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Abstract 

There have been many studies published on treatments for severe mental illness (SMI) 

and the use of physical activity programs during treatment of SMI. However, many of 

the problems faced by community living individuals recovering from SMI are 

overlooked or not accounted for. Discrimination, side effects from antipsychotic 

medications, gaps in treatment referral systems, stigma and misdiagnosis continue to be 

issues that impede independent treatment of SMI in the community. Relatively little 

research has examined the reality of recovery and the role of physical activity during 

treatment of SMI. Through the lens of semi structured interviews with six individuals 

suffering from SMI, this research explores the part physical activity (PA) can play 

during treatment of SMI through the use of grounded theory. Findings from this study 

indicated that participants gained social relevance by performing PA in communal 

settings and that inspired them to discover their solo forms of physical activity during 

individual journeys through recovery. For the study participants, structured physical 

activity interventions were not the one and only solution for a successful treatment of 

SMI; quite the opposite. This study provides some insight into recovery experiences 

which participants experienced as a process rather than an outcome. Issues such as, 

generalised prescription of medications on the basis of assumptions from case histories; 

lack of support from psychiatrists during changing the dosage of medications; long 

waiting times and limited number of sessions to attend counselling, highlight the need 

for mental health professionals to ‘just listen’ to people with SMI for a person oriented 

recovery. This study will help other researchers understand how solo forms of PA 

works during treatment of SMI and help them to carry out more research to establish 

different forms of solo exercises for a more person centered recovery through social 

connection and independence.  
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 Chapter One: Introduction 

 

Mental health is widely discussed in contemporary society but has traditionally been a 

taboo subject. “Mental illness or mental disorders are generally characterised by a 

combination of abnormal thoughts, perceptions, emotions, behaviours and relationships 

with others” (World Health Organisation [WHO], 2020 para. 1). “Mental health 

disorders includes, Depression, bipolar disorder, schizophrenia and other psychosis, 

dementia and developmental disorders” (WHO, 2020 para. 1).  

To provide context to this introduction, the researcher is a male occupational therapist 

(OT) who was a student and an employee at King Edward Memorial [KEM] Hospital in 

Mumbai, India for eight years. In that role he had significant experience working with 

patients with severe mental illness (SMI) in psychiatric wards. This work exposed him 

to the pressure of working in a busy hospital setting (e.g., working with 57 patients in a 

4-5 hour outpatient department shift). He was able to be creative for the betterment of 

the client, without compromising the effectiveness of a rehabilitation programme, and 

made his practice and approach towards recovery in SMI more goal oriented.  As an 

OT he had responsibility for conducting; 

• individual counselling and group therapy sessions,  

• modifying and individualising exercise programmes,  

• facilitating structured and abstract activities to help develop motor and spatial 

skills, 

• psychiatric evaluations,  

• managing rehabilitation through activities of daily living (ADL) within wards,  

• prescriptions and training for discharge,  
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• post discharge community interventions and evaluations, and  

• providing work fitness certificates to facilitate employment.  

The researcher initially viewed the rehabilitation process in SMI through the lens of 

goal oriented practice which was limited to a clinical setting in a hospital ward. He 

later gained a broader perspective of community integration within his practice during 

home visit sessions for SMI clients. In those sessions he came to understand that 

multiple factors come into play during an individual’s  integration into society; factors 

such as family dynamics, socioeconomic constraints, socio cultural aspects, security of 

a shelter and having a vocation to look forward to (Drake & Whitley, 2014; Doran & 

Kinchin, 2019).  

In New Zealand, anxiety and mood disorders such as depression are more prevalent 

(33%) in the 16- 25 years age group (Baxter et al., 2006). Research also points out that  

31.4% of young Māori adults are susceptible to anxiety disorders. There is an imminent 

need of improved dialogue about mental health and social barriers in high schools and 

social media platforms, to spread awareness about mental wellbeing and various mental 

illnesses. This may help individuals to be aware that being open about one’s own 

mental illness and seeking professional help is the first step towards recovery (Drake & 

Whitley, 2014). Individuals are more likely to engage with various treatments, guidance 

and share the experiences of others with mental illness, by just being aware and seeking 

help (Hantzi, Anagnostopoulos & Alexiou, 2019). 

In spite of a growing awareness and discussions on various platforms, several 

underlying factors influencing experiences with mental illness still go unnoticed. 

Peterson et al. (2007) suggest that discrimination and stigmatisation of individuals with 

mental illness is a recognised issue. There is a general lack of awareness of the nature 
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of discrimination in New Zealand (Peterson et al., 2007) although it is reported that 

nearly 60% of those with mental illness in New Zealand, have experienced 

discrimination by friends and family (Peterson et al., 2007). 

Recent New Zealand Ministry of Health surveys show that  approximately 184,000 

clients used district health board (DHB) and non-governmental organisations (NGO) 

mental health and addiction services ( New Zealand Ministry of Health [MOH], 2021). 

This survey did not include those with mental health issues who were unable to access 

services (MOH, 2021). The survey highlighted a gradual increase in the number of 

individuals reporting with mental health issues from 2008 - 2020 (MOH, 2021). In 

addition to an increased prevalence of varying degrees of mental health disorders, many 

of the underlying problems such as stigma and discrimination in the community, remain 

unrecognised (Barber et al., 2019; Huggett et al., 2018). A lack of awareness of 

grassroot level problems (source of problems) in society, exacerbates the stigma 

experienced during recovery for individuals who are hospitalised and experiencing 

severe mental illness (Drake & Whitley, 2014; Huggett et al., 2018). 

