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Our society has become undernourished yet overweight, overly busy and bothered by inconvenience, depressed and in denial, sedentary and obese. The lack of exercise has been associated with a myriad of health issues including heart disease, high cholesterol, stroke, diabetes, and obesity -- which has been increasing at alarming rates due to more sedentary lifestyles as well as the availability and intake of processed foods.  This project explores the practice of one Ph.D. therapist who has incorporated running therapy for the past 30 years and how it has affected his patients. Through personal interviews with the doctor and four of his patients, the researcher explores the concept of moving the therapy scene from the couch in the office and taking it out on the trail.  Exercise is a healthy complement and potential alternative to medications prescribed for some mental illnesses.
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Chapter 1

Statement of the Problem
The Problem 

Despite the well known facts about the benefits of physical exercise on mental health, social workers seem to be one of the missing links regarding encouraging client exercise as a viable approach to the treatment of depression and associated challenges. Rather than looking at our clients’ lifestyles holistically (what we eat, how we respond or react to situations, whether we exercise or not, how stressful our jobs are, etc), we often look to a pill for the quick cure.  In other words, it seems much easier, for patients and health providers, to medicate than to meditate or to exercise.  As a society, we have generally relied on masking symptoms rather than being preventative and proactive by going to the source of issues. 

Background of the Problem

Our fast-paced society has become increasingly reliant on fast or frozen foods, fattening frappucinos, and on-line shopping.  Consequently we have become more sedentary and unhealthy: choosing habits of convenience over pathways of health. As a long term result, our society has become undernourished yet overweight, overly busy and bothered by inconvenience, depressed and in denial, sedentary and obese. The lack of exercise has been associated with a myriad of health issues including heart disease, high cholesterol, stroke, diabetes, and obesity -- which has been increasing at alarming rates due to more sedentary lifestyles as well as the availability and intake of processed foods.  

Not surprisingly, depression (and associated disorders) can exacerbate the healing time for these illnesses. Depression is a major health issue in our society, and so is the treatment for it.  Even though the vast physical and mental health benefits of exercise and balanced nutrition have been well researched and publicized in the last decade, there still seems to be apprehension regarding the true effectiveness of exercise to treat depression, not only among social workers, but even in medical circles. The disinclination of general practitioners to “prescribe” exercise and nutrition as part of their patients’ treatment plans seems however, senseless.  Perhaps some practitioners may be reluctant to move beyond classical modes of treatment for depression due to a general bias towards the standard medical model of prescribing drugs to cure illness and/or an unwillingness to change. As a result, practitioners continue to treat mental illness predominantly with synthetic drugs and/or through referrals to traditional psychotherapy.  Yet, in many cases, these traditional ways are not enough in part because not everyone responds well to synthetic drugs, and even more prevalent is a general reluctance to “see a shrink” to deal with one’s challenges, issues, and struggles.
Research Problem Statement  
Mental illnesses, including mood disorders, are an issue that affects millions of people worldwide.  In fact, clinical depression (major depressive disorder, bipolar disorder, cyclothymia, and dysthymia) affects approximately 13-14 million (2-5%) of Americans annually, according to Austrian (2005) and Kessler, et al (2003). It is estimated that, at some point in their lives, roughly 20% of the U.S. population will experience some degree or form of depression (Waldinger, 1990; cited in Austrian, 2005).  Depression is a bio-psycho-social-environmental disorder that is caused by various factors that might be chemical, cultural, environmental, familial, genetic, physiological, social, or any combination thereof (Austrian, 2005).  Major depression, which is characterized by at least two weeks of persistent depressed mood and no history of mania, and can last anywhere from several weeks to several months, is the most common of the mental disorders.  Austrian noted that mood disorders are the most under treated of all of the mental disorders (Austrian, 2005).  
There are many sources of depression, from poor adrenal functioning to infections including AIDS, mono, syphilis; to medical conditions including diabetes, brain tumors, Parkinson’s disease, liver disease; to certain drugs including tranquilizers and sedatives, anti-histamines, and birth control pills.  Next to coronary disease, depression falls second in the number of days spent either at home or in the hospital, debilitated by the illness (Austrian, 2005). The cost of depression to United States’ employers is nearly $44 billion due to loss of production, which is $31 billion more than any other illness.  This does not include costs related to disability time or any costs related to treatment; the time reflected is the time spent at work with impaired functioning due to depression (Glass 2003, cited in Austrian, 2005).  
Furthermore, $11.7 billion is spent per year in sick days and $7.5 billion in psychiatric intervention which includes hospitalization, medication, and psychotherapy (Austrian, 2005).  Whites and Hispanics are more predisposed to depression than their African-American peers (Narrow, et al 2002 cited in Austrian, 2005). Chronic depression affects women more often and more severely than men, yet rates of depression are higher for people with HIV and AIDS (Perry, 1994 as cited in Austrian, 2005), who typically tend to be males. Depression, left untreated, can lead to suicidal ideation, attempts, and completions.  

There are several traditional and alternative treatment modalities available regarding the healing of depression.  In the past decades, with increased knowledge and availability of alternatives, many Americans have been seeking these methods to enhance their healing process. There seems to be a need to do this, as the traditional methods just don’t seem to be enough.  Additionally, many people would rather not use synthetics (traditional medications) when they could become more of an active participant in their own healing.

For years, studies have shown the positive effects of exercise on the body, yet there is limited research that focuses on the healthy effects of exercise on the mind. In addition to exploring the physical effects, this case study regarding using running as a complement to therapy may provide insight into specific holistic approaches to dealing with depression and in the belief that the mind, body, and spirit are all connected. It has been suggested that when people exercise, do yoga, and eat well, it affects their mind in positive ways, including a decrease in symptoms of depression, anxiety, insomnia, and other illnesses, as well as an increase in cognitive functioning, alertness, and energy levels.
Research has demonstrated that there are alternatives for those who either choose not to adhere to their prescriptions and/or those for whom medication might have an adverse affect.  As an adjunct to psychotherapy, an exercise and nutrition plan could either maximize the benefits of, or potentially eliminate the need for, anti-depressant medications. Although anti-depressants work for many people, they are not for everyone. Additionally, there are several potential detrimental side effects from medications, whereas with exercise the “side effects” are healthy and positive and can potentially reverse, eliminate, or improve other health issues of the patients. Therefore, exercise tends to work much more efficiently than medication in controlling symptoms (North, T.C. et al, 1990, Babyak, et. al., 2000). 
Purpose of Study
This study seeks to explore the efficacy of exercise as a form of complementary therapy in conjunction with psychotherapy or, further, as an alternative to medication to decrease or eliminate depressive symptoms and simultaneously promote positive mental health. More specifically, this is a case study of the Running/ Walking Therapy practice of Austin Gontang, Ph.D. This study will examine his innovative, alternative program and how exercise relates to an apparent decrease in depressive symptoms and to overall better mental health. His program combines exercise and psychotherapy with the purpose of helping individuals retrain their brains and bodies in healthy, positive, and constructive ways.  
Theoretical Framework                                                               

The author applied the ecological and feminist theoretical frameworks in this study, both of which utilize a strengths perspective. These frameworks are vital to social work practice, as we work diligently and comprehensively to empower and promote resiliency with our clients.  The strengths perspective “demands a different way of looking at individuals, families, and communities.  All must be seen in the light of their capacities, talents, competencies, possibilities, visions, values, and hopes” (Schriver, 2001, p.138).  Further, it utilizes what people know within their community, their family, and themselves (Schriver, 2001).  This exploratory case study looks at an alternative to a dominant paradigm. The medical model, including the pharmaceutical influence, are powerful in our society currently, and yet, as will be seen in Chapter two, alternative or complementary therapies have a long history.  Using the ecological and feminist perspectives allows for these alternatives to be more fully explored.

Assumptions       

The assumption that this study makes is that people who are depressed will be willing and able to restructure their lifestyle in a way that redefines them holistically, and in some cases, dramatically.  For many, it is difficult enough to admit that they may need assistance with their issues, and even bigger step to request help, especially if they are of the school of thought that regards mental health practitioners and social workers as providers for “crazy” people, looking at the stigma of the professions rather than the potential benefits of the work.

Justification 

This case study may be of modest benefit to social workers (and, perhaps, the field of social work) as it presents an alternative form of therapy or problem solving that has not been fully considered or evaluated by the social work profession. 

Limitations

The limitations of this study include that the researcher is addressing one mental illness (and associated disorders), one program, and only a very limited number of clients. The study looks specifically at Dr. Gontang’s practice and his complementary style of therapy. Also, data was collected within one area, San Diego, which boasts year-round beautiful weather, and where exercise is more than commonplace, especially outdoors. 

Chapter 2

Literature Review

Although there were numerous paths that the researcher could have explored regarding the literature, the author decided that the following areas were particularly significant to this study: the history of exercise in conjunction with psychotherapy; exercise and well-being; the use of medications to treat depression; and holistic health. 
The History of Exercise in Conjunction with Psychotherapy

The relationship between physical exercise and psychological well-being has received attention for over 2000 years (Layman, 1960; Sachs and Buffone, 1984). Although the therapeutic benefits have been acknowledged for centuries Buffone also noted that research had predominantly been completed on the behavioral and cognitive styles of psychotherapy, thereby neglecting the argument for exercise as a valid alternative to medications or an adjunct to talk therapy. However, using exercise, and, most specifically running in psychotherapy, started to make more strides in research the 1970’s.

The statement that exercise is beneficial to mental and physical well-being is not a new concept. In fact, as pointed out above, it dates back for centuries. Green (2001) noted that Claudius Galen, in 131 A.D., traveled throughout Africa, Europe, and the Middle East to study great physicians.  In 169 A.D. he too became a physician (to Marcus Aurelius, Roman Emperor). Galen wrote extensively about health and hygiene issues; his classic, De Sanitate Tuenda (Hygiene) consisted of six books regarding health and illness and the role that personal hygiene plays in each.  On health, he claimed: “the habit of the mind is impaired by faulty customs in food, drink and exercise…and these constitute the beginnings of severe diseases” (p. 26). 

