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Contemporary healthcare for those experiencing mental illness requires healthcare practitioners (HCPs) to efectively incorporate
the prescription of exercise in their treatment, in accordance with clinical guidelines. However, there has been a lack of efective
implementation of such recommendations. Te purpose of this review was to identify barriers to exercise prescription in the
treatment of people diagnosed with mental illness as perceived by HCPs. APA PsycINFO, CINAHL, MEDLINE, and PubMed
electronic databases were searched for relevant articles published in the period from January 2005 to September 2023. A total of 18
papers were included for thematic synthesis. Four key themes were identifed across the qualitative (8), quantitative (6), andmixed
method (4) papers, including a lack of knowledge and confdence of HCPs in prescribing exercise; role and responsibility; HCPs’
misconceptions of client barriers; and systemic issues impacting exercise prescription practices. A lack of knowledge or confdence
was the most common barrier. SomeHCPs indicated a desire to develop their skills in exercise prescription, while others indicated
a preference for an exercise professional to take responsibility for this aspect of treatment. Systemic barriers were spread across
a range of issues, with lack of time, excessive workload, and difculties accessing qualifed staf most commonly cited. Tis review
provides further insight into the barriers to exercise prescription faced by HCPs and makes recommendations regarding how to
address these barriers in order to better implement clinical guidelines and thus improve the quality of treatment provided to
people diagnosed with a mental illness.

1. Introduction

Lifestyle psychiatry is a growing feld of practice addressing
how protective factors such as physical activity and pre-
scribed exercise can reduce both physical and mental health
symptomatology [1]. Exercise is a subset of physical activity
which is structured, planned, and intended to improve ft-
ness, health, or well-being [2]. High-quality evidence
demonstrates the efcacy of exercise as an adjunct to existing
treatment (e.g., psychotherapy and pharmaceutical) and as
an independent intervention across a spectrum of mental
illness [1, 3, 4]. Te prescription of exercise has been shown
to be efective in a range of mental disorders including major
depressive disorder [5], anxiety disorders [6], posttraumatic
stress disorder (PTSD) [7], and schizophrenia [8, 9]. Aerobic

exercise specifcally has been associated with exercise-
induced enhancement of fear extinction learning in PTSD
[10], and is considered to have signifcant antidepressant
efects in major depressive disorder [11]. Individual or
group-based exercise of moderate intensity supervised by an
exercise professional (EP) has been found to be particularly
helpful in reducing symptoms of depression [12].

Physical exercise is recommended as a frst-line treat-
ment in severalWestern countries.Te Royal Australian and
New Zealand College of Psychiatry [13] recommends that
physical health promotion should be a central part of the
treatment modalities provided within specialist mental
health services, both inpatient and in community services.
Te United Kingdom’s National Institute for Health and
Care Excellence (NICE) guidelines [14] recommend that
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people with less severe depression should choose from
a range of treatment options including group exercise,
cognitive behavioural therapy, and psychotherapy before
being ofered antidepressant medication. Te European
Psychiatric Association also recommends exercise as an
adjunctive treatment for both depression and schizophrenia-
spectrum disorders [15].

Research into lived experience suggests that treatment
of persons diagnosed with a mental illness often leaves
physical health needs unmet [16], possibly supporting an
ongoing false dichotomy between the physical and mental
aspects of health. A meta-analysis by Firth et al. [17] found
that of the 6431 respondents from 12 independent studies,
91% endorsed physical activity as it improved their health;
however, low mood (61%) and lack of support (50%) were
barriers to their engagement. Tose in secure forensic fa-
cilities with mental illness also considered physical activity
to reduce risk behaviours and provide relief from mental
symptoms, although barriers such as medication side ef-
fects, low mood, and staf time constraints were limiting
engagement [18]. Te interaction between the iatrogenic
efects of medication, physical health conditions, and the
stigma of living with mental illness can create barriers to
engaging with appropriate healthcare practitioners
(HCPs) [19].

Emerging evidence suggests that engaging an EP in
mental health services can lead to improved outcomes
[7, 20], due to their confdence in prescribing a bespoke
exercise regime with customised intensity, frequency, use of
specialised equipment, and combination of exercises [21].
However, EPs also contend with barriers to prescribing
exercise, including perceived client barriers such as moti-
vation, and situational barriers such as a lack of priority
within healthcare settings [22].

While international authoritative guidelines are calling
for a greater focus on physical health and lifestyle for those
experiencing mental illness, and the evidence in favour of
exercise as a treatment modality is strong, it is far from clear
that exercise prescription has been successfully implemented
as a part of routine treatment. Research suggests that one
reason people diagnosed with a mental illness are not
consistently accessing exercise as a treatment may be the
reticence of frontline HCPs to either refer to EPs or in-
corporate exercise prescriptions in their treatment plans
[23]. Tis seeming inability or reluctance of HCPs to pre-
scribe exercise in accordance with clinical guidelines is ar-
guably a contributory factor to the poor outcomes associated
with high prevalence and low severity mental health
problems.

Tis scoping review aims to map the primary research
conducted into the perceptions of HCPs regarding the
barriers to prescribing or promoting exercise or physical
activity in the treatment of people diagnosed with mental
illness across diferent healthcare settings. A better un-
derstanding of the HCP’s perceptions of barriers, and how or
whether these perceptions vary across diferent types of
HCPs and diferent mental healthcare settings, is required in
order to address the apparent reticence to prescribe exercise
as a part of treatment.

Tis review followed the PRISMA guidelines for scoping
reviews [24, 25]. A scoping review was considered appro-
priate to map, synthesise, and interpret the results of
qualitative, quantitative, and mixed-method studies in
a manner which facilitates the evaluation of the fndings and
subsequent action by stakeholders [24, 26]. Te search was
guided by the following question:

What are healthcare practitioners’ perceptions of the
barriers to prescribing or promoting exercise in the
treatment for people with mental illness, across all mental
health treatment settings (inpatient, outpatient, com-
munity, and primary care)?

2. Methods

2.1. Search Strategy. For this review, the APA PsycINFO,
CINAHL, MEDLINE, and PubMed electronic databases
were selected as they include a broad range of medical
(including allied health) empirical research data (qualitative,
quantitative, and mixed method), and have no preset flters.
A protocol was not registered for this review as this re-
quirement does not apply to scoping reviews [25].

Te research question followed a so-called PICo-struc-
ture, where P stands for “population”, I for “phenomenon of
interest”, and C for the “context” (Munn et al., 2018). Key
search terms were selected with respect to each component
of the research question, and combined using Boolean
operators in each database. With respect to population
(HCPs who treat people with a mental illness), the key terms
used were “clinician(s),” “doctor(s),” “health personnel,”
“health professional(s),” “nurse(s),” “practitioner(s),” “psy-
chiatrist(s),” “psychologist(s),” “psychotherapist(s)” and
“therapist(s).” With respect to the phenomenon of interest
(HCPs’ perceptions of the barriers to prescribing or pro-
moting exercise in the treatment of people with mental
illness), the key terms used were “exercise,” “physical ac-
tivity,” and “physical exercise” and “physical therapy”
combined with the key terms “attitude(s),” “barrier(s),” or
“obstacle(s).” With respect to context (the treatment of
people with a mental illness in all mental health treatment
settings: inpatient, outpatient, community, and primary
care), the key terms used were “mental health,” “mental
illness,” “depression,” “anxiety,” “psychotic disorder(s),”
“schizophrenia,” “bipolar disorder,” and “mood
disorder(s).”

A search for relevant articles published in the period
from January 2005 to September 2023. Search felds were not
restricted. Te key search terms and limiters used in each
database are set out in Table 1.

