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A Change of Scenery
Wilderness Therapy Treatment for Inpatients in 
Acute Care
 Abstract

While there is substantial evidence to suggest that 
wilderness therapy (WT) is beneficial for individuals 
with mental illnesses, little research explores how 
such programs can be used to augment transitional 
support to adults who are currently in acute clinical 
care. This article provides evidence to show that WT 
has a positive impact on the recovery and transition of 
this population. Twenty-four inpatients participated 
in a three-day, two-night WT camp supported by a 
registered nurse, two Certified Therapeutic Recreation 
Specialists, and two recreation therapy student interns. 
Results indicate the WT program positively impacted 
clients’ positive moods, social skills, daily living, 
and coping skills, while providing a break from an 
institutional setting. A therapeutic recreation (TR) 
practice perspective, described through the APIED 
process (assessment, planning, implementation, 
evaluation, and documentation) is presented. 
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Introduction
A multitude of research papers have shown the positive impact of outdoor 

activities on the mental health of individuals with mental illnesses, including benefits 
of increased affect (i.e., mood), decreased stress (Crone, 2007; Gonzalez, Hartig, 
Patil, Martinsen, & Kirkevold, 2011; Rappe, Koivunen, & Korpela, 2008), increased 
social connections (Corring, Lundberg, & Rudnick, 2013; Wilson et al., 2010), and 
the development of practical skills (e.g., Cotton & Butselaar, 2013). Researchers 
and practitioners in Wilderness Therapy (WT) have emphasized the dual benefit of 
combining outdoor activities with trained therapists who assess clients with mental 
illness for participation, formulate a treatment plan, and provide activities that target 
client needs (Russell & Hendee, 1999). Although nature-based settings alone are 
arguably therapeutic (Berman et al., 2012), WT involves trained and credentialed 
mental health practitioners skillfully planning activities that take place in natural 
settings, emphasize group interactions, and highlight client perception of risk (Hill, 
2007) with goals of behavior change and social skill development (Wilson & Lipsey, 
2000).

Despite the aforementioned benefits of outdoor activities on mental health, many 
studies of WT centre on populations of at-risk children and youth (e.g., Clark, Marmol, 
Cooley, & Gathercoal, 2004; Hill, 2007; Russell, Widmer, Lundberg, & Ward, 2015; 
Stuhlmiller, 2003), with few studies focusing on adult populations (i.e., Cotton & 
Butselaar, 2013; Moxham, Liersch-Sumskis, Taylor, Patterson, & Brighton, 2015) and 
none with adult populations in clinical care. Researchers have long established the 
need for an assessment of the effectiveness of WT and outdoor programs, particularly 
on more diverse populations (Berman & Davis-Berman, 2013). 

This article examines the effectiveness and feasibility of implementing a WT 
Wilderness Wellness program for adult inpatients with mental illnesses to support 
mental wellness, recovery, and transition back into the community. The goals of this 
study were (a) to evaluate the effectiveness of the WT program for adult psychiatric 
inpatients on their affect, social skills development, and readiness to live in the 
community; (b) to outline practical considerations for Certified Therapeutic Recreation 
Specialists (CTRS®) who may be considering this type of programming for their clients; 
and (c) to explore how the assessment, planning, implementation, evaluation, and 
documentation (APIED) process in therapeutic recreation (TR) can be used when 
implementing a WT program.

Literature Review
Acute care inpatient settings are designed for short-stay patients with mental 

illness who are acutely unwell and present symptoms that severely influence their day-
to-day functioning or self-care (e.g., significant difficulty in functions such as getting 
out of bed, eating, bathing, or completing housekeeping tasks). Therefore, the duties 
of the hospital staff include waking clients up in the morning, making and delivering 
meals, and scheduling appointments and programs. In short, the acute inpatient unit is 
where patients have staff support and very structured days until discharge. 

While individuals may have the supports they need within the hospital setting, 
there is ample evidence to suggest that these health systems are inadequately supporting 
individuals with mental health challenges as they undertake the transition to living in 



260

Woodford, Fenton, and Connors

the community (Hebblethwaite & Pedlar, 2005; Mental Health Commission of Canada, 
2012). Most clients do not go from acute care back to their preadmission activities 
such as school or work, but return home having little structure or purpose in their day 
with limited social supports. Transitioning from institutional care to life at home can 
be a very difficult change to manage, and gradual transition while developing social 
connections and supports is crucial for community reintegration (Davidson, Tondora, 
Lawless, O’Connell, & Rowe, 2009; Hebblethwaite & Pedlar, 2005), but lacking in 
current mental health systems (Davidson et al., 2010).  

