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Research Article

Born after 1995, iGen is the first generation to grow up with 
a smartphone in hand, a change that affects how adolescents 
of today relate to themselves, to others, as well as where 
and in which manner they spend their time (Twenge, 2017). 
Whereas teens of earlier generations generally preferred in-
person interactions and occasionally going out together, the 
“party” is now constant and on Snapchat, resulting in social 
media exerting a seemingly incessant demand on the atten-
tion of the younger population. While iGen’ers are perhaps 
not as rebellious as their predecessors and generally express 
more tolerant views, they report unprecedented levels of 
maladjustment, loneliness, and mental health struggles 
(Twenge, Joiner, Rogers, & Martin, 2018).

Human health and well-being is described as being 
contingent on a state of balance, not only in relation to 
oneself and others but also in terms of one’s interaction 
with the environment (Herrman, Saxena, & Moodie, 
2005, p. 23), inclusive of the more-than-human nature 
(e.g., Annerstedt, 2009; Selhub & Logan, 2012; van den 
Bosch & Depledge, 2015; Wilson, 1984). Parallel to the 
global technification and urbanization of human lives, we 
find an expanding dislocation from nature in many places 
(Gabrielsen & Harper, 2017; Louv, 2008; Williams, 2017). 
These trends appear to direct the attention of individuals 

toward technological devices while decreasing physical 
movement, as well as limiting in-person interaction with 
other people and the natural environment.

Over the past decade, there have been efforts to inte-
grate the use of nature and green care within public health, 
rehabilitation, and various treatment services (e.g., Fernee, 
Gabrielsen, Andersen, & Mesel, 2015; Haubenhofer, 
Elings, Hassink, & Hine, 2010; Norwegian Ministry of the 
Environment, 2010; van den Bosch & Bird, 2018). To 
address the maladjustment and stress represented in the 
adolescent population more specifically, Gabrielsen and 
Harper (2017) promote wilderness therapy as a promising 
group treatment that can provide the time and space to 
reconnect with oneself, with other human beings, and with 
nature to reestablish a sense of equilibrium (Harper, 
Gabrielsen, & Carpenter, 2017).
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Abstract
Wilderness therapy has the potential to meet the specific needs of the current adolescent population by providing a 
rather unique outdoor group treatment. Wilderness therapy is not a new approach to mental health treatment, but 
its theoretical basis is not yet clearly delineated, in part because of the diversity found across programs and contexts. 
This article presents a critical realist exploration of a wilderness therapy program that was recently implemented as 
part of adolescent mental health services in Southern Norway. In this study, we combine fieldwork and interviews 
for an in-depth investigation of the treatment process, where the objective was to acquire a deeper understanding of 
the opportunities that arise in the wilderness therapy setting. The therapeutic mechanisms and influential contextual 
premises found across the ecological, physical, and psychosocial factors of this multidimensional approach to treatment 
are presented, and their underlying conditions are briefly discussed.
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Wilderness Therapy

Often placed under the umbrella term of adventure ther-
apy (Gass, Gillis, & Russell, 2012), wilderness therapy is 
a group treatment that seeks to augment the restorative 
qualities of nature combined with structured and inten-
tional therapeutic work (Davis-Berman & Berman, 1994, 
2008). Adventure therapy and wilderness therapy are 
practiced in a number of countries around the world and 
represent a wide diversity in terms of philosophies and 
formats (Fernee et al., 2015; Norton, Carpenter, & Pryor, 
2015). Recent publications continue to support its effi-
ciency as being equivalent to that of other therapies for 
adolescents who struggle with social, emotional, and 
behavioral issues (e.g., DeMille et al., 2018; Dobud & 
Harper, 2018; Harper, 2017). However, despite recurring 
demonstrations of desirable outcomes in adventure ther-
apy research, the understanding of the treatment process 
and the specific therapeutic factors involved is less clear 
and has been referred to as the “black box” in the litera-
ture (Norton et al., 2014, p. 51).

Wilderness therapy stands out from adventure therapy 
in general by invariably taking place in nature. Enquiries 
into what wilderness therapy is and how it works are noth-
ing new (Russell, 2001; Russell & Farnum, 2004; Russell 
& Phillips-Miller, 2002). A recent qualitative review set 
out to synthesize these previous explorations into the black 
box of wilderness therapy (Fernee, Gabrielsen, Andersen, 
& Mesel, 2017). This realist synthesis produced detailed 
descriptions of the contextual premises and therapeutic 
mechanisms that together were hypothesized to have facil-
itated the perceived outcomes across the included primary 
studies. The review resulted in a proposed conceptual 
framework called the wilderness therapy clinical model, 
consisting of three therapeutic factors: (a) the wilderness, 
(b) the physical self, and (c) the psychosocial self (Fernee 
et al., 2017). This tentative model was suggested to allow 
for more accurate descriptions of the multifaceted treat-
ment process and range of outcomes, and furthermore pro-
vide the groundwork for further empirical testing and 
theoretical refinement. Precise conceptualization and theo-
rizing, if at all possible, may assist in moving beyond what 
Russell (2006) previously referred to as a tacit theory in the 
field of wilderness therapy. It may furthermore augment 
the credibility of outdoor mental health treatment, as well 
as supporting the incorporation of nature-based therapeutic 
approaches within a wider range of mental health services 
(Berman & Davis-Berman, 2013).

Objectives of Present Study

A Norwegian adaptation of wilderness therapy, called 
Friluftsterapi (FT), was recently implemented in the ado-
lescent mental health services in Southern Norway. The 
objectives of this in-depth qualitative investigation were 

to (a) identify some of the therapeutic opportunities—
also called mechanisms—that arose throughout the FT 
treatment process. Furthermore, to (b) explore the cir-
cumstances under which these therapeutic mechanisms 
emerged and, finally, to (c) briefly discuss the possible 
fundamental or underlying conditions of the FT treat-
ment. The first two objectives are presented throughout 
the “Results” section, while the third objective is 
addressed in the “Discussion” section.

A critical realist approach (Danermark, Ekström, 
Jakobsen, & Karlsson, 2002; Maxwell, 2012) was uti-
lized as a tool to attempt to move beneath or beyond the 
surface level, and the client perspective was operational-
ized as the empirical vantage point explored through 
fieldwork and interviews.

Methods and Procedures

The Critical Realist Approach

In applied critical realism, society is studied as an open, 
complex system in which one is particularly concerned 
with the interdependence between human agency and 
social structures operating on many levels (Archer, 1998). 
Critical realists attempt to understand what makes things 
happen, come into being and change, or alternatively not 
occur when expected (Danermark et al., 2002). The epis-
temological challenge is to comprehend this complexity, 
in part due to the ontological reality of many of these pro-
cesses being initiated or taking place beyond the observ-
able level (Pilgrim, 2014).

When investigating mental health interventions more 
specifically, realist explorations generally result in configu-
rations that postulate how particular contextual factors may 
trigger certain therapeutic mechanisms, which again may 
facilitate observed or perceived outcomes (Pawson, 2006). 
Therapeutic mechanisms refer to the processes operating 
within a program that provide opportunities for change. A 
realist understanding holds that a positive outcome is 
dependent on whether a given program succeeds at intro-
ducing appropriate opportunities to the clients and, further-
more, whether the clients are able to make use of these 
opportunities for change (Pawson & Tilley, 1997; Wong, 
Greenhalgh, & Pawson, 2010). This study, however, was 
not concerned with outcomes, but rather with more specifi-
cally exploring the therapeutic opportunities that appeared 
to arise throughout the wilderness therapy process, along 
with the enabling and constraining contextual conditions 
that seemed to influence these mechanisms.

Program Description

The FT program was offered as a stand-alone, outpatient, 
and voluntary group treatment for adolescents aged 16 to 
18 at a state-run public hospital in Southern Norway. FT 
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translates as “therapy in the open air” (Fernee et al., 2015) 
and has previously been defined as follows (Gabrielsen, 
Fernee, Aasen, & Eskedal, 2016, p. 7): “A specialized 
approach to mental health treatment that combines indi-
vidual and group-based therapeutic work with basic out-
door life, engaging participants through ecological, 
physiological and psychological processes.” The FT proj-
ect was in its second year at the time of the study, and data 
were collected from the two first interventions that suc-
ceeded the pilot stage. In terms of treatment fidelity, the 
FT program followed a manual and there were frequent 
meetings between the therapist teams to strengthen treat-
ment integrity (Tucker & Rheingold, 2010).

This first version of FT was a 10-week intervention 
that included a total of eight single-day sessions and two 
overnight trips of 3 and 6 days’ duration (see Table 1). 
The intermittent structure of the program allowed clients 
to live at home and continue schooling and/or other activ-
ities throughout the duration of the intervention, inter-
rupted only by the two overnight trips.

The clinical groups were composed of eight to 10 par-
ticipants, preferably mixed gender, in a closed group 
structure. A therapist team of three, made up of a clinical 
child psychologist and mostly master’s level mental 
health practitioners, remained with the group throughout 
the entire intervention, including the overnight trips. On 
the second day of the program, each client was provided 
a primary therapist from the therapist team. Together the 
client and therapist developed a treatment plan with indi-
vidualized goals. Individual and group-based psycho-
therapy was carried out during most day sessions and 
preferably on a daily basis on the overnight trips.

