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ABSTRACT 

The purpose of this study was to examine the influence of outdoor education on 

quality of life for individuals with dementia. Five individuals from a local adult day 

service program participated in a mixed methods pre-post control group study. The 

Dementia Quality of Life (D-QOL) (Brod, Stewart, Sands & Walton, 1999) instrument 

was administered to all participants prior to and after a series of outdoor sessions in 

which three subjects participated in. The D-QOL provided quantitative data, while 

audio-recording, transcribing and coding of the outdoor sessions provided qualitative 

data. 

Results indicate no statistical significance in D-QOL scores; however, there were 

increases across several of the domains of quality of life (established by the D-QOL) for 

two of the treatment group participants. Other resulting implications include the 

consideration of short-term quality of life improvement and that what individuals find 

personally meaningful throughout their life may continue to be influential despite a 

diagnosis of dementia. 

The results provide recommendations for other adult day programs serving 

individuals with dementia. These recommendations include being deliberate with offered 

activities, increasing resources, and becoming aware of what holds personal meaning for 

attendees. Future studies would benefit from increased sample sizes, including objective 

observations and measurements and a greater diversity of participants. 
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Chapter 1 

Introduction 

Background and Setting 

The number of Americans living with dementia has doubled since 1980 (Center 

for Disease Control and Prevention, 2008). There are an estimated 5.3 million Americans 

living with Alzheimer's disease and other dementias, and this number is expected to rise 

to 13.4 million by 2050 (Alzheimer's Association, 2009; Center for Disease Control and 

Prevention, 2008). Dementia is not a disease, but a collection of symptoms that "are all 

part of a large picture of global, progressive, cognitive impairment that is severe enough 

to interfere with independent functioning," (Bowlby, 1993, p. 35). It is characterized by 

the loss of functioning in cognitive domains, such as memory impairment and 

disturbances in executive functioning, which affects one's ability to organize thoughts, 

problem solve, and remember details. 

There are approximately 70-80 different types of dementia, with the most 

common cause being Alzheimer's disease (American Psychiatric Association, Diagnostic 

and Statistical Manual [DSM-IV-TR], 2004). This loss of functioning includes, but is not 

limited to, a loss in ability to communicate with others, verbally and non-verbally, a loss 

in ability to care for oneself (i.e. dressing independently, self-care, etc.), and a loss in 

ability to participate in activities of daily living (ADL). 
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Dementia primarily affects the elderly, and it affects each individual differently. 

In other words, the symptoms of dementia are not universal. With the average life span 

increasing, it is important to gain a better understanding of how to improve quality of life 

for people living with this syndrome, as those individuals usually live for approximately 

seven to eight years following the diagnosis (Duggan, Blackman, Martyr, & Schaik, 

2008). 

Treatments for dementia include approaches such as pharmacological, behavioral, 

and environmental interventions. Pharmacologic treatments are used to slow the 

progression of the disease or to treat secondary complications, such as anxiety. 

Behavioral and environmental interventions that have been successful include different 

types of therapies, such as Reality Orientation therapy, Validation therapy, and 

Reminiscence therapy. These therapies are most commonly used in group settings, such 

as long-term care facilities, nursing homes, and group homes (Bowlby, 1993; Douglas, 

James, & Ballard, 2004). 

While there are ongoing efforts to improve and maintain individual functioning, 

questions have been raised regarding the importance of and the extent to which these 

types of interventions improve the quality of life (QOL) for individuals living with 

dementia. For example, what outcomes of these interventions to improve QOL are 

desirable and meaningful (Logsdon, Gibbons, McCurry, & Teri, 2002)? Do the 

interventions allow individuals to have quality experiences? Do the interventions 

enhance the individuals' ability to communicate and interact with those around them? 

The treatment of dementia is a matter of maintenance; there is currently no cure for the 
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disease. Given the length of time that these individuals may be living with the diagnosis, 

this remains an important issue. 

The definition of QOL can be vague and subjective depending on the context in 

which it is being utilized (Logsdon, Gibbons, McCurry, & Teri, 2002). In 1995 the 

World Health Organization defined QOL as "the individual's perceptions of their 

position in life in the context of the culture and value system in which they live, and in 

relationship to their goals, expectations, and standards" (World Health Organization, 

1995). Due to the multiple variables in this definition, there is sufficient room for further 

study on the many methods for intervention. 

One approach to improving QOL is increasing time spent in an outdoor 

environment. Individuals seek time in the outdoors to increase their physical and 

emotional well-being by recreating in and connecting to nature. In part, this fundamental 

need has led to the creation of outdoor education (OE), which Simon Priest defined as 

"an experiential process of learning by doing, which takes place primarily through 

exposure to the out-of-doors". In outdoor education the emphasis for the subject of 

learning is placed on relationships, relationships concerning people and natural resources 

(Priest, 1986, p.14). Gilbertson, Bates, McLaughlin and Ewert (2006) elaborate that OE 

focuses on increasing environmental knowledge and awareness, physical skills, and inter-

and intra-personal relationships. These relationships are often the focus of OE 

programming. 

In regards to the benefits of OE, Berman and Davis-Berman explain that these 

programs can be therapeutic, defining this as "factors that may be conducive to emotional 

well-being and may apply to a variety of activities and programs" (2000, p. 2). In this 
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same article Davis-Berman and Berman go on to further discuss the components of 

outdoor education that include "therapeutic aspects, such as adventure therapy, personal 

growth programs, college orientation, recreation and camping programs" (2000, p. 3). 

The authors also identify that the unifying thread of these programs "seems to be the 

facilitation of emotional growth and well-being" (2000, p. 6). 

Current research shows no specific outdoor education programs developed for 

individuals with dementia. However, effects of time spent outdoors for individuals with 

dementia are well-documented. Researchers have examined the effects of variables such 

as time spent outdoors, outdoor activity programs, opinions of outdoor experiences and 

time spent in gardens (Calkins, Szmerekovsky & Biddle, 2007; Connell, Sanford & 

Lewis, 2007; Duggan, Blackman, Martyr & Van Schaik, 2008; Mather, Nemecek & 

Oliver, 1997; Detweiler, Murphy, Myers & Kim, 2008). All of these have found at least 

small improvements in the dependent variables of sleep quality and duration, agitation, 

disruptive behaviors and reductions in taking as needed medications (Calkins, 

Szmerekovsky & Biddle, 2007; Connell, Sanford & Lewis, 2007; Duggan, Blackman, 

Martyr & Van Schaik, 2008; Mather, Nemecek & Oliver, 1997; Detweiler, Murphy, 

Myers & Kim, 2008). 

Given the rising numbers of individuals with dementia, and the problems this 

poses for society in general, alternative methods for improving QOL need to be explored. 

With the positive effects of outdoor education and time in the outdoors well documented, 

it would seem that individuals with dementia who are exposed to outdoor education can 

also experience an improvement in their quality of life. This study will examine the 
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extent to which outdoor education experiences can influence the quality of life for 

individuals with dementia. 

Research Question 

To what extent can outdoor education experiences influence the quality of life for 

individuals with dementia? 

Objectives 

This study seeks to explore the extent to which outdoor education can influence 

the quality of life for individuals with dementia. 

1. This study will provide a rationale for how outdoor education may influence 

quality of life for individuals with dementia. 

2. A measure of the influence of outdoor education on quality of life will be 

determined. 

Definition of Terms 

Dementia 

Constitutive definition: Dementia is a collection of symptoms that "are all part of a large 

picture of global, progressive, cognitive impairment that is severe enough to interfere 

with independent functioning," (Bowlby, 1993, p. 35). 

Operational definition: A progressive syndrome characterized by cognitive impairment 

that affects, but is not limited to, intellectual functioning, memory, judgment, abstract 

thinking, personality and communication abilities. 
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Quality of Life 

Constitutive definition: The individual's perceptions of their position in life in the context 

of the culture and value system in which they live, and in relationship to their goals, 

expectations, and standards (World Health Organization, 1995). 

Operational definition: An individual's perception of their lives in the domains of 

emotional, social, physical, and psychological well-being. 

Outdoor Education 

Constitutive definition: An experiential process of learning by doing, which takes place 

primarily through exposure to the out-of-doors. In outdoor education the emphasis for 

the subject of learning is placed on relationships, relationships concerning people and 

natural resources (Priest, 1986, p. 14). 

Operational definition: For the purposes of this study, outdoor education will be a guided 

experience, taking place primarily in the outdoors, emphasizing sensory awareness and 

connection to nature. 

Limitations 

1. The research results will be limited to the small sample size studied and therefore 

cannot be generalized to all individuals with dementia. 

2. Outdoor education is not a cure for dementia. In this research it will be utilized as 

an intervention for improving quality of life, and should not be construed as 

rehabilitative in nature. 

3. The nature of the study, especially the measurement of QOL, is a subjective 

evaluation. Thus, the conclusions of the study will be limited in scope. 
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4. The population being studied will be individuals with dementia. Because of this, 

resultant communication barriers may limit results. 

Basic Assumptions 

1. Participants will be able to participate in study despite cognitive limitations. 

2. In this context, outdoor education will be used therapeutically. 

Significance of Problem 

In Wilderness as Healing Place, John Miles discusses John Muir's relationship 

with wilderness. Miles details Muir's bidding of others to develop a connection with the 

outdoors. He then goes on to discuss the development of outdoor recreation as an 

organized field and questions how Muir would feel. In spite of how John Muir may react 

to a structured field of outdoor recreation, the important point, in regards to this study, is 

that over time society has done what he proposed. People have sought, and continue to 

seek, a connection with nature, nature as a healing place to improve their quality of life 

(Miles, 1987). As a person ages, those connections remain critical, and this study seeks 

to determine if an aging person living with dementia can continue to experience that 

connection through outdoor education. 
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Chapter 2 

Review of Literature 

The purpose of this chapter is to provide an understanding of dementia and 

outdoor education based upon research. The review of research literature will include 

dementia, quality of life and its implications, outcomes of individuals with dementia 

participating in outdoor activities, outdoor education, and outcomes of participating in 

outdoor education. This review of literature will determine methods for measuring the 

quality of life, as well as rationalize the present study - researching the influences of 

outdoor education on quality of life for individuals with dementia. 

Dementia 

History 

Throughout history, dementia has been referred to by many different names, and 

thought to be caused by a variety of ailments. Senile dementia, which was referred to as 

dementia at the onset of 65 years and older, was characterized by memory loss, a dulling 

of the senses, impaired judgment and a return to a childlike state (Fox, 1989; Boller & 

Forbes, 1998). Alzheimer's disease, the most common cause of dementia, was first 

described in a clinical context by Alois Alzheimer in 1906. Alzheimer presented the case 
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of a middle aged woman exhibiting the clinical symptoms described above. Her struggle 

with the disease began with memory loss, digressed into dementia, and ended five years 

later with death. A post-mortem examination of her brain revealed plaques and tangles, 

which today are known as traits of the disease (Fox, 1989; Boller & Forbes, 1998; 

Blennow, de Leon, & Zetterberg, 2006; Bowlby 1993). 

Following Alzheimer's presentation of the disease, which later took his name, 

research continued regarding brain tissue and its deterioration related to dementias. "By 

the end of 1912, more than 45 articles representing examination of tissue from at least 

500 brains appeared in medical literature reporting plaques and tangles in all forms of 

dementing diseases," (Torack, 1978 in Fox, 1989, p. 63-64). It should be noted that these 

tangles and plaques can be found in patients that have not exhibited symptoms of 

dementia, and are greater than the changes associated with normal aging (Fox, 1989; 

Bowlby, 1993). 

