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Abstract:

 This study aimed to investigate the effects of a two-day forest therapy program on individuals with chronic widespread pain. Sixty one employees of a public organization providing building and facilities management services within the Seoul Metropolitan area participated in the study. Participants were assigned to an experimental group (n = 33) who participated in a forest therapy program or a control group (n = 28) on a non-random basis. Pre- and post-measures of heart rate variability (HRV), Natural Killer cell (NK cell) activity, self-reported pain using the visual analog scale (VAS), depression level using the Beck Depression Inventory (BDI), and health-related quality of life measures using the EuroQol Visual Analog Scale (EQ-VAS) were collected in both groups. The results showed that participants in the forest therapy group, as compared to the control group, showed physiological improvement as indicated by a significant increase in some measures of HRV and an increase in immune competence as indicated by NK cell activity. Participants in the forest therapy group also reported significant decreases in pain and depression, and a significant improvement in health-related quality of life. These results support the hypothesis that forest therapy is an effective intervention to relieve pain and associated psychological and physiological symptoms in individuals with chronic widespread pain.
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1. Introduction


In 1990, the American College of Rheumatology defined chronic widespread pain (CWP) as a condition in which pain is present for three months or more in at least five parts of the body. These parts comprise of the spine, and all quadrants that are defined by an axis through the waist and an axis through the spine [1]. The etiology of CWP is unknown. Besides the experiencing of musculoskeletal pain felt throughout the body, this condition is often associated with both physical and psychological problems including anxiety, depression, fatigue, sleep problems, and lower quality of life [2,3]. Internationally, the prevalence of CWP is reported to be 10%–14% of the world’s population, and is known to be more common in women than in men [4].



Pain, which is an unpleasant sensation or emotional experience, has not received as much attention from researchers as other symptoms. This is because pain is a subjective experience, so it is difficult to quantify, and it is commonly thought that pain does not directly threaten human life [5,6]. However, pain causes inconvenience in daily life and thus can interfere with economic and social activities. As more and more emphasis and value has been put on quality of life recently, the treatment and management of pain has been receiving increased attention as well [7,8,9,10].



In Korea, the number of patients experiencing CWP and the costs associated with this condition is increasing each year [11,12]. In the case of the United Kingdom, it has been reported that medical expenses spent on CWP are similar to expenses spent on major diseases including cancer, cardiovascular diseases, and diabetes. It is estimated that associated costs due to the loss of work productivity amount to tens of billions of pounds [13]. Thus, CWP has become an ailment that can no longer be neglected.



Until now, commonly used pain treatment methods have included pharmotherapy, exercise, psychological treatment, surgery, and complementary and alternative medicine [14,15,16]. Among these methods, psychological treatment has been most commonly used to effectively treat CWP. According to past studies on CWP, psychologically-focused multidisciplinary treatment is known to be effective in alleviating negative emotions that are associated with pain [2,13,15]. One of the reasons why a psychologically-focused approach is effective is that the cause of CWP is etiologically unclear, and the physical and psychological deterioration resulting from experiencing pain for three months or more requires treatment approaches from diverse perspectives. Additionally, as already mentioned, pain is associated with unpleasant sensations or negative emotional experiences, and thus deeply related to human emotions. As pain is a subjective phenomenon by nature, psychological approaches can be relevant [17]. Results from the past studies show that psychological interventions such as cognitive behavioral treatment have an important role in the treatment of CWP.



Psychological interventions seem to be effective in diminishing pain and comorbid psychological problems of CWP, because they induce changes in the perception of pain [14,15,17,18]. A physical activity component would be a useful addition to standard treatments for an individual to gain a sense of control about pain and to reduce tension from nervous system which can co-occur with the exacerbation of pain [13,14].



Forest therapy which utilizes psychological approaches and appropriate physical activities in a natural environment to improve pain and comorbid psychological complications may be a useful resource for treatment of CWP [16,19]. Currently, an increasing number of studies are providing evidence for the effectiveness of forest therapy in various psychological and physical symptoms. Forest therapy has been shown to be effective in providing physical relaxation, soothing anxiety, and relieving depression symptoms as well as activating the parasympathetic nervous system. It has also been shown to have positive effects on neurocognitive functioning and emotion [20,21,22]. With continued publications of such studies, forest therapy has gained increasing recognition as an intervention method based on scientific evidence [23,24,25].



In the current research, we evaluated the effectiveness of a forest therapy program that was specifically designed for patients with CWP. The overall aim of the program is to provide psycho-education regarding pain management and to enhance motivation for long-term lifestyle changes. The two-day program consists of educational and various guided physical activities in the forest based on cognitive behavioral therapy, mindfulness-based meditation, savoring natural olfactory and auditory stimuli, relaxation, and music therapy.



Forest therapy consists of various factors including a psychological approach, physical activity, and the provision of a safe and restorative environment in which an individual can independently experience cognitive change. We hypothesized that, forest therapy is an effective treatment method for CWP, a condition that requires a multidisciplinary treatment approach.