With the exception of the introductory day, the treat-
ment as a whole was provided in the outdoors. The wil-
derness context was considered a restorative environment 
that could enable therapeutic processes with minimal 
facilitation. Nature was not to be conquered, but accord-
ing to the friluftsliv tradition, a connectedness to nature 
was sought through a simple life outdoors (Fernee et al., 
2015; Gabrielsen & Fernee, 2014). The first overnight 
trip took place during the third week of the program and 
included 3 days in a permanent outdoor education camp. 
The overall aim was to promote group cohesion and 
establish a safe foundation for therapeutic work. This 
groundwork was built upon over the course of the next 
four weekly single-day sessions leading up to the final 
expedition, where the group hiked and paddled along a 
predetermined route over the course of six consecutive 
days. A new camp was set up most nights, with the excep-
tion of the second night, which was spent in the outdoor 
education camp from the first overnight trip.

Following the expedition, the intervention came to an 
end through a closing ceremony. Final decisions were 
made with regard to individual after-care plans, whether 
the client was discharged or arrangements were made for 
further treatment. The FT program itself did not include 
follow-up sessions, and family involvement was limited 
to an invitation to take part on the introductory day and 
closing ceremony.

Participants

Criteria for inclusion and exclusion. Participants were to be 
regarded in need of mental health treatment as assessed 
by the clinical team in charge of the general intake proce-
dures at the hospital department. Furthermore, partici-
pants were required to be aged 16 by the onset of the 
treatment and not older than 18 by the end of the inter-
vention. The exclusion criteria were psychosis, severe 
anxieties, significant substance use problems, and/or 
other issues that were considered incompatible with an 
intensive group- and/or wilderness-based treatment.

Recruitment. The recruitment period took place during 
the past 4 months, leading up to the onset of the interven-
tion in March 2015. There were two entries to participa-
tion, either via (a) external referral, where potential 
participants were recruited from the weekly intake meet-
ings at the department, or (b) internal referral, where cli-
ents who were already in treatment in the department, and 
expressed an interest to try FT, could be referred by their 
therapist. The next step in the recruitment procedure was 
an invitation to the potential participant to attend an 
appointment with one or two members of the FT team. 
The final decision to participate was based on a mutual 
agreement between the potential participant and the 

Table 1. Program Overview.

Week Day/Trip Description

1–3 Day 1 Introductory day.
Network invited.

 Day 2 First day outdoors.
Team building.
Individual goal setting.

 Day 3 Preparing for the first overnight trip.
 Trip 1 3-day overnight trip.

Camp-based.
4–8 Day 4 Reflections on Trip 1.
 Day 5 High-ropes course.
 Day 6 Preparing for the expedition.
 Day 7 Final preparations for the expedition.

Practice hike with backpacks.
9 Trip 2 6-day overnight hike.

Expedition.
10 Day 8 Reflections on program during the day.

Closing seminar in the evening.
Network invited.
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therapist(s) from the FT team after a detailed exchange of 
information. In some instances, the parent(s) and/or refer-
ring therapist took part in these meetings; however, con-
sidering that the participants were 16 years or older, they 
themselves could provide the informed consent.

A total of 18 adolescents, 11 girls and seven boys, 
were initially recruited to participate in the FT program. 
Of these, 14 remained in the study by reconfirming par-
ticipation throughout all of the stages of the subsequent 
research process. Of the four who left the study, three 
opted to return to individual therapy rather than remain-
ing in the group treatment. The fourth completed the FT 
program, however withdrew her consent to be inter-
viewed after the treatment ended as she was preoccupied 
with moving into her own apartment at the time.

Final sample. The final sample of 14 adolescents included 
eight girls and six boys distributed across two clinical 
groups. Of these, 11 completed the majority of the treat-
ment. The three individuals who did not complete the 
program still consented to remain in the study by partici-
pating in the interviews. The reasons for not completing 
the intervention were that one participant felt that she 
had recovered by Day 6 of the program and asked to be 
discharged from further treatment from then on. The 
final two opted out of the 6-day expedition: one of them 
due to school obligations and the other individual stating 
that he was not physically capable of participating. The 
first individual was discharged from further treatment, 
whereas the latter two continued in individual follow-up 
in the same department.

All participants were ethnic Norwegian, with the 
exception of one individual who originated from another 
Scandinavian country. Four participants were first-time 
referrals. The remaining 10 had been in treatment before, 
four of whom for more than 3 years. Approximately half 
of the participants in the final sample were diagnosed 
with one or a combination of diagnoses along the anxiety 
and/or depression continuum. Other diagnoses repre-
sented in the sample were attention deficit hyperactivity 
disorder, adjustment disorders, posttraumatic stress dis-
order, myalgic encephalomyelitis/chronic fatigue, patho-
logical gambling, conduct disorder, reactive attachment 
disorder of childhood, and developmental disorder. In 
addition, most of the adolescents were reported to have 
experienced one or multiple adverse childhood experi-
ences, including (a) bullying and/or discrimination; (b) 
physical, sexual, and/or emotional abuse; (c) divorce, 
separation from, or loss of a parent; and (d) mental ill-
ness, problematic alcohol, and/or drug use of a house-
hold member.

Six participants were in school full time and three 
part-time, while five participants had dropped out of 
school prior to taking part in the FT program.

Data Collection

The first author collected the empirical data through the 
methods of fieldwork and interviewing. The researcher 
was present as a participant observer throughout the 
majority of the two FT interventions. Shortly following 
the conclusion of the parallel programs, individual inter-
views were carried out with the adolescent participants.

Participant observation. The main purposes of the field-
work were to gain insight into the FT process in context 
and to add nuances and depth to the subsequent inter-
views and data analysis (Carnevale, Macdonald, Blue-
bond-Langner, & McKeever, 2008). The fieldwork 
included six single-day sessions, the 3-day trip, and the 
6-day expedition with each of the two FT groups, which 
amounted to a total of 30 days and 14 nights in all.

The clients and therapists were informed regarding the 
purpose of the fieldwork and the researcher’s role. The 
researcher had several years of clinical experience work-
ing within different units of the hospital department where 
the study was situated. She also had previous experience 
with the FT program, initially as part of the therapist team 
and later as a participant observer in the pilot program. 
The researcher, therefore, was familiar with the popula-
tion and setting and attempted to act sensitively and non-
intrusively so as not to disturb or interfere with the ongoing 
therapeutic processes. She took part in the various activi-
ties and interacted with the group while remaining a pas-
sive listener during the group therapy sessions.

The fieldwork was not structured, but remained open and 
explorative (Bogdewic, 1999; Davies, 2008). Descriptive 
fieldnotes and reflections (Mulhall, 2003; Phillippi & 
Lauderdale, 2018; Warin, 2011) were mostly recorded the 
same evening or the next day following the single-day ses-
sions. On the overnight trips, notes were recorded each night 
in the field and finalized shortly following the trips.

Interviews. A total of 14 individual interviews were car-
ried out from the first 2 to 4 weeks after the FT treatment 
ended. Each participant decided where to meet. Two 
interviews were carried out at the hospital, whereas the 
remaining interviews took place either in the participants’ 
home or in public locations, such as schools, cafés, or 
outdoors. The researcher and individual adolescent were 
the only partakers in most interviews, with the exception 
of one interview where a parent was present upon request 
of the adolescent.

The interviews followed a semi-structured interview 
guide that initially mapped how the participants described 
their psychosocial difficulties and previous treatment 
experiences, before moving on to exploring the subjective 
experiences from participating in the FT program. To pur-
sue the unique reflections of each participant, the researcher 
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expressed puzzlements and used probing questions in a 
sensitive manner (Smith & Elger, 2014). As a means to 
prevent social desirability, as well as obtain frank and sub-
stantive interviews, the researcher initially explained the 
importance of the respondents expressing their sincere and 
critical appraisal of the FT experience from their specific 
point of view.

The interviews lasted anywhere from 27 to 81 min-
utes. All interviews were audio recorded and transcribed 
verbatim in Norwegian by the researcher. A bilingual aca-
demic assisted in the process of translating interview 
excerpts.

Data Analysis

The critical realist guidelines developed by Danermark 
et al. (2002) were applied in the analytic process and 
included the following four stages: (a) initial descrip-
tion, (b) analytical resolution, (c) abduction, and (d) 
retroduction.

The initial description stage (Danermark et al., 2002) 
was guided by the question, “What is happening?” This 
first phase involved immersion in the fieldnotes and 
interview transcripts, where the purpose was to attempt to 
understand the clients’ perspectives and experiences. The 
researcher made notes of opportunities that were reported 
to arise throughout the treatment intervention and started 
to elicit influential conditions, which amounted to pre-
liminary descriptions of the therapeutic process.

Moving on to the second phase, called analytical reso-
lution (Danermark et al., 2002), the next task was to 
attempt to dissolve the complexity of the therapeutic pro-
cess by continuing to explore the contextual premises and 
potential mechanisms, along with possible influential 
enabling and restricting factors, more in depth. The 
researcher used mind-maps in the iterative process of 
conceiving and refining mechanisms, based on partici-
pant statements linked with in-context observations. The 
guiding question for this second phase of the analytical 
process remained: What is happening, but it simultane-
ously moved more toward: why is this happening? The 
wilderness therapy clinical model (Fernee et al., 2017) 
was applied as a structuring conceptual framework for 
systemizing these more detailed descriptions.

In the abductive stage, these tentative descriptions 
were potentially redescribed, refined, or recontextualized 
as a result of being subjected to new frames of thinking 
(Danermark et al., 2002). The guiding question was, 
“How could the explanations be different?” As such, this 
phase implied challenging and extending the existing 
mind-maps to arrive at a more nuanced conception of the 
therapeutic processes. This stage involved an intensive 
period of rereading wilderness therapy–specific publica-
tions along with relevant literature from allied fields, the 

idea being that several frames of interpretation could 
challenge or complement each other and at times could be 
integrated.