Until 1975, Alzheimer's disease and dementia were fairly uncommon in the 

clinical and research literature. This changed in 1977 after a conference titled 

"Alzheimer's Disease - Senile Dementia and Related Disorders" sponsored by the 

National Institute of Neurological and Communicative Disorders and Stroke, the National 

Institute of Mental Health, and the National Institute of Aging. During this conference, it 

was concluded that symptoms of pre-senile (onset before age 65) and senile dementia are 

almost identical. In the following years there was an increase in research regarding the 

causation of dementia and in recent decades it has been recognized as a major public 

health problem (Fox, 1989; Bowlby, 1993; Boller & Forbes, 1998). 
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In her book, Alzheimer's Disease and Related Disorders (1993), Bowlby 

describes major research efforts concerning dementia only began to take place when it 

was determined to be a relatively common syndrome. She goes on to state the "system of 

describing dementia as pre-senile or senile stages has contributed to a widespread and 

harmful misunderstanding that dementia, particularly memory loss, is a normal part of 

aging. Senile simply means grow old or aging. If the aging person becomes forgetful, or 

shows another sign of dementia, it is not 'normal' aging, but a signal for a thorough 

investigation into the cause" (p. 37). 

Symptoms and Stages 

Reisberg, Ferris, de Leon and Crook (1982) explain the Global Deterioration 

Scale as a method of informing caregivers and individuals living with dementia of the 

degenerative nature of the syndrome. There are seven stages of the scale, ranging from 

no cognitive decline (stage one) to severe dementia (stage seven). The authors suggest 

that clinically notable symptoms of dementia do not occur until stage three. A few 

examples of these behaviors occurring in stage three include an individual experiencing 

name and word recalling deficits evident to those close to the individual, retaining little 

information from reading, and difficulty concentrating on clinical testing. Prior to stage 

three, any memory deficits are considered to be impairments related to age (Reisberg, 

Ferris, de Leon & Crook, 1982). 

The most apparent symptom of dementia is a decline in memory. This initial 

decline is subtle, and often goes unnoticed or is attributed to normal aging. This slow, 

gradual change begins to affect other areas of the individual's life. For instance, there 

may be a noticeable personality change, a decline in the ability to focus, impaired 
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judgment, or loss in language skills (Davies, 1988; Caltagirone, Perri, Carlesimo & 

Fadda, 2001; Bowlby, 1993; Ripich & Horner, 2004). 

Caltagirone, Perri, Carlesimo and Fadda (2001) describe that an assessment for 

dementia should begin after an individual shows "increasing difficulty with learning and 

retaining new information, handling complex tasks requiring many steps, reasoning 

ability, spatial and orientation ability, language and, finally, behavioral abnormalities" (p. 

68). 

Diagnosis and Incidence 

An early diagnosis of dementia allows for early treatment and an adequate amount 

of time to plan for the inevitable degeneration of the syndrome. The diagnosis is based 

on DSM-IV-TR (2004) guidelines. In addition to memory loss, a deficit of at least 

another cognitive ability such as language, visuo-spatial abilities, reasoning and executive 

functions must be present. These deficits must interfere with the individual's working 

and social activities, and signify a decline when compared to the individual's preceding 

functioning (APA, 2004; Caltagirone, Perri, Carlesimo & Fadda, 2001; Jorm, 1991 in 

Midence & Cunliffe, 1996). 

There are some dementias that are considered reversible, and in diagnosing an 

individual it is important to first rule out any treatable conditions. Examples of these 

reversible dementias include, but are not limited to, alcoholism, brain tumor, metabolic 

imbalance, depression and vitamin deficiency (Caltagirone, Perri, Carlesimo & Fadda, 

2001; Bowlby, 1993; Crystal, 1988). Assessment for dementia requires a battery of 

examination methods. A number of these assessment methods include medical history, 

documenting a mental-status exam, physical examination, laboratory testing, psychiatric 
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evaluation, neurologic examination, and computerized tomography (CT) or magnetic 

resonation imaging (MRI) scans (Crystal, 1988; Caltagirone, Perri, Carlesimo & Fadda, 

2001). Even with all of these testing methods, the "diagnosis is determined by clinical 

examination to be 'possible,' 'probable,' or 'definite'. Unfortunately, the gold standard 

for making a 'definite' diagnosis is autopsy" (Ripich & Horner, 2004, p. 7.). 

There is no single known cause of dementia. Midence and Cunliffe (1996) write 

that dementia plausibly results from many causes, including risk factors such as Down's 

syndrome, chronological age, family history and prior head trauma. Other causes of 

dementia are multi-infarct dementia, which is similar to a stroke, AIDS, Creutzfeldt-

Jakob disease, chronic alcoholism, Huntington's disease, Parkinson's disease and Pick's 

disease (Bowlby, 1993; Davies, 1988; Midence & Cunliffe, 1996). 

At present, there is no cure for dementia, there are, however, numerous 

treatments, therapies and current research seeking to augment quality of life, maintain 

functioning and understand the experience of the individual with dementia. 

Current Treatment and Therapies 

In reviewing the literature regarding treatment for dementia, drug therapy is 

generally utilized as an intervention for cognitive impairment (memory loss), 

psychological symptoms (anxiety and depression) and/or behavioral symptoms 

(wandering and aggression) (Hogan et al., 2008; Potyk, 2005; Midence & Cunliffe, 1996; 

Lindstrom et al., 2006; Buchanan, 2006). 

Individuals, who are diagnosed in the early stages of dementia, are often 

prescribed a cholinesterase inhibitor. This medication aids in preventing the breakdown 

of the chemical messenger for learning and memory, acetylcholine (Hogan et al., 2008; 
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Potyk, 2005; Lindstrom et al., 2006). Potyk (2005) states, "outcome measures that show 

benefit with cholinesterase inhibitor therapy include cognition.. .clinician's interview-

based impression of change, ADL, disability, quality of life and nursing home 

placement" (p. 630). The effect of this drug varies for each individual, but generally it is 

prescribed with the hopes of stabilization of symptoms, or the slowing of the progression 

of the disease. 

Other therapeutic interventions include, but are not limited to: Reality Orientation 

therapy, Validation therapy, and Reminiscence therapy. These therapies are most 

commonly used in group settings, such as long-term care facilities, nursing homes, group 

homes and adult day centers. 

Reality Orientation was first described by Taulbee and Folsom as a method to 

"improve quality of life of confused elderly people" (Taulbee & Folsom, 1966 as cited in 

Spector, Davies, Woods & Orrell, 2000). It is believed that Reality Orientation can bring 

individuals a greater sense of control by presenting information relating to person, place 

and time. An example of this would be telling an individual in a nursing home, who 

believes they are late to pick up their children from school, that their children are grown 

up now and living on their own. Other methods of providing this therapy include writing 

information on some type of board, for instance displaying the date, weather and time of 

activities (Spector, Davies, Woods & Orrell, 2000). 

Validation therapy was developed by Naomi Feil (2002) and is based on an 

attitude of respect and empathy for individual with dementia. The therapy is different 

from Reality Orientation in that the listener meets the individual where they are at, 

accepting their view of reality as opposed to bringing them to present day reality. It is 
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based on the concept that there are reasons behind all behavior, and accepting those 

behaviors is validating to the individual with dementia. Validation allows for individuals 

to express emotions in a manner that is heard and accepted, and then be relieved of those 

emotions (Feil, 2002). 

Reminiscence therapy strives to help individuals with dementia relive their past 

experiences, particularly those that are pleasant and significant. It is a versatile therapy, 

in that even those with severe dementia can find pleasure in participating, as well as that 

it can be utilized as individual or group therapy. Benefits include increasing cognitive 

stimulation, providing enjoyment and providing a vehicle for communication (Douglas, 

James & Ballard, 2004). 

Understanding the experience of the individual with dementia is the first step in 

providing a therapeutic experience enhancing their quality of life. Acknowledging that 

each individual's experience with dementia varies supports the need for further 

understanding of methods to improve quality of life. 

Quality of Life 

Quality of life (QOL) is an elusive concept in dementia research, and there is not 

a single agreed-upon definition. However, there are similarities found in many of the 

definitions, and most researchers are in agreement of the importance of measuring, 

understanding and improving QOL for individuals with dementia. 

Quality of Life Defined 

The World Health Organization (WHO) defines QOL as "the individual's 

perceptions of their position in life in the context of the culture and value system in which 

they live, and in relationship to their goals, expectations, and standards," (World Health 



15 

Organization, 1995, p.1). The WHO further explains the concept as being affected by 

"physical health, psychological state, level of independence, social relationships, personal 

beliefs and their relationship to salient features of their environment," (World Health 

Organization, 1995, p.1). This definition is the foundation for creating operational 

definitions in QOL research regarding individuals with dementia. 

There is general consensus of the term in that the meaning should be regarded as a 

"multi-dimensional construct comprising physical, psychological and social well-being" 

(Selai & Trimble, 1999, p. 102). Logsdon, Gibbons, McCurry, and Teri (2002) identified 

other common themes from QOL definitions including the importance of having a 

personal sense of satisfaction with various areas in one's life, physical comfort, emotional 

well-being and interpersonal connections. In other words, QOL concerns well-being in a 

broad sense consisting of various dimensions (Gerritsen, Steverink, Ooms & Ribbe, 

2004; Logsdon, Gibbons, McCurry & Teri, 2002; Lawton, 1994). 

Lawton (1994) distinguished four domains of QOL relative to the general 

population, not only individuals with dementia. These four domains are comprised of 

behavioral competence, psychological well-being, objective environment, and perceived 

overall QOL. Behavioral competence may consist of activities of daily living, cognitive 

abilities, and social behavior. Psychological well-being is a generalized, subjective 

measure of one's impression of self within their environment. Measuring one's objective 

environment is considered to be an impartial evaluation of the physical environment one 

lives in (Lawton, 1994). These domains serve as the theoretical basis for dementia 

quality of life measures, which will be described later. 
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Impacts of dementia on QOL 

Dementia affects quality of life in various ways. Being a degenerative disease, 

the effects increase as time goes by. Selai and Trimble (1999) identified seven 

conceptual issues for QOL measurement; several of these issues are also relevant to the 

ways in which dementia affects QOL, when considering the definition of the importance 

of having a personal sense of satisfaction with various areas in one's life, physical 

comfort, emotional well-being and interpersonal connections. These issues include: 

• Cognitive function affects memory, learning new information, organization of 

information, expressing this information and acting upon information. 

• Communication affects the ways in which an individual is able to express 

emotions, thoughts, needs and wants to those around him or her influencing 

interpersonal connections. 

• Neuropsychiatric symptoms are frequently manifested as delusions, agitation, 

anxiety and/or personality changes, which in turn affect the emotional well-being 

of the individual. 

Logsdon (2002) further explores and identifies impacts of dementia on QOL as 

predominantly having an effect on self and relationships. The progression of the disease 

influences QOL by diminishing cognitive and functional abilities, decreasing 

participation in activities and altering communication and social skills. 

Assessing Quality of Life 

Having identified dementia as an effect on an individual's QOL, it is important to 

understand the significance of assessing this concept. Frequently, QOL is assessed as a 

measurement of effectiveness for interventions (Naglie, 2007; Logsdon, Gibbons, 
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McCurry & Teri, 2002; Sano, Albert, Tractenberg & Schittini, 1999; Selai & Trimble, 

1999). 

Lawton (1994) also identifies the importance of assessing as a counteraction of 

the tendency to view QOL as irrelevant to a dementing illness. This tendency degrades 

individuals living with the disease, as well as those caring for them. Albert and 

colleagues (1996) elaborate that denying the assessment of QOL is "too strong of a 

response, for dementia is not a single, psychologically null state, but has gradations with 

variable impact on activity and experience" (p. 1342). 