2. Materials and Methods


2.1. Participants and Design


Study participants were full-time employees (age 25–49) from a public organization that provided management for buildings and facilities in the Seoul Metropolitan area who were experiencing CWP. Approval for the study was obtained from the Inje University Seoul Paik Hospital Institutional Review Board (IRB: IIT-2014-168) prior to initiating the study. Three trials were conducted for this study. Each trial was conducted with a different group of participants, with each participant only taking part in one of three trials. An initial survey with questions about pain level was administered to the employees to recruit participants. Moreover, willingness to participate in the forest therapy was obtained from an initial survey. Inclusion criteria for this study were: pain is present for three months or more in at least five tender points, full-time employee with no history of psychiatric disorder, female participants who had not yet begun menopausal transition, and no history with severe allergic reaction exposed by forest environment.



For the first trial, 268 employees were surveyed from 2 May 2014 to 9 June 2014. For the second trial, 283 employees were surveyed from 21 August 2014 to 5 September 2014. For the third trial, 127 employees were surveyed from 14 July 2015 to 28 August 2015. During recruitment, participants were clearly informed about the study purpose and procedure.



A rheumatologist was then consulted to identify eligible candidates who met the inclusion criteria and were willing to participant in forest therapy for the study purpose. Those who agreed to participate were then selected as study participants who gave full-written consent for taking part in the first (experimental group n = 11, control group n = 11), second (experimental group n = 13, control group n = 8) trial, and third (experimental group n = 9, control group n = 9) experiments.



As all the participants are working in a same company of whom the occupational roles are similar, these two groups seemed to share many characteristics in common. While recruiting the control group, we tried to achieve a 1:1 match in terms of age and gender distribution.



An overview of the demographic data as well as duration of suffering pain is shown in Table 1. Overall, the experimental and control groups were quite comparable, and there were no significant differences except age and hours of sleep in the demographic data.



Table 1. Demographic characteristics and pain measurements in an experimental and control group.



	
Parameter

	
Mean (Standard Deviation)

	
p




	
Experimental Group

	
Control Group






	
Total sample number

	

	
33

	
28

	




	
Sex

	
Male

	
16

	
10

	
0.315




	
Female

	
17

	
18




	
Age (years)

	

	
41.6 (6.5)

	
37.5 (8.4)

	
0.035 *




	
Height (cm)

	

	
166.8 (8.2)

	
165.4 (8.0)

	
0.507




	
Weight (kg)

	

	
66.7 (14.6)

	
63.21 (13.5)

	
0.341




	
Smoking

	
Yes/No

	
10/23

	
5/23

	
0.232




	
Drinking

	
Yes/No

	
21/10

	
20/8

	
0.759




	
Working Type

	
Day work

	
27

	
25

	
0.443




	
Two shifts

	
3

	
3




	
other

	
3

	
0




	
Working hours

	

	
8.3 (0.7)

	
8.6 (1.0)

	
0.167




	
Economic status

	
Fair

	
21

	
19

	
0.730




	
poor

	
12

	
9




	
Sleep duration (hours per day)

	

	
5.9 (1.1)

	
6.5 (0.9)

	
0.038 *




	
Duration of suffering pain (month)

	
3 months or less

	
3

	
7

	
0.504




	
3–6 months

	
4

	
3




	
6–12 months

	
9

	
5




	
12–24 months

	
4

	
2




	
24 months or more

	
13

	
11








Note: * p < 0.05.








This study did not account for the possible impact of menstrual cycle, which may influence participating female in terms of immunity, chronic pain and autonomic activity.




2.2. Experimental Treatment


The three forest therapy camps were held at the Saneum Natural Recreation Forest in Yangpyeong county of Gyeonggi Province. Saneum Natural Recreation forest is located at the base of Danwol-myeon Saneum-ri Bongmisan Mountain. This forest is very lush and the valley boasts spectacular views. The list of trees includes pine, oak, and maple (See Figure 1). The weather on the days of this study was sunny, and the average temperatures were 20.35 ± 2.4 °C in the forest environment, 22.2 ± 1.2 °C in the urban environment. The average humidity was 61.1% ± 18.9%, the average speed of wind was 1.01 ± 0.26 m/s and the average sunshine duration was 6.33 ± 2.4 h per day in the forest environment, whereas in the urban environment, the average humidity was 61.1% ± 18.9%, the average speed of wind was 2.05 ± 0.45 m/s and the average sunshine duration was 6.97 ± 4.14 h per day.


Figure 1. Impressions of therepeutic activities in the forest environment. Photographs courtesy of Haejung Kim.
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Each forest therapy camp lasted two days. During those two days, the participants engaged in various indoor and outdoor activities aimed at providing relaxation, refreshment, and attention restoration. The activities were supervised by a professional team consisting of one psychiatrist, one rheumatologist, one forest guide, and one forest therapist.




2.3. Physiological Indices


Physiological assessments included cardiac measures and natural killer (NK) cell activity. Heart rate and its variability (HRV) is a physiological marker that provides an outlook on sympathetic and parasympathetic nervous system functioning [26]. As for the sympathetic activation, the measures of HRV are accompanied by increase in Heart Rate (HR) and decrease standard deviation of normal to normal intervals (SDNN) and Total Power (TP). However in return, activation of parasympathetic activity reflects decrease in HR and increase in SDNN and TP. Participants were fitted with a long-term electrocardiogram (ECG) R-R interval (RRI) T-REX® (Monitor and Care; Taewoong Medical, Gyeonggi do, Korea) recorder and a customized electrocardiography electrode to measure HRV continuously during the entire experimental period. Resting coherence ratio measurement was used to collect 10 min of heart-rhythm data after 10 min resting periods in a sitting position to monitor participants’ pre- and post- results. Participants were restricted from consuming coffee, tea, or other caffeinated beverages during one-hour prior to the baseline and end point measurements. Cigarettes were also restricted for a minimum of 30 min before the recording. General measures including heart rate and specific measures of HRV such as standard deviation of normal to normal intervals (SDNN) and total power (TP) were analyzed to assess autonomic arousal and ANS function [27,28].



