows further empirical 

studies to be conducted.  Additionally, counselor educators can educate students about this 

alternative approach to utilize with clients.  

Implications for therapists.  In this study, various disciplines were represented in the 

sample: four marriage and family therapists, four social workers, and three counselors. 

Therapists’ years of experience in the profession ranged from 1.5 years to 30 years.  Moreover, 

the years of experience with walk and talk therapy ranged from six months to 12 years. This is a 

study benefit – it crosses disciplines and age groups.  Walk and talk therapy gained media 

attention in 2006 from Clay Cockrell’s NYC practice.   

Although some therapists have been utilizing it for many years, public attention is recent.  

This research will provide more attention and information on walk and talk therapy which has an 

impact on therapists.  Specifically, implications for therapists consist of: (a) another method of 

therapy to utilize, (b) growth of the profession, and (c) support from the profession.      

Research findings could motivate therapists, social workers, and counselors to use walk 

and talk therapy as another option of therapy either as needed or full time.  Some therapists are 
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currently using walk and talk therapy as a practice or part of their practice.  The definition, 

explanation, and framework for practice could increase the number of therapists that start 

utilizing walk and talk therapy.  Therapists may be motivated by the research to try something 

new with their clients; once the benefits are noticed, they will continue to use walk and talk 

therapy either part time or full time.    

Research on walk and talk therapy could have a positive impact on the profession, 

specifically, the longevity of therapists and stigma of therapy.  Walk and talk therapy could have 

an effect on therapist rates of burnout, therefore the longevity of the profession could be 

impacted.  Therapists could get self-care from utilizing walk and talk therapy in their practices 

either as needed or full time which would prevent burnout.  This would impact the amount of 

experienced therapists in the profession.  Additionally, research on walk and talk therapy could 

cause the public to have a positive view of therapy which decreases the stigma of therapy.   

Support from the profession could be impacted from this research.  Findings indicated a 

lack of support from the field, misconceptions, and judgment related to walk and talk therapy.  

Lack of support from the field included a lack of training, lack of supervision, and lack of 

therapist support.  Lack of training referred to how to conduct walk and talk therapy as well as 

procedural logistics.  Lack of supervision is related to the small number of therapists that conduct 

walk and talk therapy.  Many therapists reported that they wish there was more of a support 

system for walk and talk therapists to share ideas, provide consultation, and support for one 

another.  Furthermore, therapists reported that other professionals misperceive or place judgment 

on walk and talk therapists.  Since there is little knowledge of what walk and talk therapy is, 

professionals questioned the legality and ethics of providing therapy outside of the traditional 

office space.   
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This research could impact support from the profession because professionals will have 

more knowledge on walk and talk therapy and the framework for practice for walk and talk 

therapy.  Research will provide a framework to train those beginning to use the approach, 

increase the number of therapists using the approach which could increase supervisors, provide 

support to therapists utilizing the approach, and dispel any misconceptions or judgment of others 

from the profession.     

Implications for researchers.  Only one empirical study on walk and talk therapy, 

therefore research implications are great.  The findings of this study contribute to the definition, 

explanation, and theoretical framework of walk and talk therapy, which can be utilized for future 

empirical studies.  Areas to explore related to walk and talk therapy consist of: the effects of 

nature on walk and talk therapy, the effects of physical activity on walk and talk therapy, and the 

effectiveness of walk and talk therapy.  Overall, research on walk and talk therapy is limited; 

therefore, research studies are needed.   

Implications for counselor educators.  The findings of this study provided a definition, 

explanation, and framework for practice of walk and talk therapy, which impacts counselor 

educators.  Counselor educators are responsible for educating students on counseling theories, 

approaches, interventions, and research.  Counselor educators should teach alternative methods 

of therapy such as walk and talk therapy in the classroom.  Students will have an opportunity to 

learn alternative methods of therapy, which allows them to stay current and knowledgeable in the 

profession.    

Limitations of the Study 

As with all studies, limitations exist.  In this study limitations included: participant bias, 

inflated participant perceptions, and researcher bias.  First, there is always a chance of participant 
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bias when the participants are voluntary.  Because those selected for this study have chosen walk 

and talk therapy as their practice or part of it, their answers may have been positively biased 

towards walk and talk therapy.  Unfortunately, there is no way to prevent this limitation and I 

assumed that all participants gave an unbiased account of the approach, including the benefits 

and limitations.   

A second limitation is researcher bias; the fact I am positively biased towards walk and 

talk therapy, as are the participants, may have potentially affected the data collection, analysis, 

and interpretation of interview answers.  To prevent researcher bias affecting my findings, I 

utilized a journal after each interview to prevent bias from affecting my results.  I also consulted 

with my dissertation chair.  I reflected upon my questions as well as the responses from each 

participant after each interview in a journal.  Utilizing a journal to capture my reflections helped 

me remain as unbiased as possible.   