Further rationales for assessing QOL include suggesting new areas for 

interventions, maintaining or enhancing life quality, measuring the impact of the disease, 

evaluating health-care costs, and determining dimensions and variations in outcomes 

associated with personal characteristics (Logsdon, Gibbons, McCurry & Teri, 2002; 

Lawton, Winter, Kleban & Ruckdeschel, 1999; Sano, Albert, Tractenberg & Schittini, 

1999; Selai & Trimble, 1999). Logsdon (2002) makes the point that assessing QOL 

provides subjective feedback of treatments, taking into account topics not assessed by 

traditional cognitive testing. 

Several methods have been developed for measuring and assessing QOL. 

Successful methods include direct observations, proxy (objective) reports from families 

or caregivers and self-reports (subjective) from individuals (Naglie, 2007). These 

methods correspond with areas of agreement Logsdon, Gibbons, McCurry and Teri 

(2002) identified for assessment. These areas involve subjective ratings by the individual 

with dementia, specific ratings of physical, psychological and social variables, and 
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recognizing the exact nature of the assessment of QOL depends on the group being 

evaluated. 

Naglie (2007) explains the difference in disease-specific QOL measures and 

generic QOL measures stating that generic measures allow for comparison across 

different diseases and may show less responsiveness than disease-specific measures. The 

author also writes that disease-specific measures are more likely to respond to treatment 

effects, and generic measures to address policy issues. Upon comparing dementia-

specific measures, he recommends utilizing both patient and proxy-related QOL 

instruments when studying individuals in the mild to moderate stages of dementia. 

Ettema, Droes, de Lange, Mellenbergh and Ribbe (2005) conducted a review of 

dementia-specific measures, as well as other QOL-related instruments used for 

individuals with dementia. They found reliability reports for dementia-specific 

instruments to be "generally satisfying" (p. 682). This study also emphasizes the 

importance of choosing the instrument that will provide the most valid and reliable 

results based on the population to be studied. 

Two of the instruments reviewed, Alzheimer's Disease Related Quality of Life 

(ADRQL) and Quality of Life for Dementia (QOL-D), rely on proxy reporting of 

caregivers. These instruments were developed to determine the efficacy of behavioral 

interventions, environmental settings and drug treatments. A trained interviewer is 

required for data collection for the ADRQL, while the QOL-D is an easily administered 

questionnaire, both of which can be used for individuals at all stages of dementia 

(Ettema, Droes, de Lange, Mellenbergh & Ribbe, 2005). 
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The Quality of Life in Alzheimer's Disease (QOL-AD) and the Cornell-Brown 

Scale for Quality of Life in Dementia each utilize interviews with caregivers and patients 

for assessment. The patients need to be at the mild to moderate stages of dementia. The 

Cornell-Brown Scale was developed to assess negative affect, while the QOL-AD was 

developed as a more global assessment (Ettema, Droes, de Lange, Mellenbergh & Ribbe, 

2005). 

The fifth dementia-specific instrument reviewed, the Dementia Quality of Life 

instrument (D-QOL), relies solely on self-reporting through interviews with patients. 

This instrument was developed based on the philosophy that QOL is a completely 

subjective experience; therefore, should only be assessed through patient information. 

The D-QOL is most effective when used to measure QOL for individuals in the mild to 

moderate stages of dementia (Ettema, Droes, de Lange, Mellenbergh & Ribbe, 2005). 

Ettema, Droes, de Lange, Mellenbergh and Ribbe (2005) limited their review of 

quality of life instruments to the years 1990 to 2005. They found no instruments 

developed before 1990 had been applied to newer research, and from 1999 onwards there 

has been an increased need for dementia-specific measures as evidenced by "five new 

dementia-specific measures have been published" (p. 682). As part of this increased 

interest in measuring QOL for individuals with dementia, new arenas and interventions 

for influencing QOL in these individuals are also being researched. An area that has 

gained attention is the amount of time individuals with dementia spend outdoors and the 

effects this may have. 
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Outcomes of Individuals with Dementia Participating in Outdoor Activities 

An intervention for improving QOL for individuals with dementia being 

examined more recently is time spent outdoors (Calkins, Szmerekovsky & Biddle, 2007; 

Connell, Sanford & Lewis, 2007; Duggan, Blackman, Martyr & Van Schaik, 2008; 

Mather, Nemecek & Oliver, 1997; Detweiler, Murphy, Myers & Kim, 2008). In these 

studies researchers have investigated variables such as time spent outdoors, outdoor 

activity programs, opinions of outdoor experiences and time spent in gardens. Results 

vary, but all have found at least small improvements in the dependent variables of sleep 

quality and duration, agitation, disruptive behaviors and reductions in taking as needed 

medications. Another aspect researchers agree upon is the clear need for further study in 

this intervention for improving QOL (Calkins, Szmerekovsky & Biddle, 2007; Connell, 

Sanford & Lewis, 2007; Duggan, Blackman, Martyr & Van Schaik, 2008; Mather, 

Nemecek & Oliver, 1997; Detweiler, Murphy, Myers & Kim, 2008). 

Some of this research was conducted to gain new perspectives on increasing 

positive behaviors for individuals with dementia. For example, researchers hypothesized 

that improved sleep would lead to decreased agitation by increasing exposure to bright 

light, which in turn enhances the amount of melatonin in the body; individuals with 

dementia will experience improved sleep. The rationale was to improve circadian 

rhythms through time spent outdoors (Calkins, Szmerekovsky & Biddle, 2007; Connell, 

Sanford & Lewis, 2007). 

In one study researchers observed the differences between time spent outdoors in 

the summer and winter, with or without activity. They were able to track the amount of 

time, as well as assess sleep by asking participants to wear a device on their wrist called 
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the Actilume-L. A series of questions regarding agitation was filled out daily by 

caregivers. Results of this study showed a ten percent increase in sleep efficiency and 

smaller behavioral changes, such as less grabbing and fewer strange noises (Calkins, 

Szmerekovsky & Biddle, 2007). 

Another similar study found that a group of individuals exposed to a structured 

outdoor activity program, compared with an indoor activity program, experienced 

significant improvements in sleep duration. The average maximum sleep improved by 

over an hour and the average total minutes of sleep increased by about fifty minutes for 

the participants exposed to outdoor activity. These same participants experienced a 

decrease in the amount of verbal agitation behaviors as well (Connell, Sanford & Lewis, 

2007). 

Other research focused on individuals in early stages of dementia and what their 

use of the outdoor environment entailed. Researchers used semi-structured interviews 

with 22 participants. The themes which emerged were the significance of the outdoor 

world, the impact dementia was having on their world, and the importance of have a prior 

familiarity to the outdoor world. Participants shared reasons for enjoyment of being 

outside, including opportunities to interact with familiar people, getting fresh air and 

exercise, maintaining emotional well-being and the 'need' to go out. Individuals 

elaborated that this 'need' to go outside was associated with freedom, reducing their 

sense of confinement and being required to stay inside all day had a depressing effect on 

their mood (Duggan, Blackman, Martyr & Van Schaik, 2008). 

An additional area of research has been on the effect of installed gardens at 

nursing homes and special care units. These environments are thought to be a 
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nonpharmacologic intervention to increase sensory stimulation, promote exercise and 

positive memories, and reduce agitated behaviors. Detweiler, Murphy, Myers and Kim 

(2008) found residents who used the wander garden in a particular facility the most 

frequently during summer months showed the greatest benefits in reducing disruptive 

behavior. In this same study, there was an increase of 20.6% of participants not requiring 

any as needed medication. As-needed medications are generally administered when an 

individual is becoming increasingly anxious or agitated. Researchers also surveyed staff 

and family members of the individuals, finding that they felt access and use of the wander 

garden improved mood and quality of life for the residents (Detweiler, Murphy, Myers & 

Kim, 2008). 

Spending time outside is not an intervention that necessarily requires facilities or 

caregivers to spend money. As an intervention, there appears to be clear support on the 

benefits, but there still needs to be further research and development for new modes of 

delivery. One method to be researched is outdoor education. There is little research to 

date on the effects or benefits of outdoor education for individuals with dementia. 

However, ample research has found positive outcomes for other populations. 

Outdoor Education 

History 

Outdoor education (OE) in the United States grew out of the need to improve the 

quality of life for children living in urban areas in the late nineteenth century. Sharp and 

Partridge (1947) explain how the industrialization and urbanization of our nation led to a 

need for opportunities for youth to experience the outdoors, "to see and smell - even for a 

short time - the splendor of nature" (p. 16). Eells (1986) elaborates on this even further, 
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explaining the Fresh Air Movement as camping programs born of "a growing social 

conscience and a deep concern for the needs and conditions of the poor in the city slums 

and ghettos" (p. 42). 

The camping and Fresh Air Movements expanded to include school groups, 

utilizing camping as the instrument for delivering outdoor education to students. Not 

only was outdoor education means of improving quality of life through exposing children 

to fresh air and the outdoors, it was becoming a way of teaching necessary skills (Eells, 

1986; Kirk, 1968). 

With the building and expansion of the field of OE, definitions and philosophies 

began emerging. During the 1940s and 50s two different viewpoints of OE emerged 

from L.B. Sharp and Julian Smith. Sharp believed in providing direct life experiences 

contributing to a clearer understanding of the natural environment to achieve education 

goals. Smith, on the other hand, believed in acquiring skills for the intelligent use of the 

outdoors. The shared goals, however, were to assist students in developing a greater 

understanding of themselves, and the world in which they live through the use of the 

outdoors (in Kirk, 1968). 

In the years since the 1960s, outdoor education has expanded to encompass 

adventure education, adventure therapy, experiential education and environmental 

education. Priest (1986) uses the analogy of a tree to explain outdoor education's 

relationship to these other fields. 

Imagine a large tree called outdoor education. It has two major branches from the 

main trunk, each of which disappears into a mass of leaves. One branch is called 

adventure education; the other branch is called environmental education. The 
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leaves of this tree are the experiential learning process... The soil, in this case, 

holds the six senses, plus the three domains of learning. The experiential learning 

process draws direction from these senses and domains, only to return the 

processed learning for storage within the roots, as does any other tree. (p. 14) 

Philosophy 

Important commonalities in the philosophies of outdoor education are the purpose 

of assisting individuals in gaining a greater appreciation of nature and their relationship 

to it (Kirk, 1986), and the focus of personal development through interactions with 

others, and responsible use of the natural environment (Pryor, Carpenter & Townsend, 

2005). 

Ford (1986) explains the subject matter of outdoor education is comprised of a 

combination of the interrelationships of all of nature and human beings. It encompasses 

attitudes for caring, skills for utilizing resources and pursuing leisure activities. She also 

writes about the philosophy of OE as being based on four premises, one of which relates 

directly to this study, outdoor education is a continual education experience taught at all 

levels and pursued throughout life. Priest (1986) takes this a step further, stating that 

learning in OE is a matter of many relationships: interpersonal, intrapersonal, 

ecosystemic and ekistic; relationships with and between other people and ourselves, and 

relationships between people and the environment. Summarizing these two schools of 

thought, outdoor education is thought to be a lifelong learning experience affecting 

relationships with others, self and the natural world. 
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Therapeutic and Health Aspects 

Berman and Davis-Berman (1995) trace some of the earliest therapeutic uses of 

the outdoors to state hospitals utilizing tent therapy in the early 1900s. In the mid-1900s 

while youth camping programs were growing, some incorporated psychotherapy into 

their programming. Other programs were developed to encompass more of the modern 

day ideals of adventure and wilderness therapy, including perceived danger, natural 

consequences, unfamiliar environments or settings, and functional change (Berman & 

Davis-Berman, 1995; Gass, 1993). 