In the final stage, the objective of retroduction was to 
arrive at the basic characteristics, also called the transfac-
tual conditions, of the FT process. Transfactual means to 
move beyond the empirical, while conditions are the nec-
essary circumstances for something to take place 
(Danermark et al., 2002). The guiding question was, 
therefore, “What basic qualities must exist for these pro-
cesses to happen?” Retroduction implied advancing from 
the level of empirical observations and arriving at con-
ceptualizations of the underlying explanation for why 
something is what it is and not something else. The strat-
egy of counterfactual thinking was applied as a means to 
attempt to understand the fundamental characteristics of 
the FT process. According to Danermark et al. (2002), 
this is a dialectic process as one examines a phenomenon 
in relation to its opposite.

The first author carried the main responsibility for the 
analysis, as well as presenting findings and the final 
account. However, the research team (the co-authors) was 
involved throughout all stages of the research process. 
The co-authors were provided access to the data and par-
ticipated in thorough discussions particularly during the 
analysis and write-up, where consensus was reached 
through exchanges of perspectives. The research team 
met on average every 2 months over a 12-month period.

Ethics

Participant observation and in-depth interviews of adoles-
cent clients undergoing mental health treatment are inher-
ently challenging from an ethical point of view, where the 
researcher must act sensitively (Carnevale et al., 2008; 
Claveirole, 2004; Woodgate, Tennent, & Zurba, 2017). 
Ensuring participants’ informed voluntary consent, confi-
dentiality, and privacy throughout all stages of the research 
project is challenging (Damianakis & Woodford, 2012). 
For instance, it is imperative to treat consent as a continu-
ing process, rather than a single event, when conducting 
research with young people and vulnerable populations 
(Warin, 2011). Consent was therefore reconfirmed at vari-
ous stages, beyond the initial signing of the informed con-
sent form. Finally, the study was approved by the Regional 
Committee for Medical and Health Research Ethics South 
East, Norway (No. 2013/1841).

Results

The therapeutic mechanisms that appeared to emerge 
throughout the FT treatment process, along with the 
influential contextual premises, are presented across the 
three factors of the wilderness therapy clinical model: 
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Table 2. Therapeutic Mechanisms of the Wilderness.

Therapeutic factor Mechanisms Propositions

The wilderness Venturing 
outdoors: the 
catalyst effect

The proactive choice of venturing outdoors despite the many potential barriers had a 
potential empowering and emancipatory quality to it. The empowerment was linked 
to making the first decisive steps toward change, while emancipation derived from 
opposing the often long-held constraints imposed by symptoms in such a concrete way. 
The empowering and emancipatory qualities, along with the relative degree of challenge 
inherent in the process, were the first components of the catalyst effect.

Another set of dimensions derived from the effect of contrasting contexts on many levels, 
that is, indoor to outdoor, urban to nature, familiar to nonfamiliar, passive to active, 
isolation to socialization, and so on. The contrasts became a catalyst for acquiring new 
experiences and/or perspectives. Nature had particular qualities as a contrasting context, 
where clients expressed being rejuvenated and enlivened, as well as experiencing 
increases in well-being and mood from spending time outdoors compared with staying 
indoors. Furthermore, symptoms could appear differently across contexts, for instance, 
having less of a hold on them in the outdoors. There were other strategies that they 
could make use of as opposed to in an indoor setting.

The barriers to the catalyst effect were, for instance, when high symptom levels persisted 
across the contextual transition and did not decrease over time in the outdoor setting. 
Other moderating factors were the perceived degree of contrast and/or challenge 
inherent in venturing outdoors.

 From chaos to 
calm

Many of the clients experienced various forms of internal and external stressors and 
pressure in their daily lives so that seeking out nature could have a calming effect on 
the chaos they were normally surrounded by. The most frequent descriptions of being 
in nature were feelings of tranquility and stillness, which enabled the time and space to 
engage in prolonged, undisturbed reflection. There were various means to reaching these 
moments of clarity, either through sitting down in stillness or a more active entry by 
being able to think more clearly while, for instance, hiking. In contrast, others noticed a 
calming effect when managing to channel their chaotic thinking into external stimuli from 
the natural environment.

Time spent in nature, and as such indirectly removed from the many disturbances of 
modern, urban lifestyles, such as noise, stress, and, in particular, technology, was 
regarded as an important premise for the calming and reflective therapeutic processes.

 Disconnect to 
reconnect

Internet use and social media were reported to have an implicit control on many of the 
clients, to where time spent in nature became a direct form of therapy. The technological 
disconnection effectuated a redirection of focus where clients appeared more open and 
less apprehensive, which again facilitated an increased attentiveness to their immediate 
surroundings and making the most of the present moment. The outdoors offered a 
tranquil environment to reconnect with themselves, others, and nature.

(a) the wilderness, (b) the physical self, and (c) the psy-
chosocial self (Fernee et al., 2017). However, it is 
important to note that the various factors and dimen-
sions that are put forth throughout the “Results” section 
interact and are hardly separable. Thus, there is consid-
erable overlap as the mechanisms are interwoven across 
the three factors of the model. In the FT field, or real life 
per se, the ecological, physical, and psychosocial aspects 
are all part of a complex whole. The emphasis on the 
client perspective is reflected in the frequent use of 
quotes throughout the “Results” section. We now turn to 
the first therapeutic factor—the wilderness.

The Wilderness

The natural areas sought out in this version of the FT  
program are not generally perceived as “wilderness” in a 

Norwegian context, considering that both groups remained 
in relative close proximity to civilization throughout the 
duration of the intervention. Hence, the FT program argu-
ably did not offer continuous undisturbed time in wilder-
ness areas over a consecutive number of days. However 
the majority of the program was situated in nature, and the 
participants expressed sincere experiences that were a 
direct or indirect result of spending time outdoors. These 
nature-influenced processes were mostly positive, although 
life outdoors was perceived as challenging at times, for 
instance, throughout periods of heavy rain or during cold 
nights with freezing temperatures.

Explorations of the wilderness factor resulted in three 
nature-related therapeutic mechanisms: (a) venturing 
outdoors: the catalyst effect, (b) from chaos to calm, and 
(c) disconnect to reconnect (see Table 2), which are pre-
sented below.
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Venturing outdoors: The catalyst effect. Although implicit, 
the starting point of the FT experience was the individual 
decision to initially accept to partake in a mental health 
group treatment in the outdoors. The actual act of choos-
ing to venture into nature, despite the many barriers that 
the range of psychosocial and physical struggles could 
entail, had a potential empowering and emancipatory 
quality to it. The empowerment appeared to be linked to 
the individual choice to make these first more or less 
decisive steps toward change, while the emancipation 
potentially derived from opposing the often long-held 
constraints of symptoms in such a concrete manner. 
These enabling aspects, along with the perceived degree 
of challenge inherent in the process, were identified as 
the first dimensions to what we have called the catalyst 
effect of venturing outdoors. A female participant empha-
sized the effect of herself choosing to oppose the con-
strictions of physical fatigue and leaving the comforts of 
her home environment to participate in the FT program:

For me, it made a difference that I went outdoors and away 
from everything at home, everything that was safe and 
familiar. That gave me a challenge.

Another set of dimensions of the catalyst effect of ven-
turing outdoors was the potential to experience contrast-
ing contexts. These contrasts could occur on many levels, 
for example, from indoors to outdoors, urban to nature, 
familiar to nonfamiliar, passive to active, isolation to 
socialization, and so on. A commonality across many of 
these dualisms was that the contrasts often became a cata-
lyst for acquiring a possible range of new experiences or 
perspectives depending on the conditions. A number of 
contrasts were, for instance, activated when another 
female participant spent hours out and about in the woods 
together with other people as a direct consequence of her 
decision to partake in the FT treatment. This athletic and 
studious girl had ended up dropping out of school and 
withdrawing to her room most of her waking hours due to 
chronic fatigue. Having kept both physical and mental 
strains to an absolute minimum for almost a year, she 
described the satisfaction upon experiencing the contrast-
ing environments:

It was wonderful to be outdoors because I spend a lot of time 
indoors . . . You feel better in a way when you have been out 
in the woods and you return home compared to if you have 
just been laying around in bed all day.

Furthermore, nature was often perceived as a nurtur-
ing environment that provided additional or secondary 
effects at the receiving end of the catalytic transaction. 
A third female participant who had remained isolated in 
her room most days, in her case due to social anxiety, 

explained some of these joint effects of experiencing the 
change in context to nature:

It was great to get out, and you feel rejuvenated from being 
outdoors . . . You are in a better mood and enlivened and 
things like that when you are outside compared to when you 
just sit around indoors.

Other aspects of the contrasting dimensions were that 
symptoms could appear differently across contexts. A 
fourth female participant, who struggled with what she 
referred to as chronic depression and social anxiety, 
explained that she at the time of referral suffered from 
anxiety attacks up to 3 times daily at school. This was a 
regular occurrence although she shared a classroom with 
no more than four other students. Asking her why she 
believed this did not seem to happen while in the FT set-
ting, she responded, “That is something completely dif-
ferent because you do not feel confined . . . it is so open.” 
Several participants mentioned that symptoms seemed to 
have less of a hold on them in the outdoors and that there 
were other strategies that they could make use of in the 
natural environment. For instance, moving away from the 
group for a while was perceived as less problematic in the 
outdoors compared with an indoor setting, where walls 
created physical boundaries.