Cytotoxic activity of NK cells was determined using the NK Vue-Kit® (ATgen, Sungnam, Korea). NK cell activity is an immunological marker that effected by various psychological conditions [29]. 10 mL of whole blood was collected using BD Vacutainer® heparin N1 tubes. 1 mL of whole blood was incubated for 24 h, at 37 °C, under 5% carbon dioxide (CO2) with indicated dose of Promoca® and 1 mL of RPMI 1640 media. Cell-free supernatants were harvested, and NK cell activity levels were determined according to manufacturer’s protocols [30].




2.4. Psychological Indices


Self-reports of pain and other psychological indices were obtained via a written questionnaire, which was administered during the pre- and post-measurements. Pain was measured on a Visual Analog Scale for Pain (VAS Pain), with scores ranging from 0 = least possible pain to 10 = worst possible pain [31]. Participants also filled out the Beck Depression Inventory (BDI), with scores ranging from 0–13 = minimal depression, 14–19 = mild depression, 20–28 = moderate depression to 29–62 = severe depression [32,33], and the EuroQol Visual Analog Scale (EQ-VAS) [34] a measure of health related quality of life, with scores ranging from 0 = worst imaginable health state to 100 = best imaginable health state. The questionnaire also included questions on demographic variables like gender, age, and education level.




2.5. Procedure


The first camp was held from 19 to 20 June in 2014, the second from 18 to 19 September in 2014 and the third from 21 to 22 September in 2015. The first day started with pre-test measurements at Inje University Seoul Paik Hospital in the urban environment. After the HRV recorder was fitted, the participants filled out questionnaires with psychological indices, and blood samples were collected for NK cell activity. After a two-hour drive to the forest and a lunch, the program started with walking and therapeutic activities in the forest. The evening program of the first day consisted of indoor music therapy and a psychoeducation on coping with pain and stress. Participants stayed overnight at the lodge in the Saneum Natural Recreation Forest. The morning program of the second day consisted of bodily exercises and mindfulness-based meditation in the forest. After lunch, the program ended with post-test measurements with identical sequences to the pre-test in the Saneum Natural Recreation forest auditorium. See Table 2 for a detailed overview of the forest therapy program. Participants in the control group were asked to come to Inje University Seoul Paik Hospital twice on two consecutive days on the weekend to engage in an identical set of pre- and post-measurements. At the time of the study, the control group was not engaged in any psychological or therapeutic treatments for CWP. The control group was instructed to perform usual weekend routines except visiting natural environments such as urban parks or forest environments. Moreover the control group was instructed not to conduct either heavy loads of domestic or occupational work during the enrollment in this study. The data were obtained from the control group no further than three weeks away from the experimental sessions.



Table 2. Forest therapy camp program.



	
Time

	
Program

	
Location






	
Day 1

	

	




	
09:00–11:00

	
Orientation and Pre-test

	
Seoul Paik Hospital (Indoors)




	
11:00–13:00

	
Going to forest




	
13:00–14:00

	
Lunch

	
Saneum Natural Recreation Forest (Outdoors)




	
14:00–16:00

	
Walk in the forest and forest activities




	
16:00–17:30

	
Free time




	
17:30–19:00

	
Dinner




	
19:00–20:00

	
Music therapy

	
Saneum Natural Recreation Forest Auditorium (Indoors)




	
20:00–21:00

	
Psychoeducation: Coping with pain and stress

	




	
Day 2

	

	
Saneum Natural Recreation Forest (Outdoors)




	
08:30–09:30

	
Breakfast

	




	
09:30–11:00

	
Stimulation bodily exercise

	




	
11:00–11:30

	
Mindfulness-based meditation

	




	
11:30–12:30

	
Herbal tea time

	




	
12:30–13:30

	
Lunch

	




	
13:30–15:00

	
Post-test

	
Saneum Natural Recreation Forest Auditorium (Indoors)











2.6. Statistical Analyses


All statistical analyses were performed using SPSS 21.0 (IBM corporation, Armonk, NY, USA). First of all, chi-square test and the independent t-test were used to test for possible differences between two groups at baseline. Differences between the experimental and control groups were analyzed with Repeated Measures ANOVA with time of measurement (pre, post) as a within factor and group (experimental, control) as a between-subjects factor. Post-hoc analyses of differences between pre- and post-measurements within groups were conducted with paired sample t-tests. In case of baseline differences, additional analysis of covariance (ANCOVA) were conducted on the post-test measures with group (experimental, control) as a between-subjects factor and the baseline values as covariates.





3. Results


3.1. Physiological Measures


Table 3 provides an overview of the mean scores on all physiological measures in the two groups at the two times of measurements. A series of t-tests revealed that there were significant baseline differences in HR and NK cell activity between the experimental and the control group, in such a way that HR and NK cell activity were higher in the control than in the experimental group, p < 0.05. For the other physiological measures (SDNN, TP) there were no significant differences between the experimental and control groups at baseline.



Table 3. Comparison of physiological variables pre-post test between experimental and control group.