Previous research has shown that increased social connections and a sense of 
community are defining attributes of wilderness program involvement (Breunig et al., 
2008). The experience of being in a camp setting requires that individuals cooperate 
and use communication skills to accomplish required tasks such as food preparation, 
campsite set up and take down, as well as making a fire, which often result in the 
creation of an intimate community among its members (Wilson et al., 2011). Other 
scholars have also affirmed that the social connections cultivated by experienced 
leaders has a lasting impact (Sharpe, 2005a, 2005b). Research has also demonstrated 
that wilderness therapy in particular can facilitate a sense of belonging for youth with 
mental illnesses when small social groups that are supported by competent leaders are 
maintained throughout the program (Clark et al., 2004).

Other benefits of nature-based programming for individuals with mental illnesses 
include the provision of a daily structure and routine, transferable knowledge and skill 
acquisition, and increased social skills development (Gonzalez et al., 2011; Moxham 
et al., 2015; Rappe et al., 2008; Wilson et al., 2010). Particular to wilderness therapy 
camps, Cotton and Butselaar (2013) outline the benefits of a WT program for 18- to 25- 
year-old youth who use mental health services. Their results indicate that participants’ 
experienced increased self-esteem, developed mastery through skill acquisition, and 
gained social connections while in the program. In Moxham et al.’s (2015) study, 
participants’ expectations of connecting to nature and having a break from regular 
routine were met through a WT camp. It is important to note that these two studies 
describe outcomes of WT for participants who are already living in community. There 
is currently no research on the impact of WT programs on adults with mental illnesses 
who are in institutional care and preparing to transition to the community. For this 
transitioning population, it is imperative to enhance social skills, social connections, 
and augment the practical daily living skills and coping strategies that will help them 
transition to their home environments. From our literature review, the potential for 
WT to provide the opportunity to accrue these benefits in this particular population 
is apparent.

Wilderness Wellness: TR Program Background 
In 2011, the TR department of an acute mental health unit in Canada created a 

wilderness therapy program. This program was developed by therapeutic recreation 
interns under the direction of a CTRS and follows the assessment, planning, 
implementation, evaluation, and documentation (APIED) process (Carter & Smith, 
2016). The program is executed three times a year (summer, fall, and winter) and invites 
up to 10 clients to participate in a three-day, two-night wilderness camp. The current 
study is based on data collected on three separate WT camps between the summer 
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of 2013 and winter of 2014. The Wilderness Wellness camp, located approximately 
60 minutes from the hospital, features wide open spaces, three large outdoor dining 
shelters with picnic tables contained inside, outdoor fire pits for campfires, a shed that 
contains fire wood, a latrine with three toilets, and a hiking trail. There also is a large 
kitchen, large community room with a wood burning fireplace, and two bunks rooms.

Assessment
The first step in the APIED process, assessment, is a routine clinical procedure 

for the mental health program. Inpatients were seen by a member of the TR team (i.e., 
CTRS and TR interns, henceforth referred to as TR team) following admission. The 
assessment interview reviewed the individual’s recreation interests (past, current, and 
potential interest), and goals related to recovery and well-being. An individualized 
treatment plan was then created by a member of the TR team, with activities specifically 
designed to target personal interest and the symptoms that were identified to have 
a significant impact on the patient’s daily functioning. The WT program is routinely 
incorporated into the individualized treatment plan for patients whose treatment goals 
fall within the categories of anxiety management, improving social engagement, mood, 
or functional development. The TR team, along with the interdisciplinary health team 
(e.g., nursing, psychiatry, social work), discussed potential WT participants against 
exclusion criteria (e.g., suicide attempts, history of Absence Without Official Leave, 
self-harm, physical or verbal aggression, or other socially inappropriate behaviours). 
This process confirmed that the patient, based on their own recovery process, was in a 
position to optimally participate in the WT program. A maximum of 10 patients were 
recruited for each camp based on a patient to staff ratio of 4:1. 

 Planning and Implementation
The second and third steps of APIED, planning and implementation, occurred 

as individual and group programming for the wilderness camp were developed. In 
this process, we paid particular attention to increasing the independence of clients 
by focusing on social skills (e.g., assertiveness, teamwork) and supporting them to 
develop new social connections, independent living skills (e.g., organizational skills, 
cooking skills), and other participant-identified goals. Camp programs were structured 
to address the development of these skills while also being activities of interest to the 
clients. The program also included physical activity and nature-based programs (e.g., 
nature walks, and outdoor games such as badminton, soccer, etc.), creative arts (e.g., 
making dream catchers, decorating t-shirts, painting, bracelet making, journaling) 
mindfulness activities, team-building activities (e.g., Minute to Win It), and meal 
preparation and clean-up. Clients also had a choice to participate in programs designed 
to increase independence and autonomy (see Appendix A for a sample schedule of the 
program). 