In the early 19th Century, many boarding schools in England used exercise (sports) as an essential part of the school day because it was believed to improve cognitive skills (Smith, 1975). Rejeski and Thompson (cited in Seraganian, 1993) noted that one of the earliest reports regarding the connection between mental health and exercise, (although not exercise in combination with mental health therapy), appeared in an article of Occupational Therapy and Rehabilitation in 1926 in which Vaux contended that exercise does help alleviate depression due to its resulting increase in glandular secretion and stimulations of the nervous system.  Likewise, a study in 1934 by Linton, Hamelink, and Hoskins evaluated a group of hospital staff and a group of their schizophrenic patients regarding their cardiovascular condition.  The researchers found that the patients’ levels, due to inactivity, were 19% lower overall than that of the staffs’ levels.  Rejeski and Thompson indicated that “the most comprehensive and informative review” regarding exercise and mental health was written by Folkins and Sime in 1981 (cited in Seraganian, 1993, p. 8).  In their article, which appeared in the American Psychologist, they assumed that exercise assists with enhanced mood, self concept, and better work behavior.
The use of running in psychotherapy became more reputable through preliminary studies, as pointed by Johnsgard (1989) (Blue, 1979; Brown, Ramirez, and Taub, 1978; Buffone, 1980; Griest et al., 1978; Kavanaugh et al., 1977); each study he said pointed to depressed patients’ substantial progress when running was part of their therapeutic process (Sachs and Buffone, 1984).  In fact, researchers have concluded that running is just as effective as psychotherapy, as well as significantly cheaper (Greist et al., 1978). 

Buffone (1984) pointed to two reasons for the increase of interest in exercise as a therapeutic tool during the 1970’s.  His first argument was that there was an upsurge of aerobic physical activities which demonstrated a number of physiological affects including reducing the risk of cardiovascular disease, obesity, hypertension, as well as a host of others.  Our society moved from the couches and began taking more interest in physical activities.

Buffone (1984) second argument stated that although previous studies had shown how the mind affects the body, researchers began to realize that the body influences the mind as well. Health providers took note of the inter-dependence and interrelatedness of the body to mind connections and the consequential improvements in cognition, memory, and less risk of Alzheimer’s (Buffone, 1984).  Although Buffone believed that these two factors played a significant role in the employment of exercise as a form of therapy, when this researcher attempted to find extensive and comprehensive information on which counselors, or how many, do in fact implement its use, the availability of resources was limited.  It soon became apparent that while physical exercise is used somewhat commonly as an adjunct to psychological treatment in clinical and hospital settings, its use among counseling professionals remains relatively extraordinary. 

Thaddeus Kostrubala, mentor to Dr. Gontang, began implementing running in his psychiatry practice in the spring of 1973.  He started with a small group of his patients whose diagnoses ranged from anorexia nervosa to depression, drug abuse, and schizophrenia; four of the six had been hospitalized and all but one (a poly drug abuse patient) had medication. Kostrubala (1984) scientifically guided the implementation of exercise as he had the patients participate in a cardiovascular stress test in which each patient was to reach a goal of 75-80% of a target rate, to gain the most effective benefits of cardiovascular biomechanics.  They would run and walk for an hour, and then meet for an hour of therapy three times a week.  If nothing else, he felt that his patients would at least improve their cardiovascular health.  Nine years later, five out six had sustained their recovery process. Only one patient (who struggled with schizophrenia) needed occasional therapy sessions; the rest at that point were also medication free. Rejeski and Thompson (cited in Seraganian, 1993) also noted that in a quantitative study, North et al (1990) found that although exercise reduced depression (both state and trait) considerably, they found that using exercise in conjunction with psychotherapy proved significantly more effective.    

In 1999,  Duke University psychologist James Blumenthal (2000) divided 150 participants with depression, age 50 or more, into three groups. One was put on an exercise regimen, another administered Zoloft, and a third given a combination of the two. Those in the exercise group worked out on a treadmill or stationary bicycle at 70 to 85% of their maximum heart rate for 30 minutes, three times a week. At the end of four months, all three groups showed significantly lower rates of depression. Astonishingly, however, it was revealed from the six month follow-up that those in the exercise group experienced significantly less relapse of depressive symptoms than those in the Zoloft or combination groups. However, Blumenthal made the bold statement that just taking anti-depressants for depression is passive.  Only eight percent of the exercise group had their depression return compared to 38% of the Zoloft group and 31% of the combination group, Blumenthal speculated that  the combination group didn’t do as well as the exercise group because the use of medication possibly emasculates the psycho-logical benefits of exercise. His conclusion of the study was that the value of exercise endures. Likewise, those patients who adhere well to exercise and maintain their exercise have a much slimmer risk of relapsing. His research team found that with each 50-minute increase of exercise, there was a surprising 50% decrease in the risk of setback. Taking medication alone is passive he said; whereas exercise is proactive, which may provide a sense of mastery and accomplishment while improving their self image and mood.

 Keith Johnsgard, M.D. (2004) pointed out that in the 1900’s two thirds of all deaths were from infectious diseases: smallpox, TB, typhoid, diphtheria, influenza, and pneumonia; all of which are under control except for the latter two.  Johnsgard (1989) and Green (1951) both claim that the decrease in deaths from these diseases can be almost directly linked to diet and prevention, including advancements in hygienic care.  In 1989 Johnsgard stated that the cause of deaths in the past century had moved from infections to chronic diseases: 50% of deaths are related to cardiovascular disease, 25% related to cancer, and preventable illnesses such as diabetes, cirrhosis, and emphysema cause most of the remaining 25%.  Further, regarding these chronic diseases, doctors Fries and Carpo, both epidemiologists from the Stanford University Center for the Study of Disease Prevention believe that chronic diseases are more a consequence of unhealthy choices or lifestyles, not merely from old age, contrary to the usual adage, and that exercise can dramatically reduce the number of these deaths (Johnsgard, 1989).  Ultimately,  “How we live has a great deal to do with how long we will live, and with what will kill us” (Johnsgard, p. 17).

Exercise and Well-being 
Although there are various approaches to treat mental illnesses, the two most common are medications (which could take four-six weeks before any sign of relief is experienced, as well as several trials before the “right” medication is found and do not treat the causes), and psychotherapy, which could take months as well as various trials of practitioners (Burns, 1999; Thayer, 2001).  Exercise has shown to maximize the efficacy of psychotherapy and, for many, alleviate the need for medications (Johnsgard, 2004).  The literature researched indicates that, unlike medication or therapy, exercise has multiple benefits for an individual’s physical, mental, and emotional well- being (Hartmann, 2007; Long, cited in Seraganian, 1993). 
The lack of physical activity is the primary cause of morbidity and mortality (US Department of Health and Human Services, 1996) and resulted in 75 billion dollars in medical costs, as well as two million deaths in 2000 alone.  Worldwide, it is estimated that inactivity plays a major role in chronic disease: approximately 10-16% of breast cancers, colon cancer, and diabetes each.  The Seattle Cancer Research Center approximated from a recent study (Reilly, 2004) that 35% of all cancer deaths could be related to obesity and lack of activity.  However, exercise is believed to speed the passage of food through the colon, thereby reducing the amount of time that any toxins are in contact with the body, thus reducing the risk of cancer.  Overweight people tend to create more insulin, which promotes the growth of tumors.  Moreover, for women, exercise reduces the level of estrogen, a hormone linked to breast cancer. Likewise, lifestyle factors including work, environment, stress, and diet, all play major roles in most medical conditions such as diabetes and heart disease. Not only can exercise improve one’s health, but it can also help to prevent the onset of several major life-threatening conditions, such as heart disease and stroke, diabetes, and cancer (Johnsgard, 2004).
The physical benefits of participating frequently in aerobic exercise, such as swimming, biking, walking, and/or running, include preventing the onset of several life-threatening conditions, such as heart disease, diabetes and cancer; and, in some cases, reversing or at least improving most of the detrimental results caused by our sedentary, unhealthy lifestyles (Blumenthal, 2000).  Exercise reduces the LDL cholesterol, which helps to unclog arteries.  It also reduces blood pressure, which results in relieving stress on the heart and increases the heart muscle function, expands insulin sensitivity, and progresses blood flow, which diminishes the chances of developing blood clots. Additionally, exercise can help to reduce insulin requirements, lower cholesterol levels and blood pressure levels, and can help to reduce the development of heart disease or stroke.  Because diabetics have a higher risk of developing heart and circulatory problems, exercise can be a very beneficial addition to one’s lifestyle change.  When blood sugar is managed by exercise, however, diabetic complications are reduced. These complications include possible heart disease, stroke, peripheral vascular disease, retinopathy (which can result in blindness), neuropathy (decreased or painful 
sensations in the legs and feet which can lead to amputation), and nephropathy (kidney failure) (Blumenthal, 2000).  

Additionally, exercise can promote weight loss and significantly reduces stress levels (Burns, 1999; Johnsgard, 2004). Regular exercise also reduces stress and tension, because it can help clear the mind.  Increased core temperature during exercise may lead to a reduced muscle tension or alterations to brain neurotransmitters. Mood improvements may also occur due to the increased secretion of endogenous opiates and endorphins. Similarly, psychological changes may occur due to alterations in nor epinephrine, dopamine, or serotonin, which are the hormones that affect mood and levels of anxiety.
Researchers at the University of Carolina (Matthews, 2002) found that people who exercised were 23% les likely to get colds than those who exercised less; of those who did exercise and caught colds their symptoms dissipated quicker than the participants in the study who did little to no exercise (because it builds the immune system).  In his 1997 study, Buchner found that 50% of all adults suffer from some sort of sleep disturbance.  He also found that exercise can provide relief if not a cure for sleep disorders.  In fact, exercise has been proven to decrease the amount of time that it takes to fall asleep, as well as the actual amount of sleep needed, along with improving people’s expereince of feeling rested. In addition to the well-documented physical effects of exercise, it has been researched that physical activity contributes to a variety of positive psychological effects as well. These include improvement in neurotransmitter functioning and, therefore, improvements in mood, a decrease or elimination of depression and/or anxiety symptoms,  improved stress reactivity, and improved cognitive functioning (Johnsgard, 2004).  Aerobic exercise, three to five times a week for thirty minutes to an hour each time, releases beta-endorphins and dopamine, according to Keith Johnsgard, Ph.D., emeritus professor of clinical psychology at San Jose State University. Workouts also affect serotonin and norepinephrine, which, for some, simulate the effect of anti-depressants, thus alleviating the need for synthetic medications (Johnsgard, 2004). 