Potential barriers to the apparent catalyst effect were, 
for example, the incidences where high symptom levels 
persisted across the contextual transition and did not 
decrease over time in the FT setting. Other moderating 
factors were the perceived degree of contrast, or extent of 
challenge, inherent in venturing outdoors. While express-
ing appreciation for the possibility to participate in a 
nature-assisted mental health treatment, a male partici-
pant explained that being outdoors did not represent a 
contrast to him: “I grew up in nature, so I am used to 
nature, so it does not exactly have any therapeutic mean-
ing to me.” Another male participant, who had spent 
increasing amounts of time gaming and had dropped out 
of school a few months earlier, suggested that the treat-
ment should have taken place in a more remote wilder-
ness setting. This would, in his opinion, have increased 
the degree of contrast sufficiently. Remaining in nearby 
nature throughout the majority of the FT program did 
appear to dissolve the catalyst effect partially for some of 
the participants, which suggests that the deeper into 
nature one ventures, the greater the primary and second-
ary catalytic effects may become.

We shall now move on to the second set of mecha-
nisms of the wilderness factor.

From chaos to calm. A number of participants reported 
experiencing various forms of internal and external stress-
ors and pressure in their daily lives, where being present in 
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nature appeared to bring about calming responses to the 
chaos that normally surrounded them. The most frequent 
descriptions of being in nature were feelings of tranquility 
and stillness. A female participant, who often felt stress 
and worry accumulating in her mind and body, expressed 
appreciation for the time-out from the many distractions 
of modern life while in the FT setting:

It was wonderful and quiet and peaceful and there was not so 
much chaos around me . . . There are no phones, there are no 
TVs . . . There are not a bunch of modern things around 
making noise and being unnatural and all that. Everything is 
just calm.

The opportunity to experience moments of serenity in 
nature further appeared to enable cognitive processes, 
where the participants had the time and space to access 
their thoughts and to engage in prolonged undisturbed 
reflection. A male participant, who described his main 
challenge as the internal buildup of stress, worry, and ulti-
mately anger, explained how he discovered a new remedy 
to calm down and think clearly through the experience of 
sitting down in stillness in nature:

It was sort of another mindset in the forest . . . I noticed that 
when you are in nature, it is so quiet. You do not hear any 
cars. There is no family chaos or anything, and you are not 
on the computer. When it is so quiet and you just sit there, 
you enter into your own way of thinking . . . and it really 
helps.

While some clients reached such reflective states as rela-
tively passive recipients in a calming environment, others 
reported a more active entry. Another male participant, 
who stated that his mind was always racing, reached sim-
ilar calming effects while being physically mobilized in 
nature. He explained, “One sort of calms down when you 
are out hiking and things like that. It is easier to get a hold 
of your thoughts.” Furthermore, being active in nature 
could also be a means to subside chaos reversely by shift-
ing the focus from internal worries and rumination onto 
external stimuli from the natural environment. A female 
participant, who reported struggling with social anxiety 
and fear of peers after being bullied over a number of 
years, for instance managed to redirect her attention out-
ward onto the many interesting discoveries that were 
readily waiting in nature. She succeeded at channeling 
her anxiousness into this concrete task and consequently 
stated that “I did not have much chaotic thinking. The 
only thing I thought about was to stay alert . . . I loved to 
discover things . . . owls, lizards, a bird that I have never 
seen before.” Her focus shifted from a preoccupation 
with protecting herself from potentially vicious peers and 
negative remarks to enthusiastically sharing her discover-
ies with the rest of the group.

Time spent in nature, indirectly removed from the 
many disturbances of modern, urban living such as noise, 
stress, and particularly technology, was regarded as an 
important premise for the calming mechanisms. Although 
managing without technology for some created consider-
able temporary unease, it was mostly depicted as a pre-
cursor for connecting with their immediate surroundings. 
We shall now inspect the third and last mechanism of the 
wilderness factor, which entailed the disconnection from 
technology, in line with a friluftsliv approach to the sim-
ple life outdoors.

Disconnect to reconnect. Not having access to the Internet 
and technological devices appeared to bring about oppor-
tunities for new experiences and perspectives while par-
ticipating in the FT program. For a few of the participants, 
gaming and social isolation were their main challenges so 
that time spent in nature and away from the computer 
became a direct form of therapy. A male participant 
explained that 3 years prior to taking part in the FT treat-
ment he had escaped into a virtual existence through 
computer games. Over time, he noticed that his body 
became weaker and that he started to feel depressed. He 
shared his reflections regarding the importance of absence 
from technology as a contextual premise for the therapeu-
tic process:

You do not have access to the Internet and those things, and 
I think that is very important. Adolescents spend a lot of time 
online. It is good to go without the Internet because that is 
one of the reasons why you have anxieties, I’d say . . . 
Instead of going out and challenging yourself socially, you 
enter the digital world. It is, in a sense, another reality . . . I 
feel more open when I do not have access to a computer or 
access to the Internet . . . For me, it was really good.

The Internet, and in particular social media, was reported 
to have implicit control over a number of the participants 
prior to taking part in the FT treatment. The technological 
disconnection appeared to effectuate at least a temporary 
cessation of the negative influence on self-image that was 
inflicted by social media use, rather contributing toward a 
redirection of focus where participants appeared to be less 
apprehensive, as noticed by a female participant: “It 
[social media] has a very big impact on how I view myself 
in a way. So I thought less about it, was less self-conscious 
in a way.” The increased openness appeared to generate 
attentiveness to the here-and-now. And the desire to make 
the most of the present moment appeared to facilitate a 
potential reconnection on many levels in the FT setting, as 
expressed by a male participant: “I am in nature now. 
There is no one else around me besides this group that I 
am here with. Let’s try and have a good time.” Thus, 
nature served a dual purpose, both indirectly in terms of 
providing disconnection from the many preoccupations of 
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modern life and directly in terms of offering a tranquil 
environment for the participants not only to reconnect 
with themselves and with nature but also with others. We 
shall revisit these aspects when we reach the psychosocial 
factor; however, we shall first explore the second thera-
peutic factor.

The Physical Self

The FT program involved physical movement of some 
type each day spent outdoors. The majority of the single-
day sessions included hiking that lasted anywhere from 
30 to 90 minutes in total, except for Day 5 where the cli-
ents were invited to do a high-ropes course. The 6-day 
expedition was experienced as physically and mentally 
challenging for most of the participants, particularly 
because of the duration of the trip and also because of the 
total distance covered alternating between paddling 
canoes and hiking with backpacks.

However, the physical mobilization of a seemingly 
exhausted body and mind—or bodymind—could hold 
rewarding secondary psychological and emotional 
responses and potentially spark new insights. The term 
bodymind is used to more directly refer to mind and 
body as a single integrated unit, where the bodymind 
spiral can illustrate this intertwined network of mutual 
influence (Maxwell, 2012).

Explorations of the physical self-factor resulted in the 
following two therapeutic mechanisms: (a) physical 
feat—emotional emancipation, and (b) bodymind restruc-
turing: reversing the spiral (see Table 3), which are pre-
sented below.

Physical feat—emotional emancipation. Moments of rather 
powerful psychological responses appeared to succeed 
physical accomplishments that were unexpected or had a 
deeper meaning. A female participant, who was mis-
treated by her mother throughout her childhood years, 

Table 3. Therapeutic Mechanisms of the Physical Self.

Therapeutic factor Mechanisms Propositions

The physical self Physical feat—
emotional 
emancipation

Positive psychological responses appeared to follow physical accomplishments, in 
particular, when they were unexpected or had a deeper meaning to them, where, for 
instance, a successful climb became a concrete manifestation of a client’s abilities. In 
instances where these physical challenges resonated with a real-life situation, these 
experiences could produce an emancipatory emotional effect that became a catalyst for 
increased engagement in the therapeutic process.

Physical exhaustion could bring about emotional openness, particularly around the 
campfire at night, where the clients seemed more emotionally invested and less 
restricted in their interaction with their peers.

At times, physical demands resulted in inhibitive emotional responses that could, at least 
temporarily, hinder the engagement with the group. These reactions appeared to arise 
after the strain or risk was over, for example, a panic attack after a paddle through a 
rapid happening when the client was back on shore. Although these situations were 
difficult at the time, these were the incidences where clients gained insight into their 
mental and physical limitations. These were also the times when participants could 
receive support from peers and in vivo counseling and direct care from therapists, if 
allowing themselves to be vulnerable in the presence of others.

 Bodymind 
restructuring: 
reversing the 
spiral

Many clients were physically tired when joining the program due to the internal mental 
trauma they were experiencing in their lives. However, because they were determined 
to challenge themselves regardless, this effort appeared to initiate movements along a 
conceptualized bodymind spiral.

In addition to emotional support and psychotherapy, the clients also received direct and 
concrete care, for example, food to eat, relief from physical pain/blisters, and so on, 
advice on how to keep warm and dry and to manage the changing conditions outdoors. 
These situations facilitated numerous entry points to assist the bodymind axis spiraling 
upward.

Many clients were struggling with internal mental stress while, for instance, hiking, to the 
point where they were negotiating both negative thinking and bodily pains parallel to 
the physical undertaking. Whereas before the joint mental and physical sensations were 
overwhelming and difficult if not impossible to differentiate, a demanding yet feasible 
physical challenge could facilitate a restructuring of and insights into bodymind relations.

The physical mobilization and simple outdoor life could also have a positive influence on 
other downward bodymind spirals, for instance, potentially in relation to early stages of 
eating disorders.
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had internalized the recurring insults to where she was 
convinced that she was lazy and generally incompetent. 
Looking back on her achievements while participating in 
the FT program, she expressed contentment with success-
fully completing a climb and thereby proving her moth-
er’s accusations wrong in a very concrete manner:

It was a good feeling . . . I actually managed to hike up that 
mountain. That was very positive really. You sort of think I 
am not as lazy as my mom used to tell me. I can do things! 
Just look at me now.

