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Background
Mental illness is the single most 
common reason for patient visits to 
a general practitioner (GP). Prevalent 
mental illnesses include major 
depression disorder and dysthymia, 
anxiety disorders, bipolar disorders and 
schizophrenia. Patients with severe 
mental illness have a 10–20-year shorter 
life expectancy when compared with the 
general population, primarily due to 
physical chronic disease.

Objective
The aim of this article is to provide a 
concise update regarding the evidence-
based clinical lifestyle interventions in 
the management of both mental 
illnesses and the physical chronic 
diseases highly prevalent in people 
with mental illness.

Discussion
Growing evidence shows that lifestyle 
interventions are an effective 
component of management for patients 
with mental illness to improve mental 
health, physical health and quality of life, 
which consequently assists in reducing 
the life expectancy gap between 
patients with severe mental illness and 
the general population. Measures can 
be taken to improve long-term 
adherence. The GP plays a crucial part 
in initiating and supporting patients 
with these measures.

ACCORDING TO THE 2018 General practice: 
Health of the nation report, mental health 
concerns are the single most common 
reason patients visit their general 
practitioners (GPs).1 The 12-month 
prevalence of anxiety disorders is 14.4%, 
depressive disorders is 5.5%, bipolar 
disorders is 1.8% and psychotic disorders 
(most commonly schizophrenia) is 
0.45%.2 According to the World Health 
Organization, major depression disorder is 
the leading cause of disability in the world.3

Psychotherapeutic interventions 
(eg cognitive behavioural therapy) and 
medications have traditionally been 
the mainstays of treatment and can 
be effective in improving symptoms, 
functional outcomes and quality of life.4 
However, the 2015 Royal Australian and 
New Zealand College of Psychiatrists’ 
(RANZCP’s) clinical practice guidelines 
for mood disorders have expanded 
the RANZCP model of care to include 
evidence-based lifestyle interventions as 
an important recommendation in addition 
to psychological therapies, medication 
and procedures. This model is termed the 
biopsychosocial lifestyle (BPSL) model. 
The BPSL model includes nutrition, 
physical activity, sleep, smoking cessation 
and reduction of substance abuse and 
alcohol consumption, all of which have 
been shown to affect the development and 
clinical management of depression and 
bipolar disorders.4

Furthermore, patients with severe 
mental illness have a 10–20-year life 
expectancy gap when compared with the 
general population; this gap is largely due 
to physical chronic disease, particularly 
cardiovascular and respiratory disease.5 
In addition to the metabolic side effects of 
medication, mental illness is associated 
with potentially modifiable risk factors 
such as high rates of comorbid substance 
use, poor diet and physical inactivity, all of 
which contribute to poor physical health 
outcomes in this population.6 People 
with severe mental illness are 2–3 times 
more likely to have cardiovascular 
disease, respiratory illness, diabetes and 
osteoporosis, with up to 67% having 
metabolic syndrome.6,7 

Lifestyle interventions can include a 
range of interventions that are beneficial 
for mental health, which at the same time 
improve the physical health variables 
that contribute to the life expectancy gap 
for patients with severe mental illness. 
The European Prospective Investigation 
into Cancer and Nutrition (EPIC) study 
found that improvements in lifestyle 
could prevent 93% of diabetes, 81% of 
heart attacks, 50% of strokes and 36% 
of all cancers.8 Furthermore, remission 
of multiple leading chronic diseases such 
as coronary artery disease and diabetes 
has been shown possible in numerous 
prospective trials.9,10

Lifestyle interventions 
for mental health
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Nutrition in mental illness
Over the past 10 years there has been 
a marked increase in the amount of 
published literature showing evidence 
that higher-quality diets lead to a reduced 
risk for depression and lower-quality diets 
lead to an increased risk for depression.4,11 
These studies of children, adolescents 
and adults have been published 
internationally.11 In 2017, the randomised 
controlled ‘Supporting the Modification 
of lifestyle in Lowered Emotional 
States’ (SMILES) trial showed 32% of 
patients with moderate-to-severe major 
depression disorder remit with nutritional 
interventions alone.12 In 2019, this was 
followed up with a large meta-analysis of 
>45,000 participants; the results showed 
that dietary interventions significantly 
reduced depression and anxiety 
symptoms, particularly in women.13

Physical activity in mental illness
In late 2018 the European Psychiatric 
Association issued new guidelines to 
promote physical activity as a fundamental 
management option for depressive 
disorders and even schizophrenia.14 For 
major depression disorder, consistent 
evidence indicates that physical activity 
can be as effective as antidepressants and 
psychotherapy in improving depression 
symptoms and quality of life, with 
greater effects shown when patients are 
supervised by an exercise specialist. 
Furthermore, for schizophrenia spectrum 
disorders, the guidelines indicate that 
physical activity can reduce psychiatric 
symptoms and improve cognition.14

Sleep in mental illness
There is growing evidence of the role 
of sleep disorders in mental illness in a 
bidirectional manner, though this is a 
complex area of research. Studies have 
indicated the overall prevalence of sleep 
disorders in patients with a psychiatric 
illness is 40%, with obstructive sleep 
apnoea, insomnia and restless leg 
syndrome being the most common.15 
Studies have found that sleep disorders are 
a risk factor for new-onset and recurrent 
depression in children, adolescents and 

adults, affecting severity, duration and 
relapse rates.16 Between 30% and 80% 
of patients with schizophrenia have a sleep 
disorder, with poor sleep quality being 
associated with higher levels of symptom 
severity.17