Adventure therapy is one dimension of outdoor education. It has existed as a 

concept and a method of improving quality of life by increasing self-esteem, self-concept, 

personal growth and emotional well-being for about thirty years (Gass, 1993, Itin, 2001). 

Itin (2001) explores this, citing the International Adventure Therapy Conference's 

definition of adventure therapy as "both the use of specific activities, high adventure and 

wilderness in conjunction with a philosophy that embraces an active exploration of the 

unknown, in which the challenges encountered are seen as opportunities..." (p. 80). 

One of the most important characteristics of adventure therapy is the component 

of adventure activities, or challenges. Adventure activities are often construed as 

dangerous or high risk, such as whitewater rafting or rock climbing, but Robb and Ewert 

(1987) explain the use of adventure activities with special populations as being high-risk 

based on the perception of the participant. In other words, it is only as adventurous as the 

participant believes it to be. For example, someone living in an urban area with little to 

no experience would possibly perceive hiking through a wooded area as an adventure 
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activity, while an experienced backpacker would need to be challenged through different 

means. 

Pryor, Carpenter, and Townsend (2005) examine the use of outdoor education and 

adventure therapy together stating, "whilst educational and therapeutic outcomes may be 

the priority, these programs also assist participants towards improved physical, mental, 

social, community and environmental health and wellbeing" (p.4). Detailing the benefits 

of outdoor education and bush adventure on mental health, Pryor, Carpenter and 

Townsend (2005) cite the Commonwealth Department of Health and Aged Care (2000) 

as a spectrum from prevention to continuing care. Outdoor education predominantly falls 

in the prevention end of the spectrum, but has aspects of the continuing care end, such as 

maintenance of health. 

It is important to note that time simply spent outside differs from outdoor 

education. While outdoor education is comprised of time spent outdoors, it also includes 

structured activities aimed at teaching skills and learning about the world and one's 

relationship to it. Time spent in nature, whether through recreation or education, can 

yield obvious benefits such as increased health, relaxation, and knowledge. Therapeutic 

aspects as a benefit of OE have been researched in the last several years and are defined 

as "factors that may be conducive to emotional well-being and may apply to a variety of 

activities and programs" (p. 2). Results of these studies show that OE can contribute to 

emotional well-being and personal growth of participants (Berman & Davis-Berman, 

2000). 

Further research has shown outdoor education and adventure therapy activities to 

improve quality of life in the domains of increased self-concept, or self-esteem, self-
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acceptance, self-confidence, reduced depression and anxiety, increased pro-social 

behaviors, and improved interpersonal relationships (Kelley & Coursey, 1997; Robb & 

Ewert, 1987). These benefits quite possibly go beyond the populations sampled in the 

studies, meriting further research as to who may gain from outdoor educational 

experiences, such as individuals with dementia. 

Summary 

• Dementia is a degenerative syndrome primarily affecting the cognition and 

memory of older adults. At present, there is no cure for dementia. Treatments 

and therapies seek to maintain and augment quality of life as individuals may live 

for a significant amount of time following a diagnosis. 

• Quality of life, especially related to dementia research, is a multi-dimensional 

concept which can be defined as one's physical, psychological and social well-

being. 

• Quality of life for individuals with dementia can be affected in areas such as 

communication, relationships, neuropsychological functioning, and cognition. 

• An area of research currently seeking to enhance the quality of life for individuals 

with dementia are the effects of time spent outdoors. With this intervention, 

findings show improved quality and amount of sleep, fewer instances of 

inappropriate behavior and less agitation, thus experiencing an increase in quality 

of life. 

• Outdoor education is able to improve quality of life in the domains of self-esteem, 

concept, perception, relationships and overall emotional well-being through 
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participation in adventure therapy activities, skill-building, and developing 

knowledge of the natural world and one's relationship to it. 

• In quality of life research for people with dementia, studies have been done 

examining the effects of time spent outdoors. The independent variable of 

outdoor education as an intervention for improving quality of life for these 

individuals has not yet been examined. 

• Thus, is it possible to improve quality of life for people with dementia using 

outdoor education as an intervention? 
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Chapter 3 

Methodology 

This study seeks to examine the effects of outdoor education as a method of 

improving the quality of life for individuals living with dementia. This chapter will 

explain the design of the study, as well as subject selection, measuring outcomes, testing 

conditions, treatments and data analysis. 

Research Design 

To demonstrate the relationship outdoor education may have on the quality of life 

for individuals with dementia, the design used for this study will be a quasi-experimental 

non-equivalent control group (Campbell & Stanley, 1963). This design allows for 

purposive, non-probability sampling of individuals with dementia while including 

randomization within the sample. In other words, the sample of individuals selected for 

the study will be deliberate, but within that sample individuals will be randomly selected 

for either the control or treatment group. 

In order to test the effects on quality of life, this study will observe a treatment 

group experiencing outdoor education activities approximately six times over two weeks 

compared to a control group which will not experience the activities. Prior to 

intervention, the Dementia Quality of Life Instrument (D-QOL) (Brod, Stewart, Sands & 

Walton, 1999) will be administered to all participants. 
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The instrument will be administered at the end of the first week, and again at the end of 

the two week study to observe any significant changes in quality of life for the 

participants and compare the results to the control group. 

This design controls for the internal validity effects of history, maturation, testing, 

selection, mortality, and instrumentation. In this specific study, internal validity issues 

may include the interaction of any of these factors, such as selection and maturation, 

which may be mistaken for an effect of the treatment (Campbell & Stanley, 1963). 

Campbell and Stanley (1963) identify external validity threats as those from 

possible interactions of testing and the treatment, interaction of treatment and selection, 

and reactive arrangements. However, due to the quasi-experimental design, these 

concerns are less significant. These validity threats are inherent to the design and there is 

no control that can be added to the study to eliminate them. 

Subject Selection 

The basis for the population of this study will be individuals with dementia living 

in Northeastern Minnesota. The participants sampled will be in the mild to moderate 

stages of dementia, as they most likely have not experienced the severe cognitive decline 

evident in later stages. Therefore, it can be assumed they are still capable of providing 

adequate self-reports, ensuring higher validity of their responses. 

Adult day centers in the Duluth, Minnesota area will be contacted in order to 

obtain the study sample. Adult day centers are "community-based programs that provide 

therapeutic and social activities, health and personal care services, meals, transportation, 

and family education and support" (McCann, Hebert, Li, Wolinsky, Gilley, Aggarwal, 

Miller, & Evans, 2005, p. 754). Often, they serve as respite for families, allowing 



31 

individuals with dementia to continue living at home while also being involved in 

community activities. 

The study sample will come from individuals participating in adult day center 

programs because they have not declined enough to the point of needing placement in a 

nursing home. One of the primary indicators of nursing home placement is cognitive 

impairment (Yaffe, Fox, Newcomer, Sands, Lindquist, Dane, & Covinsky, 2002). 

Therefore, it can be assumed that individuals participating in these community-based 

programs are in the earlier stages of their diagnoses. 

Individuals will need to meet basic criteria for participation in the study including: 

• Diagnosis of dementia 

• Mini-Mental State Examination (MMSE) score greater than 12. The MMSE 

(Folstein, Folstein, & McHugh, 1975) is a clinical instrument utilized as a 

preliminary assessment tool measuring cognitive abilities. A score greater than 

12 has been identified by Brod, Stewart, Sands and Walton (1999) as ideal for the 

Dementia Quality of Life instrument. The agency will provide the participants' 

MMSE scores. 

• Attendance at the adult day service program on days when the outdoor education 

activities will be taking place 

• Physically able to handle being outside for a period of time of up to an hour. 

Once a sample of individuals meeting these criteria has been obtained, the 

participants will be placed in either the treatment or control group through simple random 

assignment. 
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Characteristics of the sample relevant to this study include the similarities in 

stages of dementia, comparable living situations, and attendance at an adult day service 

program. This small, purposive sample will not generalize to the population at large, and 

especially not to people without dementia. Generalizability is compromised because of 

the non-probability sampling and the small sample size. It will also be difficult to 

generalize to other individuals with dementia, depending on their status of diagnosis, 

living situation, and maybe even their geographic location affecting the weather and how 

frequently they are able to get outside. Sampling error could be avoided with a larger 

sample size, utilizing probability sampling, or sampling individuals from several 

facilities, although this may be beyond the scope of this study. Due to the exploratory 

nature of the study, and non-probability sampling, the representativeness of the sample 

will be limited and lacking confidence. 

Treatment 

A range of reasonable, nature-based, outdoor education activities will be offered 

to participants. Activities will take place on the grounds of the adult day program center. 

Depending on which adult day program center is utilized as a study site and the weather, 

activities offered may vary. Lessons and materials will be prepared ahead of time and 

approved by the director of the adult day program. Participants and caregivers will be 

made aware of these activities through consent forms; therefore, participants will be 

adequately dressed for winter weather in Minnesota. The outdoor education activities 

offered will be based in nature appreciation and sensory awareness, as opposed to recall 

and learning based activities. Topics which may be covered are trees, birds, sounds, 

smells, weather, and winter sights. 
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Conditions of Testing 

Data will be collected on site at the adult day service program. Ideally it will be 

collected in a quiet room at the adult day service program, with only the researcher and 

one participant at a time. Interviewing participants on site in a familiar environment is 

expected to increase their comfort level. 

Brod, Stewart, Sands and Walton (1999) estimate the instrument takes about ten 

minutes to complete, but it is acceptable to engage the participant in conversation around 

each question. If the sample size of 12 is attained, total data collection will take at 

minimum approximately three and a half hours to four hours. This is in addition to 20-60 

minutes of treatment time. 

Outcome measures 

Data for the study will come primarily from quantitative methods; however, the 

outdoor education activities and interviews will be audio-recorded for supplemental 

qualitative data. This qualitative data will measure specific effects of outdoor education 

on the quality of life for participants. 

The instrument measuring the effects on the dependent variable, quality of life, 

will be the Dementia Quality of Life instrument (DQoL) (Brod, Stewart, Sands, & 

Walton, 1999) (see Appendix A). The DQoL is an interview comprised of 30 items; it 

measures quality of life in the domains of self-esteem, positive affect/humor, negative 

affect, feelings of belonging, and sense of aesthetics. Interviewees are asked to rate how 

much they have enjoyed various activities and how often they have experienced certain 

feelings in the recent past. An overall impression of quality of life will be asked as well. 
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Each section of questions is accompanied by a matching five-point scale. For example, 

the how often scale ranges from one (never) to five (very often). 

According to the developers of the DQoL, Brod, Stewart, Sands, and Walton 

(1999) and reviewers of the instrument, Ettema, Droes, de Lange, Mellenbergh, and 

Ribbe (2005) there is internal consistency of reliability ranging from .67 to .89 (median 

.80). A two-week test-retest resulted in a coefficient range of .64 to .90 (median .72). 

Construct validity was explored by correlating the DQoL scores with scores from the 

Geriatric Depression Scale (GDS). The correlations are "as follows: Self-Esteem r = -

.48; Positive Affect/Humor r = -.61; absence of Negative Affect r = -.64; and Feelings of 

Belonging r = -.42... there was no significant difference between the two groups on the 

Aesthetics scales" (Brod, Stewart, Sands, & Walton, 1999, p.32). 

The suitability of this instrument is high, as it was developed as a subjective 

measure of quality of life specifically for individuals in the mild to moderate stages of 

dementia, or have an MMSE score of >12. To test participant understanding of the 

scales, each participant must answer two of three screening questions correctly before 

being able to proceed with the instrument. 

The DQoL will be administered before the two week treatment and again after the 

treatment. A comparison of the results of each interview will show whether the outdoor 

education activities had an effect on the quality of life for the individuals with dementia. 