Another female participant emphasized an experience dur-
ing one of the day sessions that she referred to as transfor-
mative. On this particular day, the adolescents were split 
into groups of two to three who together were to navigate to 
a lookout point during a coastal hike. The girl explained that 
she felt trapped in this group exercise, which resonated with 
her life situation at the time where she had remained iso-
lated in her room. On the return hike, there were no instruc-
tions and she found herself spontaneously starting to run 
down the mountainside. She continued running the entire 
distance back to the meeting point and felt an increasing 
sense of liberation along the way, to where this particular 
experience became a turning point in the FT process for her:

When I got to run back, it was just like my body suddenly 
became happier and well . . . was energized in a way . . . I 
don’t know exactly what it was, I just . . . I felt that something 
had to be released in a sense. And then it got better.

These physical feats appeared to have an inherent signifi-
cance for these two individuals, as the experiences had an 
emancipatory quality to it, such as the first participant prov-
ing the internalized insults wrong and in the latter example 
breaking free from the debilitating hold that physical fatigue 
had on her life. These concrete incidences of mastery had 
the potential to bring about considerable psychological 
rewards and also appeared to be catalysts for increased 
engagement and hope in the therapeutic process.

Similar tendencies were observed at times when par-
ticipants were physically worn out, typically in the eve-
nings around the campfire after a strenuous day. The 
physical exhaustion seemed to enable the participants to 
become more emotionally invested and less restricted in 
their interaction and communication with their peers, as 
observed by one of the male participants:

When you become tired or worn-out, you know, you become 
more open in your way of thinking . . . You become short of 
breath, so you lose a bit of oxygen and blood circulating to 
your brain. So you become more open, a little hyper, and 
things like that if you are tired. Maybe you become a bit more 
talkative or perhaps you can challenge yourself a bit more 
while you are tired . . . I think that is what people did . . . at 
least that is what I noticed in my group.

Although the FT program appeared to facilitate a num-
ber of opportunities for positive rewards throughout the 
treatment process, there were also occasions when there 
would be seemingly adverse reactions to physical chal-
lenges and strains along the way. Although a given task or 
challenge was accomplished per se, at times it was over-
whelming for some of the participants, which could result 
in responses that were more inhibitive in character and that, 
at least temporarily, would hinder their engagement with 
the group. These reactions appeared to arise in circum-
stances when an individual was, for instance, worried that 
he or she would not succeed, would collapse, would hold 
the rest of the group back, and so forth. The emotional 
responses would typically come after the risk was over. 
Examples were a panic attack after a paddle through a rapid, 
where the actual reaction manifested itself when the client 
was back on shore. Another time an individual curled up 
into the fetal position on the ground shortly after reaching 
the campsite because she was feeling cold and exhausted 
after a long hike. Although these situations were difficult at 
the time, these were also the moments where participants 
gained insights into their physical and mental limitations. In 
addition, these were the times when they could receive in 
vivo counseling and direct care from therapists, along with 
support from their peers, regarded that the participants 
allowed themselves to be vulnerable in the presence of oth-
ers. We return to these processes when we reach the final 
factor—the psychosocial dimension. However, first we 
focus on the second set of mechanisms of the physical self-
factor, which explores some of the bodymind processes that 
were potentially activated throughout the FT program.

Bodymind restructuring: Reversing the spiral. A number of 
the clients expressed feeling physically tired before even 
having taken the first step of the 6-day expedition. This 
was understood as being caused by mental trauma, as 
explained by a female participant: “My body is com-
pletely worn-out. To tell you the truth, my body is seri-
ously beat up because of bruises on the inside.” Regardless 
of such apparent barriers, most of the participants were, 
however, determined to challenge themselves and thus 
initiated processes or movements along what we have 
conceptualized as the bodymind spiral.

Participants would frequently link mental states to 
physical sensations, and vice versa, while in the FT set-
ting. One female participant recalled having a tough start 
to the expedition, in which she ascribed her decreased 
mood to a number of physical factors: “The first night [of 
the expedition] I felt very depressed . . . I was cold, had an 
upset stomach . . . had only slept one hour . . . and woke up 
with blisters on both feet.” Upon receiving attention and 
care from therapists that included not only emotional sup-
port but also practical relief, comprising anything from 
taking care of sore feet, providing food to eat, and offering 
advice regarding how to keep warm the following night, 
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individuals were supported both psychosocially and phys-
ically. This extended interaction and direct care provided 
several entry points to offer support so that the clients 
could have better odds for reversing the bodymind axis, 
conceptualized as spiraling in an upward direction.

A number of participants explained how the joint men-
tal and physical sensations they experienced were often 
difficult, or impossible, to differentiate. Many of them 
described a constant or recurrent mental struggle—for 
instance, while hiking, where they were negotiating both 
negative thinking and bodily pains parallel to the physical 
undertaking. Over time, these demanding, yet feasible, 
physical challenges appeared to offer opportunities for an 
increased level of self-insight and a possible restructuring 
of the bodymind dynamics. Whereby the participants more 
accurately could assess when they were, for instance, feel-
ing mentally drained, however still physically capable to 
keep going. An example of such a realization was expressed 
by a female participant, stating that “I knew myself that it 
basically was just me that was tired on the inside. That it 
was not really a physical exhaustion.” Referring back to 
the time she managed to reach the plateau where the group 
was to set up camp for the night, although the ascent 
appeared impossible at first.

The FT treatment process also appeared to provide 
opportunities for restructuring other bodymind processes, 
for instance related to the potential downward bodymind 
spiral due to the combination of low self-worth, a skewed 
body image, and a consequently limited food intake in an 
early stage of an eating disorder. First, the change in con-
text entailed being away from the many rituals and par-
ticularities of food preparation and intake that may have 
been established at home. Furthermore, the aforemen-
tioned disconnection from social media could help reduce 
the intense focus on body image, supported by the removal 
of other factors that could reinforce self-consciousness 
such as the absence of mirrors and scales in nature. Finally, 
the FT program included a generally healthy physical 
mobilization, where the need for intake of nutrition was 
nearly constant for the participants to maintain strength 
and energy to keep going. These circumstances, along 
with other supportive psychosocial factors, could together 
spark a positive turn to a downward bodymind spiral. One 
of the participants, while reporting finding it difficult to 
eat together with the rest of the group in the FT setting, 
noticed letting go of some of the internal and external 
restrictions that were normally activated at home:

When you sit around at home and are depressed and things 
like that and you are on social media—oh wow—I want to 
look like that! So you just skip lunch that day. However, 
when you are outdoors in the woods and you do not have 
that [the many pressures of social media] and you move 
around all the time and you are cold, then you just eat three 
lunches [laughs]. There is a lot less focus on those things.

Indeed, being physically mobilized in an outdoor envi-
ronment over a longer time period could initiate a number 
of bodymind processes. Moving on to the third and final 
therapeutic factor, the psychosocial self, it all comes 
together, on a within-person, between-person, and per-
son-in-environment level. There are a multitude of mech-
anisms that potentially emerge and interact that are 
impossible to capture entirely, but we can attempt to 
reach some of them directed by the clients’ perspective.

The Psychosocial Self

Wilderness therapy differs from more traditional approaches 
to mental health treatment in a number of ways. We have 
already addressed some of the nature-related mechanisms 
of the treatment, as well as processes that appeared to 
accompany the physical mobilization, where both these 
therapeutic factors also lead to a range of psychosocial 
opportunities. In FT, as with other group treatments, the 
composition of the clinical group and the therapist teams, 
along with the dynamics that unfolds both between clients 
and client(s)-therapist(s), influences the therapeutic pro-
cess. Furthermore, in FT the clients and the therapists spend 
prolonged periods of time together in an outdoor environ-
ment, where many of the connotations, dynamics, and 
structures inherent to more talk-based, therapist-directed 
treatments in an indoor clinical setting are not necessarily 
transferred.

Inspecting the two clinical groups represented in this 
study more specifically, the social compositions appeared 
to exert a relatively well-balanced distribution of, for 
instance, introvert versus extrovert disposition, with sev-
eral participants in both groups feeling apprehensive with 
regard to being part of a group. This initial reservation 
could become a barrier in the therapeutic process, consid-
ering that an important premise for seizing the opportuni-
ties that arose in the FT setting appeared to be the ability 
to remain open and engaged throughout the intervention. 
For the ones who opened up at times, then closed off 
again whenever feeling overwhelmed, the treatment pro-
cess tended to become a continuous internal and external 
struggle due to this unsettling ambivalence.

Explorations of the psychosocial factor resulted in the 
following three therapeutic mechanisms: (a) heteroge-
neous synergy, (b) the intricacies of vulnerability and 
support, and (c) therapy the natural way (see Table 4), 
which are presented below.

Heterogeneous synergy. The synergism that appeared to 
arise from the composition of both groups was reiterated 
as an important premise of the FT treatment process. As 
opposed to the typical pattern of other social constella-
tions that require similarities to acquire acceptance, there 
seemed to be other mechanisms at play in the FT setting. 
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Table 4. Therapeutic Mechanisms of the Psychosocial Self.

Therapeutic factor Mechanisms Propositions

The psychosocial 
self

Heterogeneous 
synergy

A synergism appeared to arise in the clinical groups due to the heterogenic 
compositions. The differences became a source of positive stimuli and interest while 
contributing toward creating an inclusive and supportive milieu.

Another dimension of the group synergy was the emergence of an implicit 
understanding deriving from all of the clients having experienced suffering of some 
type. This innate understanding seemed to condition a less judgmental climate that 
allowed the clients to be themselves.

The barriers to being part of this synergism were reservation or ambivalence in terms 
of engaging with the group and if the individual level of suffering was not considered 
compatible with that of others.