Due to the individualized nature of client treatment plans, the length, number, 
and types of activities were dependent on the assessed needs of each individual. As 
per standard clinical care, CTRSs oversee all interventions utilizing techniques in 
behaviour modification. As such, during implementation, the CTRS establishes a 
therapeutic relationship with each client participant before and during the camp, while 
also working to create a safe environment to facilitate the program and develop a sense 
of cohesion amongst participants. In the case of the outdoor environment, camp tasks, 
activities, and other clients can often help the recreation therapist build rapport with 
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the participants if the participant is isolating or refusing to work with staff (i.e., social 
engagement). Through the APIED process, goals and plans were modified based on 
individual participant needs and progress.

In planning the camp program, the TR staff posited that the combination of sense 
of community, skill development, and the natural environment could significantly 
impact the mental health and transitional support of this population. In particular, 
we were interested in evaluating the effectiveness of the WT program and whether the 
program impacted perceived positive and negative affect and by reducing (a) as needed 
(i.e., PRN) anxiety medications, (b) observed symptoms of illness (e.g., physical or 
verbal outbursts, anxiety, difficulty getting out of bed), and (c) dependency on staff for 
initiating treatment. Based on the literature review and particular to WT camps for 
individuals with mental illnesses, we also predicted that individuals would experience 
increased self-esteem and social connections, master new skills, enjoy a break from the 
daily structure of the hospital, and connect to the natural environment. 

Evaluation and Documentation
We address the next step of APIED, evaluation, in the results section of this 

article. The final step of APIED, documentation, was a collaborative process among 
interns, CTRSs and the RN. Throughout the camp, observations of patient affect, skill 
development, symptoms, and patient perception of outcomes were noted in patient 
charts, as well as PRN usage and sleep (getting out of bed) to help to determine the 
effectiveness of the WT program.

Method
Clients were invited to participate in the program if they were receiving treatment 

within the mental health program, had demonstrated some level of recovery, and were 
of minimal risk to themselves or others (e.g., no risk of elopement or violence). Before 
camp, and with the support of the CTRS, participants wrote personal goals for the camp 
experience that were added to their file and filled out the Positive and Negative Affect 
Scale (PANAS). Post-camp, and also with the support of the CTRS, clients completed 
a qualitative client satisfaction form, the PANAS, and also provided suggestions on 
improvements to be considered by TR staff for the next camp. The TR staff also had a 
debriefing session with the clients before leaving camp as well as among themselves to 
evaluate the effectiveness of camp on individual clients. These debriefing sessions and 
direct staff observations of individual clients during the camp were discussed amongst 
the TR staff and documented in the client medical chart.

Qualitative Data Collection
The forms to collect qualitative data (i.e., the client identified goals, client 

satisfaction, and direct staff observations) were based on Brannan’s (1997) study 
that assessed the experiences of campers with disabilities in a residential wilderness 
setting. To avoid heavily taxing the participant with the task of filling out extensive 
forms, Brannan used a few tactics. First, campers focused on individual goal setting 
when filling out pre-experience questionnaires. Second, he relied on his front-line 
staff ’s ability to observe participants during the program as well as input from family 
members and other social supports. This process was based on the premise that staff 
are able to accurately observe participants, for example, by determining if participants 
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were meeting their goals by being positively engaged and/or able to develop personal 
skills.

Client-identified goals. Therapeutic recreation focuses on identifying an 
individual’s needs and goals, therefore the therapeutic wilderness program also adhered 
to this standard. Prior to the camp experience, clients were asked to identify goals they 
would like to achieve at camp. These goals were reviewed and agreed upon with the 
CTRS in order to ensure that they were realistic. 

Client satisfaction and camp evaluation questionnaire. This form was created 
by the TR staff with the goal to assess participant satisfaction with the camp programs 
and environment, and for participants to note if their goals were met within the various 
programs and activities offered at camp. 

Direct observations. The TR staff and camp nurse collaborated in noting 
various behaviours of the participants during the camp in written journals. Pertinent 
behaviours included notable attention and interest in tasks and leisure, hours of sleep, 
energy levels, agitation, social interactions and engagement with others, appetite, 
and PRN medications (i.e., changes in amount and frequency). Such information 
was documented by both TR staff and the nursing participants’ medical charts upon 
return to the hospital, and compared with information documented pre-camp. 
Additionally, staff reflected on the camp experience to note the programming features 
and environmental setting that were thought to contribute to positive benefits of the 
camp for clients.

