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Introduction
In this paper we explore the significance of the elements of ‘nature’ within  therapeutic gardens that provide Social and Therapeutic Horticulture (STH) as an intervention for vulnerable individuals. 

There has been much research into the notion that particular landscapes or environments promote health and well-being and the construct of a ‘therapeutic landscape’ has been put forward by Gesler (see for example, Gesler 1992,1993). Even before Gesler’s seminal work, Ulrich (1984) showed that the view from a hospital window had the power to influence recovery.  Hence the idea that experiencing or viewing some types of landscape leads to better health or is curative with respect to ill health. The therapeutic landscape concept has subsequently been broadened to include many different settings and environments (including virtual or imagined landscapes) that provide the backdrop to human activities (see Williams, 2007). 

In the study of the influence of nature on health there has been some separation of the landscape from the activities that take place within it. There is also some polarisation of research, into a ‘biomedical’ approach that seeks to examine the effectiveness of the activities in their ability to improve health; and an ‘experiential’ view that explores perceptions and emotions engendered primarily by the surroundings. 

The biomedical approach has generally turned its attention to those activities within a natural context that are specifically intended to be interventions or ‘therapies’ and has attempted to apply its rigorous scientific methodology to that area. Perhaps attachment of the term ‘therapy’ inevitably triggers such a reaction – to attempt to prove, or rather to disprove the claims that such interventions are indeed effective. The other approach has been to explore and understand the individual significance and meaning of the surroundings and to set them within the context of personal health and well-being. There is a need, however, for the convergence of these two paths in order to understand fully the role of the different elements within nature-based interventions specifically intended to produce health and well-being. Milligan (2004) and Parr (2007) have gone a long way in this respect through their work on gardening and allotment cultivation for older people and those with mental ill health; and their exploration of the social and other processes (and their potential to promote health) that occur within the provision of  “nature work” as therapy. 

The notion that working in the outdoors, especially at farming or gardening, is healthy has a long, although sometimes misquoted history. There are numerous quotes in the modern literature that originate in works or observations on mental health made in the nineteenth century and before. Benjamin Rush is often credited as being the ‘father’ of modern therapeutic horticulture through his apparent observations that working on the asylum farm was beneficial. The following passage appears in many texts:

“It has been remarked, that the maniacs of the male sex in all hospitals, who assist in cutting wood, making fires, and digging in a garden, and the females who are employed in washing, ironing, and scrubbing floors, often recover, while persons, whose rank exempts them from performing such services, languish away their lives within the walls of the hospital”. (Rush 1812, p. 226)

In reality, this is a comment on the general usefulness of some form of occupation for the patients. There are few other references to outdoor activities in his book and most of his remedies for “madness” such as blood letting are old fashioned even for his day. More detailed and thorough observations are to be found in the records of the old Victorian asylums, most of which had their own farms and market gardens. Farm work was considered a useful way of keeping the inmates out of mischief and of providing them with an interesting pastime; it also allowed them the opportunity for a variety of different sensory experiences that were considered to be therapeutic. The following is an extract from the Report of the Commissioners of the Scotch Board of Lunacy of 1881:

“It is impossible to dismiss the subject of asylum farms without some reference to the way in which they contribute to the mental health of the inmates by affording subjects of interest to many of them. Even among patients drawn from urban districts, there are few to whom the operations of rural life present no features of interest; while to those drawn from rural districts the horses, the oxen, the sheep, and the crops are unfailing sources of attraction. The healthy mental action which we try to evoke in a somewhat artificial manner, by furnishing the walls of the rooms in which the patients live, with artistic decoration, is naturally supplied by the farm. For one patient who will be stirred to rational reflection or conversation by such a thing as a picture, twenty of the ordinary inmates of asylums will be so stirred in connection with the prospects of the crops, the points of a horse, the illness of a cow, the lifting of the potatoes, the growth of the trees, the state of the fences, or the sale of the pigs.” (Tuke, 1882, pp. 383-384)

Such hospital farms and gardens were primarily productive, intended to grow food for patients, staff and even for sale. However, many of those involved in running them (and the patients) believed in their therapeutic value and clung onto this notion after their demise which began in the middle of the twentieth century. The birth of the National Health Service and the development of modern health policy had rendered such farms obsolete and anachronistic. There had also been concerns about exploitation of patients. Sadly, the final phase of the hospital and asylum farm has gone largely unchronicled 

leaving an important gap in our social history that needs to be filled.