 The intricacies 
of vulnerability 
and support

Being vulnerable and open in the presence of others, peers and therapists alike, as 
well as being exposed to other clients struggling, was an intricate matter and not a 
straightforward ordeal. In addition, accurately assessing when someone would like 
to be offered support, by whom, and in which manner was a complicated endeavor. 
While attempts at providing support, despite good intentions, in some incidences 
could be experienced as a form of pressure, supportive transactions also had the 
potential to hold great significance for both the receiver and the helper.

Enabling conditions for support was a trusting relationship between the involved 
parties and realistic expectations regarding the nature of the support.

Support from peers could be considered more significant than support from therapists 
as there were notions such as “they are only doing their job” that were more or 
less prevalent. Such notions could be at least initial barriers to investing in an alliance 
with the therapist(s). However, time spent together in the outdoors and the direct 
care from therapists appeared to gradually foster trust and feeling safe, which became 
important precursors to establishing a therapeutic alliance.

 Therapy the 
natural way

FT appeared to be perceived as an intriguing and appropriate approach to treatment 
for the clients, as it carried inherent positive, naturally health-inducing qualities.

FT had different connotations compared with more traditional, hospital-based 
approaches to treatment where clients at times reported feeling ill, constrained, 
bored, sad, or disengaged. The clients reiterated the importance of the availability of 
different approaches to treatment, where they in the FT setting expressed having fun, 
feeling free and well.

The FT program appeared to provide an environment for the clients to have the 
space to unfold and unwind, their time to open up and to share at their own pace. 
Furthermore, the outdoors provided a tranquil, naturally stimulating, and technology-
free milieu that had the potential to both invigorate the body and to refresh the 
brain—the natural way.

Note. FT = Friluftsterapi.

The heterogeneity was reported to primarily be a source 
of positive stimuli that sparked an interest in getting to 
know each other. Furthermore, it appeared to create a 
milieu where each individual’s uniqueness was welcomed 
and a supportive atmosphere arose. A female participant 
described the group interaction as the highlight of the FT 
experience:

It was sort of the mix of people to be honest . . . It had a lot to 
do with meeting others, learning about people’s past and why 
they were there. It was very interesting to learn that everyone 
was there for different reasons . . . You learn so many things 
about everyone. It was very fascinating . . . We managed 
somehow to make room for everyone because everyone was 
so different . . . Everything seemed to work with us, I think  
. . . You felt that others were there to support you.

One could easily assume that there would be advantages 
to organizing the FT groups according to similarities, 
such as specific diagnostic criteria, to where the interven-
tion could be optimized according to the particular needs 
of a more homogeneous group. However, asking a male 
participant whether it would have been a better alterna-
tive to have an FT group exclusively facilitated for clients 
with anxieties, he expressed his reservations:

Friluftsterapi cannot be for just one person and one problem. 
It has to be open to all sorts of problems. It will not be perfect 
for just one or two. It has to open up in a way . . . If you put 
all those people [people with anxiety] together it will be 
awkward . . . Then, you know this person has anxiety, he has 
anxiety, and he has anxiety. How will that play out? If 
everyone has anxiety, people won’t really connect with each 
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other. The way it was now was perfect because you had 
some people who at least tried . . . The group needs people 
like that. Then, you at least get someone to strike up a 
conversation.

Another dimension to the group synergy was that 
beyond, or perhaps across, the heterogeneity, an implicit 
understanding appeared to emerge among the partici-
pants, believed to derive from them all having experi-
enced suffering of some type. Relationships, referred to 
as friendships, were developed among the participants in 
many incidences. These bonds were referred to as differ-
ent from relationships taking place otherwise in life, 
where the participants could feel lonely despite having 
friends, as noted by a male participant:

It is kind of great to have someone, instead of being all alone 
. . . I do have good friends, but not ones who understand the 
types of things that they do [referring to the friends from 
FT]. They have been in similar situations themselves. That 
was the best thing about the trip. That was them.

This innate understanding and commonality appeared to 
condition a less judgmental climate within the group, 
where the participants became comfortable just being 
themselves. This notion was particularly important for 
one of the female participants, who was concerned that 
she would not be able to connect with the rest of the 
group because she did not consider herself a talkative 
person. However, the synergism appeared to embrace 
each individual albeit, or because of, their particulari-
ties. She shared her experience from interacting with the 
group:

I really felt that no one would judge me because everyone 
struggled with something. So if I was quiet that was fine and 
if I was talking a lot, that was also ok . . . So it was really 
good to sort of feel that everyone had something and no one 
really minded that much. It was fine to just be yourself.

However positive a group dynamic might be, the 
apparent downside are the incidences where one or sev-
eral individuals do not become part of this unity. Although 
such dynamics and interactions must be considered a 
two-way process, the most obvious barrier appeared to be 
the aforementioned reservation or ambivalence in terms 
of engaging with the group. Another hindrance was the 
instances where the degree of suffering was not consid-
ered compatible. In the case of one of the female partici-
pants, she was convinced that her personal situation was 
not reconcilable with both the nature and degree of suf-
fering of the other clients, as she felt that she was worse 
off compared with the rest of the group. This sentiment 
inhibited her engagement in the therapeutic process and 
restricted her interaction with the group:

I think it is really good to be in a group, but I sort of feel like 
I have been in the wrong kind of group . . . I should not say 
that these adolescents did not have serious challenges, but 
that it should have been a group that had more similar 
challenges to me. I felt that it was a bit darker with me in a 
sense.

The participant emphasized that she might be mistaken, 
that perhaps in fact the others did suffer immensely, 
only that it was not transparent to her. This dilemma 
plays into the level of openness that was established on 
both an individual and group level throughout the thera-
peutic process and whether the clients managed to share 
their struggles openly with the rest of the group and 
therapists alike or whether they remained more reserved. 
We shall explore some of these dynamics next as we 
move on to the second set of mechanisms of the psycho-
social self-factor.

The intricacies of vulnerability and support. Any group 
treatment trajectory is not necessarily a linear process 
where openness and trust increase steadily over time 
First, the implicit expectation to opening up to the group 
and be vulnerable in the presence of others was an intri-
cate matter and not a straightforward ordeal in the FT 
treatment process. Factors that influenced this intricacy 
were, for instance, that vulnerability often was derived 
from traumatic experiences from relationships or social 
settings with peers or adults in the first place, which again 
could inhibit engagement. Second, in terms of other 
implicit expectations related to offering support to others, 
it appeared to be a complicated endeavor for the partici-
pants to accurately assess when an individual who was 
suffering would in fact like to be offered support, by 
whom, and in which manner. Attempts at providing sup-
port, despite their good intent, could be experienced as a 
form of pressure. Furthermore, being exposed to other 
adolescents’ suffering was overwhelming for some, par-
ticularly for the individuals who were preoccupied with 
managing their own struggles at the time. However, on 
the contrary, successful transactions of support could 
hold great significance, and thus therapeutic potential, for 
both the helper and the receiver.

A male participant, for instance, who had struggled 
with long-term depression, stated that he did not care 
much about other people before partaking in the FT pro-
gram. Still, gradually noticing that his fellow peers were 
struggling from time to time, he carefully began to offer 
his support to the other participants. This engagement in 
empathetic relations with the other participants was expe-
rienced as deeply meaningful, and became an emotional 
awakening, for him. A female participant, who was on the 
receiving end of a supportive interaction, expressed 
appreciation for the direct compassion from a peer:
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I had a pretty bad anxiety attack. I was shaking and was not 
able to breathe properly, and she was just present. And she 
helped me a lot. There is not much you can do. But as long 
as she was there and I felt safe that she was there, it went 
really well. And it was good to know that someone cares and 
not just the adults who are doing their job . . . It was very 
kind of her. It made me really happy.

Conditions that enabled supportive transactions appeared 
to be that the individuals involved had already established 
a trusting relationship and that there were realistic expec-
tations regarding the nature of the support.

Third, in terms of establishing an alliance with the 
therapist, some participants expressed an inclination for 
being more appreciative of supportive initiatives from 
peers compared with therapists. Statements such as the 
above referring to therapists as “adults who are doing 
their job” appeared to reflect preconceived notions that a 
number of the participants brought into the FT setting 
either based on previous disappointing experiences from 
therapy or possibly negative experiences with adults in 
general. Such impressions could be at least initial barriers 
to confide in the therapist(s). A few individuals main-
tained this reservation throughout the intervention to 
where the therapeutic relationship remained at a superfi-
cial level. However, overall the participants stated that 
they were generally content with the therapists in terms of 
running the program and supporting the participants 
throughout their ventures in the outdoors. Experiences of 
direct care from the therapists throughout the program 
appeared to foster trust and the participants generally 
feeling safe and looked after. Contributing factors to 
establishing an alliance were the amount of time spent 
together and the familiarity that was able to unfold 
between therapist(s) and client(s) when, for instance, hik-
ing together. A male participant compared the conditions 
for developing a therapeutic alliance in the FT setting to 
his previous visits in a psychologist’s office:

Sitting in a room and staring at the wall and listening to the 
therapist talking . . . It is not the same as hiking in the woods 
. . . He [referring to the former therapist] just sat there and 
asked a lot of questions and I simply answered yes and no 
and was on my mobile phone . . . When you just talk for an 
hour, you don’t get to know each other. When you hike 
together for six days, you get to know each other.

This statement points to some of the particularities of FT 
that sets it apart from more one-dimensional approaches to 
treatment. As such, FT appeared to provide a multitude of 
possible entry points for inviting adolescents, who appeared 
resistant or disengaged in more conventional treatment set-
tings, into a therapeutic journey that was quite different.

