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SUMMARY

We	discuss	lessons	learned	in	introducing	lifestyle	interventions	in	long-term	psychiatric	
care	based	on	two	pragmatic	randomized	controlled	lifestyle	trials	in	regular	mental	
health	 care.	 The	most	 valuable	 lesson	 is	 that	 we	 should	 intervene	 simultaneously	
on	multiple	levels	of	the	system:	we	assume	that	the	key	to	successfully	introducing	
and	 embedding	 healthy	 lifestyle	 in	 mental	 health	 care	 practice	 is	 a	 combination	
of	 interventions	 focused	 on	 the	 individual	 patient,	 on	 the	 implementers	 of	 these	
interventions	 and	on	 the	 living	 environment	 and	organizational	 context.	 Below	are	
nine	 lessons	 that	 we	 feel	may	 be	 of	 interest	 for	 professionals	 wanting	 to	 address	
healthy	lifestyle	in	their	organization.

Participants
1.	 There	is	a	distinction	between	participants’	lack	of	initiative	and	lack	of	motivation
2.		 Seemingly	small	changes	to	professionals	may	be	large	achievements	for	patients

Lifestyle program
3.	 Interventions	 targeting	 participants’	 self-management	 are	 effective	 for	 some,	

while	others	need	interventions	with	continuous	support

Implementers
4.	 Being	a	mental	health	professional	is	not	the	same	as	being	a	lifestyle	coach:
	 a.	 Training	and	allocated	time	are	important
		 b.	 Professionals’	own	attitudes	may	interfere	with	patients’	lifestyle	changes
	 c.	 Health	professionals	are	role-models	and	should	be	aware	of	this

Mental health care organization
5.		 Lifestyle	needs	to	be	put	on	the	agenda	and	in	the	agenda:

a.	 There	is	a	need	for	specific,	measurable,	assignable,	realistic	and	time-related	
(SMART)	goals	and	their	evaluation

b.	 Lifestyle	deserves	to	be	a	regular	item	during	(team)	meetings
c.	 Time	 needs	 to	 be	 reserved	 for	 care	 professionals,	 team	 leaders	 and	

management	to	incorporate	structural	changes
6.	 A	healthy	living	environment	is	a	prerequisite	for	a	successful	lifestyle	intervention.
7.	 Organizations	should	endorse	to	national	healthy	(dietary	and	physical	activity)	

guidelines	and	recommendations,	and	evaluate	its	implementation

Socio-political context
8.	 The	gap	between	mental	and	general	health	care	needs	to	be	bridged
9.	 Government	agencies	need	to	structurally	audit	mental	health	care	institutions	

on	the	degree	of	integration	of	somatic	care	in	MH	care,	and	act	according	to	the	
outcomes	
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INTRODUCTION