	
Variable

	
Sub-Factor

	
Group

	
Mean (Standard Deviation)




	
Pre Test

	
Post Test

	
t

	
p






	
ECG

	
SDNN

	
Experimental (n = 32)

	
51.86 (19.55)

	
73.50 (29.17)

	
−4.959

	
0.000 ***




	
Control (n = 26)

	
60.60 (21.37)

	
53.43 (19.90)

	
2.643

	
0.014 *




	
TP

	
Experimental (n = 32)

	
2645.43 (1898.77)

	
5244.58 (4185.12)

	
−3.977

	
0.000 ***




	
Control (n = 26)

	
80.98 (8.06)

	
77.59 (7.55)

	
2.467

	
0.021 *




	
HR

	
Experimental (n = 32)

	
77.09 (6.30)

	
76.21 (6.23)

	
1.102

	
0.279




	
Control (n = 26)

	
80.98 (8.06)

	
77.59 (7.55)

	
2.467

	
0.021 *




	
NK cell

	
Experimental (n = 33)

	
604.20 (754.92)

	
1131.56 (990.29)

	
−5.391

	
0.000 ***




	
Control (n = 28)

	
1067.16 (908.15)

	
1194.80 (996.99)

	
−1.715

	
0.098








Note: ECG: electrocardiogram, SDNN: standard deviation of normal to normal intervals, TP: Total Power, HR: Heart Rate, NK cell: Natural Killer cell, * p < 0.05, *** p < 0.001.








Repeated measures analysis of the SDNN data showed a significant main effects of time, F = 7.10, p = 0.01, ηp2 = 0.11. This main effect was however qualified by a significant interaction effect between time and group on SDNN, F = 28.16, p = 0.000, ηp2 = 0.34. As illustrated in Figure 2, there was a strong and significant increase in SDNN within the experimental group, p = 0.000, favoring a relaxation response and improvement of ANS function, while there was a small but significant decrease in SDNN in the control group, p = 0.014.


Figure 2. Effect on forest therapy on SDNN.
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The TP data also showed a significant main effects of time, F = 5.90, p = 0.018, ηp2 = 0.10, which was qualified by an interaction by time and group, F = 16.43, p = 0.000, ηp2 = 0.23. As illustrated in Figure 3, there was a strong and significant increase in TP within the experimental group, p = 0.000, while there was a small decrease in TP in the control group which was not significant, p = 0.097. Thus, consistent with our hypotheses, both measures of HRV (SDNN and TP) suggest that participation in forest therapy leads to significant increases of heart rate variability and enhanced cardiac autonomic activity, which suggests a relaxation response of participants.


Figure 3. Effect of forest therapy on TP.
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HR data showed main effects of time, F = 7.88, p = 0.007, ηp2 = 0.12, and group, F = 2.44, p = 0.12, ηp2 = 0.04, indicating that, on average, HR decreased from pre- to post measurement, and was higher in the control group than in the experimental group. As illustrated in Figure 4, there was a marginally significant interaction effect between time and group on HR, F = 2.73, p = 0.10, ηp2 = 0.05, indicating that HR was significantly decreased within the control group, p = 0.021, while it did not change in the experimental group, p = 0.279.


Figure 4. Effects of forest therapy on HR.
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NK cell activity generally increased from pre- to post measurement, as indicated by a significant main effect of time F = 26.83, p = 0.000, ηp2 = 0.31. This increase in NK cell activity differed significantly between the two groups, as indicated by a significant interaction between time and group, F = 9.99, p = 0.002, ηp2 = 0.15. As illustrated in Figure 5, participants in the forest therapy group showed a significantly bigger increase in NK cell activity than participants in the control group, which was consistent with the hypotheses.


Figure 5. Effect of forest therapy on NK cell activity.
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3.2. Psychological Measures


Table 4 provides an overview of the mean scores on all psychological measures in the two groups at the two times of measurements. A series of t-tests revealed that there were no significant baseline differences in self-reported pain (VAS Pain), depression (BDI), and health-related quality of life (EQ-VAS) between the experimental and the control group, p > 0.16.



Table 4. Comparison of psychological variables pre/post test between experimental and control group.



	
Variable

	
Group

	
Mean (Standard Deviation)




	
Pre Test

	
Post Test

	
t

	
p






	
VAS Pain

	
Experimental (n = 33)

	
4.94 (1.62)

	
3.26 (1.69)

	
6.681

	
0.000 ***




	
Control (n = 28)

	
4.63 (1.92)

	
4.30 (2.10)

	
1.185

	
0.246




	
BDI

	
Experimental (n = 33)

	
15.06 9.43)

	
8.12 (7.05)

	
6.869

	
0.000 ***




	
Control (n = 28)

	
14.64 (9.67)

	
12.32 (9.99)

	
2.601

	
0.015 *




	
EQ-VAS

	
Experimental (n = 33)

	
62.88 (16.78)

	
76.09 (16.34)

	
−7.798

	
0.000 ***




	
Control (n = 28)

	
57.21 (23.14)

	
56.75 (24.35)

	
0.148

	
0.884








Note: BDI: beck depression inventory, * p < 0.05, *** p < 0.001.








Repeated measures analysis of the VAS Pain data showed a main effect of time, F = 29.27, p = 0.000, ηp2 = 0.33, which was qualified by a significant interaction with group, F = 13.50, p = 0.001, ηp2 = 0.19. As illustrated in Figure 6, participants of the forest therapy program reported a significant decrease in pain from pre- to post measurement, p = 0.000, while this decrease was small and non-significant in the control group, p = 0.25.