Additionally, researchers have found that exercise enhances self-concept and body image, and, therefore, improves self esteem and overall life satisfaction. Researchers at the University of Texas at Austin (Henkel, 2006) studied 40 participants who were diagnosed with major depressive disorder; some were asked to sit quietly for 30 minutes in a control group while the others walked for 30 minutes on a treadmill.  Prior to the study, none of them were taking anti-depressants or exercising regularly.  The researchers had the participants complete both the Profile of Mood States and the Subjective Exercise Experiences Scale mood indicator surveys five minutes before the activity, and then at five, 30, and 60 minutes after their resting or exercising exercise.  Similar reductions in “psychological distress, depression, confusion, fatigue, tension, and anger” (p. 76) were reported from both groups. Interestingly, however, the exercise group actually described “feeling good,” shown by quite an increase in “positive well-being and vigor” (p. 2034) scores, whereas the resting group did not. 
Depression is a chemical disorder in the brain which alters normal function of brain activity. abnormal levels of the chemical neurotransmitters dopamine--the pleasure center of the brain, beta-endorphin, and serotonin cause the imbalanc (Johnsgard, 1989). This disorder can be the result of one’s environment or genetics. Sufferers of depression can experience can experience various interchanges between symptoms and results of the disease; these range from low-self esteem, low energy, low-to-no motivation, sleep disturbance,  a loss of interest in life, isolation, and despair.  Dr. Beck (Burns, 1999) stated that a depressed person’s image might be characterized as “Defeated, Defective, Deserted and Deprived” (p. 53).
According to the US National Comorbidity Survey published in 1996, 58 percent of those with major depression also suffer from anxiety. Two studies by Ellen Frank Ph.D. of the University of Pittsburgh (2004) found that depressed or bipolar patients with co-occurring panic symptoms experienced significant delays in their weeks to remission. These patients also had higher levels of residual impairment. Forty-two percent of patients with bipolar disorder have co-occurring DSM anxiety, according to a 2001 study by McElroy et al. This breaks down to 20% of patients with panic, 16% with social phobia, six percent generalized anxiety disorder, seven percent PTSD, and nine percent OCD.  Highly anxious bipolar patients have more suicide attempts, more alcohol use, less response to lithium, and longer time to remission. With such a large portion of our society being challenged by depression and anxiety, the capability of exercise to moderate/alleviate/ameliorate the effects of these psychological disorders is not only salient but imperative to the health and well-being of many of these individuals. The beneficial effects of exercise include the release of endorphins, which are the body’s naturally produced pain reducers, similar to their synthetic cousin, morphine. More importantly, endorphins are one of the body’s mood enhancers. One psychological effect of exercise is its potential to diminish, if not eliminate stress levels.  There have been many studies and schools of thought regarding stress as a major contributor to modern afflictions; Seaward (1997) estimates it at between 70-80% as the culprit. Moreover, some 90% of medical visits are for stress-related ailments (Bried, 2004).  In fact, stress is often found to be the culprit of common minor illnesses such as cold sores, colds, flu, and fatigue.  Long term stress then, is related to major illnesses such as high blood pressure, some heart disease, and even believed to increase one’s susceptibility to cancer (Seaward, 1997). 
Exercise has been found to be as effective in managing stress as other traditional forms of stress management techniques such as yoga, meditation, relaxation techniques and the like (Johnsgard, 2004). Exercise has a centering effect that anti-anxiety/ anti-depressant medications do not; the aerobic, rhythmic repetitions of exercise can, for some, be almost hypnotic and meditative. Beyond that, while exercising, people report that they are better able to put things into perspective and that things that seemed unbearable or uncontrollable before exercising, become manageable. Through exercise there is an interplay between the state of being energized and relaxed. Moreover, exercise boosts energy levels, something those with depression commonly are deprived of. Even exercise performed for a short period of time showed an effective means of stress reduction immediately; if patients force themselves to simply go for short walks, they will find themselves feeling more energetic (Burns, 1999). The emotional and physical benefits of exercise can include weight loss, maintaining a healthy weight, and toning muscle (Johnsgard, 2004; Blumenthal, 2000).
The Use of Medications to Treat Depression
Anti-depressants were discovered accidentally in the early 1950’s as researchers were actually testing a drug for tuberculosis (Burns, 1999).  Researchers discovered that the drug iproniazid was an inhibitor of the brain enzyme MAO and enhanced mood elevations, and therefore, paved the way for anti-depressants. There are now three categories of anti-depressants, as researchers realized that depression and the brain are much more complicated.  It has been found that psychotropic medications are often necessary for some patients, although it is controversial whether the drugs are detrimental if taken for long periods of time. Several studies have shown that these medications can work fine in the short term, but in order to prevent relapse and to maintain stability, other avenues must be explored and employed (Burns, 1999). 
Compliance with anti-depressants is generally poor; in fact, within three weeks of a prescription, 20-59% of patients stop taking their medication (Burns, 1999). The most common reason for non-compliance is due to side effects of the medication (Hird, as cited in Austrian, 2005).  Burns reviewed a study of several meta-analyses (Antuonuccio et al, cited in Burns, 1999) that compared the effectiveness of psychotherapy and of medication in the treatment of depression; the finding summarized that, even for severe depression, psychotherapy (cognitive therapy) is at least as, if not more, effective than psychotropics (Antuonuccio et al, cited in Burns, 1999).

The three classes of anti-depressants are: 

•  Tricyclic drugs (TCAs). Sold as Amitriptyline, Imipramine 

(Austrian, 2005).  

•  Monoamine oxidase inhibitors (MAOIs). There are three types of MAOIs: phenelzine, (Nardil) isocarboxazid and tranylcypromine, (Parnate) and moclobemide. (Austrian, 2005).  

•  Selective serotonin reuptake inhibitors (SSRIs); they are sold under brand names such as Prozac, Paxil, Prozac, Luvox, Zoloft, Celexa. (Austrian, 2005).  

Due in part to its low level of side effects, the most commonly prescribed anti-depressant currently is the SSRI (Austrian, 2005).  The SSRIs, which were developed in the 1980’s, are used in the treatment of depression, panic disorder, obsessive compulsive disorder, bulimia nervosa, and social phobia. Tricyclic agents are used in the treatment of depression, panic disorders, obsessive-compulsive disorder, post-traumatic stress disorder, and occasional chronic pain. Conversely, the MAOIs are used for all types of depression. They have also been used when 'atypical' features were present with the depression such as excessive sleeping, over eating and anxiety.  Newer "reuptake inhibitors" work on blocking the reuptake of different neurotransmitters. Recently, though, atypical antidepressants began to emerge: serotonin and nor epinephrine reuptake inhibitors (SSRIs), which, in general cause fewer side effects than TCAs and MAOIs. Another type is Bupropin (Wellbutrin), which is a dopamine reuptake blocking compound and acts on the neurotransmitters dopamine and nor epinephrine. 

Burns (1999) stated that in his own practice, he would not prescribe medication alone without psychotherapy. In fact, 60% of his patients received cognitive therapy without drugs and the remaining 40% combined psychotherapy with anti-depressants; both groups did well, and both tools proved effective (Burns, 1999).  Anti-depressants are most especially effective in diminishing and possibly eliminating symptoms of major depression. However, patients quite possibly will “require more than one medication to adequately control symptoms” (Hird cited in Austrian, 2005. p. 256). Because it is difficult to find the right antidepressant, and there doesn’t seem to be a major difference in effectiveness, the choice of which drug to take often depends on the side effects (Burns, 1999). In Food is your best medicine, Bieler (1982) claimed that using drugs to treat patients’ illnesses can often create new diseases, is harmful, and can cause serious side effects. Some of the various side effects from the numerous antidepressants include: 



Dry mouth



Blurred vision



Urinary retention 


Headache



Constipation 



Nausea



Sedation 



Weight gain



Sleep disruption


Abdominal pain



Gastrointestinal disturbance

Diarrhea

Inability to achieve an erection
Loss of libido

 

Inability to achieve an orgasm (men and women)

 

Agitation



Anxiety

Burns (1999) points out that many side effects resemble symptoms of depression, such as loss of sleep/difficulty sleeping, or loss of libido.  Thus, it may be difficult to know whether what the patient is experiencing is a symptom or side effect, or if the medication simply is not working. This could be another reason why medication should not be the only course of action when dealing with depression. Often, medication just isn’t enough; depression and anxiety can be debilitating.  Encouraging patients to take charge and build their self esteem and their moods at the same time could prove more effective.  Duke University psychologist James Blumenthal (2000) agrees that simply taking a pill is very passive.  Blumenthal and colleagues completed several studies that compared the effects of medications and the use of exercise to treat depression, and found that after four months all patients receiving either treatment experienced significantly less depression.  Babyak (2000) followed up the study six months later, however, and discovered that those in the exercise group were either recovered moderately or completely recovered in comparison to those in the study who were either just taking medications or those taking medications and exercising.  Medication can mask the symptoms and help a patient to feel better whereas effective healing includes having the medication(s) monitored, and to include talk therapy, and exercise (Burns, 1999).
Holistic Health
Our society in general has a quick fix mentality that seems to be encouraged and in many ways, managed, by the medical model.  Frequently, though, patients complain that their health care providers spend too little time with them, don’t really listen, and yet prescribe something based on their hurried assessment.  Although Snyder and Lindquist (1998) claim that the Western model of therapy seeks to “remove or remedy the core problem” (p. 3), it actually seems that our health system often masks the causes or symptoms of an individuals’ physical or mental health issues through the quick fix solution of medication. The primary goal of holistic health care is to look beyond the symptoms and to see the healing process as a way to facilitate the body’s own healing, including restoring harmony and balance.  Ideally then, the holistic approach, also known as complementary, alternative, or  non-traditional approaches to healing, could complement the traditional medical model, including the pharmacological component perhaps by “prescribing” nutrition, exercise and stress reduction techniques and therapy along with, or instead of, medication.  Alternative therapies include, but are not limited to, herbs, nutrition, meditation, and exercise.  As seen previously in the section on the history of exercise therapy, many complementary medical therapies have actually been used for centuries.  
Snyder and Lindquist (2001) pointed out that therapies such as Ayurvedic, traditional Chinese, Native American, African American and other indigenous cultures have been authenticated for centuries.  Likewise, Aristotle, Hippocrates and Plato had all referred to the efficacy of various therapies that were standard in their time, but are now considered alternative.  The Cartesian philosophy that has dominated Western culture for centuries, backed by Aristotle and Renè Descartes, claims that body and mind are completely separate (Snyder and Lindquist, 1998).  Holistic health philosophy is the antithesis. Many researchers within behavioral and psychosomatic medicine found firm evidence that the mind can definitely affect the body and that the reverse is true as well.  Arthritis, bronchial asthma, migraines, peptic ulcers, and sexual impotence are affected by attitude, behavior, and stress levels (and are just some disorders affected by the interconnectedness of the mind and body).  The increase in research, including the study of psycho-neuro-immunology and Eastern philosophy have exposed the interconnectedness of the body, mind, and spirit’s influence on the well-being of individuals  (Snyder and Lindquist 1998).  The holistic approach, then, is more fitting to social work’s philosophy. 
Research has shown that depression often results when the brain’s neurotransmitters are lacking (Austrian, 2005).  In many respects, synthetic antidepressants have revolutionized the treatment of depression for decades now. By rebalancing the neurotransmitters, they impact mood at the biochemical level and allow the sufferer to achieve a sense of emotional equilibrium. However, not everyone responds to these drugs favorably.  For some patients the side effects are too harsh, while others fail to experience the desired relief.  Fortunately, doctors who use a holistic approach and herbalists have researched a number of natural therapeutic approaches to depression which include herbs, vitamins and exercise opening up different avenues for healing.