Audio-recording the outdoor education activities and interviews will provide 

supplemental data that will be coded and analyzed for themes and patterns in responses, 

indicating the effects of the activities. Recording the outdoor education activities will 
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allow for rich statements during the treatment to be included in data analysis. I will take 

notes on participants' engagement, interactions and affect during these activities as well. 

During the administration of the DQoL, I will engage participants in conversation 

around their responses. Open-ended questions (see Appendix B) will be asked that may 

provide further insight into what aspects of outdoor education did or did not influence 

their quality of life. 

Data Analysis 

Once interviews have been completed, quantitative data from the DQoL will be 

analyzed. Data sets will be divided into the domains of self-esteem, positive 

affect/humor, absence of negative affect, feelings of belonging and aesthetics. Using 

SPSS, frequencies will be analyzed for each domain, patterns in individual questions, and 

participants' overall quality of life scores. All measures will be scored so that a higher 

score on the scale indicates better quality of life. These will be compared to the pre-test 

scores and the scores of the control group to observe for any difference. 

The open-ended questions and discussion during the interviews will be 

transcribed and then coded for themes and patterns. This will aid in determining if there 

were any specific effects outdoor education had on quality of life for the respondents. 
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Chapter 4 

Results 

The purpose of this study was to examine the influence of outdoor education on 

quality of life for individuals with dementia. In order to demonstrate a possible 

influence, the Dementia Quality of Life (D-QOL) instrument was administered during 

interviews prior to and at the end of participant involvement in outdoor activities. 

Outdoor sessions were also audio-recorded to qualitatively evaluate for any short-term 

influence on quality of life. This chapter will present and explain results gathered from 

the study. 

Research Design 

The design utilized for this study was modified from a quasi-experimental non-

equivalent control group (Campbell & Stanley, 1963) to a case study. This change was 

due to a limited sample size (N=5). 

The study took place at an Adult Day Services Program offered through 

Benedictine Health Center in Duluth, MN. The program provides daily programming for 

older adults who are afflicted with a range of health care issues such as chronic illness, 

physical disabilities, dementia, and/or depression. Participants were purposively selected 
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by the Program Director of Adult Day Services for the treatment and control group due to 

small numbers of available participants who met the inclusion criteria. 

Subject Selection 

Inclusion criteria were established to meet the recommendations made by the 

developers of the D-QOL (Brod, Stewart, Sands and Walton, 1999) as well as what was 

deemed appropriate for the purposes of this study. For subject selection, the criteria 

followed what was described in chapter three, with one change. The participants' Mini-

Mental State Examination (MMSE) (Folstein, Folstein, & McHugh, 1975) scores were 

not available or utilized due to the agency not administering this instrument upon intake. 

Instead, the Program Director chose six participants based on the established inclusion 

criteria. However, only five participated due to the required days of attendance. The 

Program Director then selected which group (treatment or control) each participant would 

be a part of. The three members of the treatment group were able to ambulate 

independently, while the two members of the control group utilized some type of 

assistive device (i.e.: walker, wheelchair). 

Participants 

Treatment Group 

Participants' personal information or charts were not available to me. The ages 

listed are approximate, based on self-reports from participants or my own estimation. 

Throughout this chapter and the next, participants will be referred to by the first letter of 

their name. 

D is a male in his early 80s. He reports enjoying music and shared that he was a 

music teacher at one point in his life. D attends the Adult Day Service (ADS) program 
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three days per week. D participated in three outdoor sessions; there were two instances in 

which he chose to stay inside and take part in the regular ADS activities as opposed to 

going outside. He stated his choice to stay inside was due to his arrival to the program 

shortly before the session was to begin and he did not want to go back outside. 

A is a female also in her early 80s. She was selected for participation by the 

Program Director based on her life-long love of nature and spending time outside 

gardening. A attends the Adult Day Service program two days per week. She 

participated in four outdoor sessions; there was one instance in which the weather 

affected the opportunity to go outside and the session was cancelled. 

C is a female in her late 70s. Frequently, conversations with C turn to her talking 

about her family, of which she is very proud. C attends the Adult Day Service program 

three days per week. She participated in only one outdoor session; there were three 

instances in which she chose to listen to musical guests and two others that were affected 

by weather and other planned activities which resulted in missed outdoor sessions. 

Control Group 

E is a female in her late 70s. She attends the ADS program four days per week. 

Although she did not participate in the outdoor sessions, I asked her how she felt about 

being outside or participating in outdoor activities to which she responded, "No, I was 

never much for that. I didn't like it before and I don't like it now," in both the pre and 

post interviews. 

M is a female in her mid 70s. She attends the ADS program five days per week. 

When asked how she feels about being outside, she responded, "I love it. I love sitting 

outside and watching people," during both interviews. 
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Procedures 

Data collection consisted of pre and post interviews with five participants. The 

treatment group was comprised of three participants who had the opportunity to take part 

in the outdoor activities on eight occasions. 

Once consent was obtained from all participants, I visited Benedictine Adult Day 

Services and conducted a pre interview with each participant. The purpose of conducting 

pre interviews was to obtain a set of data that would be utilized to compare with the post 

data. During the interviews I administered the Dementia Quality of Life instrument (D-

QOL) and asked several open-ended questions (see appendix) to determine whether or 

not outdoor education influenced quality of life for these individuals. 

Throughout the next several weeks I visited the Adult Day Service program on 

eight occasions facilitating outdoor activities. Post interviews with all participants were 

conducted within three days of the last outdoor session. 

The outdoor education activities averaged a length of 25 minutes and consisted of: 

• Walking through a butterfly garden, 

• Walking (approximately 1/2 kilometer) on a hiking trail, 

• Bird watching, 

• Sensory observations. 

The butterfly garden is located in the fenced courtyard on site at Benedictine 

Adult Day Services. It is made up of perennial flowers and shrubs as well as a few 

educational signposts about the lifecycle and behaviors of butterflies. In addition to the 

garden, there is a gazebo and a grassy area with several varieties of trees. There are also 

raised garden beds, benches and picnic tables located on a cement patio area. 
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On another occasion the director was available to participate, and we were able to 

leave the courtyard to walk along a nearby trail. For this, and a third instance, two 

participants were outside with me at the same time, but for the remainder of the activities 

only one participant at a time was outside. 

When spending time outside, the goal was to provide activities emphasizing 

sensory awareness and an emotional connection to nature. The intent was to offer 

activities such as bird watching, nature observation and identification of plants and trees. 

The outdoor sessions lasted from 20 to 40 minutes depending on the willingness 

and attention of the participant, the weather, and the daily schedule of the program. For 

example, one session with Participant A lasted only about 15 minutes because it began to 

rain. On another day, an outdoor session with Participant C was cancelled because of a 

scheduled group outing. There were two instances in which Participant D chose to stay 

inside because of his energy level and having just arrived at the program site. 

This table illustrates what each participant in the treatment group experienced 

during each outdoor session. 

Session 1 Session 2 Session 3 Session 4 

Participant D Butterfly Garden Hiking Trail Bird Watching 

Participant A Butterfly Garden Hiking Trail Butterfly 
Garden; Sensory 
Observation 

Butterfly Garden; 
Sensory 
Observation 

Participant C Butterfly Garden 

Table 1. Specific activities that each participant took part in during outdoor sessions. 

Treatments 

The intent of the treatment in this study was to offer a range of nature-based 

activities emphasizing sensory awareness and an emotional connection to nature. 
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Activities such as birding, spring sights, and tree observation were planned with certain 

objectives in mind, such as gaining appreciation of the surrounding area, or stimulating 

visual, olfactory and kinesthetic senses. However, the process was determined more by 

circumstance than a planned program. For example, during one session I brought in 

binoculars and a bird identification book, but there were few birds in the courtyard to 

observe and the participant was much more interested in talking about the trees and 

flowers. Instead of directing conversations back to the original goal, I allowed the 

participants to talk about what they wanted and to be guided by our time outside. 

Often the conversations were in fact influenced by the original objective, but there 

was less of a focus on the "planned" component. For example, the conversation may 

have started by talking about various birds in the area and then moved toward how 

enjoyable listening to the birds was (sensory awareness). In some instances, I did redirect 

the conversation by asking a question about a certain flower, bird, etc. for the sake of 

keeping things moving. 

Conditions of Testing 

All data were collected onsite at Benedictine Health Center's Adult Day Service 

Program. All interviews were conducted one at a time with the participant and researcher 

present. Three pre interviews occurred in an office, while the other two took place sitting 

in a quiet space away from the rest of the program participants. All post interviews 

occurred in this method as well. 

Interviews ranged from 15 to 45 minutes depending on how much each 

participant elaborated on the instrument items. For example, during her pre interview, 

Participant C and I spoke for about 45 minutes. She elaborated on almost every item on 
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the instrument, sharing stories for each feeling or reminiscing about her family. As 

another example, during his post interview Participant D had just awoken from his after-

lunch rest and appeared tired while we spoke. His answers were short and to the point 

without much elaboration. Pre and post interviews were conducted over two days due to 

the scheduled daily programming at ADS. 

Outcome Measures 

Quantitative data was obtained through the administration of the D-QOL. The D-

QOL is comprised of 30 items measuring quality of life in the domains of self-esteem, 

positive affect/humor, negative affect, feelings of belonging, and sense of aesthetics. 

Interviewees were asked to rate how much they have enjoyed various activities and how 

often they have experienced certain feelings in the recent past. An overall impression of 

quality of life was asked as well. Each section of questions is accompanied by a 

matching five-point scale. 

Quantitative Results 

Utilizing the quality of life domains (aesthetics, belonging, negative affect, self-

esteem, and positive affect/humor) from the D-QOL, means were tabulated from each 

participant's pre and post score. 

The instrument includes a range of three to eleven items for each domain (see 

appendix). For instance, an item regarding the aesthetics domain is "how often do you 

enjoy listening to the sounds of nature?" Responses are based on a 1-5 scale with 1 being 

the lowest and 5 the highest. The mean pre and post score for each domain is depicted in 

the following figures. Each participant's reported overall feeling of quality of life from 
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the pre and post interview is presented as well. Figures 1-3 show data from the treatment 

group while figures 4 and 5 show data from the control group. 

Participant C 

Quality of Life Domains 

Figure 1. Participant C mean pre and post scores for quality of life domains. 

Participant D 

Quality of Life Domains 

Figure 2. Participant D mean pre and post scores for quality of life domains. 
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Participant A 

Quality of Life Domains 

Figure 3. Participant A mean pre and post scores for quality of life domains. 

Participant E 

Quality of Life Domains 

Figure 4. Participant E mean pre and post scores for quality of life domains. 
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Participant M 

Quality of Life Domains 

Figure 5. Participant M mean pre and post scores for quality of life domains. 

A t-test was calculated to determine whether the differences in means for the pre 

and post score for each domain for each participant were statistically significant. 

However, due to the low sample size, statistical significance cannot be determined using 

this analysis and the results are not presented here. 

Since statistical significance cannot be determined, these quantitative results show 

little evidence demonstrating an influence of outdoor education on quality of life for 

these individuals with dementia. 

Qualitative Results 

Qualitative data was obtained through audio recordings of the pre and post 

interviews as well as the outdoor sessions. Each of these interviews/sessions was 

transcribed; the outdoor sessions were then coded and analyzed. 

Interviews 

During the pre and post interviews participants were asked a series of open-ended 

questions, such as "what does quality of life mean to you?" "What kinds of things affect 
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your quality of life?" "How do you feel about being outside or doing activities outside?" 

This information was not coded in the same manner as the outdoor sessions, but gathered 

to gauge understanding and insight into the participants' perceptions of their own quality 

of life. 