There	 is	 growing	 awareness	 among	 clinicians,	 researchers	 and	 policy	 makers	 of	 the	
need	to	systematically	address	the	physical	health	of	severe	mentally	ill	(SMI)	patients	
in	 mental	 health	 (MH)	 care.	 The	 majority	 of	 deaths	 in	 this	 population	 are	 due	 to	
preventable	physical	diseases1,	of	which	cardiovascular	diseases	are	the	primary	cause	
of death2.	 Patients’	 lifestyle	 behaviors,	 such	 as	 unhealthy	 diets,	 physical	 inactivity,	
smoking	and	substance	abuse	all	 substantially	 contribute	 to	 their	worrisome	physical	
condition3.	Lifestyle	interventions	can	contribute	to	a	better	general	and	physical	health	
in	SMI	patients4.	Therefore,	interventions	addressing	patients’	lifestyle	behaviors	need	
to	be	introduced	in	regular	MH	care	practice.
	 This	is	not	an	easy	task,	as	interventions	often	eventually	have	to	be	implemented	
by	regular	staff	in	addition	to	providing	daily	routine	care.	Furthermore,	lifestyle	change	
is	 dependent	on	 a	 range	of	 different	 factors:	 personal	 characteristics	of	 patients	 and	
professionals,	type	of	intervention	programs	and	the	way	they	are	facilitated,	as	well	as	
on	contextual	factors	to	support	the	implementation.	Little	is	known	about	how	lifestyle	
change	 in	 patients	 with	mental	 disorders	 can	 be	 achieved,	 especially	 in	 clinical	 care	
settings,	and	research	on	strategies	to	implement	interventions	is	scarce1.
	 In	two	pragmatic	trials	recently	conducted	in	regular	long-term	clinical	care	settings,	
we	have	introduced	two	different	lifestyle	interventions	with	the	aim	to	improve	patients’	
physical	health.	In	the	first	trial,	the	Effectiveness	of	Lifestyle	Interventions	in	PSychiatry	
(ELIPS)5,6,	MH	 nurses	 were	 trained	 to	 change	 the	 obesity	 promoting	 environment	 of	
residential	 health	 care	 facilities	 into	 a	more	 healthy	 environment	 for	 SMI	 inpatients.	
In	 the	 Lifestyle	 Interventions	 for	 severe	 mentally	 ill	 Outpatients	 in	 the	 Netherlands	
(LION)	trial7,	MH	nurses	were	trained	in	motivational	techniques	and	in	using	a	webtool	
about	healthy	behavior	 to	 increase	 SMI	outpatients’	motivation	 to	 change	unhealthy	
lifestyle	habits.	Both	 interventions	were	designed	to	be	 implemented	by	regular	staff	
with	locally	available	resources.	We	found	that	changing	the	obesogenic	environment	
led	 to	 improved	cardiometabolic	health	after	 three	months	of	 intervention,	although	
these	results	diminished	when	external	guidance	of	lifestyle	coaches	stopped	and	MH	
nurses	were	solely	responsible	for	the	lifestyle	activities6.	The	LION	intervention	did	not	
result	in	physical	improvements	in	SMI	patients,	although	the	intervention	did	increase	
patients’	motivation	 to	 change	 their	 dietary	 behaviors.	 A	 large	 variety	 in	 health	 gain	
between	patients	and	teams	existed,	which	makes	it	interesting	to	explore	the	factors	
that	facilitate	or	hamper	the	intervention	implementation.	
	 While	 carrying	 out	 these	 pragmatic	 trials	 in	 which	 lifestyle	 interventions	 were	
introduced	in	the	regular	MH	care	setting,	we	have	learned	some	valuable	lessons.	We	
think	 these	 lessons	may	 be	 helpful	 for	 professionals	working	with	 SMI	 patients	who	
want	to	effectively	address	unhealthy	lifestyle	habits.	In	this	paper,	we	describe	those	
lessons	learned	and	we	have	grouped	them	along	the	determinants	specified	in	process	
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evaluation	frameworks8	as	being	important	in	studying	implementation	of	interventions	
(see	Figure 1).	The	lessons	learned	are	supported	by	quotes	gathered	from	staff	members	
and	patients	in	the	ELIPS	or	LION	trial.

FRAMEWORK

The	 framework	 of	 Wierenga	 et.	 al.8	 distinguishes	 five	 implementation	 determinants:	
1)	 participants,	 or	 users	 of	 the	 intervention,	 including	 their	 strengths,	 symptoms	 and	
cognitive	deficits	 that	may	play	a	role	 in	their	ability	 to	optimally	benefit	 from	lifestyle	
interventions.	2)	The	intervention	program,	in	our	case	two	different	lifestyle	interventions.	
3)	The	 implementer,	 the	professional	 carrying	out	 the	 lifestyle	 intervention,	 i.e.	nurses	
working	 with	 SMI	 patients.	 4)	 The	 organization,	 in	 our	 case	 MH	 care	 organizations	
delivering	 inpatient,	outpatient	and	emergency	MH	care.	5)	The	socio-political	context,	
which	is	the	larger	environment	of	local	or	national	health	(care)	policy	and	law,	health	
budgets,	communication	and	responsibility	between	various	health	care	domains.

Characteristics of the
participant

Characteristics of the
intervention program

Characteristics of the
implementer

Characteristics of the
organization

Characteristics of the
socio-political context

Implementation
strategy

Implementation
process

Implementation
determinants

Figure 1. Framework	presenting	implementation	determinants,	adapted	from	Wierenga	et.	al.8.