Partly from the legacy of the hospital farms, partly from the developing discipline of occupational therapy and partly, also, from influences arising from the discourse on nature and health (including that of Ulrich, Gesler and the Kaplans, see later) a variety of approaches have developed that use activities set in a ‘natural’ context to promote health and well-being. These include ‘horticultural therapy’, ‘therapeutic horticulture’, ‘social and therapeutic horticulture’ (see Sempik et al, 2003, pp 3-4) and ‘care farming’ (see Hassink and van Dijk, 2006). It is important to note that such approaches involve some form of ‘work’ and are not passive appreciations or reflections on the natural landscape. Indeed, the level of productivity, to a large extent, defines the approach, for example, horticultural therapy can be considered to be a specialised form of occupational therapy and has little productive output; whilst care farming, which in many respects is a remodelling of the old asylum farm, is focussed towards productivity although the balance between productivity and care varies from farm to farm. It is also interesting to note that these nature-based approaches address predominantly the same client groups as the hospital and asylum farms and market gardens, namely those with mental health problems and learning difficulties. These two are the largest of the vulnerable groups that engage in such activities (see Sempik et al, 2003, 2005).

Our research interest has been primarily in social and therapeutic horticulture (STH) where productivity is important but not so much that the resulting pressure on clients is detrimental. STH ‘projects’ are communities of vulnerable people whose main activities are centred around horticulture and gardening. Social and Therapeutic Horticulture has many similarities with the therapeutic community (TC) movement (see, for example, Campling, 2001) but (generally) does not involve formal psychotherapy. However, there is some overlap between these two approaches and some TCs focus primarily on gardening and horticulture; a small number have even moved away from the guiding principles of the therapy-focussed approach of the therapeutic community towards the activity-based paradigm of STH.

The work presented here is based on the results of two studies of STH. In the first one (Sempik et al, 2005), we sought through interviews to explore the perceptions of clients regarding the benefits they had experienced as a result of STH. In the second (Sempik, 2007) we continued that line of investigation, but also examined issues around methodology with a view to conducting a rigorous trial of STH in the future. In the course of that study we have sought to define STH not only to delimit and describe our area of study but also to enable us to use it as an intervention in future research, using a randomised controlled trial  (RCT) methodology, or as close to such a method as is feasible. For while there is a great descriptive literature on STH, there is little in the way of evidence of effectiveness. 

Whilst many different elements are involved in the perceived benefit of STH and include aspects such as the development of daily routine, social opportunities and so on, the natural setting provides the context for STH and the link between it and other therapies such as ecotherapy or wilderness therapy, for example, and the link between the study of STH and that of therapeutic and healing landscapes. The importance of the natural setting and interaction with the processes of nature within STH has sometimes been questioned. Many of those dimensions associated with it, for example, social interaction, meaningful employment, development of skills and so on, are present in other contexts such as sheltered employment in workshop and office surroundings. Indeed, in the early stages of our research the manager of one therapeutic garden project that was involved in relatively large scale mushroom production suggested to us that his clients (people with mental ill health) would be just as happy and would reap just as much benefit if they were “employed in making double-glazing units”. However, this was certainly not the view of those clients, one of whom had reproduced a small version of the mushroom shed in his own home. For while to many observers growing mushrooms would not seem a particularly interesting hobby, to him, however, watching their growth was an endless source of fascination and epitomised the wonder of nature. Hence, there is a need to explore the personal meaning and associated value of the natural setting within nature-based interventions such as STH and to understand how they link with  the ‘work’ and ethos of such approaches.