When asked "what does quality of life mean to you?" during the pre interviews, 

participants responded with: 

"First thing, that my three sons and their families and me all have good health. 

Not perfect perfect perfect, but good health. And that they express to me and 

their wives how much they love em and they want to take care of em." (C, 

treatment group) 

"That you're pretty content ... and happy." (A, treatment group) 

"Well, so many things. One of the things is music. And the ability of making 

things.. .and being friends with people." (D, treatment group) 

"I come here; it takes care of most of my day. Then I go home and the boys are 

there at home, and they decide if we stay in or go out. I feel about average. I 

don't cry much anymore - I always felt sorry for myself, but not anymore. 

Crying doesn't make it better." (E, control group) 

"I like this place, and I like the people. I like to talk to people." (M, control 

group) 

When asked the same question a few weeks later during the post interviews all 

participants shared similar responses to the ones given during the pre interview: 

"Quality of life means to me, well I have to say my b o y s . " (C) 

"I suppose it means that I'm happy and satisfied." (A) 
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"Quality of life is being able to do things that I like. Music." (D) 

"Fair. Well I'm not getting to do anything I want to. In the past it was 

different ... different just sitting here and doing nothing." (E) 

"The more you have life the more you get. I come here every day. Good people 

here and good people to go home to." (M) 

Despite the short amount of time, approximately four weeks, between the pre and 

post interviews, these responses show that what quality of life means to these individuals 

remained unchanged. 

Participants were also asked during the post interview "what kinds of things affect 

your quality of life?" 

"Well if my family is happy, and I don't mean yippee happy, but if they're 

content, let's put it that w a y . " (C) 

"If people are well and if my animals are ok and I can do what I want in the house 

as far as keeping up. That's all I can think of. I'm pretty satisfied all the way 

around really." (A) 

"Oh, my arthritis and stuff like that." (D) 

"The rain and the weather. And if I expect somebody, I like them to be here at 

two, not three." (E) 

"Well I have good vibes around and good people." (M) 

Although these responses were not coded, there appears to be correlation between 

what affects the participants' quality of life and what quality of life means to them. For 

example, D enjoys making things and playing music, but when his arthritis is acting up, 

he is unable to take pleasure in those activities. Likewise, C reports that having a happy, 
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healthy family is what quality of life means to her. If these variables are missing, her 

quality of life is affected. 

Outdoor Sessions 

Coding the transcriptions from the outdoor sessions was based on the domains of 

QOL specified in the D-QOL: aesthetics, belonging, negative affect, positive 

affect/humor and self-esteem. Transcriptions were examined for comments made by 

participants that could be categorized into these domains utilizing language, nonverbal 

communication, or references similar to the items on the D-QOL. For instance, when a 

participant made a joke or laughed, it was coded as positive affect/humor. If a participant 

referenced nature, trees, birds, etc. it was coded as aesthetics. Another example is when a 

participant mentioned family, friends or enjoying the ADS program, it was coded as 

belonging. Sharing feelings of sadness, irritation, disappointment and so on was coded as 

negative affect. Confidence, satisfaction, knowledge, and positive self-talk were coded 

as self-esteem. Although the coding was based on items from the D-QOL, it was also 

subjective in nature. For instance, the instrument groups confidence and knowledge as 

self-esteem. When participants were confidently identifying trees and plants, or sharing 

knowledge with me, it was coded as self-esteem. 

Once each session was transcribed and coded, totals were calculated for each of 

the domains. The conversations varied for each participant during each session, but 

overall, concepts within the domains of aesthetics and positive affect/humor were the 

most frequently mentioned. For instance, each time participants spoke about the flowers 

or expressed appreciation for the beauty of nature it was tallied as aesthetics. Also, each 

time a participant utilized humor, made a joke, or laughed it was counted as positive 
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affect/humor. Sometimes an action, as opposed to a statement, was made note of and 

coded. For example, when D walked up to a tree and looked closely at its bark it was 

coded as the domain of aesthetics. The following figures display the total number of 

coded statements and actions for each participant during each outdoor session. 

Participant D 
20 
18 
16 
14 
12 
10 

8 
6 
4 
2 
0 

Outdoor Session 

Figure 6. Participant D. Total number of coded statements and actions during outdoor 
sessions. 

Across the board there was an increase in the amount of items coded throughout 

the outdoor sessions with the third session having the most frequently coded items. The 

largest increases were in the domains of aesthetics, self-esteem and positive affect/humor. 

There were issues during the first two sessions, however; the audio recorder did not work 

during the first, and during the second Participant D was walking behind me with the 

Program Director so much of their conversation was not able to be heard through the 

recorder. 
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Self Esteem 

Positive Affect/Humor 
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Participant C 
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1 

Figure 7. Participant C. Total number of coded statements and actions during outdoor 
sessions. 

Participant C only participated in one outdoor session making it difficult to 

reliably compare these results to the other participants in the treatment group. 

Participant A 

Figure 8. Participant A. Total number of coded statements and actions during outdoor 
sessions. 

QOL Domain 

Aesthetics 

Belonging 

Negative Affect 

Self Esteem 

Positive Affect/Humor 

30 

25 

20 

15 

10 

5 

0 

QOL Domain 

Aesthetics 

Belonging 

Negative Affect 

Self Esteem 

Positive Affect/Humor 

Outdoor Session 

1 2 3 4 



51 

There was an increase in items coded across sessions for Participant A with the 

largest increases being in the domains of aesthetics, self-esteem and positive 

affect/humor. It should be noted that the same issues in the first two sessions for 

Participant D were present for Participant A as well, and the third session was cut short 

due to inclement weather. 

Following are examples of statements and actions made by participants in the 

treatment group for each QOL domain to further clarify how the sessions were coded for 

analysis. 

Aesthetics 

"Oh look at the cute flowers." (A) 

"Oh this is such a beautiful place." (C) 

"The sky is such a nice blue today. We sure are lucky to have such nice 

weather and be outside." (A) 

"The sun is so nice. This is so nice [a patio area]. They don't just plop a 

building here. There's nice buildings all over. It's supposed to be for elderly and 

all and they make it great! I'd like to take a couple pictures of like this [chairs, 

tables, etc.]. This is what you call a nice outside setting." (C) 

"Isn't that blue beautiful [pointing at sky]? I always tell the little kids, well, 

they're not little anymore. You see that blue? You can't make that blue. No you 

can't. God made that blue, and you just can't make it that g o o d . " (C) 

Many other similar comments were made in relation to the beauty of a particular 

flower, or enjoying the way an individual tree was growing. I noted on several occasions 

how Participant D examined flowers or the bark on a tree and was more apt to touch 



52 

objects as opposed to verbally expressing appreciation. However, Participant A, who 

was suggested to participate based on her appreciation of nature, made the most 

comments related to the sense of aesthetics throughout the outdoor sessions. 

Belonging 

"Everybody I've met in here so far, they are the nicest people [people in the ADS 

program]." (C) 

This statement "I do, and most of them are boys," (C) was in response to this, "it 

sounds like you have a very good family." After this, C went on to speak more 

about her sons and family and how much they meant to her. 

"I built a rock garden 70 feet long. I dug out the rocks and moved them myself 

and we'll plant flowers there now." (D) This statement was coded 

as belonging because one of the items on the instrument relates to feeling useful. When 

D shared about building this garden, it was clear that he was satisfied with this 

accomplishment and felt useful to his wife who had wanted it. 

Negative Affect 

"I still holler at my husband for dying on me. He gets bawled out every night." 

(C) 

"I must be getting hard of hearing ... I know I have a problem, but I didn't 

think it was very big yet." (A) A made this statement after having some 

difficulty hearing bird calls in the trees behind the facility. 

"My vision isn't all that great." (D) 
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"My mind doesn't work as well as it used to. Let me see if I can think of all those 

birds ... good grief I should know that, I should be able to spit it out right now." 

(D) 

"I wish I could be more verbal about it ... when you're 80 some years old, it's 

harder to think about things like that." (D) 

Concepts within this domain were mentioned less frequently than others. 

However, it is interesting to note that these statements seem to correlate to aging-related 

issues, such as the loss of a spouse or the loss of sensory abilities. 

Self-Esteem 

"I can't wait to get up in the morning because you know you're going to laugh 

and have fun with the people you know." (C) 

"Oh yes, you had to be very precise and you had to order certain things that went 

into the making of it and the decoration of it." (D) This statement was made in 

regards to the harpsichords D had built earlier in his life. 

"I garden according to the way its growing in the buds and stuff. I don't know 

what is right; I just do what I think. Just like they're a part of the family." (A) 

"This garden evidently needs a lot of work. I don't think those are plants, I think 

they're w e e d s . I can tell weeds pretty fast. I've dealt in vegetable gardens since 

I was about four years old, so I know weeds pretty well." (A) 

An item within this domain on the D-QOL was a feeling of confidence. There 

were several instances in which participants identified certain flowers or showed 

recognition of plants, birds, etc. which were coded as self-esteem as well. 
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Positive Affect/Humor 

"It sure was good to get outside." (D) 

"Moneywort? [Referencing a plant] Does it grow money?" (C) 

"Each day you can live you can either have a good time or a bad time and it's up 

to you entirely." (C) 

"I never believe in not laughing. That's what makes the world smile." (C) 

"I think it's kind of funny, well I guess it's not funny, but everybody's different. 

There's a lot of people that something like this wouldn't interest them at all. They 

don't, and I just love it. I think it's the best. I just love it." (A) 

"It's all right. I still play my cello. It's the one thing that keeps me in contact 

with many things." (D) 

"I just love being out in the flowers and yards and grass and trees." (A) 

Humor is an important concept within this domain, and there were many 

occasions in which participants were laughing, whether it was at something they said, a 

story they were sharing, or something they found humorous in general. As an example, 

D frequently joked about the number of dandelions in the courtyard area saying things 

such as "and here's the wonderful dandelions," or "plenty of these things ... pull em up, 

they're taking over." Other important concepts are feeling happy, content and cheerful. 

Summary 

• The sample size was too small to show any statistical significance in the 

difference of the pre and post mean scores during the quantitative analysis. 

Interestingly, each participant reported the exact same score for overall quality of 

life during the pre and post interview. 
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• The qualitative analysis showed an increase across several domains throughout 

the outdoor sessions for Participant D and Participant A. There were, however, 

confounding variables involved such as the amount of time spent outside, how 

many participants were present during the outdoor sessions, and whether the 

audio recorder was functioning. 

In conclusion, neither the quantitative nor the qualitative results show significant 

evidence that outdoor education can influence the quality of life for individuals with 

dementia. However, for those individuals who have past experiences or find 

enjoyment in spending time outdoors, it appears that outdoor education experiences 

will continue to influence their quality of life in a positive manner. This, and other 

implications, will be discussed further in the next chapter. 
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Chapter 5 

Discussion 

This study explored the idea of how outdoor education might influence quality of 

life for individuals with dementia. This chapter will discuss the study, as well as 

implications and recommendations stemming from the results presented in chapter four. 

Research Design 

The study was originally designed as a quasi-experimental non-equivalent control 

group. The intent was to obtain a sample of 12 participants and to randomly assign them 

to either the treatment or control group. However, only five individuals who met the 

inclusion criteria were available for participation. The study was then modified to 

become a case study. 

Due to the design, the small sample size, and the purposively selected 

participants, the results cannot be considered representative to individuals outside of this 

study. 