LESSONES LEARNED

Participants

1. There is a distinction between participants’ lack of initiative and lack of motivation 
In	our	studies,	we	have	learned	that	professionals	had	difficulties	with	what	they	described	
as	patients’	lack	of	motivation.	It	is	not	always	easy	to	tell	whether	patients	do	not	show	
up	for	activities	because	of	a	lack	of	motivation	or	interest	or	whether	this	is	due	to	a	lack	
of	initiative	and	apathy,	which	is	a	core	‘negative	symptom’	of	severe	mental	illness9.	Is	
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the	lack	of	motivation	truly	a	sign	of	lack	of	interest	that	needs	to	be	respected	as	such,	or	
should	it	be	dealt	with	as	a	symptom	of	the	mental	illness	which	could	imply	that	patients	
need	extra	support	by	professionals?
	 An	 easy	 solution	 to	 explore	 this	 difference	 would	 be	 to	 make	 an	 inventory	 of	
patients’	 preferences	 regarding	 (sport)	 activities.	 This	 inventory	 serves	 two	 purposes.	
First,	 exploring	 what	 kind	 of	 activities	 patients	 prefer,	 increases	 professionals’	 insight	
in	patients’	interests	since	patients	may	not	take	initiative	to	express	their	preferences.	
The	offered	activities	can	be	tuned	towards	these	preferences,	which	is	likely	to	increase	
patients’	 motivation	 to	 participate.	 Second,	 when	 patients	 express	 interest	 in	 (sport)	
activities	but	experience	trouble	 in	showing	up	due	to	a	 lack	of	 initiative,	professionals	
can	act	on	this.	Professionals	may	support	patients	to	overcome	the	difficulties	in	taking	
initiative	by,	for	example,	giving	reminders,	helping	to	get	up	and	get	dressed	in	time.

“I used to play badminton, I would really like to play badminton again” – patient, ELIPS study.

2. Seemingly small changes to professionals may be large achievements for patients  
The	 aim	 of	most	 lifestyle	 interventions	 is	 to	 change	 patients’	 health	 behavior	 and	 an	
intervention	 is	 considered	 successful	 when	 patients	 have	 adjusted	 their	 behaviors	
resulting	in	improved	physical	health	outcomes.	However,	especially	in	the	most	severely	
ill	 patients,	 such	 expectations	 should	 be	 tempered.	 First,	 behavioral	 changes	 start	
inside	 one’s	 head,	 as	 was	 described	 in	 the	 stages-of-change	model	 by	 Prochaska	 and	
DiClemente10.	The	first	steps	in	the	process	of	behavioral	change	are	becoming	aware	of	
one’s	unhealthy	behaviors	and	starting	to	become	motivated	to	change	these	behaviors10.	
The	 LION	 intervention	 did	 not	 result	 in	 physical	 improvements,	 but	 an	 increase	 in	
motivation	to	improve	dietary	habits	reveals	that	first	steps	in	the	process	of	behavioral	
change	were	taken.	Second,	it	could	take	a	prolonged	period	of	time	before	patients	are	
able	to	translate	their	motivation	to	change	into	actual	behavioral	changes.	These	changes	
may	be	experienced	as	very	small	changes	by	an	outsider.	Our	advice	would	be	to	not	
focus	primarily	on	health	gains,	but	to	acknowledge	that	even	small	behavioral	changes	
can	take	a	prolonged	period	of	time	in	this	population.			

“It took us one year to stimulate a patient to cycle on a tandem bike. We kept asking and 
stimulating, giving the patient time to get used to the idea. But in the end, it worked”  
– residential staff member, ELIPS study.
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Lifestyle program

3. Interventions targeting participants’ self-management are effective for some, while 
others need interventions with continuous support
The	approach	of	 lifestyle	 interventions	should	fit	with	patients’	abilities.	Some	 lifestyle	
interventions	 use	 a	 self-managing	 approach	 in	which	 patients	 need	 to	 reflect	 on	 own	
lifestyle	 behavior,	 set	 lifestyle	 goals,	 and	work	 on	 these	 goals	while	 being	 coached	 by	
nurses.	However,	 the	 skills	 needed	 for	 such	a	 self-managing	approach	may	be	beyond	
the	capabilities	of	some	SMI	patients,	and	their	mental	illness	may	withhold	them	from	
developing	these	skills.	Other	lifestyle	interventions	use	a	more	structured	approach	in	
which	 for	 example	 a	 series	 of	 obligatory	 and	 professionally	 guided	 exercise	 or	 dietary	
sessions	are	offered,	without	 requiring	patients	 to	 reflect	and	act	on	personal	 lifestyle	
behaviors	and	goals.	These	interventions	only	require	patients	to	show	up	at	the	sessions,	
while	professionals	take	the	lead	during	these	sessions.	When	patients	have	trouble	with	
showing	 up	 at	 these	 sessions	 due	 to	 symptoms	of	 their	mental	 illness	 (such	 as	 a	 lack	
of	 initiative,	see	 lesson	1),	professionals	need	to	constantly	support	and	guide	patients	
to	take	part	in	the	intervention.	There	is	no	‘one	size	fits	all’	 intervention	and	we	think	
it	is	important	for	professionals	to	establish	whether	the	lifestyle	intervention	approach	
meets	patients’	skills	and	capabilities.	We	may	need	to	acknowledge	that	for	those	not	
capable	 of	 learning	 and	 using	 these	 self-management	 skills,	 continuous	 guidance	 in	
lifestyle	changes	is	necessary.	