Methods

The Growing Together Study (Sempik et al, 2005) was a qualitative exploration of the perceptions of health and well-being of 137 clients of 24 therapeutic garden projects. The majority of participants (around 40% in each case) were people with mental ill health and those with learning difficulties. The remainder had physical disabilities, substance misuse problems, had experienced long-term unemployment, were victims of torture or from minority ethnic groups and considered to be at risk of social exclusion. Additionally, 88 staff, volunteers and helpers took part in the research. Semi-structured interviews were used to explore the perceived benefits associated with attending a therapeutic garden. Interviews were recorded, transcribed, manually coded and analysed thematically. A photo-elicitation method was used to include participants with learning difficulties who were not able to communicate through interviews (see Aldridge, 2007). However, the majority of data presented here are from interviews with participants with mental ill health. 

Additional data were collected during a study of the feasibility of using a randomised controlled trail (RCT) approach for investigating social and therapeutic horticulture for people with mental ill health (Sempik, 2007). This involved 29 clients of four therapeutic garden projects who took part in semi-structured interviews in addition to completing standard questionnaires of perceived health and well-being (such as the Hospital Anxiety and Depression Scale). A further ten gardens were visited as part of that study.

Photographic observations of the environment of therapeutic gardens and activities in which clients engage were made during both studies. 

What is social and therapeutic horticulture? Towards a definition.

We have previously shown that STH involves many different activities and processes (see Sempik et al, 2005) and there is no single ‘active ingredient’. Indeed, the users of STH are a heterogeneous group who have many different needs and may benefit in different ways from the same project, for example, through social interaction, physical activity, the receipt of pay or reward, experience and involvement with a natural environment, interaction with and the attention of the project staff. Not all of these dimensions may be important to any particular individual. However, all of them are presented and available to them. It is important to understand that STH is not a random collection of outdoor activities but provides a coherence, structure and routine within the framework of the natural environment. In trying to understand the role and perceived value of that natural environment it is useful to have some form of definition of STH to distinguish it from other therapies or situations in which gardens may influence health. We have identified the following dimensions that may help to define STH:

Therapeutic intent and practice – therapeutic garden projects are intended to promote mental and physical health and well-being in their clients who may have mental, physical or social problems. There is an accepted and organised practice of social and therapeutic horticulture which is recognised by health professionals, researchers and others. There are training standards and qualifications for individuals, in addition to quality standards for gardens. This distinguishes STH from other forms of gardening, such as domestic or amenity gardening or even community gardening. Whilst these latter forms undoubtedly provide many people with opportunities for improving their health and well being; and may offer social opportunities, they are part of a different paradigm.
Location – the activities take place in a garden, allotment or other physical location, this distinguishes STH from ward-based occupational therapy and also from outreach work and nature conservation. The presence of a ‘home’ location enables clients to form a bond with a specific location and develop a sense of place.

The natural environment – whilst horticultural therapy focuses on a person’s interaction with plants (which can be carried out in an enclosed room such as a hospital ward or therapy room), STH  takes a wider view of that person, working with nature (i.e. the horticultural element) and others (clients, staff and even visitors) in a natural setting such as a garden or allotment.

Democracy and involvement – we have previously proposed that STH projects promote social inclusion through the dimensions identified by Burchardt et al ( 2002) of production, consumption, social interaction and political engagement ( see Sempik, et al 2005). The dimension of political engagement is enacted through the clients opportunities to influence the activities of a project (suggest new ventures, for example). This degree of democracy is part of the intervention and this distinguishes it from similar activities provided as a service over which the client has no control. It is interesting to note that democratic decision making is also a defining feature of the (democratic) therapeutic community.

Social coherence and community – STH projects foster the development of a community that works together, and socialises within the boundaries of the project (and occasionally outside). Staff and clients usually take meals together and frequently prepare food together from produce grown by themselves. 

Production – is an essential part of STH (i.e. the production dimension of social inclusion referred to above). STH involves some level of work and is not a passive appreciation of a landscape. Therapeutic gardens enable production but without an emphasis on productivity .
Routine and attendance – the activities and procedures at STH projects are designed to facilitate the development of a daily structure and routine. Clients are usually expected to commit to regular attendance and most attend for two days per week or more frequently (see Sempik et al, 2005). 

Psychotherapy – STH projects have much in common with therapeutic communities (TCs) i.e. they are a groups of vulnerable people who work as a community and run that community in a democratic way. However, STH projects do not provide group psychotherapy or psychoanalysis in the manner of TCs. Essentially, the view is that the way of life of the community, the social interactions, the (natural) environment and activities are the therapeutic dimensions. 