2.2. Eligibility Criteria

2.2.1. Study Design. Original qualitative, quantitative, and
mixed-method studies were included. Studies with a quali-
tative design were included to facilitate enquiry into the
subjective experience of HCPs with respect to barriers faced,
consistent with the adoption of the philosophical paradigm
of nonpositivist phenomenological interpretivism [27].
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Quantitative and mixed-method studies were included
to capture data collected through the use of the exercise in
mental illness questionnaire (EMIQ) [28] and other similar
quantitative research. Te EMIQ was developed in Australia
in 2014 in order to facilitate the assessment of the knowledge,
attitudes, beliefs, and behaviours of health professionals in
relation to the use of exercise in the treatment of persons
with a mental illness and has successfully undergone content
validation and test-retest reliability analysis [28]. Part 4,
Subsection 1 of the EMIQ comprises eleven questions on
barriers to HCPs prescribing exercise for persons with
a mental illness, with a fve-point Likert scale response [28].

Te focus of this review was on research examining the
perceptions HCPs hold regarding barriers to exercise pre-
scription. As such, secondary sources were excluded from
the scope of the study design. It was decided to only include
research that was subject to peer review to ensure that the
best quality of evidence available was included; conse-
quently, grey literature was also excluded.

2.2.2. Population. Te population of HCPs included general
practitioners, psychiatrists, psychologists, psychotherapists,
nurses, social workers, occupational therapists, nursing

assistants, and other healthcare assistants. A broad range of
HCPs engaged in the treatment and care of persons with
a mental illness were included, based on the view that the
subjective experience of all HCPs involved in treatment can
impact the potential for implementation of best practice
guidelines. Te category of “healthcare assistants” covers
HCPs who provide assistance with activities of daily living
and direct personal care to persons in either an inpatient or
mental health community home setting, and who either have
specifc mental health training or a minimum amount of
work experience in that setting (see Tables 2 and 3 for further
detail). Physiotherapists and EPs were excluded, as the focus
was to understand the position of HCPs without these
specialised qualifcations in the area of physical activity and
exercise. Te population scope adopted in this review dis-
tinguishes it from previous reviews, which either included
EPs [23] or did not include a broad range of allied health
professionals and healthcare assistants [46].

2.2.3. Phenomenon of Interest and Context. Tere is a lack of
defnitional clarity in much of the research regarding the
precise meaning of physical activity and exercise, and the
scope of prescribing versus recommending or promoting

Table 1: Databases and search terms used to identify articles for review.

Database Search terms Number of articles

MEDLINE
(mental ADJ health) OR (mental ADJ illness) OR depression OR anxiety OR

(psychotic ADJ disorder∗) OR schizophrenia OR (bipolar ADJ disorder) OR (mood
ADJ disorder∗)

484AND
clinician∗ or doctor∗ or (health ADJ personnel) or (health ADJ professional∗) or
nurse∗ or practitioner∗ or psychiatrist∗ or psychologist∗ or psychotherapist∗ or

therapist∗
AND Exercise OR (physical ADJ activity) OR (physical ADJ therapy)
AND attitude∗ OR barrier∗ OR obstacle∗
Limiters Publication year: 2005–2023; English

CINAHL (“mental health” OR “mental illness” OR depression OR “mood disorder”)

129
AND

(clinician∗ OR doctor∗ OR “health personnel” OR “health professional” OR “health
professionals” OR nurse∗ OR practitioner∗ OR psychiatrist∗ OR psychologist∗ OR

psychotherapist∗ OR therapist∗)
AND (Exercise OR “physical activity” OR “physical exercise” OR “physical therapy”)
AND (attitude∗ OR barrier∗ OR obstacle∗)
Limiters Scholarly (peer- reviewed) journals; 2005–2023; English; exclude MEDLINE

APA PsychINFO (“mental health” OR “mental illness” OR depression OR “mood disorder”)

381
AND

(clinician∗ OR doctor∗ OR “health personnel” OR “health professional” OR “health
professionals” OR nurse∗ OR practitioner∗ OR psychiatrist∗ OR psychologist∗ OR

psychotherapist∗ OR therapist∗)
AND (Exercise OR “physical activity” OR “physical exercise” OR “physical therapy”)
AND (attitude∗ OR barrier∗ OR obstacle∗)
Limiters Scholarly (peer reviewed) journals; 2005–2023; English

PubMed (“mental health” OR “mental illness” OR depression OR “mood disorder”)

806
AND

(clinician∗ OR doctor∗ OR “health personnel” OR “health professional” OR “health
professionals” OR nurse∗ OR practitioner∗ OR psychiatrist∗ OR psychologist∗ OR

psychotherapist∗ OR therapist∗)
AND (Exercise OR “physical activity” OR “physical exercise” OR “physical therapy”)
AND (attitude∗ OR barrier∗ OR obstacle∗)
Limiters Publication year: 2005–2023

Total records identifed after database searching 1800
Total records after duplicates (n� 711) removed 1089
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T
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re
le
va
nt

to
ph

ys
ic
al

he
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ra
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re
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re
ce
iv
ed

un
de
rg
ra
du

at
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m
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ie
nd

su
pp

or
t.

O
th
er

ba
rr
ie
rs

in
cl
ud

ed
un

cl
ea
r

di
ag
no

sis
,l
ac
k
of

or
ga
ni
sa
tio

na
la

nd
fn

an
ci
al

su
pp

or
t,
co
m
pe
tin

g
pr
io
ri
tie
s,
an
d
in
te
gr
at
io
n
of

he
al
th
ca
re

te
am

.
92
%

of
pa
rt
ic
ip
an
ts

re
po

rt
ed

re
ce
iv
in
g
no

fo
rm

al
tr
ai
ni
ng

in
ex
er
ci
se

pr
es
cr
ip
tio

n.
Re

le
va
nt
ly
,i
n

Br
az
il
on

ly
th
os
e
w
ith

a
de
gr
ee

in
ph

ys
ic
al

ed
uc
at
io
n
or

ph
ys
ic
al

th
er
ap
y
ar
e
le
ga
lly

pe
rm

itt
ed

to
pr
es
cr
ib
e
ex
er
ci
se
.

Ex
er
ci
se

ra
nk

ed
ff
th

(n
�
1)

as
th
e

m
os
tb

en
ef
ci
al

tr
ea
tm

en
t,
w
ith

m
ed
ic
at
io
n
ra
nk

in
g
fr
st

(n
�
19
).