Implementers

4. Being a mental health professional is not the same as being a lifestyle coach:

a. Training and allocated time are important

Literature	suggests	that	MH	nurses	are	the	most	appropriate	health	care	professionals	to	
address	lifestyle	behaviors	and	physical	health	in	SMI	patients11.	In	the	two	trials	we	have	
conducted,	MH	nurses	were	indeed	the	appointed	professionals	to	introduce	the	lifestyle	
interventions.	Looking	back	on	both	trials,	we	believe	that	the	skills	and	training	needed	
for	effective	guidance	can	be	underestimated,	and	that	lifestyle	coaching	should	be	seen	
a	proper	profession,	 including	 the	prerequisite	of	 sufficient	 training.	 Lifestyle	 coaching	
could	be	appointed	 to	an	 individual	with	a)	professional	 lifestyle	knowledge	and	skills,	
b)	whose	main	priority	 it	 is	to	target	 lifestyle	behaviors	 in	SMI	patients	and	c)	who	has	
sufficient	appointed	contact	hours	to	do	so.	We	believe	that	when	these	requirements	are	
met,	only	then	lifestyle	coaching	receives	the	full	attention	it	needs	in	order	to	be	effective	
in	clinical	practice.	
	 Some	MH	nurses	felt	 lifestyle	coaching	did	not	meet	their	role	description	or	was	
beyond	their	knowledge	and	skills.	 In	contrast,	other	MH	nurses	mentioned	the	added	
value	of	discussing	lifestyle	with	patients	as	part	of	their	consultation	visits,	as	it	drifted	
the	attention	from	the	mental	illness	towards	a	more	general	accepted	topic.	
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“Discussing lifestyle is only an option if there are no other issues bothering the patient. 
Mental health has priority, when time is left we pay attention to a patient’s physical 
health.” – staff member, LION study.

“Discussing lifestyle behaviors with a patient drifted the focus of the consult from dealing 
with a mental illness towards a topic not related to the mental illness but towards 
something we are all acquainted with. Since we have close contact with our clients, we 
can incorporate the lifestyle changes in several domains of a patient’s life.” – staff member, 

LION study.

b. Professionals’ own attitudes may interfere with patients’ lifestyle changes

In	both	studies,	we	experienced	that	the	 implementers	were	key	players	 in	the	degree	
to	which	 the	 intervention	was	 implemented.	Especially	 certain	attitudes	of	MH	nurses	
were	likely	to	interfere	with	their	task	to	discuss	lifestyle	with	patients	or	to	implement	
structural	 (environmental)	 changes.	 Some	MH	 professionals	 perceived	 discussing	 (un)
healthy	 lifestyle	behaviors	with	patients	as	a	threat	to	patients’	autonomy.	 In	addition,	
professionals	mentioned	 to	 find	 it	 difficult	 to	 withhold	 unhealthy	 food	 products	 from	
patients	as	these	were	considered	to	give	patients	(at	least)	some	comfort	and	pleasure.	
Also,	discussing	 lifestyle	with	patients	 sometimes	confronted	 staff	members	with	 their	
own	unhealthy	 lifestyle	behaviors,	which	was	an	unwanted	and	unpleasant	experience	
which	they	would	rather	like	to	avoid.	
	 Our	suggestion	would	be	to	thoroughly	discuss	care	professionals’	thoughts,	ideas	
and	(mis)conceptions	regarding	lifestyle	and	lifestyle	coaching.	This	may	be	enhanced	by	
doing	a	 survey	among	professionals	 to	explore	 their	attitudes	prior	 to	 the	discussions.	
Discussing	 the	 varying	 perspectives	 enables	 professionals	 to	 reflect	 and	 potentially	
adjust	their	interfering	attitudes.	It	is	important	that	the	team	collectively	decides	on	the	
approach	they	will	use	to	discuss	patients’	lifestyle.		