Arts and crafts – various arts and crafts are a feature of garden projects and are generally are associated with activities in the garden. Articles may be produced specifically for the garden. These may be practical or decorative, or contain both elements, for example, benches, wrought iron gates, statues and other items. Elements of the garden may be taken to inspire art or used as raw materials to produce it.

Experience of nature in therapeutic gardens

The dimensions of STH outlined above promote the mental and physical health of clients through provision of opportunities for physical activity, social contact, development of a daily routine, development of skills which can increase self-esteem and confidence. In our previous work we showed that clients became workers or gardeners and left behind the label of patient. However, it could be argued that the natural environment is only one small part of STH and that the other parts are available through other approaches, such as sheltered employment, day centres or clubs for people with disabilities or problems. We have therefore re-examined participants’ perceptions and meanings of the natural dimension of STH in an attempt to understand its significance and value.

Being outside

Users of STH gardens frequently spoke of their pleasure in  ‘being outside’ or ‘being in the fresh air’. The notion of fresh air as healthy is well established within our culture, and indeed, it has also been used in the context of promoting health for people with mental illness. In her exploration of mental health and “nature work”, i.e. gardening and tending allotments, Parr (2007) quotes from the annual report of the Nottingham Borough Asylum for 1881:

“We find that the patients derive more benefit from employment in the garden than anywhere else, and this is natural, because they have the advantage of fresh air as well as occupation''. (Nottingham Borough Asylum, 1881, page 11, quoted by  Parr, 2007, p. 542)

Yet exactly how does fresh air promote health? For the participants in our study the fresh air had a wide variety of meanings. To some it was inherently healthy and this needed no further explanation and no further elaboration was given. To a few the air was seen in terms of its oxygen which was clearly recognised as the product of the plants in the garden:

“It’s just working outdoors, really, that I enjoy.

Well, it’s a healthy occupation, you know, because you’re getting a lot of oxygen from the plants”. (study participant with multiple disabilities)

In other cases the outdoor environment was seen as one that enabled (or even demanded) physical activity and in return invigorated the individual. 

“The being outside, the fresh air, the exercise, it’s exhilarating, it gives you energy. Your energy increases as you work…Well it’s out in the country which means lots of fresh air as opposed to being in the city. And working outdoors and it’s a good setting, like on a day like today where there’s snow on the ground and the sun, and the people are good, there’s a good crowd”. (study participant with mental ill health)

There was a clear distinction between the ‘healthy’ outdoor air of a ‘pleasant’ garden environment and the unhealthy atmosphere of the city: The peacefulness of being outside in the garden was often directly compared with the noise and pollution of the city, especially if the respondent had some cause to spend much time on the city streets (as in the comment below, made by a street seller of the Big Issue) . ‘Being outside’ and being in the ‘fresh air’ did not mean simply being outdoors but being in a favoured space surrounded by nature; a space perceived as “healthier”:

“Yes, but it’s a different sort of environment, that. It’s, erm, street corners, noisy traffic. Erm, there’s the pressure of making the sales and being, erm, how would I say it, being, erm, answerable to the public, as such. Erm, mm

Well, here, it’s a different sort of focus, really. It’s on growing things in the ground, and plants, and the science of cultivation, so it’s a different, sort of, a focus, even though both activities are outdoors. It’s also a healthier place to be, I think, really, than the streets, especially in Edinburgh, where the pollution levels are pretty high”. (study participant, vulnerably housed)

‘Being outside’ was used by some clients as an expression of escape from the confinement of the physical indoor environment and its associated equipment, such as computers and television. When they spoke of their enjoyment of being outside they frequently made the comparison with the factory or the office, for example:

“Um, being outside is very nice, enjoyable, I mean I’ve had jobs and I’ve worked in factories and stuff before now and it’s just nice to be in the open, be a bit like free”. (study participant with mental ill health)

“I don’t know whether I could actually say specifically. It’s just in my nature to want to be outside and be practical. And, I mean, I can’t stand being in an office or with, sort of, computers, I don’t even like watching television. I like to be out in the fresh air in all weathers”. (study participant with mental ill health)