Once all qualitative data were collected, the first and third authors created a table 
in Microsoft Word for each client that included client demographics, client identified 
goals, client satisfaction survey, and direct observations of staff. These authors also 
undertook a process of becoming sensitized to concepts from the literature review 
by familiarizing themselves with the research on the benefits of wilderness camps 
for individuals with mental illnesses (e.g., increased self-esteem, social connections, 
experiencing mastery, the development of new skill and routines, getting away from 
the daily structure of the hospital, and connecting to the natural environment).  Finally, 
they read and reread the client tables independently coded the data and then met to 
discuss their coding and come to an agreement on themes (Hsieh & Shannon, 2005; 
Patten, 2015).

 Quantitative Data Collection
The Positive and Negative Affect Scale (PANAS) was completed by participants 

both pre- and post- the WT camp. The PANAS is a 20-item self-administered scale 
that measures two-mood affects (i.e., 10 items measure positive mood and 10 items 
measure negative mood). Each item is rated on a five-point scale (from 1 = very slightly, 
to 5 = extremely) to indicate the extent to which the respondent has felt the mood 
indicators within the stated time frame (Crawford & Henry, 2004). The PANAS has 
been validated for adult populations in measuring general distress and dysfunction, 
depression, and state anxiety. Watson and Clark (1988) reported Cronbach’s alpha 
coefficients for various time reference periods ranging from .86 to .90 for the Positive 
Affect scale and .84 to .87 for the Negative Affect scale. 

The short version of the PANAS takes two to five minutes for an individual to 
complete, which was appropriate for this study population as individuals with acute 
mental illness often do not have the attention or mental energy required to complete 
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lengthy assessments. The morning of camp, participants completed the PANAS based 
on their last three days in the hospital. Postcamp participants completed the PANAS 
immediately once back at the hospital based on their last three days at camp. 

Results

Demographics
Twenty-four clients between the ages of 19 to 58 (13 males and 11 females) 

participated in the three WT sessions. These individuals were admitted to the acute 
mental health unit for treatment of symptoms associated with various mental health 
illnesses, such as anxiety and mood disorders, psychosis and schizophrenia, as well as 
anorexia nervosa and suicidality. Length of stay in acute care at the time of research 
was between one week and 13 months, with one client who was transitioning to 
community.

Qualitative Results
Themes that emerged in the qualitative data included social skill development, 

increased living and coping skills, and benefits associated with a change of scenery. 
To illustrate each theme, we provide a client narrative. Written by the third author, 
the narrative carefully amalgamates clinical accounts of environmental setting, 
program features, and staff observation of participants through each client’s chart 
notes, combined with participant identified goals and client satisfaction written by the 
participant. Each narrative, therefore, paints a picture of a particular client experience 
that exemplifies the theme.

Social skill development. When assessing the TR needs of clients with mental 
illness,  individuals consistently identify social isolation as an area for improvement 
during recreation therapy, through making social connections, increasing their social 
network, feeling more comfortable in groups, and finding leisure partners. 

Narrative 1: Client 3 was a 58-year-old male with generalized anxiety 
disorder, panic attacks, and depressive symptoms. Before attending camp, TR 
staff, physicians, psychiatrist and other health care staff documented that he 
was anxious about being ready for discharge. For camp, he set a goal ‘to forge 
friendships with others’. At the end of camp, on his evaluation questionnaire 
of camp, he identified developing skills on ‘how to interact socially with 
people’, and told hospital staff upon his return he was ready to return home 
and sought resources to join community outdoor groups.

Narrative 2: Client 4 was a 24-year-old female that had a diagnosis of 
developmental delay and schizophrenia. She had not developed appropriate 
social skills for her age group. Staff observed a difference in how she engaged 
socially on the unit compared to when she was at the camp noting: ‘typically 
she does not initiate conversations with others, but there were times at camp 
that she did.’

Narrative 3: Client 20 was a 52-year-old with a diagnosis of depression. Staff 
noted that he was quiet and did not engage socially on the unit. His personal 
goal at camp was to develop social skills, specifically ‘to be more social.’ Staff 
observed that he developed friendships with two other clients at the camp. 
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One of the main goals of this WT intervention was to facilitate social cohesion 
among clients and to establish and strengthen social connectedness. Within the small 
group setting and with consistent personnel over the three days, participants could 
bond with each other and the staff in a way that was not possible on the acute care units 
where there is a high number of patients and where staff and patients change daily. TR 
staff cultivated a sense of community by implementing initial ice-breaker activities. 
Group cohesion was also intentionally facilitated at the camp by creating teams for 
camp responsibilities such as food preparation and clean-up. Staff noted that camp 
participants regularly worked together and helped one another throughout the camp 
experience, and engaged in friendly competition against opposing team members. The 
success of these activities set the tone of the camp and encouraged engagement from 
participants in group activities and self-initiated social interactions. 

Increased living and coping skills. CTRS who work in acute mental health care 
hear repeatedly from clients that there should be an opportunity to do more activities 
in the unit that ease the transition to home and make them feel more confident in their 
abilities, including day-to-day skills such as cooking, hygiene, and coping strategies.

