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A Blueprint for Protecting Physical Health in Mental Illness
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lifestyle programmes
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monitoring and promoting
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Physical activity for health

Physical activity

Sedentary Behaviour

Sleep

1.5+ METs

1-1.5 METs

0.9 METs

MET: Metabolic Equivalents
1 MET = resting energy

• A healthy level of sleep is ~7 
hours/night.

• Some chronic illnesses are 
associated with disruptions in 
sleep.
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Physical activity for health

Physical activity

Sedentary Behaviour

Sleep

1.5+ METs

1-1.5 METs

0.9 METs

MET: Metabolic Equivalents
1 MET = resting energy

• Sitting at work
• Sitting or reclining for leisure
• Watching TV
• Computer use
• Driving
• Reading
• Eating
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Physical activity for health

Physical activity

Sedentary Behaviour

Sleep

1.5+ METs

1-1.5 METs

0.9 METs

Incidental
Walking
Shopping
Housework
Gardening
Cooking

Exercise
Walking
Yoga
Running
Cycling
Sports

MET: Metabolic Equivalents
1 MET = resting energy



"Lack of activity destroys the good condition 
of every human being, while movement and 
methodical physical exercise save it and 
preserve it." 
(Plato; ~400BCE)



Modern society catches on…
Sedentary drivers had higher incidence of 
cardiac events, and a greater proportion 
were fatal, than physically active 
conductors. 



Exercise and healthy diet can:

↑ Health and wellbeing

↑ Quality of life 

↑ Cognition 

↓ Disease risk

↓ Depression

↓ Anxiety

↓ Psychotic disorders

People with mental illness have: 

↓ Physical activity

↑ Sedentary behaviour

↓ Fitness 

↓ Diet quality: ↑ proinflammatory foods, ↓ intake of fibre, vegetables, 
fruit, vitamins and minerals. 

People with mental illness want help to 
live healthier lives: 

• Good adherence to exercise and nutrition 
programs 

• Numerous barriers hinder maintenance 
of healthy lifestyle



We’re facing an implementation gap…..

………Programs of translational 
research are needed.
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• Began as 8-week programs delivered by personal trainers and chefs

• Progressed to Allied Health (exercise physiologists and dietitians) with 
subsequent funding

• Diverse funding support: Government funding (PiR, QMHC, PHNs), 
Research grants (Metro South), Philanthropic (RL Cooper), NDIS

• Award winning: Two awards at 2018 Open Minds Mental Health Week 
Achievement Awards and 2020 Aus Rotary Health Impact award.

• Evolving into an service model in partnership with Hospital Health 
Services and community organisations (Cairns & Hinterland HHS, MIND 
Aus., Neami National)

Research translation
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Results as of April 2019
Another ~350 

participants inducted 
since (total n>600)
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Participation



13

Across the state, participants had: 
• Mean age of 41 years
• Roughly half female/male and 

smoking/non-smoking
• High rates of overweight and 

obesity
• Most reported multiple mental 

health diagnoses: psychotic 
disorders, depression and 
anxiety most common.

Participation
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Distress post 
9.8 (5.4)

Distress pre 
12.2 (4.5)

Fitness post 
531m (121m)

Fitness pre 
478m (104m)

Implementation



Wanting something 
to do, something to 

be a part of, 
something beneficial

Initiating



Personal motivation. Reflecting on their experiences, participants attributed
willingness to engage and complete the program to a desire to make

changes (in various life domains), the expectation and experience of bene-

fits, and the environment of the program. Participants shared a desire to

experience a sense of belonging.

I felt like I was asked to be a part of something, and I felt it would be beneficial

to me...

and another "just wanted to get out of the house" most identified specific or

more general program-related goals including wanting to increase fitness,
lose weight or improve health. Some specifically acknowledged interconnec-
tion of physical and mental health.

I've figured that your body is connected to your head so I thought having a healthy
body has got to help my head space.

You feel better, move better, then you look better and then you feel better again



Wanting something 
to do, something to 

be a part of, 
something beneficial

Welcoming 
venue

Comfortable 
group

Accommodating 
facilitator

Initiating Maintaining



Wellbeing promoting context



Wanting something 
to do, something to 

be a part of, 
something beneficial

Welcoming 
venue

Comfortable 
group

Accommodating 
facilitator

Experience of 
benefits, 

enablement to 
remove barriers

Initiating Maintaining Continuing



↑ Quality of Life, particularly in 
mental health, relationships, coping 
and self-worth dimensions

↑ Recovery, in the hope dimension



Motivation and physical activity

Motivation which is more self-

determined is related to longer term 

maintenance of physical activity.