Subject Selection 

The sample for this study came from a population of older adults attending an 

Adult Day Service program at Benedictine Health Center which is located in Duluth, 

Minnesota. This day program, which serves a range of older adults with disabilities, was 

the only one of its type in the Duluth area. As a result, the sample size was very small 
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and the design of the study changed. The difficulty in finding a large sample meeting the 

inclusion criteria speaks to the difficulty of reaching out to a similar population of 

individuals with dementia in the general public. It may prove challenging to provide this 

type of experience to others who do not attend programs of this type, yet are in similar 

stages of dementia and experiencing the same needs. This challenge may exist because 

of the frequency in which individuals in the earlier stages of dementia live with family 

members versus care facilities. Often family members can provide care until the later 

stages when more full-time assistance is necessary. In smaller communities, such as 

Duluth, programs such as the one offered by Benedictine Health Services, may not exist. 

Participants were purposively selected and assigned to either the treatment or 

control group by the Program Director. This was necessary because she was able to 

choose individuals who met the inclusion criteria based on her experience in working 

with them. However, it is also a limitation of the study. She chose individuals whom she 

thought would enjoy and/or benefit from the time spent outside increasing the possibility 

that their quality of life would be affected in a positive way. 

Participants 

There were several notable differences between the treatment and control groups 

which became limitations of the study because of the impact they may have had on 

quality of life. All members of the treatment group grew up outside of the Duluth area 

and relocated here at some point in their adult lives while the members of the control 

group grew up near Duluth. Another difference between the two groups is their mobility. 

All members of the treatment group were independently mobile whereas the participants 

in the control group required assistive devices. 
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The most noticeable difference I observed while interviewing participants, 

however, was the difference in their verbal communication abilities. Participants in the 

treatment group appeared to easily understand the directions of the instrument and the 

questions I asked them. They were able to follow along and elaborate as they wished. 

The two participants in the control group had more difficulty following along, needed 

more prompts and did not elaborate nearly as much. Without having the participants' 

MMSE scores it is not possible to determine what this difference is a result of, whether it 

is due to different cognitive levels or abilities, varying stages of dementia, or something 

else entirely. The groups in this study are difficult to compare due to this difference. 

Future studies would benefit from observing treatment and control groups 

comprised of participants who are more similar in abilities. Utilizing MMSE scores in 

future studies would ensure similarity of participants and provide much needed 

consistency. 

Procedures 

The timeframe of the study was intended to last approximately two weeks with 

six outdoor sessions offered throughout this time. At first I thought more than one 

participant at a time could participate in the outdoor sessions. This proved difficult 

because participants weren't always at the program at the same time and it was easier to 

audio record from a single participant during each session. Participants A and D were 

together for the first two sessions, but solo for the remaining sessions. Because I began 

facilitating sessions individually, it was necessary to go to the Adult Day Services 

program more than the initially planned six times during the two week schedule. 
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There were several conflicting variables that extended the timeframe of data 

collection: inclement weather, other scheduled activities (a group outing), participants' 

attendance, and the participants choosing to not take part in a session (listening to visiting 

musicians, too tired, etc.). It was important to not persuade participants to take part in the 

outdoor sessions not only for ethical considerations, but to give them the choice to make 

their own decisions - a significant component of quality of life. 

Treatments 

Originally, outdoor education activities were intended to be the treatment utilized 

to influence quality of life for participants. These activities were planned with the idea 

there was going to be access to the forested area surrounding the facility. In order to 

access this area during data collection a staff member from the program was needed to 

accompany myself and the participant for liability reasons. However, during the data 

collection period there were limited numbers of staff available for the adult day program, 

and all sessions except one were conducted in the butterfly garden. The planned 

activities then became more focused on the plants and flowers of the garden. Sensory 

awareness and connection to nature were still themes, but they stemmed more from being 

in a garden and talking about gardening than having been influenced by being in a more 

natural setting. 

As far as limitations of the treatment in this study, it is difficult to determine 

specifically whether their prior enjoyment of gardening or the planned outdoor session, or 

some combination of the two influenced their quality of life. For instance, Participants A 

and D from the treatment group self-reported having gardened in the past and enjoying it 
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very much. Another limitation of the treatment is the difficulty in establishing whether 

the interactions with nature or with me were what had some sort of influence. 

Conditions of Testing 

The conditions of testing were as consistent as possible throughout testing, but 

flexibility was necessary due to the setting. Staff needed to interrupt sessions or 

interviews at times and it was difficult to maintain similar timeframes throughout. This 

became a limitation because there were outdoor sessions that were longer than others. 

These sessions then had much more data available for coding. This can be seen in 

session three for Participant D and session four for Participant A. There was much more 

information available so there appears to have been a dramatic increase in the amount of 

items which were coded for each quality of life domain from previous sessions. 

Outcome Measures 

A mixed method design was utilized because it provided the opportunity to obtain 

quantitative results of the influence of outdoor education on quality of life while also 

gaining perspective through qualitative methods as to what might specifically affect 

quality of life. The qualitative results provided more richness than what can be obtained 

from a "paper and pencil" type test, but are also very subjective in nature. 

Quantitative Results 

The instrument utilized to obtain pre and post measures of quality of life was the 

Dementia Quality of Life instrument (D-QOL). As a standard instrument it was able to 

provide reliability and validity which are important for the integrity of the study. 
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A t-test was utilized to determine whether there was a significant change in the 

pre and post scores, but the small sample size limits the use of the test. The results 

cannot be referred to as significant; therefore limiting the discussion. 

Observing the difference in the means by simply looking at figures 1-5, one can 

see very small increases and decreases in the pre and post scores making it difficult to 

ascertain whether the outdoor education activities influenced these domains of quality of 

life for the participants. Though there were not a lot of changes between the mean pre 

and scores, this speaks to the unchanging perceptions of quality of life for these 

individuals. The fact that their scores remained fairly consistent, and were reasonably 

positive over this short period of time indicates rather good quality of life even if the 

outdoor education activities were not much of an influence. 

There are limitations to the quantitative results. The difficulty with consistency, 

as mentioned earlier in conditions of testing, also applies to the facilitation of the D-QOL. 

The instrument was administered at different times of the day due to the ADS schedule. 

Responses to the instrument are also completely subjective in nature, and there may be 

external interactions affecting these responses. For instance, Participant E reported that 

the weather affected her quality of life. The day she participated in the post D-QOL it 

was cold and rainy which may have had some sort of impact on her responses. 

The D-QOL was selected for use during this study because of its subjective 

nature, its ease to administer, and the stages of dementia it was developed for. No 

instrument measuring quality of life for individuals with dementia is all-encompassing or 

all-purpose, but these instruments are able to offer a standardized glimpse into the 

participants' perceptions of their quality of life. Future studies would benefit from 
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further use of the instruments and possibly the development of new instruments 

combining aspects of those already in existence. 

Qualitative Results 

The purpose of gathering qualitative data for this study was to gain an idea as to 

what specifically affects quality of life for the participants and what specifically during 

the study affected their quality of life. 

To maintain consistency between the two types of data, the qualitative data were 

subjectively coded using the same domains identified in the D-QOL. There were 

instances in which a statement clearly pertained to a domain. For example Participant A 

stated, "The sky is such a nice blue today. We sure are lucky to have such nice weather 

and be outside," and it was coded as aesthetics because of its clear reference to 

appreciation based on sensory awareness. Other statements were not a clear as to what 

domain they belonged in, and the coding was much more subjective. An example of this 

was when Participant A stated, "I've dealt in vegetable gardens since I was about four 

years old, so I know weeds pretty well." This was coded as self-esteem because of the 

confidence expressed in her knowledge regarding gardening. 

The nature of the study led to a higher number of items to be coded as aesthetics 

because of its purpose, as well as the setting and activities. The developers of the D-QOL 

defined aesthetics as "the experience of appreciation and pleasure obtained from sensory 

awareness" (Brod, Stewart, Sands & Walton, 1999, p. 29). This is directly related to the 

purpose of the study which was to provide outdoor education activities emphasizing 

sensory awareness and connection to nature to determine the effects on quality of life. 
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Based on this result, it can be inferred that the outdoor education activities were 

successful in providing this sensory awareness in a positive manner. 

Other domains frequently coded were self-esteem and positive affect/humor. For 

the most part, it was easy to determine which statements to code as positive affect/humor. 

Statements which were positive in nature, "it sure was good to get outside" (Participant 

D), jokes, and general happiness were coded similarly. However, self-esteem is more 

subjective in nature. One of the items on the instrument asks participants how often they 

feel confident. Statements in which a participant shared knowledge, assertively identified 

plants or flowers, or expressed some sort of satisfaction with themselves were 

categorized as self-esteem. Based on the amount of items coded for these two domains it 

can be inferred that the opportunity to share knowledge and humor can positively impact 

quality of life for Participants A and D. 

The domains of belonging and negative affect were not coded nearly as frequently 

as the others. In regards to belonging, much of the conversations didn't lend themselves 

to opportunities to discuss this domain. The related items on the instrument are useful, 

lovable and liked by people. Neither Participant A or D spoke much about anything 

related to these concepts. At times there was mention of a spouse or family member, but 

not frequently. This is just the opposite of Participant C who spoke very frequently about 

friends and family. 

Regarding the domain of negative affect, participants infrequently mentioned 

anything related to items that could be coded as such. When they did, statements seemed 

to be related to memory and/or aging issues, such as "my vision isn't all that great," 

(Participant D) or "I must be getting hard of hearing... I know I have a problem, but I 
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didn't think it was very big yet," (Participant A). The sporadic statements regarding 

negative affect matches the participants' overall views of their quality of life, which were 

rated as 'good' during both pre and post tests. 

Another important observation is how these results correspond with what quality 

of life meant to the participants. In chapter four the consistency of their responses during 

pre and post interviews is presented. It also appears that what they found to be important 

or having an impact on their quality of life is what they were observed and coded more 

frequently as during the outdoor sessions. For example, Participant C, although she only 

participated in one outdoor session, made it apparent during our conversation how 

important her family was. For her, belonging was coded much more frequently during 

that one session than the other two participants. Participant D spoke about music during 

each interview, as well as the ability to make things. These could be considered 

aesthetics, self-esteem and positive affect/humor, all domains in which he was coded 

frequently. The same can be observed for Participant A, who shared that being happy, 

satisfied and keeping up the house as she wants are all important to her quality of life. 

She was coded frequently in the domains of aesthetics and self-esteem, which goes back 

to what she had identified as important. 

A limitation mentioned earlier in the chapter regarding the manner of the 

participants' interactions having an effect is relevant to these qualitative results. 

Generally, it was not explicitly stated by participants whether it was their interactions 

with nature and the outdoors or their interactions with me that were having an effect on 

our discussions during the outdoor sessions. It is unknown whether nature, time, or other 

confounding variables were affecting this due to design variables. 
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Implications 

Although these results do not show that outdoor education activities had an 

overwhelming effect on quality of life for these individuals, there are some implications 

stemming from the data and observations. The results cannot be generalized or applied to 

others, but there are a few things that can be understood from them. The following 

implications and recommendations are specific to adult day service programs. 

1. Quality of life can be considered long-term and short-term. The outdoor 

education activities in this study seemed to have had a greater impact on the short-

term quality of life for the individuals, but not as much on the long-term. This 

implication is based on the fact that the overall scores for QOL were exactly the 

same from pre to post, and there was not a significant difference between the 

mean scores of QOL domains from the pre to the post interviews. However, 

based on qualitative data, there were positive impacts on quality of life during the 

outdoor education activities for Participants A and D. For example, when 

Participant A stated "I just love being out in the flowers and yards and grass and 

trees," it can be assumed that this experience positively impacted her short-term 

quality of life. 

2. Based on the small sample size, this study implies some difficulty in reaching out 

to individuals living with similar conditions, such as mild to moderate stages of 

dementia and attending an adult day program. Therefore, this type of treatment 

could be difficult to replicate on a larger scale. 

