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Abstract

Objectives. The purpose of this study was to explore the natitwmal beliefs of mental
health professionals in giving advice on physiadivity as part of a care plan for people

with serious mental illnesses (SMIs) in a commugéiting.

Methods: Participants were 32 mental health care profeatsdinom four community teams

in the North East of England. Focus group intergemere conducted using open-ended
guestions aimed at eliciting beliefs that undetpiee types of social-cognitions according to
the Theory of Planned Behaviour (TPB, Ajzen, 19%igta were content analysed according

to the three types of beliefs of TPB: outcome liglirormative beliefs and control beliefs.

Results: Outcome beliefs included perceived influence am ttierapeutic relationship with
service users, benefits for patient health andityuet life, and health and safety concerns.
Sources of social influence included the healthaaganisation, healthcare workers, and
families and peers of the patients. Control belie€uded patient motivation, availability of
support from other trained health professionals arwkess to facilities as well as competing

priorities and perceived level of expertise.

Conclusions: Offering physical activity advice to people withM& as part of an
individualised care plan in a community setting waswed as beneficial by healthcare
workers. However, barriers exist that may impedeicad giving. The TPB framework is
useful for exploring and describing these charaties. Further quantitative research is
needed to examine relationships between the batiefgified in this study and advice giving

behaviour.



Keywords. Theory of Planned Behaviour, serious mental dé®s, health professionals,

physical activity, advice, barriers.



1. Background

The physical health of people with serious meritaess (usually abbreviated to SMI and
commonly referring to illnesses such as schizopharand bipolar disorder; NICE, 2017) is
often poor and average life expectancy is redugedrbund 15 years in compared to the
general population (Chesney, Goodwin & Fazel, 200glker, McGee & Druss, 2015).
Significant contributory factors are obesity, hyglgcaemia and other features of metabolic
syndrome, which increase the likelihood of cardgsmedar disease (Gardner-Sood, et al.,
2015).

Risk of cardiovascular mortality is attributed irarp to side effects of anti-psychotic
medication and also modifiable lifestyle factorsdaran be reduced through changes to
smoking, diet and physical activity (Curtis et 2016; Vancamfort, Stubbs, Ward, Teasdale,
& Rosenbaum, 2015a). However, a recent systematiew of 13 studies indicated that
people with SMI engage in significantly more sedepntbehaviours than those without
(Stubbs, Williams, Gaughran, & Craig, 2016). Funthere, a meta-analysis of 35 studies
indicated that individuals with SMI who are physigaactive are significantly less active
than healthy controls (Stubbs et al., 2016). THes#ings are supported by a more recent
review of 69 studies by Vancampfort et al., (2049l indicate that individuals with SMI are
significantly less likely than healthy controlséagage in sufficient physical activity to gain
health benefits.

An increasing number of studies support the pasitmpact of physical activity on physical
health, psychiatric symptoms and quality of lifepaople with SMI (Firth, Cotter, Elliott,
French, & Yung, 2015; Rosenbaum, Tiedemann, Shgaim Curtis, & Ward, 2014).
Sedentary lifestyles are associated with more gem@gative symptoms and poor cognitive
and socio-occupational functioning for individulilsng with psychosis (Suetani, Waterreus,

Morgan, & McGrath, 2016). Participation in physicadtivity is particularly important for



individuals receiving treatment with antipsychatiedications as many can increase the risk
of metabolic syndrome, particularly when combinathva sedentary lifestyle (Vancampfort
et al.,, 2015b). Efforts to increase physical attivparticipation and reduce sedentary
behaviours within the care plan of people with Sfduld reduce not only physical health risk
associated with mortality, but may also facilittdager term functional recovery (Currie &
Malik, 2016).