41
.1
%

(n
�
30
)
re
po

rt
ed

th
ey

ne
ve
r

pr
es
cr
ib
ed

ex
er
ci
se
,a
nd

12
.3
%
(n

�
9)

re
po

rt
ed

th
ey

al
w
ay
s
pr
es
cr
ib
ed

it.
T

os
e
pa
rt
ic
ip
an
ts

w
ho

di
d
no

t
pr
es
cr
ib
e
PA

or
ex
er
ci
se

di
d
no

t
ac
hi
ev
e
th
e
re
co
m
m
en
de
d
PA

le
ve
ls

th
em

se
lv
es
,a
nd

th
os
e
w
ho

al
w
ay
sd

id
w
er
e
m
or
e
lik

el
y
to

ac
hi
ev
e
th
e
PA

re
co
m
m
en
da
tio

ns
.T

er
ef
or
e,

en
co
ur
ag
in
g
lif
es
ty
le

ch
an
ge

in
H
C
P

m
ay

re
su
lt
in

gr
ea
te
r
ad
he
re
nc
e

T
e
ps
yc
ho

m
et
ri
c
pr
op

er
tie
s
of

th
e

Po
rt
ug
ue
se

la
ng

ua
ge

w
er
e
no

tt
es
te
d

in
cu
ltu

ra
lt
ra
ns
la
tio

n
an
d

tr
an
sc
ul
tu
ra
la
da
pt
at
io
n;

ge
og
ra
ph

ic
al

lim
ita

tio
ns

m
ay

pr
ev
en
t

ge
ne
ra
lis
ab
ili
ty
;a

nd
w
e
co
ul
d
no

t
ex
pl
or
e
th
e
di
fe
re
nc
es

be
tw
ee
n
H
C
P

cl
as
se
s
du

e
to

sa
m
pl
e
siz

e

M
ai
le
y
et

al
.[
43
]
U
SA

M
ix
ed
-m

et
ho

d:
qu

an
tit
at
iv
e

(o
nl
y
in
cl
ud

ed
)
cr
os
s-
se
ct
io
na
l

Pr
iv
at
e
an
d
co
m
m
un

ity
se
tti
ng

s

T
e
pr
es
en
ts
tu
dy

ai
m
ed

to
ga
th
er

in
fo
rm

at
io
n
ab
ou

tt
he
ra
pi
st
s’

cu
rr
en
t
ph

ys
ic
al

ac
tiv

ity
co
un

se
lli
ng

pr
ac
tic
es

re
la
te
d
to

Pa
rk
Rx

Ps
yc
ho

lo
gi
st
s×

68
Fa
m
ily
/m

ar
ri
ag
e
th
er
ap
ist
s×

27
So
ci
al

w
or
ke
rs

×
16

O
th
er

th
er
ap
ist
s×

13
N

�
12
5
(n
ot
e
br
ea
kd

ow
n
of

H
C
P

ro
le
si
n
th
es
tu
dy

re
su
lts

in
at
ot
al
of

12
4)

V
ar
io
us

m
en
ta
l

ill
ne
ss
es

10
-it
em

su
rv
ey
;1

–5
Li
ke
rt

sc
al
e

T
e
m
os
ts
al
ie
nt

ba
rr
ie
rs
w
er
e
la
ck

of
cl
ie
nt
s’
w
ill
in
gn

es
s
to

en
ga
ge

in
ph

ys
ic
al

ac
tiv

ity
,l
ac
k
of

tim
e
to

di
sc
us
s
ph

ys
ic
al

ac
tiv

ity
w
ith

cl
ie
nt
s,

an
d
co
nc
er
ns

ab
ou

tc
lie
nt

sa
fe
ty
.

59
.7
%

al
so

re
po

rt
ed

pr
ov
id
in
g
ve
rb
al

ph
ys
ic
al
ac
tiv

ity
re
co
m
m
en
da
tio

ns
to

m
os
to

r
al
lc

lie
nt
s.
H
ow

ev
er
,o

nl
y

3.
1%

re
po

rt
ed

fr
eq
ue
nt
ly

pr
ov
id
in
g

a
w
ri
tte

n
ph

ys
ic
al

ac
tiv

ity
re
co
m
m
en
da
tio

n,
co
m
pa
re
d
to

79
%

w
ho

ra
re
ly

or
ne
ve
r
di
d

W
e
ca
nn

ot
sa
y
w
ith

ce
rt
ai
nt
y
th
at

sa
m
pl
in
g
sa
tu
ra
tio

n
w
as

ac
hi
ev
ed
;

al
th
ou

gh
th
er
es
ea
rc
he
rs
w
er
em

in
df
ul

of
th
ei
r
pr
ee
xi
st
in
g
bi
as
es
,t
he
y
di
d

no
t
fo
rm

al
ly

do
cu
m
en
t
th
ei
r

re
fe
xi
vi
ty

in
sig

ht
s,
an
d
ac
kn

ow
le
dg
e

th
at

th
ei
r
pe
rs
pe
ct
iv
es

m
ay

ha
ve

in
fu

en
ce
d
th
e
an
al
ys
es

an
d
re
su
lts

Health & Social Care in the Community 9



Ta
bl

e
3:

C
on

tin
ue
d.

A
ut
ho

rs
;C

ou
nt
ry
;

St
ud

y
de
sig

n;
Se
tti
ng

A
im

H
ea
lth

ca
re

pr
ac
tit
io
ne
r

ty
pe
s1

an
d

sa
m
pl
e
siz

e/
nu

m
be
r

of
pa
rt
ic
ip
an
ts
2

M
en
ta
lh

ea
lth

co
nd

iti
on

s
be
in
g

tr
ea
te
d

D
at
a
co
lle
ct
io
n;

ou
tc
om

e
m
ea
su
re
s

(q
ua
nt
ita

tiv
e)

Re
su
lts

Li
m
ita

tio
ns

Ra
do

vi
c
et

al
.[
44
]
A
us
tr
al
ia

Q
ua
nt
ita

tiv
e
an
d
qu

al
ita

tiv
e:

cr
os
s-
se
ct
io
na
l

In
pa
tie
nt
,o

ut
pa
tie
nt
,p

ri
m
ar
y

ca
re
,a
nd

co
m
m
un

ity
he
al
th
ca
re

To
ex
am

in
e
th
e
pe
rs
pe
ct
iv
es

an
d

pr
ac
tic
es

of
M
H

cl
in
ic
ia
ns

re
ga
rd
in
g
th
e
us
e
of

ex
er
ci
se

in
th
e

tr
ea
tm

en
to

fa
do

le
sc
en
td

ep
re
ss
io
n

Ps
yc
ho

lo
gi
st
s×

69
So
ci
al

w
or
ke
rs

×
17

C
ou

ns
el
lo
rs

×
9

Yo
ut
h
w
or
ke
rs

×
6

G
Ps

×
5

N
ur
se

×
7

O
T

×
4

Ps
yc
hi
at
ri
st

×
3

Sp
ee
ch

pa
th
ol
og
ist

×
2

O
th
er

×
3N

�
12
5

Yo
ut
h

de
pr
es
sio

n
M
od

if
ed

ve
rs
io
n
of

EM
IQ

;
Li
ke
rt

sc
al
e
re
sp
on

se

T
e
m
os
ts

ig
ni
fc
an
t
ba
rr
ie
rs

w
er
e

la
ck

of
kn

ow
le
dg
e
(2
4.
6%

),
th
e
be
lie
f

th
at

ex
er
ci
se

pr
es
cr
ip
tio

ns
sh
ou

ld
be

de
liv
er
ed

by
an

EP
(2
7.
8%

),
an
d
th
e

pe
rc
ep
tio

n
th
at

cl
ie
nt
s
w
ou

ld
no

t
ad
he
re

to
th
e
pr
og
ra
m

(2
3%

).
O
th
er

ba
rr
ie
rs

in
cl
ud

ed
sy
st
em

ic
iss

ue
s
su
ch

as
ex
ce
ss
iv
e
w
or
kl
oa
d.

N
ot
w
ith

st
an
di
ng

th
is,

a
sig

ni
fc
an
t

pe
rc
en
ta
ge

(4
2.
8%

)
ex
pr
es
se
d

co
nf

de
nc
ei
n
th
ei
ra

bi
lit
y
to

pr
es
cr
ib
e

ex
er
ci
se

“m
os
to

ft
he

tim
e,
”
w
ith

43
.4
%
pr
es
cr
ib
in
g
“m

os
to

ft
he

tim
e.
”

A
su
bs
ta
nt
ia
lp

or
tio

n
(4
1.
2%

)
w
er
e

“a
w
ar
e”

of
th
e
cu
rr
en
t
pu

bl
ic

he
al
th

re
co
m
m
en
da
tio

ns
,h

ow
ev
er
,o

nl
y

13
.3
%

co
ul
d
ac
cu
ra
te
ly

de
sc
ri
be

th
e

cu
rr
en
tr

ec
om

m
en
da
tio

ns
of

60
m
in

of
da
ily

m
od

er
at
e
to

vi
go
ro
us

PA
am

on
gs
ta

do
le
sc
en
ts
.