“Who I am, to decide for this patient that he needs to get out of bed at 8 o’clock in the 
morning to have breakfast with us? If he rather wants to sleep late…” – residential staff 

member, ELIPS study.

“Let them have these cakes, they already have so little in life” – residential staff member, 

ELIPS study. 

“I	thought	the	intervention	with	the	lifestyle	anamnesis,	setting	up	the	lifestyle	plan	
and	discussing	lifestyle	goals	would	be	too	difficult	for	the	patients	I	work	with.	Only	
because	we	agreed	to	implement	this	intervention,	I	started	to	use	the	intervention.	
However,	after	a	while	I	noticed	in	regular	conversations	with	patients	that	they	were	
more	aware	of	their	lifestyle	and	actually	took	this	into	account	in	making	decisions.	It	
surprised	me;	this	was	not	what	I	had	expected.”	– staff member, LION study.
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c. Health professionals are role-models and should be aware of this

Changing	the	obesogenic	environment	of	residential	facilities	in	the	ELIPS	study	influenced	
routines	of	staff	members.	Even	though	care	professionals	may	not	want	to	adjust	their	
own	 lifestyle	behaviors,	at	 least	 they	should	be	aware	of	 the	 impact	 they	have	as	 role	
models	on	patients’	 lifestyle	behaviors.	First	of	all,	 it	 is	 important	to	be	aware	that	the	
initiative	to	discuss	 lifestyle	habits	 is	 related	to	staff	members’	own	 lifestyle	behaviors,	
i.e.	nurses	who	smoke	or	exercise	irregularly	may	be	less	likely	to	discuss	these	healthy	
behaviors	with	patients12,13.	Secondly,	when	nurses	address	unhealthy	lifestyle	behaviors,	
it	is	little	convincing	to	tell	patients	to	eat	healthy	while	staff	members	themselves	show	
the	opposite,	e.g.	order	pizzas	 in	their	night	shift.	On	the	other	hand,	 if	staff	members	
take	 lifestyle	 behaviors	 serious	 and	 set	 an	 example	 by	 tackling	 their	 own	 unhealthy	
lifestyle	habits,	and	possibly	sharing	their	struggle	in	this,	nurses	can	act	as	inspiring	and	
motivating	role	models.	A	joint	initiative	between	patients	and	staff	members	will	increase	
the	likelihood	of	successful	behavior	change	for	all	participants.	An	example	of	such	an	
initiative	is	the	Dutch	intervention	‘Feel	free!	Quit	smoking	and	lifestyle	training	in	Mental	
Health	Care’,	to	support	patients	and	staff	to	quit	smoking	together.

Mental health care organization

5. Lifestyle needs to be put on the agenda and in the agenda:

a. There is a need for specific, measurable, assignable, realistic and time-related (SMART) 
goals and their evaluation

‘‘A	goal	without	a	plan	is	just	a	wish’’	-	Antoine	de	Saint-Exupéry.	If	organizations,	teams	
and	patients	do	not	set	specified	goals	(the	‘what’)	and	plans	(the	‘how’)	on	how	they	will	
improve	 lifestyle	 in	the	MH	care	setting,	 it	 is	unlikely	that	changes	will	occur.	Specified	
goals	that	are	realistic	and	presented	along	a	time	frame,	can	be	evaluated	during	(team)	
meetings	 in	 order	 to	 follow	 up	 on	 their	 progress	 and	 adaptation	 can	 be	made	 when	
struggles	arise.	A	challenge	could	be	to	set	up	goals	that	will	lead	to	some	changes	but	still	
seem	attainable	and	realistic.	An	advice	would	be	to	use	a	small	change	approach:	start	
with	small,	attainable	goals	as	these	are	easier	to	implement	in	regular	clinical	practice.	
This	will	 lead	 to	 experiences	of	 success,	which	 are	 likely	 to	 increase	 staffs’	motivation	
to	continue	with	these	goals	and	set	up	new	goals	to	achieve.	In	order	to	keep	in	mind	
where	the	organization,	teams	and	patients	eventually	want	to	end	up,	it	could	be	wise	
to	set	both	short-term	goals	and	long-term	goals.	Again,	a	prerequisite	for	successful	goal	
setting	and	implementation	is	structurally	discussing	and	evaluating	the	goals	and	plans	at	
(team)	meetings	at	specified	time	points	(see	5b).	