In the United Kingdom (UK) the National InstituterfHealth and Care Excellence, (NICE,
2014) clinical guidelines for treatment and managetrof psychosis and schizophrenia in
adults recommend that “people with psychosis orizegrenia, especially those taking
antipsychotics, should be offered a combined hgating and physical activity programme
by their mental healthcare provider” (NICE, 20148 Mental health care workers are well
placed to promote and advise physical activity ip@dtion due to their therapeutic
relationship with service users (Bradshaw & PedR§12). However, motivating patients
with SMIs to act on advice can be challenging (@lp¥erron, & Whitley, 2013).
Researchers have examined the views of mentalhheafses regarding physical health care
(Robson, & Haddad, 2012) and beliefs about exerprgscription (Stanton, Happell &
Reaburn, 2015). In the UK, a survey of mental Imealtirses indicated that they hold
generally positive attitudes towards, and feel enft, delivering physical healthcare that
includes offering advice on diet and exercise. Tikisnore likely if they hold additional
general nursing qualifications or have additionaygcal health care training or experience
(Robson, Haddad, Grey & Gournay, 2013). Howevearlgehalf of the 585 participating
nurses noted that a key obstacle to physical heath was difficulties getting clients to
follow diet and exercise advice. More than 80% afrse respondents reported they
would like further training on the management ofldites, cardiovascular health, and

nutrition. This barrier was noted by nearly 90%nwéntal health staff in a more recent UK



study with in-patients indicating that despite stahining, additional support is perceived
necessary in order to facilitate uptake of perssedl health care plans (Haddad,
Llewellyn-Jones, Yarnold & Simpson, 2016).

Qualitative studies have provided further detaid ainderstanding of these barriers to
physical health. Barriers reported include lackrafning, competing priorities, and lack of
patient motivation (Happell, Scott, Platania-Phufagyankivell, 2012). These are consistent
with barriers reported more generally in primanaltte care (Hébert, Caughy, & Shuval,
2012). Thus despite having positive attitudes taaalgiving, personal and systemic barriers
may impede this process.

Stanton et al. (2015) used the Exercise in Metitséds Questionnaire — Health Practitioner
Version (EMIQ-HP, Stanton, Happell & Reaburn, 20tlexamine the exercise-prescription
practices of 34 mental health nurses working iratigmt mental health facilities in Australia.
A significant proportion of the mental health nwse the study did not agree with the 11
barriers to exercise prescription presented on EMIQ-HP. For example, over 85%
disagreed with the statement that ‘exercise will be of benefit’, or that ‘exercise will
worsen a mental health consumer’s condition’, waitbre than 50% of the nurses reporting
that they always or mostly prescribed exercise.

In addition, many reported optimism that patientsuld engage with exercise prescription,
and that current workloads were not a barrier ter@ge prescription. The authors suggest
their findings may be specific to work settings whexercise prescription is well supported.
Thus these findings may not necessarily represenpérceptions of healthcare professionals
working in community settings in the UK.

Understanding and addressing the social cogniaesofs that underpin motivation to offer
physical activity advice to individuals with SMIsuwd support mental health professionals

who are expected to advise health-related exemmsefollow NICE guidelines regarding



physical activity as part of a care plan in comnrsettings. The Theory of Planned
Behaviour, (TPB: Ajzen, 1991) is a social cognitivedel of behaviour motivation. The
model suggests that intention to carry out an #gtsuch as advice giving will be influenced
by beliefs that underpin three social cognitionatd®me beliefs are the anticipated positive
and negative consequences of an action. Accordintpg TPB these underpin a person’s
attitude towards the behaviour. Normative beligésiadividuals and groups whose opinions
and actions regarding the behaviour are considetezh deciding whether to perform the
behaviour in question or not. Normative beliefs empth a person’s perception of social
pressure or subjective norm. Control beliefs aee ghrceived barriers and facilitators to a
course of action. The perceived impact of theseerpids what the TPB terms perceived
behavioural control. Elicitation of the beliefs thanderpin attitude, subjective norm and
perceived behavioural control is a necessary $ieg in research that aims to understand and
explain motivation (Ajzen, 1991). Understanding bediefs that underpin the motivation of
mental health care workers to offer physical astivadvice is key to improving the
availability and delivery of physical activity imeentions in patients with SMI.

The TPB has considerable support across a rangeeath behaviours including physical
activity promotion and advice giving (McEachan, @en Taylor & Lawton, 2011). Recently
it has been utilised in the explanation of headlireqoractice such as prescribing (Tsiantou et
al., 2013) and nurses’ intention to follow smokiogssation advice guidelines (Puffer &
Rashidian, 2004). A systematic review by HoffmaBannett and Del Mar (2013) concluded
that the TPB is the most appropriate theory to @rpintention and predict the clinical

behaviour of healthcare professionals.