3. What individuals value and find important enough to impact their quality of life 

throughout their life, may continue to be influential as they age. This is not a new 
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theory as Reker, Peacock, and Wong (1987) and Wong (1989) have already 

documented the psychological significance of having meaningfulness in life. 

These results do however, in a small way, support the idea that life satisfaction, or 

the perception of positive quality of life, is dependent on this need being met. 

4. I observed similar barriers to providing outdoor education to adults with dementia 

as there are to providing outdoor education to youth or schoolchildren. There is a 

lot to get accomplished in a day, whether it involves treatment activities for those 

with dementia or curriculum for youth. There are not always enough resources 

for programs, especially when it comes to staff, which limits the amount of 

activities that can be offered. In settings such as an adult day program, less staff 

resources mean fewer opportunities for offering activities that can provide these 

short-term improvements in quality of life. This is not to say there aren't 

activities offered that do this, they just may not necessarily be fitting for all 

individuals. 

5. Having the opportunity to experience what one enjoys is a construct of quality of 

life. Outdoor education may function as that construct for some individuals. 

Likewise, other recreational interests may be equally important. For instance, 

music, gardening, family, etc. 

Recommendations 

Similar to the implications, these recommendations are based on the results 

gathered from this study, and are offered for other adult day programs serving individuals 

with dementia. 
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1. Be deliberate. When activities are offered with the intention of improving quality 

of life, offer them in such a way that their purpose is apparent. The purpose of the 

outdoor education activities in this study was to encourage sensory awareness and 

connection to nature. The purpose was met by getting individuals outside 

exploring how their senses were affected and talking about their personal 

connection to nature. 

2. Increase staff and program resources. Hire a staff person whose job it is to take 

people outside. This is important because it provides the interactions and offers 

opportunities to share. Facilities should also provide safe walkways, areas for 

sitting, and engaging gardens. These provide the opportunity for direct 

interaction versus the act of sitting and looking out a window. Direct interactions 

translate into meaningfulness. 

3. It is important for staff members to become aware of what is personally 

meaningful for individuals attending the programs, and then offer some sort of 

outlet or connection for that. It became apparent throughout this study that having 

access to what is meaningful positively affects quality of life. 

4. Individuals attending day programs need the opportunity to speak and interact 

with someone about what is important and interesting to them. Based on 

interactions I had with the participants, it positively affected their quality of life, if 

only in the short term, by being able to share their interests and knowledge with 

another person. 

5. In addition to self-reports, future studies involving outdoor education and 

dementia should include proxy reports from staff working with participants as 



68 

well as whomever the participants are living with. Quality of life is subjective in 

nature, which makes the D-QOL an appropriate instrument because it relies only 

on self-reports. However, including other observations from those close to the 

participant may offer a more well-rounded view of quality of life for individuals 

with dementia. Future studies should also include more participants, more 

diversity of participants (age, gender, background, etc.) and a greater variance of 

activities. 

Conclusion 

This study is by no means conclusive, but it does appear that nature and outdoor 

education offered as a method for improving quality of life have the potential to do just 

that. There continues to be a need for research into alternative methods for improving 

quality of life for individuals with dementia. This study adds to the increasing body of 

knowledge by demonstrating that individuals with dementia who have enjoyed spending 

time in the outdoors in the past will continue to experience a positive effect on their 

quality of life, if only in the short-term. 

In my experience in working with individuals with dementia prior to my research, 

as well as the observations I made throughout this study, I think some of the most 

important things that can be offered are outlets for one's confidence and abilities to shine. 

Dementia, especially in the early and mid stages, can impair one's feelings of self-worth, 

thus decreasing quality of life. These outlets could provide a simple way for something 

positive to happen in their lives each day. Anything from gardening to creating music to 

talking about raising a family, making others laugh, listening to a memory and so on 

would be appropriate. But for those individuals who have always shared a special 
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connection with the outdoors, it is especially important to provide a means for that 

connection to continue into old age. 
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Dementia Quality of Life Instrument 
(DQOL) 

Name Date 

TEST QUESTIONS 
NOTE: It is acceptable for the patient to engage in conversation around the question. More repetition and 
discussion can be expected than when assessing non-demented patients. An effort should be made to make the 
patient feel relaxed and comfortable before beginning questions. 

Use scale #1 to ask test questions and questions 1-5. 

DIRECTIONS: (TO BE READ TO PATIENT) 

I am going to ask you some questions about how you have been doing recently. I would like you to use this scale 
to answer the questions that I'm going to ask (Hand patient a full-page copy of scale #1 for them to hold). Before 
we start, I'd like to ask you a couple of practice questions, so that I can explain to you how to use the scale. This 
first scale is about enjoying things. The scale goes from not at all enjoying something, enjoying it a little, enjoying 
it some, enjoying it quite a bit or enjoying something a lot. 

NOTE: Point to each choice as you read it out loud. Additionally, after each question you may repeat the 
choice options if necessary (e.g. for test question #1, please say: "would the person not enjoy the meal at all, 
enjoy the meal a little, enjoy the meal some, enjoy the meal quite a bit, or enjoy the meal a lot?) 

Test 1. 
If I (interviewer point to self) did not enjoy a meal, which choice would I pick to describe how much I enjoyed it? 

correct incorrect 
Test 2. 
If I (interviewer point to self) enjoyed a meal a lot, which choice would I pick to describe how much I enjoyed it? 

correct incorrect 
Test 3. 
If YOU (point to patient) really enjoyed a meal which choice would you pick to describe how much you enjoyed 
it? (NOTE. either option 4 or 5 is acceptable) 

correct incorrect 

NOTE: Do not proceed unless patient gets at least 2 out of 3 test questions correct. 
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

Do not reproduce or translate without the written permission of: 
Dr. Meryl Brod 
The Brod Group 
219 Julia Avenue 

Mill Valley, CA 94941 
415.389.5957 (Phone) 

415.381.0653 (Fax) 
mbrod@thebrodgroup.net 

© November, 1998 

mailto:mbrod@thebrodgroup.net
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DIRECTIONS TO INTERVIEWER: Present the patient with the appropriate scale before asking the group of 
questions for that scale. Ask the first question in the group and then read off (and point to) the answer choices for 
that question. Repeat the scale choices as necessary for subsequent questions. Repeat the item stem for each 
question. 

SCALE #1 
NOTE: Continue with scale #1, and read the following: "Do you have any questions about how to use this 
scale? ...now I am going to ask you some questions about YOU." 

Recently, how much have you enjoyed: 

1. Listening to music 

2. Listening to the sounds of nature (birds, wind, rain) 

3. Watching animals or birds 

4. Looking at colorful things 

5. Watching the clouds, sky, or a storm 

SCALE #2 
NOTE: Read the following: "This next scale is about how often YOU have had certain feelings. The scale goes 
from never to seldom, to sometimes to often, to very often (point to each choice on the scale as you read it off)... 
do you have any questions about how to use the scale?" 

Recently, how often have you felt: 

6. Useful 

7. Embarrassed 

8. Lovable 

9. Confident 

10. Satisfied with yourself 

11. That people liked you 

12. That you've accomplished something 
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Recently, how often have you: 

13. Found something that made you laugh? 

Recently, how often have you felt: 

14. Afraid 

15. Happy 

16. Lonely 

17. Frustrated 

18. Cheerful 

19. Angry 

20. Worried 

21. Content 

22. Depressed 

23. Hopeful 

24. Nervous 

25. Sad 

26. Irritable 

27. Anxious 

28. How often do you joke or laugh with other people? 

29. How often are you able to make your own decisions? 

Optional Overall Item 

SCALE #3 

NOTE: Read the following: "This scale is to rate what YOU think your quality of life is, it goes from bad to 

fair, to good, to very good, to excellent." 

Overall-How would you rate your quality of life? 

Thank you for your time 
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ENJOYED 

1 2 3 4 5 

NOT A LITTLE SOME QUITE A A LOT 
AT ALL BIT 

DQoL111402 Scale #1 
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HOW OFTEN 

1 2 3 4 5 

NEVER SELDOM SOMETIMES OFTEN VERY 
OFTEN 

DQoL111402 Scale #2 
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OVERALL 

1 2 3 4 5 
BAD FAIR GOOD VERY EXCELLENT 

GOOD 

DQoL111402 
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APPENDIX B 

PARTICIPANT INTERVIEW QUESTIONS 
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Participant Interview Questions 

Name 

Date Treatment or Control Group 

I am interested in what things affect how you feel about your life, and would like 
to ask you a few questions about that. 

1. What does quality of life mean to you? 

2. How do you feel about your life right now? 

3. Have things you've recently done changed how you feel about your life? 

4. How do you feel about being outside and doing activities outside? 

5. Can you share a positive memory you have of the outdoors? 
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PERMISSION TO USE THE D-QOL 
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Date: Mon, 16 Nov 2009 12:04:17 -0800 [11/16/2009 02:04:17 PM CST] 

From: "Meryl Brod" <mbrod@thebrodgroup.net> 

To: "'Eva Schmitt'" <eschmitt@ioaging.org>, "'Jamie Aspenson'" 

<aspen018@d.umn.edu> 

Subject: RE: Dementia Quality of Life Instrument 

Part(s): 2 DQoL final version.doc 49 KB 

Download All Attachments (in .zip file) ^ 

1] 1 unnamed 2.20 KB 

Hello Ms. Aspenson, 

Attached is the DQoL. Please feel free to use in your research. 

Regards, 

Meryl 

Meryl Brod, PhD 

President 

The Brod Group 

219 Julia Ave. 

Mill Valley, CA 94941 

Phone: (415) 381-5532 

Fax: (415)381-0653 

www.thebrodgroup.net 

Original Message 

From: Eva Schmitt [mailto:eschmitt@ioaging.org] 

Sent: Monday, November 16, 2009 11:53 AM 

To: Jamie Aspenson; Meryl Brod 

Subject: RE: Dementia Quality of Life Instrument 

Dear Jamie Aspenson, 

Thank you for your interest. I cc'd Dr. Brod with this email. You may ask 

her directly. 

Thanks, 

-Eva 

mailto:eschmitt@ioaging.org
mailto:aspen018@d.umn.edu
https://wm1.d.umn.edu/horde3/services/download/?module=imp&thismailbox=Mail%2Fmbox.20100115&mailbox=Mail%2Fmbox.20100115&index=99&actionID=download_attach&id=2&mimecache=cf0ce661ce1ffd97a708b8e6c3d1744d&fn=%2FDQoL%2520final%2520version.doc
https://wm1.d.umn.edu/horde3/services/download/?module=imp&thismailbox=Mail%2Fmbox.20100115&mailbox=Mail%2Fmbox.20100115&index=99&actionID=download_attach&id=1&mimecache=cf0ce661ce1ffd97a708b8e6c3d1744d&fn=%2Funnamed
http://www.thebrodgroup.net
mailto:eschmitt@ioaging.org
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APPENDIX D 

DOMAINS FOR QUALITY OF LIFE IDENTIFIED IN THE D-QOL 
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Sense of Aesthetics 
• Listening to music 
• Listening to the sounds of nature 
• Watching animals or birds 
• Looking at colorful things 
• Watching the clouds, sky, or a storm 

Belonging 
• Useful 
• Lovable 
• That people liked you 

Negative Affect 
• Embarrassed 
• Afraid 
• Lonely 
• Frustrated 
• Angry 
• Worried 
• Depressed 
• Nervous 
• Sad 
• Irritable 
• Anxious 

Self-Esteem 
• Confident 
• Satisfied with yourself 
• That you've accomplished something 
• Able to make your own decisions 

Positive Affect/Humor 
• Found something that made you laugh 
• Happy 
• Cheerful 
• Content 
• Hopeful 
• Joke or laugh with other people 
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