“Our	goals	for	the	upcoming	months	are	to	provide	a	walking	hour	three	days	a	week	and	
have	one	hour	of	sport	activities	a	week.	We	have	discussed	that,	even	when	staff	are	busy	
with	other	chores,	we	will	continue	with	these	activities.	” – staff member, ELIPS study.
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b. Lifestyle deserves to be a regular item during (team) meetings

Discussing	 lifestyle	as	 a	 regular	 item	during	 (team)	meetings	will	 enlarge	 the	 impact	of	
lifestyle	 interventions	 and	 increase	 their	 long-term	 embedding	 in	 the	 organization	 and	
teams.	In	our	opinion,	changing	lifestyle	behaviors	in	the	SMI	population	is	a	team	effort:	
appointing	care	professionals	to	target	patients’	lifestyle	but	lacking	to	follow-up	on	how	
they	are	doing	or	what	they	need,	will	drift	away	their	feeling	of	urgency	for	this	topic.	By	
structurally	discussing	lifestyle	in	(team)	meetings,	presumably	staff	members	will	create	
a	feeling	of	ownership.	Individuals	are	most	likely	to	accept	and	promote	certain	changes	
when	they	feel	ownership	and	experience	that	they	can	initiate	changes	themselves	as	well14.

“I	 think	 that	 the	 lifestyle	 intervention	 is	 going	well.	 I	 didn’t	 hear	 anything,	 so	 I	 assume	
everything	works	out	well.” – team leader, LION study.

c. Time needs to be reserved for care professionals, team leaders and management to 
incorporate structural changes

We	believe	that	in	addition	to	discussing	lifestyle	structurally	during	meetings,	time	should	
be	reserved	for	professionals,	team	leaders	and	management	to	work	on	the	goals	and	
plans	established	during	these	(team)	meetings	(see	5b).	They	need	time	to	implement	
the	changes	in	the	physical	environment,	economical	aspects	(costs	and	incomes),	policies	
(rules,	laws	and	regulations)	and	the	social-cultural	environment	(attitudes	and	values)15 
that	are	necessary	to	make	structural	lifestyle	changes	possible.	Structural	time	per	week	
or	month	needs	to	be	guarded	to	work	on	the	established	goals	and	plans,	to	accomplish	
the	structural	implementation	of	lifestyle	in	daily	MH	care.	

6. A healthy living environment is a prerequisite for a successful lifestyle intervention
It	is	very	difficult	to	aim	for	healthy	lifestyle	behaviors	when	the	environment	does	not	
promote	or	even	hampers	a	healthy	lifestyle,	for	example	by	mainly	providing	unhealthy	
food	products	or	having	limited	opening	hours	for	sport	facilities.	Approximately	45%	of	
people’s	everyday	behaviors	are	repeated	in	the	same	location	or	situation	each	day16 and 
many	behaviors	 are	not	 action-reasoned	 choices	 but	 choices	 of	 availability.	 Therefore,	
making	 the	 healthy	 choice	 the	 easy	 choice	 in	 regular	 daily	 activities	 is	 considered	 to	
contribute	to	sustainable	(physical)	health	gains.	In	the	ELIPS	trial,	we	saw	that	even	small	
changes	in	the	obesogenic	environment	resulted	in	small	changes	in	SMI	patients’	physical	
health,	regardless	of	patients’	motivation	to	change	behaviors.	We	might	even	state	that	
a	 healthy	 environment	 is	 considered	 a	 prerequisite	 for	 successful	 lifestyle	 change.	 Of	
course,	we	should	be	aware	that	it	is	easier	to	influence	the	environment	of	residential	
patients	as	compared	to	the	living	environment	of	outpatients.
	 Suggestions	 to	 create	 a	 healthy	 environment	 may	 start	 with	 a	 screening	 of	 the	
environment	with	regard	to	healthy	and	unhealthy	elements	and	activities.	For	example,	
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review	the	standard	shopping	list	of	residential	facilities	with	a	dietician	and	adjust	this	
list	towards	a	standard	list	containing	mostly	healthy	products.	Residential	patients	can	
then	decide	with	each	other	on	which	less	healthy	products	they	would	like	to	spend	the	
remaining	budget,	so	that	patients	are	actively	involved.	Institutions	can	change	working	
schedules	so	that	staff	members	overlap	in	their	working	hours,	enabling	them	to	guide	
physical	activity	sessions	(e.g.	walking	hour,	sport	session)	or	prepare	dinner	with	patients.	
More	examples	can	be	found	in	the	protocol	of	the	ELIPS	study5.			