50
%

of
cl
in
ic
ia
ns

en
ga
ge
d
in

m
od

er
at
e
PA

;h
ow

ev
er
,n

o
sig

ni
fc
an
t

re
la
tio

ns
hi
p
w
as

fo
un

d
be
tw
ee
n
th
is

an
d
pr
es
cr
ip
tio

n
ra
te
s.

63
.2
%

in
di
ca
te
d
th
at

th
ey

w
er
e

in
te
re
st
ed

in
fu
rt
he
r
tr
ai
ni
ng

in
ex
er
ci
se

pr
es
cr
ip
tio

n

Se
lf-
se
le
ct
in
g
na
tu
re

of
th
e

m
od

es
t-
siz

ed
sa
m
pl
e;
po

ss
ib
le

re
cr
ui
tm

en
tb

ia
s
to
w
ar
d
th
os
e

in
te
re
st
ed

in
ex
er
ci
se
;a
na
ly
sis

la
rg
el
y

de
sc
ri
pt
iv
e

Ro
m
ai
n
et

al
.[
45
]
C
an
ad
a

Q
ua
nt
ita

tiv
e:
cr
os
s-
se
ct
io
na
l

su
rv
ey

O
ut
pa
tie
nt

cl
in
ic
s

In
ve
st
ig
at
e
th
e
fa
ct
or
sa

nd
ba
rr
ie
rs

as
so
ci
at
ed

w
ith

he
al
th

pr
om

ot
io
n

pr
ac
tic
e
am

on
g
m
en
ta
lh

ea
lth

pr
of
es
sio

na
ls

N
ot
e:
fn

di
ng

s
w
ith

re
sp
ec
t
to

ba
rr
ie
rs

to
pr
om

ot
in
g
ex
er
ci
se

w
er
e
se
pa
ra
te
ly

id
en
tif

ab
le
.O

nl
y

th
is
as
pe
ct

w
as

re
le
va
nt

to
th
is

sc
op

in
g
re
vi
ew

Ps
yc
hi
at
ri
st
s/
do

ct
or
s×

20
N
ur
se
s×

29
O
Ts

×
16

So
ci
al

w
or
ke
rs

×
16

Ps
yc
ho

lo
gi
st
s×

5
O
th
er

m
en
ta
lh

ea
lth

pr
of
es
sio

na
ls

×
14

N
�
10
0

Se
ri
ou

s
m
en
ta
li
lln

es
s

Tr
an
sla

te
d
an
d
m
od

if
ed

ve
rs
io
n

of
EM

IQ
-H

P;
Li
ke
rt

sc
al
e

re
sp
on

se
;s
ta
ge
s
of

ch
an
ge

qu
es
tio

nn
ai
re

Ba
rr
ie
rs

in
cl
ud

e
ov
er
w
he
lm

in
g

w
or
kl
oa
d
(6
2%

),
lo
w
co
nf

de
nc
e,
ro
le

co
nf
us
io
n,

an
d
lo
w

pr
io
ri
ty
.

88
%
be
lie
ve
d
th
at
m
en
ta
li
lln

es
sc
ou

ld
no

t
co
ns
tit
ut
e
as

a
ba
rr
ie
r
to

H
PP

.
Pr
of
es
sio

na
ls
pr
om

ot
in
g
H
PP

w
er
e

le
ss

lik
el
y
to

en
do

rs
e
ps
yc
ho

lo
gi
ca
l

ba
rr
ie
rs
,m

or
e
co
nf

de
nt

in
th
ei
r

ab
ili
ty

to
do

so
,a

nd
m
or
e
lik

el
y
to

gi
ve

hi
gh

er
va
lu
e
to

he
al
th
y

be
ha
vi
ou

r.
A
bo

ut
11
%

ha
d
re
ce
iv
ed

fo
rm

al
tr
ai
ni
ng

in
PA

pr
om

ot
io
n,

an
d
47
%

re
po

rt
ed

th
ey

w
ou

ld
de
fn

ite
ly
en
ga
ge

in
fu
rt
he
r
tr
ai
ni
ng

.
60
%

en
ga
ge
d
in

PA
pr
om

ot
io
n
ha
d

hi
gh

er
le
ve
ls
of

se
lf-
co
nf

de
nc
e,

ho
w
ev
er
,n

o
sig

ni
fc
an
tr

el
at
io
ns
hi
p

w
as

fo
un

d
be
tw
ee
n
th
is
an
d
th
e

pr
es
cr
ip
tio

n
of

ex
er
ci
se
.

75
%

of
pr
of
es
sio

na
ls
co
ns
id
er
ed

an
tip

sy
ch
ot
ic

m
ed
ic
at
io
n
m
or
e

im
po

rt
an
t
th
an

PA

V
ar
ia
bi
lit
y
in
pr
of
es
sio

na
lp
at
ie
nt

lo
ad

an
d
lo
ca
tio

n;
sm

al
ls
am

pl
es
iz
e;
su
rv
ey

ba
se
d
on

se
lf-
re
po

rt
in
g

10 Health & Social Care in the Community



Ta
bl

e
3:

C
on

tin
ue
d.

A
ut
ho

rs
;C

ou
nt
ry
;

St
ud

y
de
sig

n;
Se
tti
ng

A
im

H
ea
lth

ca
re

pr
ac
tit
io
ne
r

ty
pe
s1

an
d

sa
m
pl
e
siz

e/
nu

m
be
r

of
pa
rt
ic
ip
an
ts
2

M
en
ta
lh

ea
lth

co
nd

iti
on

s
be
in
g

tr
ea
te
d

D
at
a
co
lle
ct
io
n;

ou
tc
om

e
m
ea
su
re
s

(q
ua
nt
ita

tiv
e)

Re
su
lts

Li
m
ita

tio
ns

Sh
re
st
ha

et
al
.[
38
]
A
us
tr
al
ia

M
ix
ed
-m

et
ho

ds
st
ud

y:
cr
os
s-
se
ct
io
na
l;
so
ci
al

co
ns
tr
uc
tiv

ism
fr
am

ew
or
k

C
om

m
un

ity
he
al
th
ca
re

To
ex
pl
or
e
th
e
at
tit
ud

es
an
d

pr
ac
tic
es

of
H
C
Ps

in
re
co
m
m
en
di
ng

m
or
e
PA

an
d
le
ss

se
de
nt
ar
y
be
ha
vi
ou

rt
o
th
ei
rc
lie
nt
s

N
ur
se

×
2

Ps
yc
ho

lo
gi
st

×
12

So
ci
al

w
or
ke
r×

1
C
lin

ic
al

le
ad
/p
sy
ch
ol
og
ist

×
4

N
�
17

V
ar
io
us

m
en
ta
l

ill
ne
ss
es

M
od

if
ed

ve
rs
io
n
of

EM
IQ

;
Li
ke
rt

sc
al
e
re
sp
on

se

T
e
m
os
ts

ig
ni
fc
an
t
ba
rr
ie
rs

w
er
e

la
ck

of
kn

ow
le
dg
e,
lo
w

co
nf

de
nc
e,

th
e
be
lie
ft
ha
t
ex
er
ci
se

pr
es
cr
ip
tio

n
sh
ou

ld
be

de
liv
er
ed

by
an

EP
,t
he

pe
rc
ep
tio

n
th
at

cl
ie
nt
s
w
ou

ld
no

t
ad
he
re

to
th
e
pr
og
ra
m
,a
nd

ex
ce
ss
iv
e

w
or
kl
oa
d.