Smoking in mental illness
Smoking rates are higher in people with 
mental illness, and the prevalence of 
smoking increases with the severity of the 
mental illness. Australian studies have 
found that approximately 70% of men and 
60% of women diagnosed with psychotic 
disorders smoke.18 Smoking in people with 
mental disorders is an independent risk 
factor for suicide, with smoking cessation 
appearing to mitigate that risk.19 Higher 
doses of commonly prescribed psychiatric 
medications, such as olanzapine and 
clozapine, are required for people who 
smoke cigarettes because tobacco smoke 
induces cytochrome P450 enzymes in the 
liver, thereby affecting metabolism. Studies 
indicate that cessation of smoking can lead 
to a 30–50% reduction in the requirement 
of certain medication doses.20 In 2014, 
a systematic review reported that people 
who give up smoking have a reduction in 
depressive and anxiety symptom severity 
and an improvement in mental health and 
quality of life, with the effect being equal to 
antidepressant therapy.21

Improving adherence
Adherence to lifestyle advice and 
medication varies significantly, with 
most studies showing an average of 
approximately 50%.22 Poor adherence
can be due to a variety of patient factors 
(eg perceived benefits, self-efficacy), 
clinician factors and healthcare system 
factors (eg time limits, cost, access).23 
Adherence can be complicated for 
people with mental illness because of 
additional factors, including mental 
illness–related factors (eg paranoid 
symptoms, amotivation), side effects 
of medication (eg sedation), cognitive 
factors, psychosocial factors (eg social 
isolation, poverty) and clinician factors 
(eg stigma, lack of clinician training).24 
Improving long-term adherence to 

treatment recommendations relies on 
addressing factors at multiple levels, 
including but not limited to: increased 
assessment, health coaching, telehealth, 
community engagement and involvement 
of a multidisciplinary team.

Assessment 
Studies indicate that 22% of GPs
usually assess nutrition, and 28% of
GPs usually assess physical activity, with 
38% rating their motivational skills as low 
and 52% as moderate.25,26 Cited barriers 
to assessment include time limitations, 
knowledge, confidence and funding.25 
Training of GPs in lifestyle programs, such 
as the Australian Government’s ‘smoking, 
nutrition, alcohol and physical activity’ 
(SNAP) program, can lead to a significant 
increase in assessment and management 
of lifestyle factors and increased behaviour 
change skills.26

Health coaching
The term ‘health coaching’ refers 
to a diverse set of behaviour change 
interventions, such as motivational 
interviewing and brief interventions, all 
with a shared aim of helping people set 
goals and take action. It may be facilitated 
by people with long-term conditions 
(peers), nurses, doctors or allied health 
professionals. There is evidence that 
health coaching can improve people’s 
confidence and ability to self-manage 
their health conditions and assist them 
in adopting healthier lifestyle choices 
such as reducing smoking, eating more 
healthily and increasing physical activity.27 
For people in rural locations or those who 
have other mobility barriers, programs 
such as telehealth can be an effective tool. 
Telehealth interventions produce positive 
outcomes when used for common chronic 
conditions, dietary interventions and 
behaviour change, with improvements in 
lifestyle factors, mortality and quality of life, 
and reductions in hospital admissions.28

Community engagement
Identifying high-risk populations for 
mental illness – such as adolescents, 
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Aboriginal and Torres Strait Islander 
peoples and carers of people with 
disabilities – and providing early lifestyle 
interventions is a key target and provides 
opportunities for partnerships with 
external programs and clinics. Community 
lifestyle programs such as ‘Creating 
Opportunities for Personal Empowerment’ 
(COPE) and mental health outreach 
programs such as ‘I Got You: Healthy 
Life Choices for Teens’ have shown that 
participants had improvements in healthy 
lifestyle behaviour, the ability to recognise 
mental health issues and high-risk 
behaviours, and their self-management.29

Multidisciplinary approach
Lifestyle approaches to mental health 
are both warranted and evidence-based 
at the clinical level. A multidisciplinary 
team may be required to comprehensively 
meet the medical and psychosocial 
needs of a patient living with mental 
illness, particularly when addressing 
lifestyle-related factors. The roots 
of many lifestyle, psychological and 
physical chronic diseases also lie in 
social risk factors such as isolation, lack 
of accommodation, financial distress, 
lack of education and occupation.30 
Therefore, a multidisciplinary team 
is recommended and may consist of a 
GP, social worker, peer support person, 
case worker, psychologist, dietitian, 
exercise physiologist, addiction specialist, 
psychiatrist, diabetes educator and nurse. 

Conclusion
Evidence-based and effective lifestyle 
therapies are indicated for people with 
mental illness in addition, or as an 
alternative, to usual care. Strong evidence 
shows that lifestyle interventions, such 
as nutrition, movement, sleep, stress 
management and substance cessation, are 
efficacious and cost-effective therapies that 
improve mental health, physical health and 
quality of life.

Key points
•	 Mental illness is the single most 

common reason for patient visits to a GP.

•	 Patients with severe mental illness 
have a 10–20-year life expectancy gap, 
primarily due to chronic physical disease.

•	 Evidence-based lifestyle interventions 
can be effective in the management of 
both mental illnesses and the physical 
chronic diseases highly prevalent in 
people with mental illness.

•	 Health coaching and increased lifestyle 
assessment may improve long-term 
adherence.

•	 A multidisciplinary team is required to 
comprehensively improve the lifestyle 
factors of a patient living with mental 
illness.
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