Few studies have investigated the impact of such interventions on self-
determined motivation.

Intrinsic

Integrated

Identified

Introjected

External

Median attendance 

All participants 
63% (IQR=25% to 75%) 

‘Completers’ only
75% (IQR= 50% to 88%) 

Attendance to gym outside 
supervised sessions is low



Once / week

Group 1: Supervised exercise + gym membership

Group 2: Motivational coaching + Fitness tracker

64 inactive 
consumers 
randomly 
allocated

Which group 
becomes the most 

active?

8-weeks

Physically active one way or another

Chapman J., Suetani S., Siskind D., Kisely S., Breakspear M., Byrne J., Patterson, S. 2018. Protocol for a 
randomised controlled trial of interventions to promote adoption and maintenance of physical activity in adults with 

mental illness. BMJ open. 



Sedentary

Light

Moderate

Vigorous

Primary outcome: objectively measured physical activity using 
accelerometers over the duration of the programs
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GYM group: 
Motivation (exercise education & 
recording) 

Opportunity (gym membership) 

Capability (physical training)

MOT group: 
Motivation (health literacy and self-
monitoring) 

Opportunity (fitness trackers) 

Capability (goal setting, action planning, 
reflective activities, problem solving)
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n=167

(n=64)

(n=33) (n=31)



Participant characteristics at baseline (n=64)

Age (years)
mean (SD) = 36 (10)

range =18-58
Male (63%)

High distress (49%)

Employment

Unemployed / unable to work (59%)

Student / volunteer / homemaker (25%)

Full-time /Part-time (15%)

Smoker (Daily/occasionally) (42%)

BMI (kg/m2) d

<18.5 (2%)
18.5 – 24.9 (20%)
25 – 29.9  (22%)
>30 (54%)



Psychiatric diagnosis  (n=64)
Number of diagnoses

1 (71%)
2 or more (29%)

Single diagnosis
Psychotic disorder (47%)
Bipolar disorder (10%)

Borderline Personality Disorder (7%)

Depressive disorder (5%)

Other (Adjustment disorder) (2%)

Multiple diagnoses
Psychotic disorder (14%)
Substance use disorder (12%)
Bipolar disorder (8%)
Depressive disorder (5%)
Anxiety disorder (5%)

Post-traumatic stress disorder (3%)

Personality Disorder (3%)
Other (14%)



Results

Proportion of accelerometer wear was 55.6% for GYM, and 36.5% 
for MOT (p=0.68). 



Results

Red=Motivation group;   Blue=Gym group

Motivation group had 2 minute/week greater change than 
Gym group.

No change in self-determined 
motivation, psychological distress, 
or self-reported physical activity. 



How does this work in the ‘real world’?

• These same interventions were implemented in North Queensland (Cairns, Edmonton and Mareeba)

• However, participants were not randomly allocated to conditions, they had the choice of 
programs.

• Self-reported physical activity and self-determined motivation were the main outcomes. 

• 60 people chose GYM, 35 people chose MOT

• People who chose MOT had higher waist circumference, psychological distress and external 
motivation

• Results

• Psychological distress reduced in both groups

• Self-determined motivation increased for GYM but not MOT

• Self-reported PA increased for MOT but not GYM

Seymour, J., Pratt, G., Patterson, S., Korman, N., Rebar, A., Tillston, S., & Chapman, J. (2021). Changes in 
self-determined motivation for exercise in people with mental illness participating in a community-
based exercise service in Australia. Health & Social Care in the Community
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Conclusions

• Change is incremental

• Successful elements have been (1) evaluation (2) partnership (3) leadership

• Healthy lifestyle programs should be delivered using humanistic and 

person-centred principles that enhance self-determined motivation.

• Motivational counselling alone can help people increase physical activity 

levels, but may not be as effective as exercise instruction for enhancing self-

determined motivation.

• Practical exercise should be combined with motivational strategies, but 

motivational strategies alone can be effective and may be preferred by 

some people.

• Translational research needed in assessing the effectiveness of integrated 

models for offering physical activity programs.