A
ke
y
pe
rc
ei
ve
d
ba
rr
ie
r
w
as

th
e

co
nc
er
n
th
at

PA
re
co
m
m
en
da
tio

ns
m
ay

de
tr
ac
ta
nd

ha
rm

th
e
th
er
ap
eu
tic

re
la
tio

ns
hi
p.

O
nl
y
35
.3
%

ha
d
un

de
rg
on

e
fo
rm

al
tr
ai
ni
ng

in
ex
er
ci
se

pr
es
cr
ip
tio

n,
64
.7
%
ra
nk

ed
PA

am
on

g
th
et
op

th
re
e

tr
ea
tm

en
ts
,a
nd

94
.1
%
ag
re
ed

th
at
PA

is
va
lu
ab
le
fo
rt
ho

se
ho

sp
ita

lis
ed

w
ith

M
I.

So
m
e
he
al
th

pr
of
es
sio

na
ls
be
lie
ve
d
it

w
as

in
ap
pr
op

ri
at
e
to

di
sc
us
sP

A
w
ith

m
or
e
co
m
pl
ex

pa
tie
nt
s.

Re
co
m
m
en
da
tio

ns
w
er
e
m
or
e

di
re
ct
ed

to
w
ar
d
w
ha
tm

ad
et
he
m

“f
ee
l

be
tte

r,”
ra
th
er

th
an

sp
ec
if
c
in
te
ns
ity

an
d
du

ra
tio

n

Sm
al
ls
am

pl
e
siz

e;
th
e
st
ud

y
w
as

co
nd

uc
te
d
af
te
r
an

ed
uc
at
io
n
co
ur
se
,

in
di
ca
tin

g
po

ss
ib
le

st
ro
ng

so
ci
al

bi
as

to
ad
he
re
;t
he

au
th
or

ac
kn

ow
le
dg
ed

he
r
bi
as

to
w
ar
d
PA

in
pa
rt
ic
ip
an
t

in
te
ra
ct
io
ns

Health & Social Care in the Community 11



Ta
bl

e
3:

C
on

tin
ue
d.

A
ut
ho

rs
;C

ou
nt
ry
;

St
ud

y
de
sig

n;
Se
tti
ng

A
im

H
ea
lth

ca
re

pr
ac
tit
io
ne
r

ty
pe
s1

an
d

sa
m
pl
e
siz

e/
nu

m
be
r

of
pa
rt
ic
ip
an
ts
2

M
en
ta
lh

ea
lth

co
nd

iti
on

s
be
in
g

tr
ea
te
d

D
at
a
co
lle
ct
io
n;

ou
tc
om

e
m
ea
su
re
s

(q
ua
nt
ita

tiv
e)

Re
su
lts

Li
m
ita

tio
ns

St
an
to
n
et

al
.[
28
]
A
us
tr
al
ia

Q
ua
nt
ita

tiv
e:
cr
os
s-
se
ct
io
na
l

In
pa
tie
nt

M
H

fa
ci
lit
ie
s
in

re
gi
on

al
to
w
ns

To
ex
am

in
e
th
e
ex
er
ci
se

pr
es
cr
ip
tio

n
pr
ac
tic
es

of
nu

rs
es

in
re
la
tio

ns
hi
p
to

th
ei
ro

w
n
PA

le
ve
ls.

A
lso

,t
o
un

de
rs
ta
nd

re
le
va
nt

ba
rr
ie
rs

w
ith

in
th
e
in
pa
tie
nt

se
tti
ng

to
ex
er
ci
se

pr
es
cr
ip
tio

n
an
d

re
fe
rr
al
s

N
ur
se
s
w
or
ki
ng

in
in
pa
tie
nt

M
H
un

its
N

�
34

Se
ri
ou

s
m
en
ta
li
lln

es
s

EM
IQ

;L
ik
er
t
sc
al
e
re
sp
on

se

T
e
m
os
ts

ig
ni
fc
an
t
ba
rr
ie
rs

w
er
e

al
ac
k
of
kn

ow
le
dg
ea

nd
th
eb

el
ie
ft
ha
t

ex
er
ci
se

pr
es
cr
ip
tio

ns
sh
ou

ld
be

de
liv
er
ed

by
an

EP
.

72
%

re
po

rt
ed

pr
es
cr
ib
in
g
ex
er
ci
se
,

18
%

re
po

rt
ed

ne
ve
r
pr
es
cr
ib
in
g,

an
d

21
%

al
w
ay
s
pr
es
cr
ib
ed

to
co
ns
um

er
s.

H
al
f(
56
%
)
of

th
e
pa
rt
ic
ip
an
ts

re
po

rt
ed

ac
hi
ev
in
g
hi
gh

le
ve
ls
of

PA
,

an
d
th
e
re
m
ai
nd

er
w
as

cl
as
sif

ed
as

m
od

er
at
e.

O
nl
y
n

�
4
re
po

rt
ed

ha
vi
ng

fo
rm

al
tr
ai
ni
ng

in
ex
er
ci
se

pr
es
cr
ip
tio

n
an
d

no
ne

sp
ec
if
ca
lly

fo
r
SM

I.
H
ow

ev
er
,

al
m
os
ta

ll
(9
4%

)
re
po

rt
ed

an
in
te
re
st

in
ad
di
tio

na
lt
ra
in
in
g
in

ex
er
ci
se

pr
es
cr
ip
tio

n.
Se
lf-
re
po

rt
ed

PA
pa
rt
ic
ip
at
io
n
in

pa
rt
ic
ip
an
ts
is
no

tr
el
at
ed

to
th
e

fr
eq
ue
nc
y
of

ex
er
ci
se

pr
es
cr
ip
tio

n
w
or
ki
ng

in
M
H

se
tti
ng

s.
Pe
rs
on

al
ba
rr
ie
rs
w
er
el
ow

co
nf

de
nc
e

in
ex
er
ci
se

pr
es
cr
ip
tio

n,
an
d
sy
st
em

ic
ba
rr
ie
rs

w
er
e
co
m
pe
tin

g
de
m
an
ds
.

O
nl
y
21
%

of
pa
rt
ic
ip
an
ts

re
po

rt
ed

us
in
g
re
fe
rr
al
s
to

ex
er
ci
se

pr
of
es
sio

na
ls
an
d
on

ly
11
%

of
pa
rt
ic
ip
an
ts
re
co
m
m
en
de
d
ex
er
ci
se
at

th
e
in
te
ns
ity

w
hi
ch

m
ak
es

th
em

“f
ee
l

go
od

”

N
ot

al
ls
et
tin

gs
w
er
e
in
cl
ud

ed
fr
om

th
e
ho

sp
ita

l;
on

ly
on

e
ge
og
ra
ph

ic
al

ar
ea

an
d
pr
of
es
sio

n;
sm

al
ls
am

pl
e
siz

e

EM
IQ

,e
xe
rc
ise

in
m
en
ta
li
lln

es
sq

ue
st
io
nn

ai
re
-h
ea
lth

pr
of
es
sio

na
ls
ve
rs
io
n
[2
8]
,E

P,
ex
er
ci
se

pr
of
es
sio

na
l;
H
C
P,

he
al
th
ca
re

pr
ac
tit
io
ne
r;
M
H
,m

en
ta
lh

ea
lth

;G
P,

ge
ne
ra
lp

ra
ct
iti
on

er
;O

T,
oc
cu
pa
tio

na
lt
he
ra
pi
st
;

PA
,p

hy
sic

al
ac
tiv

ity
.1
In

so
m
e
st
ud

ie
s,
pa
rt
ic
ip
an
ts
in
cl
ud

ed
pe
rs
on

so
th
er

th
an

H
C
Ps
.I
n
th
os
e
in
st
an
ce
s,
on

ly
th
e
H
C
Ps

ar
e
lis
te
d
in

th
is
co
lu
m
n.