What this paper adds



This paper describes a framework for understantieginfluences on mental healthcare
professionals when advising physical activity ag pacare plans for individuals with SMI in

a community setting. This is relevant to servicevggion and clinical practice as a detailed
understanding allows for implementation of meastwa®duce barriers and facilitate advice
giving. Ultimately this makes behaviour change katignts more likely and addresses a

significant health concern in a vulnerable group.

Study Aims
This study aims to use the Theory of Planned Behavio identify the beliefs of mental
healthcare professionals working in community sg#iregarding motivation for advising

health-related physical activity.

2. Method

2.1. Design

Four focus groups were conducted to obtain quaddatata to gain insight into the beliefs of
participants regarding their motivation to offerypltal activity advice. The focus group
topic guide followed Ajzen’s guidelines, (1991) afwttused on the elicitation of outcome,

normative and control beliefs.

2.2. Participants and Recruitment

Community mental health teams, including one ‘eartgrvention in psychosis’ (EIP) team
were randomly selected to participate. Participamse recruited by invitation from their
team leader in person or via email. This invitatwas sent to all members of the team for
whom physical activity advice was considered pétheir clinical role. The teams included

healthcare staff from a range of health disciplimesuding nursing, psychiatry and clinical



psychology. Although all mental healthcare workieasl direct clinical contact, the care co-
ordination duties were primarily the role of nuggistaff. Local authority care (social work)
was provided separately but alongside health carsdveral years.

32 health care professionals consented to takeapdrattended one of four focus groups held
at their place of work. All were provided with amformation sheet, consent form and short
demographic questionnaire. Demographic informatimeiuded current job title and role,
length of time in current role, and length of timerking in mental healthcare. We also asked
for information on any special training regardinigypical activity advice for patients and
how often advice was given on a four-point scalex@fer, occasionally, most of the time,
always. We also asked for any additional informatiorelation to the type of advice given.

(insert table 1 here)

Participants were community mental health care exskemployed in the North East of
England in the UK who worked with patients withisas mental illness (SMIMost (75%)
were female.

(insert table 2 here)

Only 9 (28%) offered physical activity advice to\see users most of the time or always, the
majority (23; 72%) offered advice only occasionadlynever. Advice was typically offered
verbally alongside healthy living advice. Most (B3,%) had no specific training regarding

recommended physical activity guidelines.

2.4. Procedure
Focus groups took place between December 2016waed2D17 with group sizes of 12, 6, 8,

and 6. Groups were audio recorded and facilitatedr® female (SL) and one male (EB)



member of the research team. Both specialise ihhedated physical activity and the lead
facilitator is a psychologist. Neither were knowm the participants prior to the group
meeting. Questions followed Ajzen’s 2006 belietigdition guidelines and reflected positive
and negative anticipated outcomes, social refenehts approve or disapprove and barriers
and facilitators consistent with the outcome, ndimeaand control beliefs of the TPBee
Table ). The target behaviour in this study was advidieglth-related physical activity to
service users during the next clinical contact. fhelitative approach allowed comparison
between groups whilst remaining flexible regardnoyel directions and ideas emerging from
within each group. Each focus group lased approtaip@0 minutes.

(insert table 3 here)

2.5. Ethics

The study was approved by the health service caoendf Northumberland, Tyne and Wear
NHS Foundation Trust and the University of Sundetl§RES-16-007). Participants were
reminded that participation was voluntary and thambers were being used rather than
names in order to preserve anonymity but still mabackground information to audio

recordings at the start of each discussion.

Participants were told that participation was voduy and that numbers were being used
rather than names in order to preserve anonymitystilimatch background information to

audio recordings at the start of each discussion.

2.6. Analysis
Focus groups audio recordings were converted exblly one member of the research team.
Transcripts were then checked for errors by anothember of the team through reading

these transcripts whilst listening to the intervge®articipants were not invited to check the



transcripts due to anonymization of data. Qualiatanalysis was guided by the thematic
analysis framework proposed by Braun and Clark §208s this allows flexibility regarding

the use of inductive and deductive reasoning. tteoto maximise rigour, two members of
the research team familiar with the TPB (SL and B@ependently coded their own copy of
a sample transcript. Findings were then discusseghrding interpretation and the

identification of three types of social cognitiof@itcome, normative and control beliefs).
Both researchers then read the transcripts fronotiiner three groups in order to identify any
additional beliefs and determine that saturatiom Heen achieved. Descriptions and
exemplar quotations of the resulting outcome, néikreaand control beliefs were agreed by
SL and SA then presented to EB for confirmatioraisistency in interpretation. SL and SA
then independently coded all transcripts usingeloedegories in order to carry out a content

analysis based on sample frequency as describegibin and Shannin (2005).