7. Organizations should endorse to national healthy (dietary and physical activity) 
guidelines and recommendations, and evaluate its implementation
We	 noticed	 that	 at	 some	 sites,	 staff	 were	 unaware	 of	 national	 guidelines	 and	
recommendations	 regarding	 healthy	 behaviors	 such	 as	 diet	 and	 physical	 activity,	 but	
relied	on	own	(false)	ideas	about	diet.	This	is	likely	to	result	in	counterproductive	lifestyle	
actions	and	it	confuses	patients.	Organizations	should	pro-actively	endorse	the	national	
guidelines	on	diet	and	physical	activity.	They	can	increase	adherence	to	official	guidelines	
by	informing	and	(keep)	training	staff,	and	by	using	these	guidelines	to	determine	which	
food	products	 are	 served	 to	patients	 and	offered	 in	 canteens	and	 residential	 facilities.	
This	also	implies	that	the	level	of	adherence	to	guidelines	at	all	levels	of	the	organization	
should	be	structurally	evaluated.

One	professional	reported	that	(s)he	did	not	trust	the	Dutch	national	guidelines	for	a	healthy	
diet,	as	(s)he	was	convinced	that	these	guidelines	were	set	up	by	food	industry	– residential 
staff member, LION study.

Visiting	 a	 residential	 team	 and	 discussing	 how	 the	 lifestyle	 intervention	worked	 out	 for	
them,	gave	insight	in	varying	ideas	among	staff	members	within	the	same	team	about	what	
a	healthy	diet	entails.	One	nurse	was	convinced	that	dairy	butter	is	the	healthiest	option,	
whereas	another	nurse	instantly	claimed	to	replace	dairy	butter	by	soft	margarine	as	being	
the	healthy	option	– residential staff, LION study

Socio-political context

8. The gap between mental and general health care needs to be bridged
Despite	the	presence	of	national	protocols	and	guidelines	for	the	structural	screening	of	
mental	and	physical	health	in	SMI	patients17,	such	as	the	PHAMOUS	protocol	used	in	the	
Northern Netherlands19,	 and	protocols	 and	 guidelines	 for	 treatment	 of	 somatic	health	
in	SMI	patients20,	a	majority	of	patients	is	 left	untreated	(with	pharmacotherapy)	when	
screening	reveals	deviant	metabolic	risk	outcomes21.	The	guidelines	of	somatic	screening	
state	that	a	psychiatrist	or	general	practitioner	(GP)	is	primarily	responsible	for	patients’	
somatic	care	and	that	its	coordination	should	be	appointed	to	patients’	case	managers17.	
However,	the	collaboration	between	mental	health	care	practice	and	general	health	care	
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practice,	e.g.	the	GP,	is	not	optimal18.	Although	guidelines	state	clear	processes,	follow-up	
of	these	processes	is	often	hindered	in	daily	practice,	for	example,	when	a	patients	does	
not	show	up	at	the	GP	or	when	a	GP	ignores	deviant	values	or	physical	complaints	as	he	
attributes	them	to	the	mental	illness.	Better	collaboration	between	mental	and	general	
care	practice	is	essential	in	treating	SMI	patients’	physical	health.

In	one	of	the	institutions,	the	information	about	medication	used	for	somatic	illnesses	often	
lacked	 in	patient	 record	files	 since	 this	 information	was	often	unknown.	Only	 if	patients	
knew	which	medication	they	received,	this	information	was	reported	in	their	patient	file.	
Communication	between	the	GP	and	mental	health	care	institution	about	medication	use	is	
not	optimal	– staff member, LION study.

In	one	of	the	institutions,	the	general	practice-based	nurse	specialist	(in	Dutch:	POH)	is	one	
of	the	(mental	health)	treatment	team	members,	thereby	bridging	the	gap	between	mental	
and	general	health	care.	The	POH	knows	patient’s	history	and	their	current	health	status,	
and	can	guide	them	to	the	GP,	when	necessary	– staff member, ELIPS study.