Such a notion of escape could also be from the restraining or inhibiting consequences of an illness and not solely from a physical environment. The reference to the ‘inside’ in the following quote can be seen as a metaphor for the limitations caused by the client’s illness:

“Oh, I just like being out in the fresh air, it just seems natural, you know. I mean, my life has been, really inside and, really, sort of, closed off for a long time, you know, because of my illness”. (study participant with mental ill health)

Escape is not only the process of getting away from undesirable features of an indoor environment but also that of moving into a preferred space. Such a concept has been used by Kaplan and Kaplan (1989) who proposed that the natural environment has a ‘restorative’ effect on directed attention that has become fatigued (attention restoration theory). One component of the restorative environment, they suggested, is being away which…

“…implies involving oneself in cognitive content different from the usual. For large numbers of individuals in the developed countries, nature is no longer the usual everyday content. As such nature meets this criterion with little difficulty. That is not to say that, for a given individual, there are not many other forms of being away”. (Kaplan and Kaplan, 1989, p. 189)

Being away, they proposed, was not just exchanging one place for another

but it had the added dimension of movement into another world which had ‘coherence’ and ‘extent’. In other words the new world contained elements that were interrelated and part of a perceived greater system or process (see Kaplan and Kaplan, 1989, pp 183-184). The participants in our study also wished to escape into a natural surrounding in which they were not only outside but where their environment was calm and peaceful and included elements of nature; and in which they were able to carry out their ‘work’ of gardening.

Connectedness with nature – a spiritual dimension?

Comments about nature frequently led to expressions of a deep emotional bond with the natural environment. Respondents reported a ‘connectedness’ with nature and an awareness of its changing form throughout the year. The passage of the seasons and the changing weather helped to define that environment:

“I really like being in touch with the earth and the seasons and the weather, and being part of the growth cycle, and, you know, coming in in the morning and wondering if your seeds have germinated yet, and whether one of your plants is flowering yet. There were lots of things to see each day and people would take delight if they’d found something that had suddenly come into flower and looked really beautiful”.  (participant with mental ill health)

While such an emotional bond could be interpreted to have a spiritual meaning, none of the participants made any overt spiritual or religious references (other than the one who stated his belief in God, see later) or any references to any supernatural or metaphysical belief system associated with their experiences in the garden. When one participant was asked directly whether gardening and being outdoors had a spiritual significance she replied that it did not, but that she did feel a spiritual bond with nature whilst out walking in the hills and mountains. Spiritual meanings and experiences of gardening have been described in the literature. These have tended to be associated with older people (see, for example, Heliker et al, 2000) and those suffering major or terminal illness (see Unruh, Smith and Scammell, 2000; Unruh, 2004). It is possible that such overt spiritual meanings have a greater association with experiences of place than with those of activities (such as gardening) conducted in that place. Or simply that those activities are a distraction from the state of mind needed for reflections of a spiritual nature. Indeed, the Quiet Garden Movement promotes the use of gardens for “prayer, silence, reflection and the appreciation of beauty” (Quiet Garden Movement, 2008) and while the active gardener may take a few moments for such reflection, the imperative of their work is likely to lead them elsewhere. Hence the way in which the therapeutic garden (and gardening) satisfies their spiritual needs may be different. McSherry and Cash (2004) have recently reviewed the literature on the meaning of spirituality and have examined the way in which it is addressed in the context of nursing. They have produced a taxonomy of definitions ranging from the ‘old traditional form’ of spirituality which is based on religious and theist beliefs to a ‘new post-modern form’ which is much more inclusive and “contains an infinite number of descriptors that may be phenomenological and existentially determined such as meaning and purpose in life, creativity, and relationships” (McSherry and Cash, 2004, p. 157). Such definitions of spirituality are based on individual beliefs and personal viewpoints and include concepts such as connectedness with nature, the environment and other people. Indeed, Unruh (2004) included ‘connectedness to nature’ and ‘connectedness to others’ as part of her spiritual theme in addition to the obvious concept of ‘connectedness to a higher being, God’. 