For example, Hyla Cass, M.D. (1997) wrote that she will only begin psychotherapy with her patients after any physical causes of depression or any nutritional deficiencies are ruled out. She believes that anti-depressants are unlikely to be effective if there are any deficiencies present because emotional and mental symptoms, such as memory or concentration issues, depression, or anxiety, can show up initially when there are deficiencies in most vitamins and minerals. These deficiencies can be caused by too much sugar, additives and preservatives, not enough fiber, and an “impaired” absorption of nutrients (Cass, 1997).

Similarly, in her book Potatoes Not Prozac (1999), Kathleen Des Maisons, Ph.D., an addiction and nutrition expert, claims that many people who are prone to addictive disorders, as well as to depression, are also sugar sensitive; they have a special body chemistry that reacts in extreme ways to sugar and refined carbohydrates. The reaction throws off not only the blood sugar levels, but also the levels of serotonin and beta-endorphins (nature's pain killers) in the brain. This causes an inability to concentrate, creates feelings of exhaustion, hopelessness and despair and contributes to confusion, irritability, and low self esteem; similar symptoms, in other words, to clinical depression. Des Maisons discovered that eating the right foods can often re-balance the body and emotions. 

One of the most popular alternatives used for depression treatment is St. John’s Wort (Bloch, 2002).  In fact, for centuries the flowering yellow tops of St. John's Wort (Hypericum perforatum) have been mixed in tea or olive oil extract as a remedy.  In 1994 alone, physicians in Germany prescribed 66 million daily doses of St. John's Wort, making it that country's medication of choice for the treatment of mild to moderate depression. Patients who respond to St. John's Wort show an improvement in mood and ability to carry out their daily routine, helping to alleviate or lessen symptoms such as exhaustion, hopelessness, sadness, worthlessness, and poor sleep. In one study (Bloch, 2002), St. John's Wort was as effective as the prescription antidepressant Imipramine for treating mild to moderate depression. Moreover, St. John's Wort is relatively free of side effects when compared to pharmaceutical antidepressants which include gastrointestinal symptoms, allergy, fatigue, and increased sensitivity to light. 

Similar to St. John's Wort, Kava extracts are gaining in popularity in European countries and American cities in the treatment of both depression and anxiety.  Consumed as a beverage, Kava (piper methysticum) is a member of the pepper family native to the South Pacifica and is believed by those cultures to invoke happiness and sociability. Hence, it has been used for hundreds of years in native ceremonies and celebrations. In recent years, Western pharmacologists have ingested the beverage and reported tranquilizing and uplifting effects. In different double blind studies, individuals taking kava extract containing 70% kavalactones, the active ingredients in kava, showed improvements in symptoms of anxiety as measured by several standardized psychological tests, including the Hamilton Anxiety Scale. Additionally, unlike benzodiazepines which are prescribed for anxiety, kava extract neither impairs mental functioning nor induces sedation. Another problem with benzodiazepines, such as Xanax and Ativan, is that the body gradually adapts to their presence, so that it takes more of the drug to produce the same effect. This tolerance does not seem to occur with kavalactones (Bloch, 2002). 

Another alternative, GABA (Gamma-Aminobutyric Acid), is generally classified as an amino acid, although it actually serves as a neurotransmitter GABA basically acts as an inhibitory transmitter by keeping the brain from going into overdrive as a response to the body’s stress (Reid, 1989; Burns, 1999). Supplementation of GABA has been reported to be effective, therefore, against anxiety disorders and insomnia. A deficiency of GABA contributes to anxiety, depression, convulsions, premenstrual syndrome, hormonal changes. Deficiency stems from exposure to estrogen, free radicals, salicylates, food additives. Additionally, a low-protein diet or a low amount of zinc or vitamin B6 can impede the body’s production, the latter of which help the body manufacture the nutrient. Another interesting link to depression is a low amount of essential fatty acids (EFAs). EFAs help to maintain proper cell membrane functioning, which is necessary for the optimal functioning of the brain's neurotransmitters. 

In addition to herbs, vitamins play a vital role in mental and emotional health. In fact, the entire vitamin B complex (B1, B3, B6, B12, and folic acid) along with Vitamin C, is known to maintain and promote normal mental functioning (Reid, 1989; Thayer,  2001). Deficiencies of any or all of these vitamins can produce significant symptoms that resemble depression, including anxiety, irritability, lethargy, and fatigue. Researchers found that a large percentage of depressed people have low levels of the B vitamin folic acid (British Journal of Psychiatry, 2006). Lastly, niacinamide, a form of vitamin B3, has shown some success in alleviating both depression and anxiety. 

Chapter 3

Methods

Study Design 

The research design of this project is an exploratory and qualitative case study about Austin Gontang, PhD’s running therapy practice.  Interviews were conducted to collect the data. The researcher chose this design, as it seemed to best suit the purpose of this case study; it was non-intrusive, open-ended, and confidential.  It was the most reliable means for the researcher to obtain the information necessary.

The purpose of this study is to provide social workers with information about an alternative treatment therapy for mental illnesses and/or stress. There has been extensive research including meta-analyses regarding the efficacy of exercise to assist with stress, mental health, emotional health, and overall well-being.  

More specifically, however, the case study explores the practice of Austin Gontang, Ph.D., a psychologist who began running with his patients in the early 1970s.  The researcher’s interview(s) with Dr. Gontang explored how he initially became involved in Running Therapy, how his practice developed over time, and what it looks like currently.  The researcher’s interviews of Dr. Gontang’s patients allowed for further exploration, including the dynamics and efficacy of his therapeutic style, practice, and authenticity but from the patients’ perspectives.

Study Population   

The study population includes Dr. Gontang and a group of his former patients in San Diego, California.  The sample set of interviewees volunteered to be interviewed; after I approached Dr. Gontang about my study, he contacted several of his former patients and informed them about the project and inquired if any of them would be willing to participate.  They were chosen randomly by Dr. Gontang and, in turn, randomly responded to him.  Of those, the researched contacted the entire lot, and interviewed those whom responded.

Study Questions
The questions that lead this explorative study entailed probing questions regarding the efficacy and general concept regarding Dr. Gontang’s Running/Walking therapy practice. The questions for Dr. Gontang were developed with the development of his practice in mind.  In other words, the initial questions inquired about the beginning of his practice, moved to the development, and then focused on his current practice. The questions asked of the patients focused more on his therapeutic style and potential efficacy of including running in his psychotherapy sessions and whether they could compare it to previous counselors’ styles and effectiveness.

Data Collection 
The researcher used primary sources of data collection for this exploratory case study.  Te researcher, with the thesis advisor's assistance, developed two different interviews: one for Dr. Gontang and the other for his patients.  Provided to each patient prior to the interview was a consent form, signed willingly by each participant.  The consent forms explained the purpose, concept and direction of the researcher's project. Additionally, each interviewee had a copy of the questions in advance.  The interviews were conducted in person, either in a public place or at the patients’ home, on an individual basis, and lasted approximately 45 minutes each. The researcher also interviewed Dr. Gontang for the purpose of delving into the background (historical aspect), the development of his program, and where his practice stands now.

Open ended interviews, specifically, were the primary source.  These interviews allowed for conversations between the interviewer and interviewees in order together more specific information.
Protection of Human Subjects 
For the protection of human subjects, an application was submitted to, and approved by, the Division of Social Work's Human Subjects Review Committee as minimal risk.
Chapter 4

Findings
Introduction

The analysis of data will be structured in two parts, both of which are gleaned from primary sources in the form of interviews.  The researcher interviewed Dr. Gontang and focused primarily on three themes: the beginning of his practice, the developmental stage, and his current practice. For the second section, the researcher also interviewed Dr. Gontang’s patients for direct information on his therapy style and distinction of practice.  The research project, then, concentrates on the contextual framework of Dr Gontang’s Running Therapy from the perspective of both practitioner and patient and then an analysis by the researcher of final findings.  

Questions asked of Dr. Gontang
    
The questions asked during the interview process enabled the researcher to collect data to explore the key areas of interest to this project. The questions asked of Dr. Gontang focused on the beginning of his Running Therapy practice, its development, and where it stands currently. The two hour interview with Dr. Gontang focused on what the researcher was calling his therapy practice, but come to find out that it might never really have been a “practice” but more like a connection with people to assist them to literally get moving and to look at their issues from a new angle.  However, for simplicity purposes of this project, the researcher will continue to term it a “practice.” The case study is a focus on the practice’s inception (over 30 years ago), through its development, and up to its current status. 

I.  The beginning

How did you to begin running with clients? Can you describe the initial “running and 

walking” sessions? 