Figure 6. Effect of forest therapy on the Visual Analog Scale for Pain (VAS Pain), with scores ranging from 0 = least possible pain to 10 = worst possible pain.
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Also, repeated measures analysis of the BDI data showed a main effect of time, F = 45.62, p = 0.000, ηp2 = 0.44, which was qualified by a significant interaction with group, F = 11.34, p = 0.001, ηp2 = 0.16. As illustrated in Figure 7, participants of the forest therapy program reported a significant decrease in depression from pre- to post measurement, p = 0.000, while this decrease was significant in the control group, p = 0.015.


Figure 7. Effect of forest therapy on depression, measured by BDI, with scores ranging from 0–13 = minimal depression, 14–19 = mild depression, 20–28 = moderate depression to 29–62 = severe depression.
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Regarding health-related quality of life, measured by EQ-VAS, there were significant main effects of time, F = 13.82, p = 0.000, ηp2 = 0.19, and group F = 6.53, p = 0.013, ηp2 = 0.1, which were qualified by an interaction by time and group, F = 15.91, p = 0.000, ηp2 = 0.21. As illustrated in Figure 8, there was a significant increase in EQ-VAS within the experimental group, p = 0.000, while EQ-VAS did not change in the control group, p = 0.88. Thus, consistent with our hypotheses, participation in forest therapy can lead more beneficial effects to human health in reducing subjective pain and depression, improving health-related quality of life, and enhancing ANS function and immunity than doing nothing.


Figure 8. Effect of forest therapy on health-related quality of life, measured by EQ-VAS, with scores ranging from 0 = worst imaginable health state to 100 = best imaginable health state.
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HR data showed main effects of time, F = 7.88, p = 0.007, ηp2 = 0.12, and group, F = 2.44, p = 0.12, ηp2 = 0.04, indicating that, on average, HR decreased from pre- to post measurement, and was higher in the control group than in the experimental group. As illustrated in Figure 4, there was a marginally significant interaction effect between time and group on HR, F = 2.73, p = 0.10, ηp2 = 0.05, indicating that HR was significantly decreased within the control group, p = 0.021, while it did not change in the experimental group, p = 0.279. Additional ANCOVA analyses revealed that there were no differences at post-test between the experimental and control groups while controlling for baseline differences, F = 0.59, p = 0.45, ηp2 = 0.01.



NK cell activity generally increased from pre- to post measurement, as indicated by a significant main effect of time F = 26.83, p = 0.000, ηp2 = 0.31. This increase in NK cell activity differed significantly between the two groups, as indicated by a significant interaction between time and group, F = 9.99, p = 0.002, ηp2 = 0.15. As illustrated in Figure 5, participants in the forest therapy group showed a significantly bigger increase in NK cell activity than participants in the controlgroup, which was consistent with the hypotheses. Additional ANCOVA analyses revealed that, controlling for baseline differences, there was significantly more NK cell activity at the post-test in the experimental than in the control group, F = 10.06, p = 0.002, ηp2 = 0.15.





4. Discussion


This study aims to understand the physiological and psychological effects of forest therapy on adults who suffer from CWP, a pain condition with a range of disabling symptoms and substantial negative social and economic impacts. Three separate occasions of forest therapy camps were conducted to relieve pain and resolve secondary physiological symptoms and psychological problems (i.e., depression and decreased health-related quality of life) related to pain. Pre- and post- values for a control group were measured for comparison.



Consistent with the hypotheses, participants of the forest therapy program, as compared to a control group, showed more physiological relaxation as indicated by a bigger increase in HRV (as measured by SDNN and TP) as well as an enhanced immune competence as indicated by a stronger increase in NK cell activity. Participants in the forest therapy group also reported stronger decreases in pain and depression, and stronger increases in health-related quality of life, than participants in the control group. Thus, the findings of the present research add to the evidence-base for health benefits of forest therapy [35,36,37] and confirm its relevance and clinical importance for patients with CWP, a patient group that has thus far received no attention from research on forest therapy.



The results from the present research do not provide insights into the components of forest therapy that contribute to its positive effects on CWP. Previous research suggests that therapeutic elements of forest environments including sound of gentle birds and water stream, smell of phytoncides (various bactericidal substances obtained from plants) of a forest, scenery of colorful nature, touch of fresh air, and taste of forest products are basic contributors to restorative and invigorating effects of forest therapy [38,39]. In addition, forest therapy provides opportunities to avoid conflicts from strong internal and external stimuli in urban environments and ensures a safe space other than the stimuli in various forest environments to awaken the senses [38]. It is also likely that the activities that were offered in forest therapy program, such as mindfulness-based mediation, walking, and other activities promoted more stable changes in ANS functioning, anxiety, anger, fatigue, and depression, and thereby added to the effects of the natural environment [20,21,24,35,40].



Moreover, there were clear differences between the forest therapy group and the control group. Therefore, it can be suggested that a forest environment and forest therapy program improve the health status and health-related quality of life among CWP patients. This finding is consistent with the results of studies showing that frequent users of a forest environment showed higher ANS function and psychological restoration than a comparison group using it at a lower frequency [21].