Other authors have also argued that finding meaning and purpose within activities, including occupational therapy, provides a spiritual dimension  to people’s lives (see Egan and Delaat, 1994; Howard and Howard, 1997). The feeling of being a part of nature and having a purpose within it that is also, to some extents, governed by it, and of carrying out meaningful activities in the garden project could, therefore, be taken to be a spiritual dimension within the context of a modern understanding of spirituality. One difficulty that remains, however, is that the modern construct of spirituality is becoming so broad, as McSherry and Cash point out, that it is in danger of losing its meaning and many different perceptions, concepts and emotions could be spuriously assigned to a spiritual meaning. Yet it is clear that many participants in this study had a bond with nature that appeared to be special to them. 

A theme closely associated with the emotional bond to nature was the bond to the garden or project site itself. This was often indistinguishable from the perceived connectedness with nature, as the garden site frequently symbolised nature for both clients and staff who spoke about the beauty or tranquility of the space. The garden also had a personal meaning to clients which could be either independent of its natural setting or connected to it, as the following three brief quotes illustrate:

“It feels like your own private space”. (study participant with learning difficulties)

“I find it very healing place, for myself as well. And I do think there’s a lot of healing. I find it very special place, you know, we’re in nature, beautiful setting, beautiful people that run it, a lot of love around the place, and I just find that everyone is healing in their own way”. (study participant with history of substance misuse)

“So, now, it has become part of me. I don’t want to leave actually. There is only the thing that, (…) they don’t let stay (…), I can’t stay here at night time, [laughter] overnight. Believe me. [laughter] Yes”. (study participant, refugee and victim of torture)

Aesthetic value

The natural environment provided many elements which the clients found inherently pleasurable and interesting and which easily captured their attention (thus suggestive of the fascination component of the Kaplan’s Attention Restoration Theory). They were keen to recount their experiences of the sounds and sensations of their environment, for example:

“I find that I have moments when, especially here, because there’s so much nature around. I mean, there’s the trees. You might just, yeah, just watch the wind blowing through the leaves, or watch a bird on a branch, or there’s a stream down the bottom. Listen to that gurgling along when it just goes on and on and on, it’s never ending” (study participant with history of substance misuse)

Some of the clients expressed their emotions regarding the appearance or smell of the plants and flowers in the garden and recalled childhood memories of the plants and flowers:

“Well, I like working in the open air, anyway. And, as I say, it gives me pleasure to watch things that I’ve planted, and watching them grow, and, you know, when I,  because I haven’t been here much since Christmas, when I went round to my scented garden, I was so pleased because it still looked lovely, you know, the flowers were still out and it still looked nice” (study participant with physical disabilities)

“I remember I had an awful thing about flowers when I was a wee boy, which is one of my most fetish, for flowers, because of the smell of them, the perfume...I like the rhododendrons, I remember I liked them. And all the tulips and the daffodils. And I had a thing about hyacinths, I liked all the patterns on them.

….I liked all the (.) I’m not too keen on certain plants because some of them don’t look (.) and they smell (.)  I don’t like the laburnum, that’s a bit too poisonous….But I like certain plants that have a perfumed smell like rosehip, lavender, plants like that, you know, that do have a textured smell, it’s the nature of the plants in Scotland”. (study participant with mental ill health)

There was also a desire to observe the whole natural process of growth, from the sowing of a seed to the harvesting of the fruit, and to participate in that process by tending plants and caring for them. Thus nurturing or ‘looking after’ plants and seedlings made clients feel useful and needed: 

“It’s nature. You see progress with the plants at the end of (…)The plants need you, really. If you just let them grow wild, they need you to look after them, you feel useful”. (study participant with mental ill health)

Working with nature and caring for the environment

Associated with the connectedness with nature, there was a concern for the natural environment. Most of the gardens visited in the two studies used organic methods and one was fully registered as an organic producer. Most also used ‘sustainable’ practices and technology to reduce their perceived impact on the environment. This included recycling schemes, wind generators, photovoltaic panels and composting toilets. In many cases users, and also volunteers and staff were initially attracted to, and joined the garden communities because of their environmental and ecological standpoint. Organically produced food, the rejection of chemical fertilisers, pesticides and herbicides and sustainable practices were seen as healthy, not just in an individual sense because they gave access to produce that is generally seen as healthy, but in a broader sense that suggested participants felt healthier because they were associated with practices and a community that endeavoured to keep the Earth itself healthy. By making the Earth healthy they were engaging in a ‘good thing’ that in turn made them healthy…