Narrative 4:  Client 6 was a 22-year-old client admitted to hospital with psy-
chosis. He reports in his camp evaluation questionnaire that he ‘developed 
cooking skills while at camp, which were lacking beforehand.’ Staff observed 
that he helped barbeque for the first time, cooking the meat to perfection, and 
asked appropriate questions about the process of cooking when necessary. 

Narrative 5: Client 17 was a 29-year-old with a dual diagnosis of anorexia 
nervosa and depression. Her personal goals were to increase her ability to 
cope in new leisure environments. Specifically, she outlined goals ‘to go on 
the trip’ and ‘express my thoughts and emotions to staff.’ She also stated in 
her goals she did not want to contribute to meal preparation. However, once 
at camp, she discovered that she was able to participate in meal preparation 
and helped her team, surpassing her goal of just attending. Staff noted that 
she also utilized strategies to successfully cope, such as making phone calls to 
her nurse when she was feeling anxious. This participant also snacked on her 
own throughout the camp, without prompt and when no staff or participants 
were eating, to continue with her treatment plan. One night when there was 
no dessert after dinner, she gave herself two portions of supper in order to 
compensate, as her eating disorder program requires that she eat dessert. 

Narrative 6: Client 8 was a 19-year-old female with schizoaffective disorder 
and was still psychotic when invited to attend the camp. To mitigate any 
emotional or mental risk to the client there was a safety plan for her to 
manage these symptoms. Staff noted that the safety plan was put in place for 
possible inappropriate behaviour that may occur (e.g., removing clothing, 
sexual urges) and the client adhered well to this safety plan (e.g., she came 
to talk with nurse and TR intern when having such urges and thoughts). She 
did require a PRN during an episode, and expressed thoughts of wanting to 
return to hospital but decided against it, and did not require another PRN for 
duration of the trip. She was further observed by staff spending a lot of her 
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free time sitting outside on the deck journaling, which was an independent 
leisure skill encouraged at camp as a coping mechanism. 

The wilderness camp environment required participants to contribute to daily 
living tasks such as food preparation, clean-up, as well as to participate in various 
recreation programs (e.g., nature walks, art and crafts, social games). Clients benefited 
from practical skill development, and learned or reinforced positive leisure coping 
mechanisms through leisure participation, all which contributed to the ability of the 
individual to transition home.

A change of scenery. CTRSs understand that the environment is an integral part 
of the leisure experience and therefore incorporate the creation of welcoming and 
comfortable environments as part of program planning. This often means adjusting 
the leisure programming space to mimic what the experience would look like if the 
client were doing these activities at home. In a locked acute care mental health unit, 
this can be difficult with myriad office doors and signs, staff in uniforms, and other 
acutely ill clients at varying stages of wellness. Clients have often complained about 
the environment and explain that it triggers feelings of entrapment, through a lack 
of privacy (e.g., nurses shining flashlight in clients’ eyes at night making it difficult 
to sleep), noisy co-clients yelling or banging, and a lack of fresh air. When talking 
about the effects of an inpatient hospital experience, many clients report that it is not 
a healing environment conducive to mental wellness. The wilderness camp was an 
opportunity to be in a peaceful and relaxing natural environment away from the unit.

Narrative 7: Client 2, a 40-year-old male with depression and suicidality, 
wrote in his written evaluation of camp that ‘the whole trip, a change of scen-
ery’ was the program environment that helped achieve his goals because ‘it 
allowed a distraction’ or a break from the unit.  

Narrative 8: Client 12 was a 43-year-old female with major depressive disorder 
who had a goal ‘to relax.’ In her written evaluation of camp, she identified the 
beach to be her favourite program because it was a ‘change of scenery.’

Narrative 9: Client 18 was a 50-year-old female with a diagnosis of major 
depressive disorder. In her written evaluation of camp, she ‘realized the 
importance of engaging with nature.’ Staff observed that during a debrief she 
stated ‘camp was magical, authentic, and a lot of fun.’ 

The experience of the participants at camp was a substantial change from the acute 
care unit. In particular, clients were able to be outside, in the sun, on the beach and 
had more freedom to move. This change of scenery and being in nature were integral 
to the positive experience of many participants as reported in their client evaluations 
of the camp. 

Quantitative Results
The Positive and Negative Affect Scale (PANAS). Data from the PANAS were 

imported into SPSS 21. Using listwise deletion (n = 21), a paired t test was calculated to 
determine if the change in positive mood and negative mood scores were significant; 
an appropriate test for Likert scales even when assumptions of normality are violated 
(De Winter & Dodou, 2010). Out of the 10 positively worded mood states, all were 
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statistically significant (p = 0.05) except for four categories: strong, alert, inspired, and 
determined. Out of the 10 negatively worded mood states, only afraid was statistically 
significant (p = 0.05). (See Table 1).