Austin Gontang began running/walking with his patients after completing his Master’s Degree in Counseling Rehabilitation where he met his mentor, Thaddeus Kostrubala, M.D., and professor of the Rehabilitation Program at San Diego State University as well as by being part of a research study that Dr. Kostrubala and others conducted from 1973-1975.  The study group, comprised of thirty graduate students, included a walking session and an hour of talk therapy three times a week, Mondays, Wednesdays and Fridays from 5-6:00 p.m.with a small group of participants. There were no leaders of the therapy session; they simply met as a group and would open the discussion to whomever needed to talk about something. Mr. Gontang stated that they really just discussed stuff that was going on. Two specialists for the research study, Fred McFarlen, PhD. and Richard Jones Ph.D., professors of the rehabilitation program at San Diego State University Rehabilitation Counseling program, used a holistic approach by doing blood work, checked the patients’ heart rates their blood pressure, and body weights in conjunction with the Exercise Physiology Department that completed the physical testing and measurements for the study: The Psychological and Physiological Effects of Endurance Activity.  Dr. McFarlen directed the Rehabilitation Counseling program while Dr. Jones taught many of the courses. 
It was from this study with Dr. Kostrubala and the other specialists that Austin Gontang decided to run his first marathon, just four months into the study, as he became “hooked” on running.  He felt that the running had become a rite of passage, because he was doing something that he previously thought wasn’t possible.  Yet, he successfully ran the Las Vegas marathon (26.6 miles) in only five hours, without knowing anything about it, not training extensively to run it, and, additionally, being dehydrated.  This accomplishment was a milestone, and prompted him to use running as a means for therapeutic change with his patients.

Austin Gontang began to walk or run with Dr. Kostrubala’s patients during the time of the study; Dr. Kostubala would see the patients once or twice a week, and then through a telephone call would refer the patient to Mr. Gontang and let him know what the patients’ issues were. Mr. Gontang would then see them more in depth through a run/walk and chat.  The patient would show up at Mr. Gontang’s door, or he at theirs; he stated “where they were, he would go.”  Mr. Gontang would greet them at the door, with no intention of sitting down inside, and say “let’s go for a walk” and take off for an hour on the trails of Balboa Park or the streets near the patients’ homes.  He would start out slowly with them, with little running, unless they were already part of the Sunday group. 


What type of training did you receive to do this type of therapy?

Again, Mr. Gontang’s interest and training first came while earning his 
Master’s of Science degree in Rehabilitation Counseling, but his practical training came via a course taught by Dr. Kostrubala on the Psychological and Physiological Aspects of Disability along with the study (mentioned above) that he participated in from 1973-1975 and the San Diego Marathon Clinic.

 
Additionally, Dr. Kostrubala had begun a wellness program that Mr. Gontang assisted with at St. Charles elementary school in Palm City, near the Mexico border. This program also included a running piece along with a Jungian based approach to therapy; the children would bring up issues as they walked or ran, and Dr. Kostrubala and Mr. Gontang would analyze the issues with the use of dream interpretation.  What Mr. Gontang experienced was not only a change in the moods of the children, but a change in the parents too, because they would run with them.  The children eventually ran 10k races and some ran a marathon.

How did you initially assess your clients psychologically and physically?

In terms of assessments, all patients were referred to him by other psychiatrists or psychologists, as was the case with Dr. Kostrubala’s patients; therefore, Mr. Gontang was ancillary in the assessment process and supportive of that. The patients may have completed treadmill tests at their doctor’s office and that information was provided to Mr. Gontang, but he did not conduct any assessments of the patients himself.
How many, if any, traditional therapy sessions did you begin with before hitting 
the “trail?” What did those include?

Mr. Gontang never really held any “traditional” therapy sessions. His patients would ring his doorbell and he would ask them to join him in a walk, as 
he was walking out his door.  If they unknowingly hadn’t shown up in comfortable clothes and shoes for the first visit, they certainly did after that.  He would take a patient out for an hour walk and really never look back for the couch. 

His own  personal commitment was to run two marathons a year and to train people through the marathon clinic; a piece of that was how he could physiologically and psychologically train them to run a mile or two initially and then even further as time went on, and to reap the benefits of the exercise while they talked.  He knew the benefits of exercise and talking through issues.  His idea was to integrate people without identifying them as depressed or disordered, but to physiologically get them to a place of using physical activity to move through issues. His strategy with the patients was to do walk or run therapy once a week and to have them make the commitment to join the large group at the marathon clinic on Sundays where they would pair up and talk out their issues together and share what helped them personally. The people he worked with were not so much patients but fellow runners who benefited from the weekly individual meetings with him and the Sunday meetings with the group.  Although the Sunday Marathon Clinics have always been free, his fees to see people individually started out at seventy five dollars an hour.  
At the Sunday groups Mr. Gontang could see progress in his patients, as well as most of the group, because there were enhanced endorphins along with the dynamics of the group excitement.  Also, there were shared streams of consciousness and they weren’t being analyzed or scrutinized.  Mr. Gontang would pair up people from the group who were dealing with or had dealt with similar issues to run together and talk.  For example, he would encourage “Mary” that she go running with “Tim” and suggest that they discuss how they are dealing with their respective teenagers. 

The clinics were always free; he requested that in addition to attending the clinics that the patients also meet with him during the week for the walking/talking piece, and then follow that up with an email to him summarize what they discussed and discovered.  This allowed both he and the patient to have a running record of their meetings, but from the patient’s perspective.  It also helped to reinforce what was provoked and processed during their hour run or walks, and to make note of what to work on the following week. 

He felt that the individual walks and group runs involved stages of their progress because he moved them from person to person each week at the Sunday Marathon Clinics, which metaphorically meant moving them to another stage of their life’s story.  Looking at the metaphoric mind, he would ask himself of the group process: “how do I bring disparate things together; what are their stories?” and then have the runners (patients) share those stories with other runners who could benefit from them.  

What outcomes did you expect to see early on?
As far as outcomes are concerned, in the beginning he, along with the other researchers, were really not sure what to expect; in fact, none of the researchers set out any expectations.  The study which he was involved in was a pilot study, so the researchers discovered the outcomes as time went on.  They were quite pleased with the results from the Sunday Marathon Clinic as well as the elementary children who followed the running/walking regimen and experienced changes in mood, energy, and affect.  The noticeable changes, besides actually getting outside, included the children being less aggressive, burning off excess energy, doing things together, can sleep better, being more calm, as well as a decrease in their medications (although this, surprisingly, was not actually part of the researcher’s consideration). 
II. Practice Developments

What changes did you need to make as your practice progressed?

As Mr. Gontang’s practice developed, he discovered that what changed was the evolution of the Sunday training group into the marathon clinic.  Originally it began as a small group of people who would process, then go for a run for one and a half hours.  This was the first study group.  From there it moved to Dr. Kostrubala’s house where they would meet at seven in the morning and run for four hours, eat breakfast as a group then disperse.  As the group grew too large (up to 1,000 participants), they conceived of the marathon clinic where they could not only accommodate a very large group for the running component, but they could also coordinate teams of people with similar issues to run and talk together and work through the issues.

Did you find the needed for additional training as your practice continued?
Mr. Gontang earned his Ph.D. in 1989 in Professional Psychology.  As his practice continued, he found that he did not need further training to maintain his practice; he initially trained with Dr. Kostrubala as a running therapist, but as time went on, he did not train any further as a therapist; he did however, keep up with the exercising element.

After earning his Master’s of Science, he started as a Job Developer for Regional Employment Training Consortium, but soon realized that he wasn’t getting what he wanted out of that particular type of work, so he resigned after five months and began to work towards his MFT license at Mercy Hospital with Irv and Miriam Polster, founders of the Cleveland and San Diego Gestalt Institute and authors of Uncommon Grounds.  From them he learned that whatever someone is upset about it is all part of who they are. He learned how to teach patients to tweak the constellations and bring them together, he said. For example: “I am my mother I am my father.” In other words, he would play with people’s self perceptions and look at how those perceptions are all part of a dream.  For instance, if someone’s mother is dead, but the patient is still blaming her for past hurts, that is projection.  Thoughts get in our way, he said. We drag the past along with us, rather than leave it behind.  Dr. Gontang would ask, “what would your mom say about that?” or “what would you say to your mom?” to play with the perception.  “During the run,” he stated, “you’re playing with these perceptions of who people think they are and you get them to re-tell their story.”  Dr. Gontang became very good at teaching people not only how to run but also in assisting them with working through their issues using metaphors, changing perceptions, and re-creating their stories using running as the change agent.  
What outcomes did you notice as you continued running therapy?

As time went on in his practice, Dr. Gontang did notice changes in his clients’ affects and overall well being; people were becoming more social, outgoing, upbeat and expressive.  There were progressing more emotionally as well as physically by accomplishing more each time they went out on the trail. Although they knew the impact of exercise, Dr. Kostrubala and his research group didn’t know yet if the positive results could be attributed to the running or the therapy.  They did know that they were finding out about patient’s stories and learning how to alter that story with them. Dr. Gontang stated that “every word out of our mouths is a story,” and would ask his patients if their story is the one that they want to continue to live. If not, they could rewrite it now though dialog and distance on the trail. With those who claimed to have low self esteem, or who 
felt worthless, he would look at their accomplishment right in that moment after completing walking six-plus miles with him, a feat they could not have fathomed 
before, and he would say “Look what you've just accomplished.  I wonder what else you can do, what else you are capable of, how far you can go.”

How did your assessments of your clients change over time?

As in the beginning, Dr. Gontang found that it was not necessary to assess his patients because they were referred to him by psychologists and doctors who had already made assessments. The biggest lesson he learned about working with patients and describing them, he said, was when Dr. Kostrubala told him that we don’t treat people “we treat leather.” He lambasted one of the psychiatric interns at the clinic who called someone schizophrenic. Dr. Kostrubala stated he is not a schizophrenic, he has schizophrenia; it doesn’t define him, you are defining him; you dehumanize him by defining him. You should be honored that this person came in to share his story with you and the difficulties he has.  This furthered Dr. Gontang’s learning about deconstructing the traditional model. The assumption is that the psychiatrist knows and the patient doesn’t, which sets up the wounded perennial patient and healer dynamic. I (Dr. Gontang) can’t heal them, but alter their perceptions of who they are and what they are capable of; look at who they are differently to allow them to live a full(er) life.  An example he used was I am an obsessive compulsive or depressive versus I am a marathoner who happens to be….