“I’m trying for once, I’m really trying, and I feel close to the earth anyway, I do. I do feel really close, nice working the soil, at the end of the day, when we die, that’s what we’re gonna turn into, it’s just, yeah, it’s incredible…

… I do believe in God, and I know that we’re not supposed to be throwing chemicals on the land, cos we can see the destruction already. Why are we working against nature when we can work with nature? And learn so much from it, it’s incredible”. (study participant, long term unemployed and history of substance misuse) 

By not using chemicals, the land also provided for health by increasing the need for labour and hence the involvement of other people, increasing physical effort and enhancing social opportunities:

“Well, it means that you meet more people, because it’s often the case that gardens which, sort of (.)  Growing projects which are not organic are more machine-orientated and chemical-orientated, and so, here, it’s done by people, whereas in other places weeding’s done by herbicides. So, weeding’s done by people, and so, certainly you meet more people and it gives a good, a good, erm, morale, and the quality is good”. (study participant, mental ill health)

The notion of ‘stewardship’ i.e. looking after the land and working in partnership with ‘nature’ to improve the land was a theme that recurred in interviews with both staff and clients of gardens. For example,

“Just physical exercise and pruning a little bit of land, just transforming it and making it better. Working with nature to make nature better”. (study participant, long term unemployed)

Almost all of the participants in the study considered their garden surroundings to be ‘nature’ and did not question the fact that their ‘natural’ environment was cultivated and structured. Their role within this was to work in harmony with nature (by not using chemicals and additives) in order to develop and maintain a landscape that was pleasing to see and which was fruitful in terms of providing good quality, unpolluted food. There was little dissension from this model apart from one participant who questioned whether he should be gardening at all and expressed a desire to participate in a grander scheme: 

“Yeah, being outdoors but, erm, the gardening thing, [laughs] the actual gardening thing itself, whether we should garden, I mean, I know it sounds a bit profound, but whether we should garden or not, that’s something I’m still deciding. I would like to get involved in more of a project to do with regeneration in terms of, erm, up north, you know, the Highlands and stuff like that, the regeneration of the forests.

Yeah, and actual regeneration rather than conservation, actually total regeneration”. (study participant with mental ill health)

In this paper we have described how the participants of this study, clients and staff of therapeutic garden projects, have perceived the ‘natural’ element of garden projects as being inherently healthy or as invoking and enabling health-promoting processes. The natural environment is not simply a pleasant backdrop to these activities, it is the essential framework for them. The seemingly simple phrases ‘being outside’ and ‘in the fresh air’ appear to have had more complex meanings for our study participants. Indeed, for some the sense of ‘being outside’ also extended to the enclosed structures of the garden such as the greenhouses and sheds. They considered that they were working outside when inside those particular structures. It is possible that sheds and greenhouses are part of the construct of ‘garden’ and hence are associated with the ‘outside’, however, this was not explored in further detail. Garden structures are distinct from permanent buildings because they carry none of the demands or imperatives associated with factories, offices, homes or institutions. Escaping to the garden shed or greenhouse, therefore, may be seen as no different to escaping to the garden itself. 

In the study of open spaces researchers often define ‘outside’ as “open to the sky” (see, for example, Ward Thompson, 2004, p 1), this includes spaces ranging in diversity “from urban streets and courtyards to remote rural hilltops”. However, such a definition may not include all of the spaces that are considered by clients of therapeutic gardens to be part of the outside environment. Indeed, to them sheds and the like may be ‘covered’ or sheltered parts of the outside.

More work is needed to bring together the different frameworks used in exploring the associations between nature and health to the specific field of social and therapeutic horticulture. There is still much to learn about the role that nature plays within that approach and within others such as ‘care farming’. For while one of our goals is to use a ‘rigorous’ methodology (such as an RCT) to study the effectiveness of STH, we know that this will still leave many questions unanswered.
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