2 I
n
st
ud

ie
sw

ith
pa
rt
ic
ip
an
ts
ot
he
rt
ha
n
H
C
Ps
,b

ot
h
th
e
to
ta
l

sa
m
pl
e
siz

e
an
d
H
C
P
sa
m
pl
e
siz

e
ar
e
lis
te
d.

12 Health & Social Care in the Community



physical activity or exercise [2]. An analysis of this issue is
beyond the scope of this review. While our focus is on the
prescription and promotion of exercise, we took a broad
approach to inclusion with respect to this aspect of the
phenomenon of interest, due to the lack of precise use of the
various terminologies in most of the underlying research. It
must also be noted that it is impossible to rigorously dis-
tinguish between physical activity and exercise due to most
research being vague on this matter; however, it is the
underlying mentality on the issue and lack of knowledge that
needs to be addressed.

Studies in the context of treatment of any mental illness
were included regardless of the specifc diagnosis or severity
of illness. Tis approach further distinguishes this review
from that of Newsome [46], which was limited to mental
healthcare settings for the treatment of serious mental ill-
ness. As many HCPs work across multiple environments,
studies conducted in either inpatient, outpatient, or com-
munity settings or primary care were included.

Studies were excluded if conducted in a low-resource
setting with limited relevance to high-income countries.
Various studies which investigated barriers to lifestyle
prescription in general were excluded, as there was no
separate analysis or separable data with respect to the
prescription or promotion of physical activity or exercise.
Studies were also excluded if their primary focus was to
investigate the correlation between the exercise practices of
HCPs and exercise prescription, as this did not necessarily
provide an indication of the HCP’s perceptions of barriers.

2.2.4. Date Range and Language. Te date range was limited
from 2005 to September 2013, refecting the period over
which exercise has become increasingly recognised as
a component of treatment for persons with a mental illness
[15]. All papers were primary peer-reviewed sources of
evidence available in English.

Te search strategy and yield are illustrated in Figure 1
using the PRISMA reporting guidelines. Te search was
conducted by the frst and second authors (KK and AM) and
resulted in a total of 1800 articles. After duplicates were
removed, the titles and abstracts of the remaining 1089
articles were reviewed and 1029 were excluded.

Of the remaining 60 articles, full text was unable to be
retrieved for two. An additional three articles were identifed
through citation searching of the remaining 58 articles. A
full-text assessment was conducted for these 61 articles and
43 articles were excluded as shown in Figure 1 (Supple-
mentary Materials: summary of reasons for exclusion
(available here)). Where there was doubt about the inclusion
of a paper, the wider team was consulted.

2.3. Data Extraction. Te selected articles were in-
dependently reviewed by KK and AM and the following
information was extracted:

(i) For qualitative studies (and the qualitative data from
mixed-method studies): author, year, country, title,
aim, HCP-type, number of participants/sample size,

setting, mental health condition being treated, data
collection and saturation (if stated), barriers iden-
tifed, and limitations (Table 2).

(ii) For quantitative articles (and the quantitative data
from mixed-method studies): author, year, country,
aim, study design, setting, aim, HCP-type, sample
size, mental health condition being treated, data
collection and outcome measures, key results, and
limitations (Table 3).

Of the quantitative studies (or the quantitative data from
mixed-method studies), fve studies used the EMIQ.
Quantitative data from these studies was extracted by KK to
facilitate comparison of results (corresponding with part 4,
subsection 1 of the EMIQ).

2.4.DataAnalysis. Data analysis was conducted in a series of
defned steps. Te frst step adopted a segregated method-
ology to separately synthesise the qualitative data and the
quantitative data [47]. Te second step applied a mixed-
method synthesis of both data types, informed by a quali-
tative approach in order to facilitate enquiry into the sub-
jective experience of HCPs [47].

First, in the case of qualitative studies (or the qualitative
data from mixed-method studies), barriers to exercise
prescription were categorised by KK into codes. Initially,
the codes used were based on the barriers set out in part 4,
subsection 1 of the EMIQ. Trough an iterative and re-
fexive approach to coding, new codes were added, and
code descriptions were adapted through consultation be-
tween KK and AM as the review progressed.Te coding was
facilitated using NVivo software [48]. In the case of the
quantitative studies, initial coding was also based on the
EMIQ barriers.

Following these initial steps, an inductive analytic ap-
proach was applied by KK to the coded qualitative data to
generate themes arising from the barriers to exercise pre-
scription that had been identifed. A theme can be con-
sidered as a pattern of shared meaning that is underpinned
or united by a core concept [49]. A mixed-method synthesis
was then conducted, whereby the quantitative data were
mapped against the themes identifed from the qualitative
data in order to analyse whether it ftted within those themes
or gave rise to additional concepts. It was found that no
additional themes arose from the quantitative data that had
not already been identifed from the qualitative data.

Tis refective and recursive approach generated four key
themes as follows:

(1) Lack of knowledge and confdence of healthcare
practitioners in prescribing exercise

(2) Role and responsibility
(3) Healthcare practitioners’ misconceptions of client

barriers
(4) Systemic issues impacting exercise prescription

practices

Tese themes are discussed in the next section.
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3. Findings

3.1. Study Characteristics. Te 18 studies which met the
inclusion criteria were conducted in Australia (n� 5), the
United Kingdom (n� 5), Sweden (n� 1), the United States of
America (n� 3), Australia and New Zealand together (n� 1),
Brazil (n� 1), Canada (n� 1), and Ireland (n� 1). Sample
sizes ranged from a small group in one location (n� 10) to
a broad range of HCPs across Australia and New Zealand
(n� 325). Te studies were conducted in a variety of settings
including inpatient (n� 4), outpatient (n� 3), community
(n� 5), and primary care (n� 2), or across a range of those
settings (n� 4). Tere were two studies specifc to the
treatment of depression and one specifc to the treatment of
schizophrenia. Te remaining studies were either in the
context of the treatment of serious mental illnesses (n� 11)
or the treatment of various mental illnesses of unspecifed
type, severity, or chronicity (n� 4).

Twelve studies sampled a range of HCPs (including,
variously, general practitioners, psychiatrists, psychologists,
occupational therapists, social workers, nurses, and
healthcare assistants). Six studies were specifc to one HCP
role, including general practitioners (n� 1), psychologists
(n� 1), nurses and nursing assistants (n� 2), and healthcare
assistants (n� 2). Studies which included a range of HCPs
were unable to ofer analysis of any diferences between
perspectives of the diferent types of HCP, due to the small
number of participants in several of the individual
categories.

Each of the quantitative and mixed-method studies
adopted a cross-sectional design. Five studies used the EMIQ
(EMIQ-HP) as a basis for data collection. Te quantitative
studies which predated the development of the EMIQ also

used questionnaires scored on a fve-point Likert scale. One
recent study used a 10-item survey of barriers similar in
scope to the EMIQ [43].