Additionally, he learned from James Hillman, a neo-Jungian analyst, that therapy should move beyond the conventional model and into the real world.   Dr. Gontang summed up Hillman’s philosophy by stating: We (the practitioner) can’t solve the problem; we can only expand the space in which the problem exists. This is the beginning of healing.  Again, we can change the perception.  If we asked someone what they see on a page with a black dot in the middle, the most common response is that they see a black dot; this misses all the other space which dominates the paper. This was poignant information that Dr. Gontang implemented into his own practice.  Mr. Gontang worked on learning how to frame issues differently.  He said we could either focus on the fact that we have issues or we focus on where we want to be in five years and be pro-active towards that goal.  He would tell his patients: “Let’s talk about getting there; let’s do a 10k (run) and train for that; put the focus on the future and being proactive to change.”  While having something to look forward to and working towards a goal, his patients would re-define their identity.

Did the number of traditional therapy sessions change over time?   

Again, Mr. Gontang is a non-traditionalist; even as his practice evolved he chose not to utilize the traditional Bob Newhart style of having his patients lay down on a couch in a pallid room, generally with covered windows and bookshelves filled solely with psychology books. He took Hillman’s philosophy outside and into the real world where adrenaline could enhance the patients’ therapeutic journey through the increase of the neurotransmitters.  Mr. Gontang’s style, possibly even more so now after witnessing the positive effects personally and through his patients, was to keep them on the running trail and away from the sterility of four walls.
III. Current Practice

How do the running sessions look and feel now in your current practice?

Dr. Gontang currently works with approximately ten people a month, with a current cost of $150 per hour and continues the walk/talk therapy with them.  Additionally, he does not accept insurance, as he encourages them to take responsibility for their own health.  Most of his current patients are people that he has seen over the years and simply need “maintenance;” he considers these sessions “conversations,” he said.  An example he provided was that he walked for two hours with a male executive who was having an affair with his assistant who was twenty years younger and had a seven year old child.  The executive wanted to get back together with his wife, but felt obligated to the assistant.  Dr.  Gontang worked with him to get “present” and to “focus on what (you) need to be doing.”  Through the walks, Dr. Gontang notes, the metaphor is that you are side by side with the person, not focusing on the problem, but more on the person in the environment while burning of the adrenaline that tends to keep them locked up. He also works at Scripps clinic where he runs a group with heart patients three times a week where the focus is exercise, stress reduction, and meditation. The program looks at all aspects, looks at the whole person. He does the therapy piece, but not the exercise with them.  The philosophy used is Jungian in which the mind reflects the body reflects the mind. 
Is there training that you need to maintain as a running therapist?
Dr. Gontang earned his Ph.D. in Psychology, with an emphasis in sports psychology, at United States International University. He maintains his doctorate by earning thirty six hours of continuing education every two years. Currently, Dr. Gontang continues with Jungian psychology, Tai Chi, meditation, yoga, exercise, music therapy, and whole body work. He also recently attended a class on improvisation and a workshop on psychodrama. These have helped him to follow the leads of the people he works with, and to keep them on track. He stated that these courses have assisted him with looking at people’s perceptions. He used the example, “I am this world” and reframing that to “I am part of this world.”  Additionally he attended a workshop lead by Michael White on Narrative Therapy. His focus is integrating all of these; he asks himself: how he can deal with all aspects of people’s issues.  He noted that the Greek translation for therapy is to attend or to listen to; he feels that if the person is being heard, then therapy is being accomplished in some form.

What do your assessments of your clients consist of now?

Before he wrote his dissertation, he said, practitioners used the Myers Briggs assessment, which looked at communications as assessments.  His philosophy has been to look at how people deal with crisis, different situations, and how they influence other people. The idea is to look at interests, attitudes, and values; what are my drivers, what am I looking for?  Dr. Gontang stated that talking and walking is a rich component within a person’s life.  Dr. Gontang gave an example of an artist with whom he met on the day of our interview who struggles with back pain in rehabilitation for painkillers. He created the metaphor of loving wood, sanding and shaping it, that although it is rough at first; it eventually becomes polished but that it takes work to get to that point. He suggested the she look at herself both as an artist and a piece of art. At the Sunday running group, he placed her up with another artist so they could connect at a familiar level. Running and walking stimulates memories; something that you’re dealing with and desensitizing it while you’re getting exercise.  Dr. Gontang spoke of the following metaphor: a patient dealing with suicide stating “I can’t go on” and the juxtaposition of the mileage being put in while exercising; even though they don’t feel like they can go on emotionally, they are making strides physically. As he consistently stated, it was not so much about making assessments, but really more about “Where do you (the patient) want to go?”  Again, he believes that to walk along with a patient, he is the inquisitor, not the all knowing doctor; the dynamic was not that he knows and the patient does not know. Yes, he is well educated but he is inquisitive about the patient’s story; this creates an inverse power curve.  Also, in the past few years, he has had his patients email what occurred during session to him as follow up. 

What outcomes do you notice in your current running therapy practice?
With their commitment to run, the patients are already working towards a positive outcome. “I (Dr. Gontang) am detaching, as they realize that they really are in charge. We create a state of independence as opposed to dependence (on a therapist).”

Through running or walking, the people he sees meld back into society and break away from the identity as patient; they identify as someone who can run a ten minute mile, who can run six miles, or who runs forty miles a week, training for a marathon.  They too became coaches and move away from helpless individual to helper. Dr. Gontang and his colleagues see endurance in running as a metaphor for life: to keep going.

 
Dr. Gontang referred to Michael White’s narrative theory as a conduit for change. For example, “I am more than my problem; I have so many gifts and talents.”  He works with them to retell their story from a more positive slant. He noted a patient who was diagnosed with post-partum depression by her counselor, although her children were ten and twelve years old.  Her issues, gambling and purchasing large amounts, were noted by the counselor as cultural due to her Asian heritage.  As the eldest female, she felt her younger brothers received all the attention. She felt unrecognized and unimportant.  She thought that if she won the lottery, she would “be someone.” Through Narrative Therapy, Dr. Gontang worked with her to focus on becoming the protagonist of her story rather than the supporting actress.  If one is in shape physically, he said, it is easier to deal with things psychically through stories and metaphors.

Has the number of traditional therapy sessions changed? 

If someone were to ask him if his therapy style was brief strategic therapy, he would answer “yes.”  He didn’t want to see a patient for more than a few months because they have a life to live and things to do and don’t need to spend their valuable time in therapy; because the running therapy improves the neuro-transmitters, he feels that once they get the groove of running and feeling good physically they can do that on their own.  Additionally, he believes that patients can run for free and not pay therapy fees! If coaching someone to run a marathon, he said, I can teach them the techniques, but I cannot run for them. No pulling, dragging, pushing. They take the first step. Just going for a walk means continually moving them in a new direction, new perspective, or moving other people towards them. Soon, it is just his voice that goes with them.  

In the last few years, he has found the use of email to be an advantageous piece of technology to assist him with follow up because he would have his patients summarize the visit via email after a session.  This would allow them to summarize their perspective regarding how the session went, what they talked about, what outcomes might have taken place as well as to further process it, if needed. 

Dr. Gontang mentioned one of Thich Nat Hahn’s metaphors: if you catch a venomous snake by its tail it can bite you; if you catch it by its head, it wiggles around aimlessly but you have control. There are different ways of working out 
issues or of looking at things.  He posed the questions: “Is one therapy better than another? How do I (Dr. Gontang) assist people in where they need to go? How do I use the information that the patients share?  How do I honor them and how do I live my own life? By continually working on myself,” he answered.

Patient interviews 

The questions asked of Dr. Gontang’s patients inquired about how they heard about Dr. Gontang (Question 1), whether they had been to a therapist prior to seeing him, and if so, what worked/ did not work with the previous therapists (Question 2) if not, how did they come to chose him (Question 3).  Further, they were asked what their thoughts were regarding Dr. Gontang’s alternative style (Questions 4 and 5), and to describe a “typical” therapy session with Dr. Gontang (Question 6).
Demographics
Four people responded and were interviewed for this project; of those, two were female, two claimed mixed heritage and the other two claimed Caucasian, and two were married.  Two of them have known Dr. Gontang for over 30 years; a third has known him for him for several years, but as friends of the family; her father has been his friend and colleague for over 30 years and who referred her to his services.  Another woman just recently met him in 2006 through the marathon clinic.

How did you hear about Dr. Gontang?

Two patients had met him through the marathon training clinic that he facilitated every Sunday for the past three decades; of these, one met him through the marathon clinic just a year ago and stated that Dr. Gontang spoke to a training group and she felt inspired by his words.  Another was referred to Dr. Gontang through Dr. Gontang’s current business, TEC, The Executive Committee, which he has chaired since 1986.  (TEC brings companies together to discuss their issues and brainstorm improvements) and another woman met him through her father, who is a business colleague (also through TEC) and close friend of Dr. Gontang.  

Have you been to other therapists in the past? If so, how many and for how long? What “worked” in your sessions and what didn’t work for you?
One patient had only seen a counselor in college, one of the women had seen a counselor for a year, and one of the males had seen counselors intermittently but not consistently.  Of those who had responded that they had in fact been to counselors prior to Dr. Gontang, the universal agreement between them was that although counseling is potentially beneficial to process information, they felt their other therapists’ sessions were “canned,” “leading” or that the “couch” setting was too formal.  Also, each of them stated that they did not like delving into their childhood issues; they wanted to deal with the here and now.  Dr. Gontang’s patients found his style to fit this need; additionally, they embraced his style as comfortable, accepting, and authentic.  

If you have not been to therapy before how did you decide to come to Dr. Gontang? 
Two of the four had not been to a therapist prior to seeing Dr. Gontang.  One male had never seen a counselor before, but has a sister who is an MSW and who is very influential on him.  She opened his mind to the idea of seeing someone, he said.  

The youngest of the four responded that it was her father (a friend of Dr. Gontang’s) who made the appointment with Dr. Gontang; she may not have seen any therapist if it weren’t for her father picking up the phone.