Other dimensions to the uniqueness of FT are more  
fundamental to the treatment experience per se, one that 

possibly conditions the previous qualities. These notions are 
somewhat subtle and challenging to grasp at first other than 
the observation that participation in FT seemed to bring 
about another set of connotations and feelings in the clients 
compared with more traditional treatment settings. Simply 
put, FT appeared to “make sense” and feel more “natural” to 
the participants as a health-promoting treatment.

Therapy the natural way. This last set of mechanisms of the 
FT process was accessed indirectly through remarks made 
by the participants repeatedly stating how much they 
enjoyed their time in the FT setting. Despite challenging 
and difficult moments throughout the intervention, overall 
participants had fun, were appreciative of the experience, 
and would do it again if they had the chance to. Such state-
ments could easily be disregarded as irrelevant, overly 
positive, or superficial at first by a critical researcher, 
which was also the case in this instance. However, dwell-
ing on these statements appeared to hold the key to reach-
ing some of the underlying processes of FT and play into 
dichotomies such as healthy versus not healthy, feeling 
well versus feeling ill, and structural premises such as feel-
ing unconfined versus feeling constrained or restricted. 
From the adolescent mind-set, these connotations were 
often expressed as having fun versus being bored, feeling 
happy versus sad, feeling free versus trapped, feeling nor-
mal versus crazy, and so forth. Although a number of the 
adolescents had managed to establish engaging and benefi-
cial therapeutic processes through other approaches to 
mental health treatment prior to taking part in the FT pro-
gram, several shared negative experiences. However, what 
seemed to transcend these former treatment experiences, 
whether positive or negative, were references to feeling 
like a failure when having to go to the hospital due to their 
struggles in life. This stigma could, in addition to the intim-
idation some felt in more conventional treatment settings, 
be a source of the disengagement some had experienced 
previously. FT, on the contrary, represented a very different 
context and structure that appeared to generate more posi-
tive connotations. While still facilitating high quality treat-
ment, and in the case of FT also being provided through the 
hospital, this approach involved the clients and therapists 
to strap on their hiking gear and venture together into 
nature. As such, FT appeared to offer a refreshing treat-
ment alternative that the adolescents were intrigued by. 
This perception is exemplified by one of the female partici-
pants, who expressed appreciation for the opportunity to 
participate in a mental health treatment that did not carry 
expectations of becoming a dismal experience:

It is always great to sort of have different things one can do 
besides always sitting in an office . . . For me, I think it is kind 
of good to be part of something that is through the hospital 
but at the same time a bit fun and not just sad all the time.
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The emancipatory effect of moving a mental health 
intervention away from the hospital setting and into nature, 
from indoors to outdoors, was reiterated by a male partici-
pant: “You appear freer and not trapped in a little room.” 
Reflecting on how a group treatment would have been 
experienced in an indoor hospital context as opposed to in 
nature, a female participant, for instance, imagined that it 
would have been intimidating and more intense, in addi-
tion to carrying associations with dysfunction and illness:

The adults [referring to the therapists] would have sat and 
stared at us all the time and we would not have been able to 
have comfortable sessions. But I think that when you are 
outdoors, you do not feel that confined. You feel like you can 
share a bit at your own pace. But if you sit around in a 
hospital, it just reminds you that you are ill.

Some participants expressed direct resentment toward the 
idea of a more conventional therapy context. One male 
participant readily admitted that his impatience, constant 
flow of energy, and reactive temperament would have 
made it hard for him to thrive in an office-based therapeu-
tic setting:

There is no way in hell that I will sit in a fucking office and 
be bored to death! I am too restless to sit around like that . . . 
I probably would have knocked that guy [referring to a 
potential therapist] out three or four times by now, I reckon!

By contrast, the boy proudly announced that he had not 
lost his temper a single time throughout the FT treatment 
process. Rather, the FT setting seemed to provide the par-
ticipants the space to unfold and unwind, the time to open 
up and share at their own pace, all while being in a natu-
rally calming, yet stimulating, environment that was 
screen-free and rich in oxygen. A female participant 
shared her reflections regarding FT and what she deemed 
a treatment that invigorated her brain and body through 
therapy the natural way:

If I sit around indoors and watch TV every day, like I do, the 
mobile phone and computer and everything, the brain 
becomes very slow. But I notice that if you just look at 
something else that is not a screen, you become more 
awake. Fresh air, the body needs that to survive really. If 
not, your skin goes pale and you get rings around your eyes 
and the body goes numb, so that shows that it is not supposed 
to be like that. And if you are outdoors, that is in a way 
therapy for the brain in itself. That is what I really like about 
friluftsterapi too. Not that it is therapy, but being outside in 
the open air . . . So I think it is a really good form of therapy, 
in that it can refresh the brain the natural way.

As such, the FT treatment process appeared to integrate 
ecological and biological dimensions into the psychoso-
cial therapy process making up what appeared to be a 

holistic approach to health and well-being that naturally 
responded to a number of the challenges the participants 
were faced with. We shall now briefly explore the under-
lying conditions of the FT treatment process, drawing on 
the retroductive stage of the analysis, as we move into the 
discussion.

Discussion

Returning to the initial understanding of health as a state 
of balance including the self, others, and the environment, 
the FT treatment setting appeared to provide a microcosm 
for individuals who were experiencing some form of dis-
equilibrium in their lives. The specter of opportunities or 
mechanisms, which under varied circumstances were 
reported to emerge within this microcommunity (Harper 
et al., 2017), appeared to have contrasting, calming, eman-
cipatory, empowering, and synergetic qualities to them, as 
presented throughout the “Results” section. Together, 
these opportunities seemed to facilitate a number of poten-
tial entry points for initiating movement along the afore-
mentioned bodymind spiral. This dimension of the 
treatment is, along with the wilderness factor, suggested to 
epitomize part of the uniqueness or core of wilderness 
therapy as a distinct approach to mental health care for 
adolescents. Through venturing into nature and experienc-
ing the basic life outdoors, the FT setting capacitated both 
ecological and bodily processes, which together with the 
psychosocial dimensions comprised a multidimensional 
approach to therapy. This multidimensionality appeared to 
represent a holistic health care intervention through facili-
tating an ecobiopsychosocial treatment process. 
Fundamental conditions, in addition to this multidimen-
sionality, we propose are two other basic principles of FT, 
specifically referring to the treatment program being vol-
untary-based and resource-focused.

In this first section of the discussion, we shall briefly 
address these three proposed underlying characteristics 
of the FT treatment process, thus responding to the third 
and final objective of this study. These reflections must 
be considered as tentative, but may however still serve as 
vantage points for further empirical and theoretical explo-
rations. Upholding a critical realist approach, the dynam-
ics of agency and structure will first be introduced. Next, 
we integrate literature on embodiment and shame in an 
attempt to acquire a deeper understanding of the partici-
pants’ state at the time of referral to mental health treat-
ment, where their sense of agency appeared to be 
compromised. And finally, we consider the appropriate-
ness of the FT approach in meeting the specific needs of 
these young individuals.

Agency and structure. A critical realist view tends to focus 
on the interdependence of human agency and various 
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structural constraints and possibilities (Archer, 1998). 
These structures operate at different levels of reality, 
whether they are intrapersonal, interpersonal, or societal 
structures. Human health and functioning is affected by 
this interface between structure and agency, perhaps in 
particular structural constraints versus perceived degree 
of agential freedom (Williams, 1999). Over time, this 
mutual interplay can either result in continuous reproduc-
tion where a given state or situation remains the same or 
in minor or major changes, also referred to as morpho-
genesis (Archer, 2003). The ability to not reproduce a 
current situation and to instead initiate change through, 
for instance, resist succumbing to debilitating symptoms, 
break negative patterns, depart from destructive milieus, 
and choose to move in a health-promoting direction, is to 
a large extent dependent on the degree of agency an indi-
vidual is able to mobilize. Human beings potentially pos-
sess immense capabilities to make and remake themselves 
and their relationships and to influence their surroundings 
as personal agents. At the same time, these abilities oper-
ate within the confines of natural limitations on our bod-
ies and are also affected by our self-perceptions, which 
again supports or inhibits action (Smith, 2010).

The body and self: Alienation and shame. The body as the 
ground of the self and organ of the will constitutes not 
only agency but also spatial relations, perception, as well 
as our sensations and feelings. As such, the body is the 
ground for and site of meaningful existence, according to 
Dolezal (2015), and we can never experience anything as 
totally independent from this bodily engagement. First, 
whatever mental, spiritual, or interpersonal capacities an 
individual may have, neglect of the body in terms of 
access to its basic needs of oxygen, nutrition, sleep, and 
rest has detrimental effects. Second, as humans we 
encounter profound both bodily and emotional limita-
tions and vulnerabilities, where we are susceptible to a 
range of personal hurts, disappointments, sorrows, anxi-
eties, despair, and existential threats that can manifest 
themselves through the body. Thus, despite powerful 
human capabilities, there are structural limitations and 
potential risks to the body and self that exist in natural 
reality (Smith, 2010).