Qualitative study data collection was conducted through
focus group interviews (n� 4), semistructured individual
interviews (n� 4), individual interviews using photo elici-
tation and open-ended questions (n� 1), and open-ended
written questions (n� 2). All qualitative studies used a form
of thematic analysis to interpret the data.

Te key results of the scoping review are shown in
Tables 2 and 3. In one mixed-method study, only the
qualitative component met the inclusion criteria [39],
therefore this study is only included in Table 2. In another
mixed-method study, only the quantitative component met
the inclusion criteria [43], therefore this study is only in-
cluded in Table 3. Te other two mixed-method studies are
included in both Tables 2 and 3 [32, 38].

3.2. Lack of Knowledge and Confdence. Te theme of lack of
knowledge and confdence in relation to the prescription or
promotion of exercise by HCPs emerged strongly across
almost all studies. A lack of knowledge was indicated
through the identifcation of various barriers including the
belief that exercise would not be benefcial for clients and
uncertainty about the content or existence of clinical
guidelines on the matter, in addition to clear statements of
uncertainty [30, 38]. In studies using the EMIQ, or a similar
survey tool, the barrier “do not know how to prescribe
exercise to persons with a mental illness” was consistently
the frst or second most commonly identifed barrier
[38, 42, 50]. On average, only 13% of respondents across fve
studies had received any formal education in exercise
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prescription [38, 40, 42, 45, 51], and, when asked, almost all
respondents stated that they were interested in further
training [32, 44, 45, 51]. A similar knowledge barrier was
identifed in several qualitative studies [30, 31, 34, 36, 39].
Radovic et al. [44] found that while 41.2% of participants
could identify current physical activity guidelines, only
13.3% could describe them. Studies in the context of serious
mental illness were more likely to include HCPs who were
unaware of any evidence base for the use of exercise in the
treatment of those conditions [29, 30, 33, 34, 36, 37, 39, 41].

3.3. Role and Responsibility. Ofering exercise as part of
a mental health treatment plan was generally identifed as
a multidisciplinary responsibility, but uncertainty as to
the parameters of each HCP’s responsibility was com-
monly raised as a barrier in the qualitative studies
[30, 33, 39] (Table 2). Te frst or second most signifcant
barrier across all EMIQ (or comparable) studies was the
assumption that the prescription of exercise to persons
with a mental illness is best delivered by an exercise
professional [32, 33, 38, 42, 44, 45] (Table 3). Role
confusion was linked to a perceived fragmentation of the
healthcare system and the ongoing separation of physical
and mental healthcare [33, 36]. Nurses, nursing assis-
tants, and healthcare assistants were more likely to focus
on the need for a holistic treatment approach, and to view
shared responsibility for exercise prescription and pro-
motion as a corollary to that philosophy [32].

3.4. Healthcare Practitioners’ Misconceptions of Client
Barriers. Some HCPs perceived potential health risks as-
sociated with exercise for those with diagnosed mental ill-
ness. In the context of serious mental illness, some HCPs
expressed concern that exercise could exacerbate acute
mental health symptoms [30, 31, 33, 34, 36, 37, 39] and/or
physical health symptoms [29, 31, 33, 34, 36, 39, 42] with
seemingly little knowledge or confdence as to how this
could be managed in practice. Negative perceptions of HCPs
regarding attitudes of persons with a mental illness to ex-
ercise prescription (i.e., HCPs think clients will not like to be
given exercise prescription, while evidence suggests other-
wise) were common in most studies and was the third most
signifcant barrier in studies using the EMIQ. Some HCPs
expressed the view that clients were not interested in exercise
and were unlikely to adhere to an exercise program, with the
presumed implication that there was therefore little point in
prescribing or promoting exercise [34, 39]. Some HCPs
considered that exercise was not what the client was in-
terested in or anticipating, in seeking help for their mental
health and, in the context of serious mental illness, were
concerned that promoting exercise could damage the
therapeutic relationship [34, 38, 39]. Conversely, an exercise
program in which nurses and clients could jointly participate
was seen as an opportunity to strengthen therapeutic
relationships [30].

3.5. Systemic Issues Impacting Exercise Prescription Practices.
Systemic barriers identifed by HCPs included excessive
workloads [38, 44, 45], lack of time [30, 32, 35, 39, 43],
fragmentation of the physical and mental healthcare system
[33, 36], lack of leadership [30, 33, 34, 36, 39], lack of staf
[30, 32–36] access to exercise equipment resources and
exercise space [34, 35, 39], and lack of priority aforded to
exercise relative to other components of treatment
[33, 34, 39, 45]. Healthcare assistants were more likely to
highlight systemic issues which could be undermining the
perceived importance of exercise, for example, noting that
exercise was the only noncompulsory component of a cli-
ent’s weekly schedule and was not incorporated into the
client’s personal care plan [32, 33].

4. Discussion

Tis review has highlighted that HCPs across a range of
mental health settings in high-income countries identify
similar barriers to the routine integration of exercise and
physical activity in the treatment of persons experiencing
mental illness. Te consistent themes include a lack of
knowledge, uncertainty as to their role or responsibility,
HCP perceptions of client barriers, and systemic issues.
Tese themes were broadly consistent with the fndings in
other reviews which have explored this issue using diferent
parameters [23, 46], with our fndings suggesting that similar
barriers are highlighted regardless of HCP-type or the se-
verity of mental illness treated. A general willingness
expressed by HCPs to address their knowledge gap and
embrace the promotion and prescription of exercise suggests
that a focus on education and open discussion of multi-
disciplinary responsibility may be an efective way to in-
crease the accessibility of exercise as a treatment for clients
[39]. However, it should be noted that practitioner roles and
scope of practice regarding the assessment and treatment of
physical health vary across diferent countries [42]. Not-
withstanding this, to date, it would seem the translation from
evidence-based to practice is inadequate in each of the
countries where the analysed studies were conducted.

Our review indicated some degree of knowledge ac-
cretion over the past decade. Earlier studies were more likely
to include a high percentage of HCPs, unaware of any ev-
idence that exercise is helpful in the treatment of people
diagnosed with mental illness [40], whereas more recent
studies indicated an increased awareness of the evidence but
without the concomitant knowledge or confdence to
translate that evidence into practice [38, 39]. Over 20 years
ago, Faulkner and Biddle [52] established that most HCPs do
not immediately move toward practice change in response to
updates in clinical guidelines alone, highlighting the dif-
culties of translating evidence into practice.

Exercise-referral schemes using regular phone calls and
face-to-face consultations with social support (e.g., by
a family member) have been shown to be efective for clients’
long-term physical activity levels [53]. In the
United Kingdom, 80% of clients from general practitioners
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experiencing depression are referred to as using such
exercise-referral schemes [54]. While attempts to address
implementation gaps seem benefcial to practitioners, fur-
ther research is required to develop tools suitable for
a broader range of HCPs and mental health disorders [55].
Fibbins et al. [56] identifed that Australian psychiatrists
acknowledge the importance of physical activity; however,
low referral rates to accredited exercise physiologists suggest
that they remain underutilised in mental healthcare.
Structural fnancial barriers existing within government-
funded schemes such as Australia’s Medicare or the
United Kingdom’s National Health Service warrant further
investigation in this regard.

Te multidisciplinary knowledge barrier highlighted in
this scoping review suggests the need for interdisciplinary
education on current clinical guidelines in mental illness
treatment across all disciplines engaged with clients, in-
cluding psychiatry, psychology, general practice, nursing,
occupational therapy, and social work. Currently, there is
a lack of evidence-based education regarding lifestyle med-
icine, including exercise, in both undergraduate and post-
graduatemedical and nursing curricula [58–60].Tis suggests
it is critical that the evidence base for exercise as a treatment is
taught in all undergraduate, postgraduate, and professional
development curricula for HCPs. In this regard, health ed-
ucators could beneft from the experience obtained in Bel-
gium and Norway, where EPs are routinely involved in
educating HCPs regarding exercise as a treatment for mental
illness [61]. Further research is required to develop appro-
priate learning modules for integration into existing courses.