A third potential limitation is the possibility of participants’ inflated positive perceptions.  

My sample included only participants that choose to do walk and talk therapy, so it is possible 

that their perceptions were inflated positively.  To prevent obtaining only inflated positive 

perceptions, I interviewed all therapists who volunteered even if they conducted walk and talk 

therapy only once or twice in their careers.  Interviewing everyone who volunteered gave me a 

broad understanding including therapists with successful walk and talk therapy practices as well 

as those with fewer walk and talk clients.  

Implications for Future Research 

 Many avenues for future research related to walk and talk therapy are possible.  Future 

studies can utilize these preliminary findings and explicate them more specifically.  Possible 

directions for future research include:  
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• What are client’s perceptions of walk and talk therapy?  

• Why is obtaining clientele a challenge? 

• What are other professional’s perceptions of walk and talk therapy? 

• Which is more effective, traditional therapy or walk and talk therapy? 

• What populations are best suited for walk and talk therapy? 

• Are walk and talk therapists less likely to experience burnout/compassion fatigue/vicarious 

trauma?  

• Do walk and talk therapists experience more job satisfaction than traditional therapists? 

• What factors are contributing to mental health, physical health, and cognitive improvements -

nature, physical activity, therapy, or a combination?  

• Can this approach be used for supervision?  

Chapter Summary 

 The findings of this study contributed to a framework for practice for walk and talk 

therapy.  Implications for therapists, researchers, and counselor educators were outlined.  

Limitations and future research for the study were presented.  Overall, a framework for practice 

for talk therapy provides therapists and clients with another option for therapy.  Walk and talk 

therapy is an alternative therapeutic method that incorporates physical activity and nature into 

the approach.  Physical activity and nature both offer benefits for the therapist and client.  With 

the findings of this study, therapists will have the information needed to begin using walk and 

talk therapy.  Researchers can begin examining walk and talk therapy further to gain more 

understanding.  Counselor educators can educate students on alternative methods of therapy.  

Although this study had limitations, like all studies, the implications are important and provide a 

direction for future research related to walk and talk therapy. 
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application are exempt from federal regulations under 45 CFR 46.101category 2, due to 
the fact that any disclosure of the human subjects' responses outside the research would 
not reasonably place the subjects at risk of criminal or civil liability or be damaging to the 
subjects' financial standing, employability, or reputation.  
 
Exempt protocols do not have an expiration date; however, if there are any changes 
made to this protocol that may cause it to be no longer exempt from CFR 46, the IRB 
requires another standard application from the investigator(s) which should provide the 
same information that is in this application with changes that may have changed the 
exempt status.   
 
If an adverse, unforeseen event occurs (e.g., physical, social, or emotional harm), you 
are required to inform the IRB as soon as possible after the event.  
 
Best wishes on your project. 
Sincerely, 
 
 
 
Robert D. Laird, Ph.D., Chair  
UNO Committee for the Protection of Human Subjects in Research 
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Appendix B 
 

Letter of Interest/Consent Form 
 
Date 
 
Participant Name  
Address of Participant 
 
 
Dear (Participant’s Name), 
 
 
As a University of New Orleans doctoral student in the Counselor Education program, under 
direct supervision of Dr. Louis V. Paradise (504-280-6026 or lparadis@uno.edu), I am pursuing 
a qualitative research study about Walk and Talk therapy. Information from you, as a therapist 
offering Walk and Talk therapy, will be utilized in my final dissertation entitled, Therapist 
perceptions of Walk and Talk Therapy: A Grounded Study. 
 
I would like to interview you about walk and talk therapy to gain an understanding about the 
topic.  I would like to hold the interviews either face-to-face, Skype™ (online video 
conferencing) or via telephone.  Face-to-face is preferable and I will make arrangements to meet 
you at your convenience.  If neither method will work for you, we can resort to email 
communications.  
 
I am hoping to complete my research within the months of April 2011 and August 2011. Upon 
verbal and/or written agreement from you, we can set up the interviews based on your 
convenience. This is an opportunity of a lifetime for me, and I look forward to conversations 
with you regarding upcoming times for the interviews.   
 
I am extremely excited to meet with you to learn about walk and talk therapy.  This process is 
not possible without your participation. At the end of the dissertation process, upon request, I 
will provide you with an executive summary of my research findings.      
 