In sum, there is no precedent research of forest therapy on CWP. However, in the application of mindfulness based meditation on chronic back pain [41], the medium size of effect was found for health-related quality of life, depression and pain perception, whereas the large size of effect was found for health-related quality of life in this study. Thus, the effect sizes found in this study are quite compatible to the effects sizes reported in other studies on comparable pain-therapies.



However, we fully acknowledge the limitations of this study. The first limitation is that it may not be possible to generalize the results to all patients with CWP. As the participants were recruited from workers in a public service organization, most of the participants showed moderate levels of pain symptoms. More severe patients who cannot maintain a full-time job were not included in this study. As some patients with CWP tend to suffer from a chronic course and notoriously widespread multiple tender points, the period of one over-night therapy weekend might be insufficient for more severe patients with CWP. Careful consideration should be given to the implementation of forest therapy for people with severe symptoms who have difficulty in social and family life due to CWP.



Secondly, we could not measure the long-term effects of the forest therapy program. Further research on the longitudinal effect of forest therapy after returning to daily routine and the need of booster sessions needs to be conducted via a follow-up study. In addition, the effects of exposure to the forest environment and the therapeutic activities could not be distinguished in this study. By including more active control groups that receive similar therapy in a non-natural environment future research might be able to gain more insight into the contribution of the forest environment to the beneficial effects of forest therapy.



Thirdly, there were some limitations in the process of random assignment which may have weakened the internal validity of the study, including potential non-equivalence of groups at pre-test (i.e., on variables not assessed).



Fourthly, we did not measure individual effects and weights of each therapeutic treatments included in the forest therapy program. We hope that this study may open up further studies of comparing individual therapeutic treatments performed in the forest environment.



Lastly, the control group in the study was a waiting list control and did not engage in any type of therapy; therefore, the study does not speak to whether forest therapy is better than other therapies. We also cannot exclude the possibility that the result of this study might be partly due to a placebo effect resulting from positive expectations and beliefs about the positive effects of the forest therapy.




5. Conclusions


The results indicate that forest therapy can help to improve psychological and physiological symptoms of chronic widespread pain for which clear therapeutic methods have yet to be provided. This study may thereby contribute to promoting individual health and forming a healthy culture by proposing forest therapy as a means of managing and improving pain and physical and mental stability with pleasant individual activities.







Acknowledgments


This study was carried out with the support of “Forest Science & Technology Projects (Project No. S111115L020100)” provided by Korea Forest Service.




Author Contributions


Jin-Woo Han and Han Choi both contributed to the study design, data acquisition, statistical analysis, interpretation of the results, and manuscript preparation. Yo-Han Jeon contributed to data acquisition and statistical analysis. Jong-Min Woo and Chong-Hyeon Yoon contributed to the study design and interpreting the results. Won Kim took the lead of all the research processes and specifically contributed to the study design, interpretation of the results, and manuscript preparation. All authors contributed to the final editing and approval of this manuscript.




Conflicts of Interest


The authors declare no conflict of interest.




References


	1. 
Wolfe, F.; Smythe, H.A.; Yunus, M.B.; Bennett, R.M.; Bombardier, C.; Goldenberg, D.L.; Tugwell, P.; Campbell, S.M.; Abeles, M.; Clark, P.; et al. The American college of rheumatology 1990 criteria for the classification of fibromyalgia. Arthr. Rheum 1990, 33, 160–172. [Google Scholar] [CrossRef]

	2. 
De Rooij, A.; van der Leeden, M.; Roorda, L.D.; Steultjens, M.P.M.; Dekker, J. Predictors of outcome of multidisciplinary treatment in chronic widespread pain: An observational study. BMC Musculoskelet. Disord. 2013, 14. [Google Scholar] [CrossRef]

	3. 
Davies, K.A.; Macfarlane, G.J.; Nicholl, B.I.; Dickens, C.; Morriss, R.; Ray, D.; McBeth, J. Restorative sleep predicts the resolution of chronic widespread pain: Results from the EPIFUND study. Rheumatology 2008, 47, 1809–1813. [Google Scholar] [CrossRef] [PubMed]

	4. 
Lee, K.H.; Kim, C.H.; Shin, H.C.; Sung, E.J. Clinical characteristics of patients with medically unexplained chronic widespread pain: A primary care center study. Korean J. Fam Med. 2011, 32, 277–284. [Google Scholar] [CrossRef] [PubMed]

	5. 
Sarno, J.E. The mindbody prescription. In Grand Central Publishing; Shin, S.C., Ed.; Springer: Seoul, Korea, 2006; pp. 1–50. [Google Scholar]

	6. 
Glajchen, M. Chronic pain: Treatment barriers and strategies for clinical practice. Med. Pract. 2001, 15, 211–218. [Google Scholar]

	7. 
Schaefer, C.; Mann, R.; Masters, E.T.; Cappelleri, J.C.; Daniel, S.R.; Zlateva, G.; McElroy, H.J.; Chandran, A.B.; Adams, E.H.; Assaf, A.R.; et al. The comparative burden of chronic widespread pain and fibromyalgia in the United States. In Pain Practice; John Wiley & Sons: Hoboken, NJ, USA, 2015. [Google Scholar]

	8. 
Hunfeld, J.A.M.; Perquin, C.W.; Duivenvoorden, H.J.; Hazebroek-Kampschreur, A.A.J.M.; Passchier, J.; van Suijlekom-Smit, L.W.A.; van der Wouden, J.C. Chronic pain and its impact quality of life in adolescents and their families. J. Pediatr. Psychol. 2001, 26, 145–153. [Google Scholar] [CrossRef] [PubMed]