Table 1
Paired t-Test for PANAS items

13 
	  

	  

Table 1. Paired t-test for PANAS items 

*p < 0.05 
**C.I.=Confidence Interval 
 
  

  
 
 
Mood item  Mean 

Std. 
Dev. 

Std. 
Error 
Mean 

95% C.I.** 

    t df Sig. (2-tailed)  
Lower Upper 

1 Interested -0.73 1.28 0.27 -1.29 -0.16 -2.67 21 0.01* 
2 Excited -0.95 1.40 0.30 -1.57 -0.34 -3.21 21 0.00* 
3 Strong -0.50 1.41 0.30 -1.12 0.12 -1.67 21 0.11 
4 Enthusiastic -0.86 1.13 0.24 -1.36 -0.36 -3.60 21 0.00* 
5 Proud -0.55 0.96 0.21 -0.97 -0.12 -2.66 21 0.02* 
6 Alert 0.27 1.70 0.36 -0.48 1.02 0.76 21 0.46 
7 Inspired -0.36 1.09 0.23 -0.85 0.12 -1.56 21 0.13 
8 Determined -0.14 1.17 0.25 -0.65 0.38 -0.55 21 0.59 
9 Attentive -0.57 1.20 0.26 -1.10 -0.04 -2.22 21 0.04* 
10 Active -0.68 1.29 0.27 -1.25 -0.11 -2.49 21 0.02* 
11 Distressed 0.41 1.26 0.27 -0.15 0.97 1.52 21 0.14 
12 Upset 0.27 1.24 0.26 -0.28 0.82 1.03 21 0.32 
13 Guilt 0.09 1.07 0.23 -0.38 0.56 0.40 21 0.69 
14 Scared 0.07 1.07 0.23 -0.41 0.54 0.30 21 0.77 
15 Hostile -0.18 0.91 0.19 -0.58 0.22 -0.94 21 0.36 
16 Irritable 0.64 1.65 0.35 -0.09 1.37 1.81 21 0.09 
17 Ashamed 0.32 1.25 0.27 -0.24 0.87 1.20 21 0.25 
18 Nervous 0.27 1.67 0.36 -0.47 1.01 0.77 21 0.45 
19 Jittery 0.41 1.33 0.28 -0.18 1.00 1.44 21 0.17 
20 Afraid 0.64 1.05 0.22 0.17 1.10 2.85 21 0.01* 
          

Discussion
We articulated our results through participant perspectives, staff observations, and 

the PANAS. In this pilot study there were indications that WT programs for inpatients 
with mental illnesses are an opportunity for clients to improve positive mood as well 
as get away from the unit and develop the social skills, coping mechanisms, and daily 
living skills that participants felt could help them as they transition to their lives at 
home. Specifically, we see evidence in this pilot study of reduced PRN and observed 
symptoms of illness, as well as less dependence on staff for initiating treatment, also 
reflected in the larger literature for WT programs developed for individuals with 
mental illness living in the community (Moxham et al., 2015). Related to existing 
literature (Cotton & Butselaar, 2013), we also note that some participants were able 
to experience mastery (e.g., cooking skills on the barbeque) and that social skills were 
augmented and social connections established. Moxham et al.’s (2015) study revealed 
that connecting to nature and a break from regular routine were experienced through 
a WT program for individuals with mental illnesses living in the community; our 
participants also noted the natural setting favourably, but more clearly presented in 
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the data was the break from routine and getting away from a clinical setting. The WT 
program showed promise in preparing individuals with mental illness for life in the 
community. Interactions at the camp help to give clients the confidence that they will 
be able to function in their home community because they have begun to work on the 
social skills needed during the camp. 

Author Comments
One of the goals of this paper was to develop practical guidelines and considerations 

for CTRSs who are considering using WT camps as an intervention. We provide the 
following list of considerations from participant selection to end of camp evaluation, 
which coincides with the APIED process and is based on the documentation of staff 
debriefs. 

1.  Develop a Process for Selecting Participants  
a)  The mental state of a client needs to be considered. Generally, camp participants 

should be closer to discharge, with stable mental illness symptoms, have insight 
into these symptoms, and be able to work with the camp facilitators to manage 
them at camp.      

b)  Cultivate rapport. It is important that each client has a good rapport with at least 
one of the facilitators prior to camp. This helps to support participants if any 
difficulties arise.

c)  Pay attention to group dynamics. If there are clients on the unit that are not 
getting along in groups at the hospital, putting them together in close quarters 
in a small group may exacerbate this conflict and make it more difficult for other 
participants. CTRSs may need to assess which individuals would benefit the most 
to ensure a cohesive camp. When planning meal preparation teams it is also 
important to identify a potential leader, and a supportive person for each team. 
If there are competitive participants it is helpful to plan activities that have them 
working together as opposed to being on opposite teams.