9. Government agencies need to structurally audit mental health care institutions on 
the degree of integration of somatic care in MH care, and act according to the outcomes
Despite	clear	guidelines	and	protocols	on	how	to	incorporate	somatic	care	in	the	mental	
health	 care	 practice,	 structural	 monitoring	 or	 auditing	 of	 the	 implementation	 of	 the	
guidelines	by	the	government	is	lacking.	Until	now,	it	is	unclear	how	government	agencies	
can	determine	whether	institutions	sufficiently	integrated	somatic	care	in	MH	care.	If	the	
government	wants	 to	emphasize	 the	 importance	of	somatic	care	 in	psychiatry,	at	 least	
structural	audits	are	needed.	Rewarding	or	sanctioning	MH	institutions	(financially)	based	
on	the	outcomes	of	audits	will	highlight	the	seriousness	of	the	situation	and	only	then	
result	in	changes.

DISCUSSION

In	introducing	two	lifestyle	interventions	in	clinical	psychiatric	care,	many	practical	lessons	
were	learned.	We	thought	it	worthwhile	to	share	these	lessons	since	they	provide	insight	
in	what	professionals	and	researchers	may	expect	when	introducing	lifestyle	interventions	
in	mental	health	care	practice.	The	focus	of	lifestyle	intervention	trials	is	often	on	their	
effectiveness	 regarding	 physical	 or	 mental	 health	 outcomes.	 However,	 important	
information	regarding	facilitators	and	barriers	in	the	implementation	process,	which	could	
be	gathered	by	observing	and	conducting	lifestyle	trials,	may	put	the	interpretation	of	the	
effectiveness	of	these	interventions	in	perspective.
	 In	our	opinion,	the	most	valuable	lesson	is	that	we	should	intervene	simultaneously	
on	multiple	levels.	We	have	learned	that	the	key	to	successfully	introducing	and	embedding	
lifestyle	in	MH	care	practice	is	a	combination	of	interventions	focused	on	the	individual	
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patient,	on	the	implementers	of	these	interventions	and	on	the	living	environment	and	
organizational	context.	Raising	awareness	of	patients’	unhealthy	 lifestyle	choices,	using	
motivational	techniques,	setting	SMART	goals	and	adequately	training	MH	care	staff	will	
not	achieve	much	when	carried	out	 in	an	obesogenic	environment.	Similarly,	 targeting	
the	environment	only,	without	paying	attention	to	patients’	intrinsic	motivation	or	staff’s	
attitudes	regarding	healthy	lifestyle	will	have	only	a	small	impact.	To	adequately	implement	
lifestyle	interventions	in	MH	care,	evidence	based	interventions	need	to	be	implemented	
by	well-trained	health	 professionals	 in	 an	 organization	 that	 is	willing	 to	 scrutinize	 and	
change	 its	 routines,	 (dietary)	products,	and	 logistic	processes	to	create	a	healthy	 living	
environment	for	patients.	We	also	believe	that	the	socio-political	context	is	relevant;	poor	
cooperation	between	mental	and	physical	health	care	has	substantial	consequences	for	
SMI	patients’	worrisome	health	status.	This	should	be	addressed	at	the	level	of	individual	
professionals	and	healthcare	providers,	but	support	from	professional	and	government	
policies	may	be	vital	to	accomplish	this.	

Limitations
The	 lessons	 learned	 described	 in	 this	 paper	 are	 based	 on	 both	 the	 results	 of	 our	
studies	 and	 on	 personal	 experiences	 of	 the	 researchers	 during	 the	 process.	We	 have	
not	performed	structural	process	evaluations	 to	arrive	at	 these	 lessons.	Therefore,	we	
may	have	missed	important	factors	 influencing	the	implementation	process	that	future	
projects	should	also	take	into	account.	However,	we	recognized	many	aspects	described	
in	the	model	developed	by	Wierenga	et	al	(ref)	and	felt	that	describing	our	experiences	in	
clinical	practice	could	be	a	useful	addition	for	professionals	wanting	to	introduce	lifestyle	
interventions	in	mental	health	care.	

CONCLUSION

Lifestyle	 interventions	 can	 contribute	 to	 a	 better	 (physical)	 health	 in	 persons	 with	
a severe mental illness4.	 The	 challenge	now	 is	 to	optimize	 the	 introduction	 and	 (long-
term)	 implementation	 of	 such	 lifestyle	 interventions	 in	 regular	 mental	 health	 care.	
Several	barriers	and	facilitating	factors	that	could	be	encountered	in	introducing	lifestyle	
intervention	 in	 daily	mental	 health	 care	 are	 described	 in	 this	 paper,	which	may	 be	 of	
value	to	mental	health	care	professionals	and	future	researchers	with	an	interest	in	the	
implementation	of	lifestyle	interventions.	
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