	9. 
Korea Institute for Health and Social Affairs. A Report on the Health Related Quality of Life in Korea; Korea Institute for Health and Social Affairs: Seoul, Korea, 2011. [Google Scholar]

	10. 
Smith, B.H.; Elliott, A.M.; Chambers, W.A.; Smith, W.C.; Hannaford, P.C.; Penny, K. The impact of chronic pain in the community. Fam. Pract. 2001, 18, 292–299. [Google Scholar] [CrossRef] [PubMed]

	11. 
Kim, C.H.; Kim, H.J.; Kim, J.K. Prevalence of chronic widespread pain and fibromyalgia syndrome: A Korean hospital-based study. Rheumatol. Int. 2012, 32, 3435–3442. [Google Scholar] [CrossRef] [PubMed]

	12. 
Korea Institute for Health and Social Affairs. In-Depth Analyses of the Third National Health and Nutrition Examination Survey: The Health Interview and Health Behavior Survey Part; Institute for Health and Social Affairs: Seoul, Korea, 2007. [Google Scholar]

	13. 
Lee, J.; Ellis, B.; Price, C.; Baranowski, A.P. Chronic widespread pain, including fibromyalgia: A pathway for care developed by the British Pain Society. Br. J. Anaesthesia. 2013, 10. [Google Scholar] [CrossRef] [PubMed]

	14. 
Thieme, K.; Flor, H.; Turk, D.C. Psychological pain treatment in fibromyalgia syndrome: Efficacy of operant behavioural and cognitive behavioural treatments. Arthritis Res. Ther. 2006, 8. [Google Scholar] [CrossRef]

	15. 
De Rooij, A.; de Boer, M.R.; van der Leeden, M.; Roorda, L.D.; Steultjens, M.P.M.; Dekker, J. Cognitive mechanism of change in multidisciplinary treatment of patients with chronic widespread pain: A prospective cohort study. J. Rehabil. Med. 2013, 46. [Google Scholar] [CrossRef] [PubMed]

	16. 
Ariene, L.; Lynn, F.M.; Jane, R. Teaching Strategies for Health Education and Health Promotion: Working with Patients, Families, and Communities; Jones and Bartlett Publishers: Burlington, MA, USA, 2009; p. 279. [Google Scholar]

	17. 
Lee, J.; Ellis, B.; Price, A.; Baranowski, A.P. Chronic widespread pain, including fibromyalgia. Br. J. Anaesth. 2014, 112, 16–24. [Google Scholar] [CrossRef] [PubMed]

	18. 
Hansen, G.R.; Streltzer, J. The psychology of pain. Emerg. Med. Clin. N Am. 2005, 23, 339–348. [Google Scholar] [CrossRef] [PubMed]

	19. 
Morimoto, K.; Miyazaki, Y.; Hirano, H. Forest therapy. In Korea Forest Therapy Forum; Lee, S.H., Ed.; Springer: Seoul, Korea, 2006; pp. 1–50. [Google Scholar]

	20. 
Li, Q.; Kawada, T. Effect of forest therapy on the human psycho-neuro-endocrino-immune network. Nihon Eiseigaku. Zasshi. 2011, 66, 645–650. [Google Scholar] [CrossRef] [PubMed]

	21. 
Jung, W.H.; Woo, J.M.; Ryu, J.S.; Han, J.W. The relationship between using forest environment and stress of workers in medical and counseling industries. Korean Inst. Foresty Rec. Welf. 2014, 18, 1–10. [Google Scholar]

	22. 
Gathright, J.; Yamada, Y.; Morita, M. Tree-assisted therapy: Therapeutic and societal benefits from purpose-specific technical recreational tree-climbing programs. Arboricult. Urban. Forestry 2008, 34, 222–229. [Google Scholar]

	23. 
Sung, J.D.; Woo, J.M.; Kim, W.; Lim, S.K.; Chung, E.J. The effect of cognitive behavior therapy-based “forest Therapy” program on blood pressure, salivary cortisol level, and quality of life in elderly hypertensive patients. Clin. Exp. Hypertens. 2012, 34, 1–7. [Google Scholar] [CrossRef] [PubMed]

	24. 
Ochiai, H.; Ikei, H.; Song, C.R.; Kobayashi, M.; Takamatsu, A.; Miura, T.; Kagawa, T.; Li, Q.; Kumeda, S.; Imai, M.; et al. Physiological and psychological effects of forest therapy on middle-aged males with high-normal blood pressure. Int. J. Environ. Res. Public Health 2015, 12, 2532–2542. [Google Scholar] [CrossRef] [PubMed]

	25. 
Kim, W.; Lim, S.K.; Chung, E.J.; Woo, J.M. The effect of cognitive behavior therapy based psychotherapy applied in a forest environment on physiological changes and remission of major depressive disorder. Psychiatry Investig. 2009, 6, 245–254. [Google Scholar] [CrossRef] [PubMed]

	26. 
Friedman, B.H.; Thayer, J.F. Anxiety and autonomic flexibility: A cardiovascular approach. Biol. Psychol. 1998, 49, 303–23. [Google Scholar] [PubMed]