2. Emphasize Social Cohesion  
Structure activities at the camp to build social cohesion and a strong sense of 

community. As a result, the group motivates the members to engage socially and 
complete tasks and the need for therapists to motivate clients decreases. This creates a 
sense of independence and equality that cannot be easily achieved at the hospital. For 
example, in our study, participant eight identified the benefits of being engaged in the 
camp and not having the traditional staff–client roles, stating, “I liked being treated as 
an equal and not a client.” 

3. Maintain Flexibility with Client Level of Engagement  
a)  Recognize that participants have different goals, levels of wellness, and ability to 

acquire what they need out of the camp. For some clients, it is enough just to get to 
camp. They may not be able to participate in every group activity, or they may eat 
alone, but this does not mean they didn’t benefit from the camp experience.  

b)  Be careful not to overschedule the camp. Have a plan, but allow for the possibility 
of removing programs to adjust to the needs of the participants. Build in free time 
where participants can have alone time or initiate spontaneous leisure.
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4. Emphasize Good Food
Food brings people together as mealtime is the part of camp when most of the 

group is in one place. The food at camp is another part of the experience that really 
differentiates the environment from the hospital and creates association with the 
outdoors (e.g., Smores at a campfire).

5. Exit Plans
Including clients with higher needs requires an in-depth safety plan developed 

between the CTRS and the client. It should then be reviewed by the psychiatrist and 
documented in the client’s chart. If the client perceived the program as high risk and is 
experiencing anxiety then an exit plan (i.e., the ability to leave at any time) often helps 
overcome the anxiety of going into an unknown environment with people they have 
just met.

6. Nicotine Replacement Therapy (NRT)
Smoking is prevalent in the mental health population (Lasser et al., 2000) and is an 

addiction that needs to be considered when taking individuals with mental illnesses to 
camp. A client’s anxiety can be impacted if they run out of cigarettes which can result 
in increased irritability, increased use of PRN medications, and potential interpersonal 
conflicts when participants are asking each other for cigarettes. This can be prevented 
by ensuring there is adequate NRT and cigarettes budgeted by clients.

7. Know Sleeping Habits
During the client selection process, sleep charts were considered. One person 

awake in the night could potentially disrupt the sleep of everyone in shared sleeping 
quarters. If clients have a continuous positive airway pressure (CPAP) machine for 
sleep apnea, there should be a plan in place to support them without disturbing other 
campers. For example, if someone has regular night terrors, a staff member they feel 
comfortable with should be identified and set up in the bunk next to them to be woken 
in the night as needed. The staff member and client should practice different coping 
skills prior to waking the nurse for PRNs.

8. Consider Proximity to Amenities when Choosing a Location
For example, hospital, RCMP branch, grocery store, and pharmacy for any 

emergency or items that are forgotten when packing. Also consider proximity to scenic 
walking or hiking trails and lifeguarded beaches as well as obtaining fishing licenses.

9.  Evaluate the Intervention
Lack of program evaluation is a considerable issue in recreation programs 

(Fenton, White, Gallant, Hutchinson, & Hamilton-Hinch, 2016). Consider planning 
for and using a qualitative evaluation that assesses the participants’ experiences as well 
as quantitative tools such as the PANAS.

Conclusion
There were several limitations to this study, including the small sample size and 

lack of control group. Uncontrollable variables also influenced the data; for example, 
nicotine withdrawal, weather, and interpersonal conflicts between clients may have 
influenced the experience of participants, including PANAS scores. Further, the 
length of the program may be too short to influence long-term benefits. Finally, staff 
observing the participants for behavior and medication changes may have been more 
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motivated to document positive shifts rather than negative changes or no change. In 
this vein, the participants may also have been motivated to convey positive sentiments 
and satisfactions about the camp. While this positive bias may well be present in our 
data, we wonder if the motivation for this bias is the perceived benefits of the camp. 
In others words, although there may be a positive bias, the bias is due to a belief in the 
benefits of the camp. While our results indicate the potential of WT to improve social 
skills, increase social connections, and develop the practical skills and coping skills that 
can ready inpatients for living in community, further work is needed to support these 
claims and the role that WT can play in the transition to community. Through our 
author comment section on practical considerations, we hope that we can aid in the 
efforts of other therapeutic recreation workers in mental health to implement similar 
programs or secure funds for current wilderness programs. Although outdoor camps 
and wilderness therapy programming is not a new concept in therapeutic recreation, 
it is an innovative and potentially transformative practice in the field of acute mental 
health. We anticipate that this paper will demonstrate wilderness therapy for individuals 
with mental illnesses in clinical care is worth further exploration.
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Appendix A: Camp Schedule 

 
When? What? Where? Who? Details 

 

1:00 pm Leave for camp From mental health unit Everyone! Meet on unit – be ready and packed   
2:00 pm Arrive camp Camp  Everyone! Unpack vans, put groceries away, make beds  
3:00 pm Snack 

Orientation to 
camp/safety rules, 
team names 

Camp lodge Everyone! Think of some rules you would like for camp 
including safety – we will all contribute.  We will 
also be selecting names for our work teams! 