3. Results
Outcome beliefs
Perceived consequences were generally positiveatdges reported included improvement
of patients’ physical and mental health as welltlasir quality of life. For example,
participants described the potential of physicdivag to elevate mood and support sleep as
well as offering a distraction from symptoms of rnanilness
“It's just trying to give them [patients with psysls) a bit of a break, to give them
something else to concentrate on, maybe to take aame of their issuegFG2).
Influence on the therapeutic relationship betweatiept and health professional was the
most frequently cited outcome belief. Participatyfscally suggested that physical activity

was a useful vehicle for enhancing their therajpaedationship



“There’s that bond you create with the sharing &f ¢éixercise whether it be a walk,
squash match or whatever, there’s that sharingh@it the bond the support work is
weak (FG1).

However, not everyone agreed that offering adviseua physical activity would have a

positive influence on their relationship with thelient.

“They might withdraw from sessions because theytninghk that every time they
come you're going to be asking, or they might feat they're letting you down in
some way, so it [giving physical activity advicelght become a barrier in terms of
your therapeutic relationship with someonéFG1).

Furthermore, offering exercise advice was constleresome to carry a possible risk to the

health and safety of the patients. Participantacatdd hesitation for example if they

considered their client to be physically unfit be tactivity to be clinically indicated.
“l was very keen to ensure that he asked the GRitifwtas safe for him to go [to play
badminton]” (FG1).

One person suggested that in certain circumstahees could be a possible risk to others
“Some [individuals] carry risks to the public. | wdn't be then encouraging them to
go to a busy gymFG2).

Some indicated a degree of ambivalence when camsidéhe perceived effectiveness of

physical activity advice. For example, in one grauparticipant remarked
“You just don’t think that it's worthwhile, becauseuydon’t feel that people
[patients] will take your advice

Another indicated that this may reduce the likebith@f offering advice in future,

“L earned helplessness almost on our p@FG1).

Nor mative beliefs



The employing organisation (an NHS Trust) was thestfrequently cited source of social
influence on physical activity advice giving. Thm&s typically viewed as a standard part of
physical health monitoring and was expected asgiam individual’s care plan.
“It's a big part now physical health, so we have Itts one of the main kinds of
things we are encouraged to do. To encourage gikeple, encourage clients to be
physically activé (FG1).
However, not everyone agreed that this was a ssoo@l influence
“It's not really pushed to be honest, it's nevedlyementioned ...the goal is to get
them to a shop and then that's it. So it's nevallyen the care plan to get this person
active. (FG2).
Other sources of social approval were colleagudgstaa health care professional themselves,
particularly if they themselves were physically iaet Broader social influences were
government recommendations for physical activitgbtained via the media
“What we hear about in the néwand “it's what the government recommehds
(FG2).
One other potential social influence was approvalisapproval of family and friends of the
patient. Typically, this was cited in the contektothers likely to hinder participation rather

than hinder advice givinger se

Control beliefs

A number of factors were identified as potentialrieas or facilitators when trying to
implement physical activity advice in practice.

Factors pertaining to the patient

The level of patient motivation was the most fragle cited control belief. Decisions

whether to advise physical activity were influentgda patient’s level of motivation.

10



“I mean from my experience, usually it's been varghmkind of goal orientated from
the client. It's more if they want to increase thactivity levels. Then I'll help them
do that” (FG3).
Generally there was a perception that persuadiegtsl to engage in physical activity was
complicated by factors related to the patients’rentr physical ability and mental health
status.
“1 think it's complicated by the fact we are gettpepple of an older age group now.
...... But it does involve a lot more digging around getting to know them and their
families to get a bit of an insight into what thegn and can’t do typically, regardless
of their mental health. So | think it does involvéot more work to get people active
when they have got a lot of other things going (BG3).
In addition, it was often considered necessaryite gonsideration to issues such as patient
social support.
“It's a huge difference if their friends do it asliand or family members. That's a
big big thing if they’'ve got somebody they can gb.iW(FG1).
In general, physical activity was considered uniike appeal to most patients.
“I've got one patient on my caseload who was intedes wanting to attend a gym

and exercise. But like that's probably the firstsoe’ (FG2).