	27. 
Kim, W.; Woo, J.M.; Chae, J.H. Heart rate variability in psychiatry. J. Korean Neuropsychiatr. Assoc. 2005, 44, 176–184. [Google Scholar]

	28. 
Kim, G.M.; Woo, J.M. Determinants for heart rate variability in a normal Korean population. J. Korean Med. Sci. 2011, 26, 1293–1298. [Google Scholar] [CrossRef] [PubMed]

	29. 
Levy, S.; Herberman, R.; Lippman, M.; d’Angelo, T. Correlation of stress factors with sustained depression of natural killer cell activity and predicted prognosis in patients with breast cancer. J. Clin. Oncol. 1987, 5, 348–353. [Google Scholar] [PubMed]

	30. 
Koo, K.C.; Shim, D.H.; Yang, C.M.; Lee, S.B.; Kim, S.M.; Shin, T.Y.; Kim, K.H.; Yoon, H.G.; Rha, K.H.; Lee, J.M.; et al. Reduction of the CD16–CD56(bright)NK cell subset precedes NK cell dysfunction in prostate cancer. PLoS ONE 2013, 8, e78049. [Google Scholar] [CrossRef] [PubMed]

	31. 
Hawker, G.A.; Mian, S.; Kendzerska, T.; French, M. Measures of adult pain: Visual Analog Scale for pain (VAS Pain), Numeric Rating Scale for pain (NRS pain), McGill Pain Questionnaire (MPQ), Short-Form McGill Pain Questionnaire (SF-MPQ), Chronic Pain Grade Scale (CPGS), Short Form-36 Bodily Pain Scale (SF-36 BPS), and Measure of Intermittent and Constant Osteoarthritis Pain (ICOAP). Arthritis Care Res. 2011, 63, 240–252. [Google Scholar]

	32. 
Williams, A.C.; Richardson, P.H. What does the BDI measure in chronic pain. Pain 1993, 55, 259–266. [Google Scholar] [CrossRef]

	33. 
Lee, Y.H.; Song, J.Y. A Study of the reliability and the validity of the BDI, SDS, and MMPI-D Scale. Korean J. Clin. Psychol. 1991, 10, 98–113. [Google Scholar]

	34. 
Obradovic, M.; Lai, A.; Liedqens, H. Validity and responsiveness of EuroQol-5 dimension (EQ-5D) versus Short Form-6 dimension (SF-6D) questionnaire in chronic pain. Health Qual. Life Outcomes. 2013, 11. [Google Scholar] [CrossRef] [PubMed]

	35. 
Shin, W.S.; Shin, C.S.; Yeoun, P.S. The influence of forest therapy camp on depression in alcoholics. Environ. Health Prev. Med. 2012, 17, 73–76. [Google Scholar] [CrossRef] [PubMed]

	36. 
Sung, J.D.; Woo, J.M.; Kim, W.; Lim, S.K.; Chung, A.S. Relationship between blood pressure variability and the quality of life. Yonsei. Med. J. 2014, 55, 374–378. [Google Scholar] [CrossRef] [PubMed]

	37. 
Jung, W.H.; Woo, J.M.; Ryu, J.S. Effect of a forest therapy program and the forest environment on female worker’s stress. Urban. Foresty. Urban. Green. 2015, 14, 274–281. [Google Scholar] [CrossRef]

	38. 
Kaplan, R.; Kaplan, S. The Experience of Nature: A Psychological Perspective; Cambridge University Press: New York, NY, USA, 1989. [Google Scholar]

	39. 
Joung, D.W.; Kim, G.W.; Choi, Y.H.; Lim, H.J.; Park, S.J.; Woo, J.M.; Park, B.J. The prefrontal cortex activity and psychological effects of viewing forest landscapes in autumn season. Int. J. Environ. Res. Public Health 2015, 12, 7235–7243. [Google Scholar] [CrossRef] [PubMed]

	40. 
Song, C.R.; Ikei, H.; Kobayashi, M.; Miura, T.; Taue, M.; Kagawa, T.; Li, Q.; Kumeda, S.; Imai, M.; Miyazaki, Y. Effect of forest walking on autonomic nervous system activity in middle-aged hypertensive individuals: A pilot study. Int. J. Environ. Res. Public Health 2015, 12, 2687–2699. [Google Scholar] [CrossRef] [PubMed]

	41. 
Schmidt, S.; Gmeiner, S.; Schultz, C.; Lower, M.; Kuhn, K.; Naranjo, J.R.; Brenneisen, C.; Hinterberger, T. Mindfulness-based Stress Reduction (MBSR) as treatment for chronic back pain—An observational study with assessment of thalamocortical dysrhythmis. Forsch. Komplement. 2015, 22, 298–303. [Google Scholar]































© 2016 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons by Attribution (CC-BY) license (http://creativecommons.org/licenses/by/4.0/).







media/file4.png
pg/ml 1000

800
600 7 % pre test
400 Opost test
200 7

0

experimental control





nav.xhtml


  ijerph-13-00255


  
    		
      ijerph-13-00255
    


  




  





media/file1.png
msec 100

80
% pre test

60 %
0 2 7 O post test
20

experimental control

N





media/file2.png
msec? 7000

600

500 % pre test
4

3 Opost test

experimental control





media/file7.png
N

000000
00000





media/file5.png
////

66666





media/file3.png
% pre test

Opost test

experimental control





media/file0.png





media/file8.png





media/file6.png
N

00000