Furthermore, the period of adolescence is a particu-
larly critical developmental stage, as there are numerous 
cognitive, biological, and behavioral processes that are 
formed during these years on the paths toward maturity 
and adulthood (Braun-Lewensohn, Idan, Lindström, & 
Margalit, 2017). Adverse life experiences, insecure 
attachment patterns, and mental health struggles may 
interfere with or interrupt the establishment and mainte-
nance of a coherent sense of self and agency, where con-
tradictory views of self may lead to intrapsychic conflict, 
confusion, and distress (Harter, 2012). Many of these 

emotional sensations are embodied experiences, where 
the body in some incidences can become an obstacle to 
one’s relation to the world instead of serving as the 
enabler of agency, which may result in experiences such 
as alienation and/or shame. Alienation, according to 
Dolezal (2015), is an experience where a person may feel 
an estrangement from the self—or rather the possibilities 
of the self. This feeling of alienation may occur in situa-
tions where one is feeling or treated as inert, as having an 
impotent subjectivity, hence lacking autonomy and self-
determination. Alienation may furthermore bring about 
shame, which not only is likely to impact an individual’s 
self-esteem and self-worth but could also become a bar-
rier to social engagement. As such, alienation and shame 
can easily compromise the degree of agency to the point 
where a person may perceive himself or herself as what 
Sartre (in Dolezal, 2015, p. 39) has referred to as a 
degraded, fixed, or dependent human being in need of 
help from others:

Shame is the feeling of an original fall, not because of the 
fact that I may have committed this or that particular fault 
but simply that I have “fallen” into the world in the midst of 
things and that I need mediation of the Other in order to be 
what I am.

Turning to the main agents of this study in particular, the 
adolescent participants, they all shared their individual 
experiences of having “fallen into the world in the midst of 
things” and not feeling capable of managing on their own.

The “fallen” adolescent: Compromised agency. The numer-
ous versions of having “fallen” included experiences of 
becoming outsiders in various ways, of dropping out of 
school, being bullied, not fitting in, and, for instance, 
finding it hard to communicate or relate to their peers 
and/or families. Many had experienced considerable suf-
fering and adversities in their lives, and common across 
the majority of the accounts were stories of long-held 
hardship, feelings of chaos, overwhelming stress and 
demands, and the disappointment of repeatedly not living 
up to expectations. The series of perceived failures were 
in many instances accompanied by a depletion of energy 
and/or a fundamental sense of insecurity that often 
resulted in social isolation, anxieties, and a downward 
bodymind spiral. These tendencies could ultimately lead 
to a partial or seemingly all-encompassing state of fatigue 
and a life that in the adolescent’s mind in some instances 
was coming close to the point of no longer being worth 
living. Thus, the individual participant’s status at the time 
of recruitment to FT entailed feelings of despair, hope-
lessness, alienation, frustration, and shame being on the 
rise, parallel to the perceived degree of agency becoming 
increasingly compromised.



Fernee et al. 17

The referral to mental health treatment became the 
manifestation of the aforementioned “fall” in life where 
the “mediation of the Other,” in this case mental health 
treatment, was requested to in Satre’s words “be what I 
am.” Still, a number of the participants who were well 
aware of needing some form of “mediation” were still 
apprehensive toward the idea of receiving mental health 
care. However, FT appeared to represent an approach to 
treatment that came across as different from what they 
expected and that was perceived as intriguing and appro-
priate to the individuals who accepted the invitation to 
participate.

We shall now explore the fundamental conditions for 
this apparent appropriateness of FT and its potential to 
respond to the complexity of the adolescents’ needs.

An appropriate approach to adolescent mental health care: 
The path to reclaim agency. The aforementioned proactive 
choice to partake in the FT treatment, despite the preva-
lent barriers and concerns, became the first concrete step 
for these young boys and girls on the path to (re)establish 
agency. Fundamental to the ability for this decision mak-
ing and the fragile restoration of agency appeared to be 
the prospect of taking part in an approach to treatment 
that sparked an interest and also instilled a ray of hope in 
the midst of their struggles. This apparent appropriate-
ness is suggested to derive from the three aforementioned 
fundamental characteristics of FT in terms of being a vol-
untary, resource-focused, and multidimensional approach 
to treatment. These basic conditions for therapeutic work 
first invited and then supported the participants to chal-
lenge the ideas of themselves as degraded, fixed, or 
dependent beings in a concrete manner through their pro-
active participation in the FT program.

The voluntary foundation of the treatment implied that 
the initial decision to accept the invitation to participate, 
and from then on each day of the program continuing to 
attend, was a proactive choice on the part of the individual 
adolescent. This aspect of the participation was a direct 
vehicle for reinstating agency, which was practiced in a 
direct manner in terms of actively pursuing to move in a 
health-promoting direction. The voluntary basis appeared 
to be an important condition for establishing and maintain-
ing an intrinsic motivation in each participant. And further-
more for fostering trust and safety, as the participants were 
there because they themselves chose to be there.

The resource-focused foundation of FT also seemed to 
support agency and facilitate engagement. In contrast, a 
more pathogenetic approach to treatment was reported to 
carry inhibiting connotations and potential stigma, where 
the adolescents would feel disengaged, confined, or inca-
pable. While FT appeared to bring about empowering and 
emancipating conditions by providing a therapeutic set-
ting that focused on the participants’ abilities. This basic 

orientation of involving the clients as the main agents in 
their own recovery process has been emphasized by 
Duncan, Miller, and Sparks (2007, p. 36):

Rather than constructing a patient in need of correction—an ill, 
bad, or victim child—we have the possibility of constructing 
resourceful, active agents deciding how they wish to re-organize 
their lives and relationships.

The multidimensional nature of FT appeared to com-
prise a holistic and potentially synergetic approach to 
treatment. The combination of the ecological, physical, 
and psychosocial dimensions is aligned with the concep-
tualization of human health and well-being as a state of 
balance in relation to oneself, others, and the natural 
environment, along with the understanding of human 
agency as embodied. FT as a voluntary, resource-
focused, and multidimensional approach to treatment 
might not only have inherent structures that are funda-
mentally different from other treatment contexts but is 
also suggested to match the complexity of the needs of 
adolescents in particular. This must however be regarded 
as a tentative proposition that could benefit from further 
in-depth exploration.

Finally, it is important to emphasize that the FT pro-
gram is not representative for all wilderness therapy pro-
grams. We are aware that some wilderness therapy 
practices do rely on various forms of coercion, which 
inherently is likely to limit the degree of agential freedom 
in the recovery process. Furthermore, utilizing coercion 
as one of the basic conditions for wilderness therapy 
treatment may potentially maintain disequilibrium and 
add distress for vulnerable adolescents who are brought 
into a wilderness setting, rather than striving to establish 
a sense of safety and support. While the FT program is 
not guaranteed to always succeed at fulfilling its funda-
mental conditions in every situation for each individual 
client, the FT practice appeared to invite the participants 
to be the main navigators of their ventures outdoors. 
Where each adolescent could collaborate with their fel-
low travelers—both peers and therapists—and nature in 
co-creating their journeys toward change.

Limitations and Implications

There are a number of limitations to note. First, as this 
qualitative study represents two clinical groups within a 
single wilderness therapy program situated in Southern 
Norway, the findings must be read with these limitations 
in mind. The findings are likely to be highly context-
dependent and not necessarily representative beyond the 
included sample, as there potentially can be great varia-
tions across groups and conditions within the same pro-
gram, let alone across cultural contexts.



18 Qualitative Health Research 00(0)

Second, according to the critical realist approach, our 
knowledge and theories of the world are always limited 
and mediated by our perceptual and theoretical lenses, 
and as such they are also partial, incomplete, and fallible. 
Thus, there should always be room for revision (Maxwell, 
2012). Of relevance to the lenses of the principal 
researcher in this study were, for instance, circumstances 
such as being familiar with this approach to mental health 
treatment and the therapists, herself a nature lover, with 
previous clinical experience form working with adoles-
cents and also originating from the geographical area in 
which the study was situated. These factors influence her 
perspective as a researcher and can create blind spots and 
inclinations, thus requiring a high level of reflexivity 
throughout all stages of the study (Davies, 2008). At the 
same time, this familiarity may have enabled her to delve 
deeper into the core of the therapeutic process and com-
mit herself to critically investigate this treatment modal-
ity in striving for a continual improvement of the services 
provided to young people in this particular region.

Third, this article was limited to exploring the thera-
peutic mechanisms and contextual conditions of the FT 
treatment process, and as such did not include an evalua-
tion of the efficiency of the program, elicitation of out-
comes, or testing of the wilderness therapy clinical model 
(Fernee et al., 2017).

The implications of this study are primarily the contri-
bution of an in-depth inquiry into a specific wilderness 
therapy treatment process through a critical realist inves-
tigation. The study introduced a number of therapeutic 
mechanisms and contextual premises within the FT treat-
ment setting across the ecobiopsychosocial dimensions. 
These various therapeutic processes ought to be further 
explored through future in-depth investigations that also 
link outcomes to the contextual conditions and the poten-
tial mechanisms of the intervention. Insight into this com-
plexity can contribute toward theoretical progress and 
increase the understanding of, for instance, specific ver-
sus common factors involved in the process of change.

Finally, the multidimensionality that was briefly 
addressed in the discussion is represented in the wilder-
ness therapy clinical model (Fernee et al., 2017); how-
ever, the depth of the therapeutic process has yet to be 
reflected in the current model, as well as the interconnect-
edness of the various factors. In addition, both the role of 
nature and the bodymind dimensions of the wilderness 
therapy process could benefit from further in-depth 
explorations, also drawing on literature from allied fields.

Concluding Remarks

Wilderness therapy has the potential to offer a microcom-
munity in which individuals are invited to engage in eco-
biopsychosocial processes that may capacitate a number 

of opportunities for reestablishing a state of balance 
through reconnecting with oneself, others, and a nurturing 
natural environment. The purpose of this article was not to 
present wilderness therapy as a panacea to mental health 
treatment but rather to explore some of the therapeutic 
opportunities that may arise throughout the FT process 
more specifically. The fundamental conditions for the FT 
treatment process were its voluntary and resource-focused 
foundation, along with the potential multidimensional 
synergy, that together are suggested to make up a timely, 
holistic, and appropriate approach to adolescent mental 
health care. And as such responding to the particular and 
complex needs of the younger population of today—the 
so-called iGen’ers—through therapy the natural way.
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