Beyond the running piece with Dr. Gontang, what is different about his type of 

therapeutic intervention?
All of the interviewees noted that it was Dr. Gontang’s direct yet gentle style which makes him stand out from other therapists, and, ultimately, allowed them to not only feel at ease, but to get to the core of their issues quicker.  One patient stated that Dr. Gontang helped him to separate himself out from his problems, and to learn how to balance his life better.  Additionally, he said that Dr. Gontang knows the right questions to ask that provoke thought and answers, and often provides what he called “pearls of wisdom.” As time went on in his meetings with Dr. Gontang, he realized the importance of mixing physical exercise with emotional exploration.  He used an analogy that he thought was not only humorous but that described his therapy experience.  He quoted Mel Brooks from one of his favorite movies, “The 2000 Year Old Man” and stated “you have to take care of your body as if it were your own;”  he felt this was poignant, and related to his experience with Dr. Gontang’s style of therapy. The older of the two women stated that Dr. Gontang would call her on her stuff (not let her get away with anything), is straightforward, authentic, and would provide her with things to think about.  

The other male stated that Dr. Gontang’s style was informal, conversational, gentle, always moving and not probing. The youngest patient exclaimed that Dr. Gontang’s style resonated with that of a life coach.  

What were your first thoughts and/or feelings about his alternative style of 
therapy?

Initially, a few of them did say that they were astounded when they showed up for their first appointment and a smiling Dr. Gontang met them while closing the front door stating “let’s go for a walk,” neglecting to invite them in; he had no intention of sitting down and talking.  One patient, one of the eldest, was unsure what to expect at the first visit and showed up in his business suit, including his dress shoes, initially responded something like, “don’t you have a couch? “why can’t you be like other therapists?!”  as he panted on their run/walk.  The first few meetings, he said, it was actually difficult to breathe, talk and keep up with Dr. Gontang, but it wasn’t too long before he felt the benefits. The elder of the two female patients described his style as an energy flow, stating that since their session was on the go, the physical state created a physical, emotional, and mental energy flow.  In contrast, she said that the traditional couch therapy is too structured and is devoid of any energy flow.  Further, she noted that 
with Dr. Gontang and the running therapy, she would not have to create a defense mechanism; his style was safe, open, and inviting.

The youngest of the four wondered what exercise had to do with her need to work out some issues, until she walked for awhile.   After walking with Dr. Gontang, she realized how her emotional “well-being was tied up in exercise and her physical well-being.”   She preferred his style over that of the woman therapist she saw in college.

And yet another patient’s initial response was that Dr. Gontang’s style was thought provoking, physically challenging, yet easy going. As a male, he felt more comfortable with this style of therapy because it engaged different parts of his body, not just his mind.

Will you please describe a typical session with Dr. Gontang?

Although it appeared that there was really no “typical” session with Dr. Gontang, most sessions lasted one to one and a half hours, and really never lasted more than a few months.  The sessions focused on their breathing and being physically active, while processing their issues, which assisted them with being in the moment, and evoked feelings of being physically free and mentally aware.  Each patient would show up to Dr. Gontang’s door and be greeted by a towering jovial man donning exercise clothes.  His first words most often were “let’s go for a walk” or “let’s go for a run.”  None of the patients protested; in fact, they found the sessions quite helpful both emotionally as well as physically.  Dr. Gontang would take a patient out for an average of one to one and a half hours; he would ask thought provoking questions while leading them through trails near Balboa Beach.  Keeping with his movement theme, Dr. Gontang would ask each patient where do you want to be in two years, five years, etcetera and then focus on reaching those goals.  For instance, he would ask how far do you want to be running in two years?  Do you want to run a marathon within the next two years?  After the initial visit the patients knew to wear the appropriate clothing, including running or walking shoes.  Those who saw him in the last five years would also be expected to email their thoughts about the discussion they had.  This would help to bring it more in focus for both the patient and Dr. Gontang.  One patient, who stuck with the running to this day, described a “typical” session as keeping the chemicals out, keeping her moving along emotionally, and that she would have less of a negative response to her daily routine when she exercised.   
Another respondent stated that the running therapy helped him to literally feel physically free, “ok” and overall positive.  He felt that the poisons inside of him, the “evil spirits” as he termed them, would exit out as his body moved.  He felt more clarity through running therapy.  A typical session for him was a 1 ½ hour walk/run with Dr. Gontang while exploring his emotional reactions to problems that he was experiencing. The other male responded that a typical session was approximately one hour of challenging walking while Dr. Gontang prompted him with questions and used metaphors to re-frame things. The youngest of the patients claimed that a typical session was balanced in terms of physical and emotional expense; she was the one who was hesitant at first, not really understanding the benefits and relation between exercise and well-
being.  Most sessions lasted at least an hour, sometimes more, but she was not cognizant of the time because they were moving, talking, relating, and moving through her concerns.

Chapter 5

Conclusions, Recommendations, and Implications for Social Work

Conclusions

This was an exploratory study that investigated the Running Therapy practice that Dr. Gontang started over 30 years ago.  It was inititally assumed by the researcher that Dr. Gontang’s practice was designed complete with an office (to conduct assessments and pre or post visit paperwork and such, and a place to post his credentials) that consisted of a desk, chairs, and the sterotypical couch, as well as a business plan.  It was also assumed that there were, similar to tradtional psychotherapy treatments, several meetings over time between patients and Dr. Gontang.  Through an extensive interview, however, the researcher found that as free and easy going as he is himself is, so was his practice: from the beginning to the present day.  
In fact, the beginning of Dr. Gontang’s practice was quite simplistic and informal; it all began from a year long class, The Physiological and Psychological Effects of Illness that he participated in. From that course, Gontang and his professor, mentor, and author of The Joy of Running (which was published in 1976) Thaddeus Kostrubala, and 30 other classmates from the class began a research project from October, 1973 to May, 1974. The research included a group run three times a week, and then engaged in therapy for an hour right after the run. The participants did not have any particular outcomes in mind, but they realized that their patients were all less agitated even after the first run, the first visit.  By March of 1975 they were meeting at Kostrubala’s house on Sundays 
and would run for four hours, talk, then eat breakfast and go on their way.  Eventually more participants joined in until it became too big to hold at Kostrubala’s house. Thus the group decided to form the San Diego Marathon Clinic with the motto “If you’re going to be part of the rat race, you better learn how to run.”  Once at the clinic, Mr. Gontang and the other researchers would connect their “patients” with other runners who had similar issues and suggested that while they ran together, they discuss the issue and what worked or didn’t work for them in dealing with it.  What was really occurring was that there wasn’t any counseling going on at this point.  Early on, Mr. Gontang was meeting with people; he was taking them on runs or walks, asking them questions about their issues and concerns and helping them to work through them.  However, when the group grew too large, and there were still no actual leaders, the runners worked on things themselves, lending to a completely different level of “group therapy.”  The runners were setting physical goals regarding their runing; unbeknownst to them they were also moving through their emotional issues through the actual running and building their self confidence.  
The development of his practice began somewhere around the time after he completed the course and the research with Dr. Kostrubala.  Gontang became a rehabilitation counselor, but soon realized within months that he really wasn’t getting what he wanted from the work.  He began working with Irv and Miriam Polster, authors of Uncommon Grounds, and began his mentorship in Gestalt Therapy.  His role in working with them was to teach people to run as well as to work with them psychologically while earning his hours towards the MFT degree.  By 1976 Tad Kostrubala had moved away and Gontang was running his own show as other psychologists were now referring their patients to Gontang.  He thought that using Gestalt Therapy, having the patient bring up an issue and then Gontang and the patient would look at it through the patients’ dreams, he could enable the patient to do what they needed to (psychologically) while out on the trail.  He and the patients were successful in this endeavor as he saw them as fellow runners rather than as patients and they were creating new lives for themselves. 

An interesting discovery in my interview was that Dr. Gontang really did not conduct any of the assessments on the people with whom he met.  The doctors, psychiatrists, and psychologists all conducted the assessments and passed the information on to Dr. Gontang.  The interviews with Dr. Gontang’s patients were intriguing.  Each of them exclaimed that they benefitted from his alternative style especially in comparison with the stereotypical and traditional “couch therapy.”  All four appreciated the running component to his therapy style.  A couple of patients stated that they felt more clarity, felt their energy flowing, felt physically free and that their “poisons” were released when they ran with Dr. Gontang.  Not only does Dr. Gontang include running as a therapeutic means of healing, but he also is straightforward, direct, and calls the runners on their “stuff” (he won’t let them get away with trying to wiggle out of a topic or not owning their responsibility). 

Of the four people interviewed, two met Dr. Gontang through  running related events: one at the Sunday Marathon group in the 1970’s and another at a Marathon Training Clinic in 2006 where Dr. Gontang was a guest speaker.  He spoke about how to keep a low phsyical impact while running, and the psychological piece, such as using folklore to make it through the entire 26 miles. The other two met him through a referral: the youngest female met him through her father and the other met him at a meeting of CEO’s through Dr. Gontang’s other line of work where he is chairperson of TEC (The Executive Committee) which brings together CEO’s to anyalyze their organizational issues and come up with solutions and action plans.Chair for The E
Through analysis of the data, the researcher found that walking/ running therapy is an exceptional complement, or replacement for traditional psychotherapy for mental illness.  In general, the patients interviewed concurred that Dr. Gontang’s practice not only assisted them with their issues at hand, but the length of time spent in therapy was dramatically shorter than traditional psychotherapy, and they all had a much stronger feeling of overall well-being.  Exercise has demonstrated to be a very effective intervention and prevention tool emotionally, physically, and emotionally.  The researcher concludes that including exercise with therapy may well improve the efficacy of psychotherapy, and can even eliminate the need for medications.  
Additionally, medications aren’t for everyone; most anti-depressants, for example, generally take approximately six weeks for the medications to show any relief.  However, more drastically, medications also generally require a trial of various types to find the right one.  The research regarding exercise and mental health suggests that significant and longer lasting improvements can be made almost immediately after the first walk or run.  Complement this with a therapist who walks or runs with the patient, and the results could be exponentially better, including less time needed with that therapist over time. Research has shown that exercise can be equally as effective as medication either in combination with or without psychotherapy.  Exercise improves mental health and well-being, reduces depression and anxiety, and enhances cognitive functioning.  Although exercise seems to improve the quality of life of people living with mental health problems, its tremendous value is rarely recognized by mainstream mental health services. The evidence suggests that exercise may be a neglected intervention in mental health care.  