Shifting the underlying attitudes and beliefs of HCPs will
be critical to exercise becoming integrated into routine mental
healthcare [31]. Education will have a signifcant role to play in
this regard as it appears that several barriers attributed by
HCPs to persons with a mental illness may be misguided.Tis
review showed that HCPs view lack of interest, lack of ad-
herence to exercise programs, and potential damage to the
therapeutic relationship as barriers (Tables 2 and 3). However,
research has shown that the promotion of exercise is generally
well received and highly valued by persons with a mental
illness, that discussion of lifestyle issues is considered im-
portant and positive to the therapeutic relationship, and that
where exercise is prescribed there is a statistically signifcant
increase in engagement with exercise beyond the initial in-
tervention [62]. Moreover, adherence to codesigned exercise
programs by persons with a mental illness has been shown to
be similar to adherence to exercise programs by the general
population [63]. HCPs’ perceptions about the physical risks of
exercise also need recalibration, as studies consistently show
that the long-term benefts of exercise far outweigh the acute
risks [59]. However, evidence of adverse events may be
underreported, suggesting studies may be focusing on efcacy
outcomes at the expense of providing an evidence base to
improve implementation [64].

Tis scoping review indicated that HCPs are frequently
unclear regarding role responsibility around exercise pre-
scription. In studies which profered the idea of EPs (such as
accredited exercise physiologists and physiotherapists) taking
responsibility for exercise prescription, there was often

a preference expressed for this approach. Tis proposition
mirrored a recent consensus statement issued in Australia,
which found that both EPs and people diagnosed with mental
illness are advocating for the integration of EP services within
mental health settings [62]. However, with funding formental
health services already a vexed issue across the globe, in-
cluding in high-income countries [65], access to EPs in in-
patient settings is generally restricted, impacting the ability of
practitioners to refer to EPs and adversely afecting the ability
of persons with a mental illness to engage in EP services [21].
Systemic barriers impacting the integration of EPs in in-
patient settings also include restricted referral pathways and
poor fnancial incentives for EPs [56]. In sum, although there
is a need for all HCPs to collectively improve prescription and
health promotion practice, this highly depends on the
healtcare system and funding models of each country.

Tis review has a number of limitations, including the lack
of defnitional clarity common to most studies. Selection bias
included in studies may have resulted in participation skewed
towards HCPs more favourably disposed to the promotion of
exercise in mental health treatment. In addition, some studies
were conducted in conjunction with specifc exercise in-
terventions, which may have impacted HCPs’ views of bar-
riers (e.g., Shrestha et al. [38]). Many studies had a small
sample size or limited number of participants drawn from
only one mental health unit and those results may not be
readily generalisable. A strength of this review, which dif-
ferentiates it from other similar reviews [23, 46], is the broad
scope of HCPs included within the population, and the in-
clusion of HCPs treating a wide range of mental illnesses,
regardless of the severity or chronicity of that illness.

5. Conclusion

Te studies included in this review raised commonly
identifed barriers that HCPs face in integrating exercise as
a part of routine treatment for persons with a mental illness.
Te themes generated from the studies were as follows: (1)
lack of knowledge and confdence of healthcare practitioners
in prescribing exercise, (2) roles and responsibility, (3)
healthcare practitioners’ misconceptions of client barriers,
and (4) systemic issues impacting exercise prescription
practices.Tere was a high level of consistency in the barriers
rated most signifcant, regardless of the mental health set-
ting, treatment condition, or the role of the practitioner.Tis
review was conducted against the background of an in-
creasingly extensive evidence base supporting the use of
exercise as a transdiagnostic treatment for persons with
a mental illness. Te results indicate that there has been
insufcient progress in HCPs translating the evidence base
into practice, notwithstanding clinical guidelines giving
increasing weight to the importance of exercise as part of any
treatment plan, and multiple primary studies investigating
practitioner barriers. Te results of this review support the
proposition that there is an urgent need to implement
multidisciplinary teaching modules to better educate current
and future HCPs about exercise as a treatment for persons
with a mental illness, and to further develop and support the
implementation of toolkits which facilitate the translation of
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the evidence base into practice across all mental health
settings. Tis review has also highlighted the need to educate
HCPs about their possible misconceptions of barriers to
exercise prescription from the point of view of persons with
a mental illness, and to conduct further research regarding
the safety of exercise prescription in the context of serious
mental illness. HCPs must not wait for systemic change
before ensuring that the treatment they ofer to persons with
a mental illness is consistent with the current evidence of
best practice, which includes exercise prescription.

5.1. Recommendations. Based on this review, key areas for
immediate action and further research are as follows:

(i) Development of appropriate learning modules on
exercise prescription led by EPs, which can be
shared across diferent levels of each country’s
qualifcations’ framework, with appropriate adap-
tations to particular HCP roles.

(ii) Systematic implementation of compulsory learning
modules on exercise prescription for HCPs both
prequalifcation and postqualifcation.

(iii) Aligning evidence between actual lived-experience
barriers and the perceived barriers of HCPs to
improve collaborative engagement.

(iv) Integration into learning modules of evidence to
address common HCP misperceptions regarding
the attitudes of persons with a mental illness, which
are a contributing factor in barriers to exercise
prescription.

(v) Further development and implementation of
toolkits to facilitate the promotion and prescription
of exercise in a multidisciplinary framework across
diferent mental health settings.

(vi) Analysis of the impact and costs associated with the
integration of EPs into mental health settings, to
ensure optimal use of available resources; for ex-
ample, assessing whether outcomes are maximised
by the placement of EPs in primary care or in acute
inpatient settings.

(vii) Investigation of the possible risk of adverse efects
where exercise is prescribed in the treatment of
serious mental illness, and whether the type, du-
ration, frequency, or intensity of exercise prescribed
is signifcant in that context.

Data Availability

Te data supporting this scoping review are from previously
reported studies, which have been cited. Te processed data
are available in the supplementary material.

Additional Points

What Is Known about Tis Topic. Clinical guidelines rec-
ommend exercise as a treatment or adjunctive treatment for

a broad range of mental illnesses. Studies repeatedly show
that many healthcare practitioners (HCPs) are not pre-
scribing or promoting exercise when treating people di-
agnosed with a mental illness. Previous syntheses of research
in this area were either limited to the treatment of severe
mental illness, excluded the views of nursing and healthcare
assistants commonly involved in mental health treatment
teams, or included physiotherapists and exercise pro-
fessionals rather than focusing solely on the views of HCPs
without specialised qualifcations in exercise and physical
activity. What Tis Paper Adds. Maps the primary research
conducted into the perceptions of a broad range of HCPs
regarding barriers to prescribing or promoting exercise in
the treatment of people diagnosed with mental illness across
healthcare settings in developed countries. Highlights the
commonalities of perceived barriers to exercise prescription
across comparable countries, regardless of the severity of
mental illness, the type of HCP, or the healthcare setting:
a lack of knowledge, uncertainty as to HCP’s role or re-
sponsibility, and HCP’s perceptions of client barriers and
systemic issues. HCPs are interested in increasing their
knowledge and confdence regarding exercise prescription
and many would prefer to have access to qualifed exercise
physiologists or other exercise professionals to support the
prescription and delivery of exercise programmes.
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