 

4:15 pm Supper prep Camp Kitchen Team S BBQ set up, salad prep, clean/set tables   
5:00 pm Supper Time! Camp Lodge Everyone! Enjoy!  
5:30 pm Supper clean up Camp Kitchen Team I Clear tables, put away food, wash dishes  
6:00 pm Group Activity – 

Winter Walk 
Outdoor walking trail  Everyone! Dress for weather, in case of inclement weather we 

will do indoor exercise 
 

7:00 pm ‘Bind Your Own 
Business!’ 

Camp Lodge  Everyone!  Learn a new skill and have a finished product you 
can use at camp or at home!   

 

8:00 pm Camp Fire Time 
 

Camp Lodge  Everyone! 
Team I set up 

Time to relax and have fun with singing, 
songwriting and making s’mores! 

 

10:30 pm Prep for bed Bunk room/bathrooms Everyone! It’s been a long fun day!  
11:00 pm  Lights Out! Bunk rooms Everyone!  Good night everyone!  We have a great day 

planned for tomorrow! 
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When? What? Where? Who? Details 
 

8:00 am Rise! Shower! 
Continental 
Breakfast 

Camp Lodge Everyone! Set up 
Team I 

Continental breakfast will be available from 8:30-9:30  

9:30 am Clean up from 
breakfast 

Camp Kitchen Team S Clear/clean tables, put away food, wash dishes  

10:00 am T Shirt making Camp Lodge  Everyone! Have fun designing your own camp team T-shirts with 
fabric paints! 

 

11:15am Prep for lunch Camp Kitchen Team S Prepare lunch, set/clean tables/  

11:45am Lunch Time! Camp Lodge Everyone! Enjoy  
12:30pm Clean up Camp Kitchen Team I Clear tables, put away food, wash dishes  
1:00 pm Group Outing  to 

Beach 
Scavenger Hunt/Walk  Everyone! Enjoy a beautiful trip to the beach and take part in a team 

scavenger hunt! 
 

3:00 pm Baking Camp Lodge  Everyone! Baking brownies  

4:15 pm Supper prep Camp Kitchen Team I Prepare supper, set/clean tables  

5:00 pm Supper Time! Camp Lodge Everyone! Chicken Tacos, Mexican Rice   

5:30 pm Clean up Camp Kitchen Team S Clear tables, put away food, wash dishes  
6:00 pm Group Outing– 

Winter Walk 
Outdoor walking trail  Everyone! Dress for weather, in case of inclement weather we will do 

light indoor exercise 
 

7:00 pm “Minute to Win It” Camp Lodge  Everyone! Get ready for some laughs and excitement as our two work 
teams compete! 

 

8:00 pm Camp Fire Time Camp Lodge led by all 
Set up by Team S 

Everyone! Time to relax and have fun with singing, watching slide 
show of our camp, games and making s’mores! 

 

10:30 pm Prep for bed Bunk room/bathrooms Everyone! It’s been a long fun day!  
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11:00 pm Lights Out! Bunk rooms Everyone!  Good night everyone!  We have a great day planned for 
tomorrow! 
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When? What? Where? Who? Details 
 

8:00 – 9:30 
am 

Rise! Shower! 
Pack belongings, 
bedding/van 

Camp Lodge Everyone! We will be having brunch at 10am   

9:30 am Brunch prep Camp Kitchen Team S Prep for brunch, clean/set tables  
10:00 am Brunch! Camp Lodge Everyone!  Enjoy a hearty brunch!  
10:30 am Clean up   Camp Kitchen Team I Clear/clean tables, put away food, wash dishes  
11:00 am Group Activity Camp Lodge – led by 

interns 
Everyone! Debrief from experience, evaluation forms 

completed 
 

12:00 pm Clean up camp Camp Lodge Everyone Clean bathrooms, sweep & wash floors, complete 
checklist 

 

1:00 pm Leave camp In the vans! Everyone! Hope you enjoyed camp!  Don’t forget to take all 
your belongings. 

 

2:00 pm Arrive Hospital Hospital Everyone! Don’t forget to launder your sleeping bags and 
return to Recreation Therapy! 
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