In agreeing to participate in this study, you understand that:  

1. The purpose of this study is to explore your perceptions related to your experiences with 
walk and talk therapy.  Your participation will involve being interviewed on one occasion 
via face-to-face, telephone, or Skype™ for 60 minutes. You will speak to me and will be 
(audio or video) taped to make sure that what you say can be typed. Once the study is 
complete, the tapes will be discarded. Your real name will not be revealed in the study. 
Anything you say can be used in the study.    
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2.    One risk associated with this study is that you will be asked to share personal information 
regarding your experiences.  You may become tried or have discomfort talking about 
experiences.  You are free to request a break as needed or decline to respond to any question.  

3.    The benefits of participating in this study for you personally are minimal; however, you will 
be contributing to the scholarly research about walk and talk therapy.   

4.    You do not have to participate and are free to stop the interview at any time without 
consequence.  Additionally, you are free to withdraw from this study at any point. 

5.    The results of this study will be used for my dissertation, publications, and conferences; 
however, your name and identity will not be revealed.  You will be assigned a pseudonym 
and it will be used in any reporting of your comments.  The researcher will only know your 
name and any transcriptions of this interview will be kept in a locked file cabinet accessible 
only to the researcher.   

6.    Your participation is in this research study is voluntary and you will not be compensated.  
Refusal to participate will involve no penalty. You may withdraw from participation in this 
research study at any time. 

7.    If you have any questions about your rights as a participant in this research, or if you feel 
you have been placed at risk, please contact Dr. Ann O’Hanlon, Institutional Review Board, 
at the University of New Orleans at 504-280-6501. 

 
If you would like to assist me in the collection of incredibly important information, please feel 
free to contact me via phone, 504-280-6726 or email bmckinne@uno.edu. I would like to thank 
you, in advance, for assisting me. 
 
Thank you for your time and attention to this request.  
 
 
Sincerely, 
 
Bridget L. McKinney, M.S., NCC 
Doctoral Candidate  
Department of Educational Leadership, Counseling & Foundations  
University of New Orleans, New Orleans, LA 
bmckinne@uno.edu 
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Appendix C 

 
Participant Interview Protocol 

 
Participant # _______ Date: ________ 
 
Demographic Questions: 
1. What is your educational background? 
2. What certifications or licenses do you hold? 
3. What professional association affiliations do you hold? 
4. What is your training background related specific to walk and talk therapy? 
5. How long (years/months) have you been involved with walk and talk therapy? 
6. How many clients that you see, are walk and talk clients? 
 
Central Research Question: What is the theory that explains walk and talk therapy? 
 
Research Sub Questions:   
1. What is the process of walk and talk therapy? 
2. How did walk and talk therapy evolve? 
3. What is central (major events or benchmarks) in the process of walk and talk therapy? 
4. What influenced or caused walk and talk therapy to develop for you? 
5. What are the obstacles in the process of walk and talk therapy? 
6. Who are the important participants and how do they participate in the process?  
7. What strategies are employed during the process of walk and talk therapy? 
8. What effects or outcomes occur from the process of walk and talk therapy? 

 
Interview Questions: 
1. How do you define walk and talk therapy? - RQ1 
2. Describe a typical session. - RQ1 
3. How did you learn about walk and talk therapy? – RQ2 
4. Describe why you think walk and talk therapy emerged? – RQ2 
5. Who has been important in the field for walk and talk therapy? – RQ2 
6. What are the central components of walk and talk therapy? - RQ3 
7. What makes walk and talk therapy stand out from other approaches? – RQ3 
8. What motivated you to start using walk and talk therapy? – RQ4 
9. What changes have you had to make as a therapist to do walk and talk therapy? – RQ4 
10. What were the roadblocks in developing walk and talk therapy in your practice? – RQ5 
11. Describe any obstacles or limitations of the walk and talk therapy approach. – RQ5 
12. How do you handle obstacles or limitations of the walk and talk therapy approach?- RQ5 
13. What is the therapist’s role in walk and talk therapy? – RQ6 
14. What is the client’s role in walk and talk therapy? – RQ6 
15. What strategies or interventions are used in walk and talk therapy? – RQ7 
16. What is beneficial about walk and talk therapy? – RQ8 
17. What are some outcomes of doing walk and talk therapy for the client? – RQ8 
18. What are some outcomes of doing walk and talk therapy for the therapist? – RQ8 
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Appendix D 

 
Participant Thank You Email  

 
 
 
Dear Participant Name,  
 
I would like to thank you again for participating in my study.  It was a pleasure speaking to you 
and as requested, I will email the findings of the study once concluded. 
 
Sincerely, 
 
Bridget L. McKinney, M.S., NCC 
Doctoral Student 
Past President, Alpha Eta, Chi Sigma Iota 
University of New Orleans, Counselor Education 
bmckinne@uno.edu 
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