Factors referring to mental healthcare provision
There was a general perception that support wadedee the form of increased funding and
additional resources to increase opportunity anckss to physical activity support and

facilities.
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“We just haven't got the resources out there, thgust nowhere to send them. They
used to have exercise therapy on a Thursday mormittghen they cut it didn't they
because of fundifidFG2).
Despite viewing physical activity advice as benafiall noted that at times there were other
activities that would take priority within their woroles and responsibilities.
“1 think it's quite difficult to do it for everybodgr remember to raise it for everybody
because there is so much else td 6G1).
Physical activity for physical health gains wasréfiere viewed as secondary to their main
role in the co-ordination of mental healthcare\atés.
“We would take them outside of the house on a grpdegtamme (of exercise) so
that they can overcome their anxiety, but that wotilbe doing things like exercise
really. It would mostly be kind of like, taking jpé® to the shops, or for doing the
essential things (FG2).
Facilitators identified were support in the form educational information leaflets to give
patients
“It is about having information though isn’'t it? Wher that's what groups are
available or just general information that you chegin a discussion with somebody
and they can go away with something for them to.rg&G1).
Although physical advice giving was not considedéticult, there was a concern over level
of expertise
“We’'re not experts in that area reallWe can advise and we know the benefits but
you know were not experts in the sense that wdlingtesomebody what's a safe
exercise routine given your body weight and yowspdal health (FG1).
Some suggested that increased knowledge aboutcphgsitivities that were safe as well as

beneficial, perhaps in the form of educational supmaterials would increase confidence in

12



advice giving. Support from other trained profesals with expertise in physical health was
also considered to be a positive facilitator. Orgational support that would allow referral to
exercise on prescription or exercise sessions yuanboccupational therapist or specialised
health team were offered as examples.
“I suppose what’s helpful would be the gym on nefeiPlaces where there is support
there like people with experience around physiealth. Rather than just going to a
local gym and not having that one-to-one suppod amonitoring of physical and

mental health issueq{FG3).

4. Discussion

This study has provided insight into the outconm@mative and control beliefs that mental
health care workers take into consideration regartheir intention to offer physical activity
as part of a community-based mental healthcarefplandividuals with SMI.

Overall, despite some concern about potential hamm, perceived outcome of giving
physical activity advice was generally favourabhel ancluded the anticipation of health and
wellbeing benefits for patients. The most salietwamtage for mental health care workers
was the potential to enhance the effectivenesshei therapeutic relationship with their
client. While they all accepted the need to compith organisational recommendations to
include physical activity advice within the caremplof individual patients, more than 70%
reported only occasionally or never offering adviceaccordance with the TPB, we suggest
that the barriers and facilitators identified imstetudy may contribute to our understanding of
this.

The barriers identified in this study reflect thagported in previous studies with mental
health professionals (Happell et al., 2012; Stardgbml., 2015) and primary healthcare in

general (Hébert et al., 2012). These included ptibeing physically or mentally unwell or

13



there being other more immediate priorities. Fonydhere was a perception of a lack of
expertise and a need for increased support for theaeliver advice and motivate patients to
act on this advice. Previous studies have showniticeeasing opportunity to be physically
active and offering advice can be ineffective withadditional social support (Firth et al.,
2016). Organisational support in the form of acdessreferral pathway or specialists trained
in physical activity interventions was one possibtdution suggested by participants in this
study. The perception that patients may lack mabtwareflects poor patient compliance or
concordance frequently cited in similar researclapell et al., 2012). Extending health
practitioner knowledge, skills and resources tolude motivational strategies that help
patients implement and maintain physical activityld increase mental health care workers
perceptions of expertise.

Comparison of the beliefs identified in our studythwthose included on the EMIQ-HP
indicated many similarities. Barriers to prescriiexercise to people with mental illness
presented on the EMIQ-HP include ‘My workload iseady too excessive to include
prescribing exercise to people with a mental ikhesd ‘Prescription of exercise to people
with mental illness is best delivered by an exercigofessional such as an exercise
physiologist’. We consider these to reflect the toanbeliefs ‘prioritisation’ and ‘support
from other health professionals’ identified in ctudy.