Recommendations and implications for social work:
Making recommendations for strengthening and improving Dr. Gontang’s practice is virtually pointless.  His patients seem to unanimously agree that his approach met their needs and exceeded their expectations.  Not only did his informal yet direct therapy style, complete with folklore and metaphors, resonate with them but his implementation of running and/or walking was highly appreciated as well.  However, it did seem unclear initially to at least one of his patients that they would in fact be exercising during their visit so he showed up in his business suit on the first visit.  

One of the many excellent features of “running therapy” is that it can be beneficial not only to the affluent but to low income people as well.  Although it would be best to have a good pair of running shoes in order to prevent injury, they can be quite costly. However, they are not necessary.  Additionally, implementing Dr. Gontang’s style of therapy could mean that patients’ overall therapy costs would be kept low, because he insists on not keeping his patients over long periods of time. Rather, he meets with them for a few sessions, teaches them how to run, asks thought provoking questions, and has them email him after each session as follow up.  He will see patients again, of course, for maintenance, but once they get the hang of running and feeling the physiological and physical benefits, he thinks that they can be set free to work out (both physically and emotionally) on their own or with a running partner.

Likewise, Dr. Gontang’s approach could be very beneficial in working with youth, as seen with the children he and Dr. Kostrubala worked with in the early years.  Similar to adults, youth need an outlet to be able to express themselves and to release pent up energy. Referring back to the assessment piece, the researcher wonders if anything would have been different therapeutically if he had assessed the patients himself.  For example, would it have built rapport sooner because there would be an initial traditional visit?  Or would it change the rapport because he was delving into their 
psyche more through an assessment than he did on a run?  Would he find something that the other practitioners didn’t?  The traditional psychotherapeutic paradigm provides a solid venue for change.  However, taking the traditional theories and therapies an extra step and moving outside the box and into the holistic circle, social workers can improve their practice by assisting clients to not only create a new world within themselves, but also to create a new lifestyle that is happier, healthier, and encourages them to use their own resources to ultimately recreate themselves.

If social work professionals could broaden their horizons and consider implementing exercise within their work with clients, they most likely would find an increase in their success rates of healthier, happier, less depressed (less stressed and enhanced self esteem), individuals.  Also, there is much burn out in the social work field.  Social workers could model the behavior of stress management by maintaining their own exercise routine.  Dr. Gontang has the luxury of living in San Diego where the temperature is often low to mid 70’s. This is not the case everywhere.  In fact, in Sacramento we can experience very high temperatures (in the triple digits); this can be a major drawback in meeting with people during normal business hours — in the heat of the day.  Therefore, although it is ideal to exercise outside as to not be confined, it could be possible to include a treadmill, stationary bike, or elliptical machine in order for the clients to still reap the benefits of working out while meeting with their social worker or therapist.


Social work frequently involves working with various mental illnesses. Additionally, what workers hear from their clients quite often regards high stress levels, the high cost for medications, and a lack of money for psychotherapy.  Our patients are often tired, low-wage earners, many of who struggle with self esteem. This researcher concludes that exercise has the potential to reach all of these areas. 

 

 

References

Antonuccio, D. O., M.D. et al. (1995).  Psychotherapy versus medication for depression:     Challenging the conventional wisdom with data.  Professional psychology: research and practice.  American Psychological Association. Vol. 26, No. 6, 574–585. In Burns, D. D., M.D. (1999).  Feeling Good: The new mood therapy. Quill Publishers: New York, NY.  
Austrian, Sonia (2005).  Mental Disorders, medications, and clinical social work.  3rd edition. Columbia University Press.

Babyak, M. A., Blumenthal, J. A. et al (2000). Exercise treatment for major depression: Maintenance of therapeutic benefit at 10 months. Psychosomatic Medicine, Vol. 62. pp. 633-638.
Bieler, H. G., M.D. (1982). Food is your best medicine. Ballantine Books, New York.
Bloch, Douglas, M.A. (2002). Healing from depression: 12 weeks to a better mood: a body, mind, and spirit recovery program. Ten Speed Press, Berkeley, CA. 

The British Journal of Psychiatry. (2001). Vol. 178: s169-s176

Buchner. D M. (1997).  Physical activity and quality of life in older adults. Journal of the American Medical Association, 277, 64-66

Buffone, G.W. (1997).  Running and depression.  In M.L. Sachs & G.W. Buffone (Eds.), Running as therapy: An integrated approach. (pp. 6-22).  Northvale, New Jersey.
Burns, D. D., M.D. (1999).  Feeling good: The new mood therapy. Quill Publishers: New York, NY.  

Cass, H., M.D. (1997).  St. John’s Wort: Nature’s Blues Buster. New York:  Avery Publication Group.

Frank, E. PhD. (2004). Treatment Resistance in Mood and Anxiety Disorders: Evidence from Clinical Trials of the University of Pittsburgh. 
Hays, K. F. (2002). Move your body, tone your mood. Oakland, CA: New Harbinger.

Hays, K. F.(1999). Working it out: Using exercise in psychotherapy. Washington, DC: American Psychological Association. 

Henkel, D. (2006). Medicine & Science in Sports & Exercise. (Vol. 37, No. 12, pages 2032–2037). Retrieved on August 10, 2006 from:  www.acsm.org.
HISPA, Leuven, Belgium.Snyder, M., PhD, RN, FAAN and Lindquist, R.,PhD., RN. (2001). Issues in Complementary Therapies: How We Got to Where We Are.  Issues in Nursing. Vol. #6, No.#2, Manuscript 1. Retrieved October 20, 2006 from: www.nursingworld.org/ojin/topic15/tpc15​1.htm.  
Johnsgard, K. W. PhD. (1989).  The Exercise prescription for depression and anxiety. A psychologist and marathon runner reveals how exercise can help make you well. New York: Plenum Press.

Johnsgard, K. W. (2004). Conquering depression and anxiety through exercise. New York: Prometheus.

Kessler, R.C., et al. (2003). The Epidemiology of major depressive disorder: Results from the National Comorbidity Survey Replication (NCS-R) JAMA. 289: 23. 3095-3105. Retrieved on August 10, 2006 from:  

www. jama.ama assn.org/cgi/content/full/289/23/3095
Kostrubala, T., M.D. (1997).  Running and therapy. In Sachs, M.L. & Bufone, G.W.  (Eds.), Running as therapy: An integrated approach. (pp. 112-124).  Northvale, New Jersey.  
Kostrubala, T., M.D. (1976).  The Joy of Running. New York: J.B. Lippincott company.

Long, B. C. (1993).  A cognitive perspective on the stress-reducing effects of phsycial exercise. In Seraganian, P., (Ed.). (2001). Exercise Psychology: the Influence of Physical Exercise on Psychological Processes. (115-140). New York: Wiley Intersciences Publication.
Matthews, C.E., M.D. (2002). Regular exercise keeps colds away. Medicine & Science in Sports & Exercise. 34:1242-1248. Retrieved  on March 15 ,2007  from: www.preventdisease.com/news/articles/regular_exercise_colds.shtml

McElroy, J. et al., (2001.  Anxiety in depression and bipolar disorder.  McMan’s Depression and Bi Polar Weekly. Retrieved on July 6, 2006 from: www.mcmanweb.com/anxiety.htm.

Nemeroff, C. B., 1998.  The neurobiology of depression. Science American 278: 42-49. Retrieved on October 20, 2006 from: www.medscape.com/viewarticle/412866_10
North, T. C., McCullagh, P and  Tran, Z. V. (1990).  Effect of exercise on depression. Exercise and Sport Sciences Reviews. Vol. 18. pp. 379-415. Retrieved on May 16, 2007 from http://www.medscape.com/viewarticle/519399_4
Paffenbarger Jr, R.S., Blair, S.N. and Lee, I-Min. A history of physical activity, cardiovascular health and longevity: the scientific contributions of Jeremy N Morris, DSc, DPH, FRCP   International Journal of Epidemiology 2001; 30:1184-1192. Retrieved February, 02, 2007, from: http://ije.oxfordjournals.org/cgi/content/full/30/5/1184

Reid, Daniel P. (1989).  The Tao of health, sex, & longevity: A modern practical guide to the ancient.  New York: Fireside.

Rejeski, W. J. and  Thompson, A. (1993). Historical and conceptual roots of exercise psychology.  In Seraganian, P., ed. (1993). Exercise Psychology: the Influence of Physical Exercise on Psychological Processes. Wiley Intersciences Publication.    

Reilly, P., ND. (No date). Reduce cancer risk with healthy lifestyle choices.
Seattle Cancer Treatment and Wellness Center Newsletter. Retrieved February 17, 2007 from: 

http://www.seattlecancerwellness.com/ adviceinspirationcancerfoods_PCCSCarticle

Sachs, M.L. and Buffone, G.W. (eds.). (1984). Running as Therapy: An intergrated approach. Nebraska:  University of Nebraska Press.

Sime, W.E. (1987). Exercise in the prevention and treatment of depression. In Morgan, W.P. & Goldston, S.E. (Eds.), Exercise and mental health. Washington, DC: Hemisphere, (pp.135-152).
Seraganian, Peter, ed. (1993).  Exercise Psychology: the Influence of Physical Exercise on Psychological Processes. Wiley Intersciences Publication.    
Shriver, J.M.  (2001).  Human Behavior and the Social Environment. 4th ed.  Boston: Pearson.

Smith D.W. (1975) The acceptance and evolution of organized games in boarding schools in England 1840–1914. In: The History, the Evolution, and Diffusion of Sports and Games in Different Cultures. Renson, R., De Nayer, P.P. & Ostyn, M. (eds.). ( pp. 345–352). 
Thayer, R. E. Ph. D., 2001. Calm Energy: how people regulate mood with food and exercise.  New York: Oxford University Press.

Tkachuk, G.A. and Martin, G.L.  (1999). Exercise therapy for patients with psychiatric disorders: research and clinical implications. Professional Psychology: Research and Practice, 30(3): p. 275-282.    

US Department of Health and Human Services  (1996).  Physical Activity and Health: A Report of the Surgeon General. Atlanta,  GA.,  Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion.
Williams, D.J. and Stream, W. B. (2006).  Physical Activity Promotion in Social Work.  Social Work, Vol. 51. #2.