However, barriers to prescribing exercise presemiedhe EMIQ-HP also include: ‘I'm
concerned they might get injured while exercisiagt ‘I'm concerned exercise might make
their condition worse’. According to the TPB, thdmdiefs are perceptions of the advantages
and disadvantages of prescribing exercise andctedlécome rather than control beliefs. It is
possible therefore that a health-care professioaal perceive many advantages (outcome
beliefs) toward prescribing exercise but also peecéhere to be a considerable number of

barriers (control beliefs) that would make suchaativity difficult. Utilising a theoretical
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model such as the TPB to categorise beliefs mgy ielunderstand why nurses for example,
did not agree with barriers presented on the EMB){Stanton et al., 2014). The strength
and evaluation of such beliefs could determine ittiilence on motivation to offer such
advice. Further quantitative research is necedsagxamine the relationship between these
beliefs and actual advice-giving behaviour. Thielf®epresented could be used to develop a
TPB-based quantitative questionnaire to offer insigto the issues to consider when

supporting the role of health practitioners in gogdhealthy lifestyle management.

Strengths, Limitations & Suggestionsfor Further Research

Several limitations may limit the generalisabiliy these results. For example, the beliefs
presented here areased on a qualitative analysis of interviews wathsmall number of
participants. Nonetheless, the beliefs cited werapgarable to those reported in similar studies.
Furthermore, data saturation was reached aftefidtetwo focus groups were completédle
followed guidelines according to the theoreticalnfiework of the TPB and the thematic
analysis framework proposed by Braun and Clark §20@/e carried out rigorous checking
procedures including a content analysis based @mék proposed. We therefore consider the
analysis applied to this study to be robust andlvkd. One of the strengths of this research is
the diversity of participants who had a range odlteare experience and roléde are
confident therefore that the views presented heileat those experienced by a range of health
practitioners working in community mental healtktisgs.

Finally, future work could consider the use of theoretical domains framework (TDF;
Atkins et al., 2017). The TDF has been used inanghswidely to examine and promote
adoption of clinical guideline-based practice (ldbsirst, Newham, Maniatopoulos,
Fleetwood, Robalino, & Rankin, 2014) and could bseds in future work to help

systematically identify barriers and facilitatoosltehaviour change for people with SMI.

15



Conclusion

This qualitative study has identified the belidiattunderpin motivation for giving physical
activity advice as part of a mental healthcare ftarindividuals with SMI in a community
setting. The beliefs presented offer an understgnof the cognitive foundations of attitude,
subjective norm and perceived behavioural contfdhe TPB (Ajzen, 1991). Utilising the
framework of the TPB offers empirically based exyl@gons that could be used to inform and
enhance behaviour change and promotional stratégiesiprove the uptake of physical

activity for people with SMI.
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Table 1. Participant characteristics

Range Mean (SD)
Age (years) 19-61 41.8 (11.6)
Clinical experience (years) | <1-35 16.01 (10.5)
Time in current role (years) | <1-24 7.36 (7.33)
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Table 2. Participant job role

Number Percentage
Nurse 13 40.5%
Support worker 10 31.3%
Clinical psychologist 4 12.5%
Team leader 3 9.5%
Psychiatrist 2 6.2%
Total 32 100%
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Table 3. Focus group interview guide

Outcome beliefs

What do you believe are the advantages of advisgradth-related physical activity to servige
users during your next clinical contact?

What do you believe are the disadvantages of adyisealth-related physical activity to
service users during your next clinical contact?

Is there anything else that you would like to memtivith regard to advising health-related
physical activity to service users during your neitical contact?

Nor mative beliefs

Who are the individuals or groups who would approlvadvising health-related physical
activity to service users during your next clinicahtact?

Are there any individuals or groups who would dgawe of advising health-related physical
activity to service users during your next clinicahtact?

Are there any other individuals or groups who petspure on you when you are deciding
whether to advise health-related physical actitotgervice users during your next clinical
contact?

Control bdiefs

[

What factors or circumstances would make it edsieyou to advise health-related physica
activity to service users during your next clinicahtact?

What factors or circumstances would make it difticu impossible to advise health-related
physical activity to service users during your nektical contact?

Are there any other issues that come to mind wieerthink about advising health-related
physical activity to service users during your nektical contact?
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ACCEPTED MANUSCRIPT
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Mental health professionals see many advantages of advising physical activity.
Engaging patients with serious mental illness in physical activity is difficult.

Physical activity advice is expected as part of a care plan but is not always
offered.