“Severe mental illness (SMI) is described as any diagnosable mental, behavioural, or 

emotional disorder resulting in serious functional impairment, which substantially 

interferes with or limits one or more major life activities”. (National Institute of Mental 

Health [NIMH], 2020 para. 4). Severe mental illness consists of all severe forms of 

schizophrenia, schizotypal (personality), bipolar, manic depression, autism spectrum 

disorders, severe eating disorders, severe substance abuse, panic attacks and obsessive 

compulsive disorders (5th ed; DSM 5, American psychiatric association, 2013).  

The numbers of individuals with schizophrenia and severe mental disorders are 

gradually increasing in New Zealand (MOH, 2021). The prevalence of schizophrenia in 
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New Zealand is estimated at approximately 0.3% of the population (Te Pou o te 

Whakaaro Nui, 2020).  

Aside from negative effects on physical health, those with SMI can be faced with 

unemployment, stigmatisation, effects on emotional wellbeing, victimization, and poor 

access to support structures in healthcare systems as well as in society in general 

(Drake & Whitley , 2014). Peterson et al. (2007) found that 34% of New Zealanders 

experiencing severe mental illness were discriminated against when seeking 

employment or engaging with mental health services. SMI directly and indirectly 

affects the quality of life of individuals suffering from these conditions (Gorczynski & 

Faulkner, 2010).  

Various treatment options are available for SMI in hospital and community settings. 

Treatments such as antipsychotic medications, psychotherapy, cognitive - behavioural 

therapy, family therapy, occupational therapy and physical activity interventions in 

inpatient and outpatient facilities (Park et al., 2021; Stępnicki et al., 2018; Höhl et al., 

2017; Gorczynski & Faulkner, 2010) have been used.  

Antipsychotics alone are rarely successful in treating SMI (Stępnicki et al., 2018),and 

mainly affect the core positive symptoms (hallucinations, thought disorders) in 

schizophrenia. However, negative symptoms ( mood, affect, social withdrawal) and 

cognitive symptoms (learning and attention disorders) can remain unaffected by 

antipsychotics (Stępnicki et al., 2018). As a result, many suffering from SMI develop 

service dependant lifestyles involving long hospitalizations, heavy medications, 

sheltered activities and supervised housing (Drake & Whitley, 2014). 

Rehabilitation treatments such as occupational therapy in hospital wards and in 

community programs use evidence-based therapies and techniques like behaviour 
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activation, time use, and activity promotion through occupational engagement (Höhl et 

al., 2017). Although occupational therapy includes some components of physical 

activity during interventions, these are often superficial and may offer few of the 

potential benefits of physical activity for severe mental illness (Höhl et al., 2017).  

Apart from its clear impact on physical health, physical activity  plays an important role 

in mental health and severe mental illness (Cherubal et al., 2019). The World Health 

Organisation (WHO, 2020) and the New Zealand Ministry of Health (MOH, 2021) 

suggest 150 minutes of moderate intensity exercise or 75 minutes of vigorous intensity 

exercise every week for mental health (WHO, 2020; MOH, 2021; Piercy and Troiano, 

2018). The guidelines for physical activity in severe mental illness are similar, with 

modifications in time, intensity and repetition (Carless, 2012; Gorczynski & Faulkner, 

2010; Cherubal et al., 2019).  

A Cochrane review has indicated that walking, walking in combination with jogging, 

weight and resistive training, aerobic exercises, and group exercises have had mixed 

results, but they all have a direct dose-response relationship for reducing psychological 

symptoms (Gorczynski & Faulkner, 2010). Cherubal et al. (2019) claim that exercise 

reduces the mean score in severe mental illness. Consistently, physical activity has been 

shown to reduce the risk of metabolic conditions and improve depressive symptoms in 

major depressive disorder (MDD), more so than antipsychotics and psychotherapy 

(Stubbs et al., 2018).     

While there is research on exercise and recovery during SMI (Drake and Whitley, 

2014; Stępnicki et al., 2018; Dobbins, Hubbard & Leutwyler, 2020), there is little 

known about individual experiences and journeys though physical activity during an 

individual's treatment of SMI. Physical activity has been shown to be effective during 
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recovery in mental illness, but the guidelines only help so far. The current study sought 

to explore the role physical activity played during recovery and the various factors that 

influenced individual paths to treatment of severe mental illness. Understanding 

individuals' perceptions of physical activity during treatment of SMI through semi 

structured interviews will help those who are currently working or aspiring to work 

with SMI population in various settings.   The research question that guided  this 

research was, ‘WHAT ARE INDIVIDUAL PERCEPTIONS OF THE ROLE THAT PHYSICAL 

ACTIVITY PLAYS DURING TREATMENT OF SEVERE MENTAL ILLNESS (SMI)?*. 
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 Chapter Two: Review of literature 

  

The current project explores the role of physical activity in assisting recovery by 

managing symptoms of individuals with severe mental illness (SMI). The literature was 

identified and retrieved from pub med.gov and google scholar using the following 

search terms, physical activity and SMI, qualitative*- recovery in SMI, treatments in 

SMI etc.. Subsequent manual searching located additional literature of relevance.This 

review  

• provides a background context for mental health and mental illness,  

• describes severe mental illness including treatments available for severe mental 

illness,  

• reviews the benefits of physical activity for mental health,  

• reviews guidelines on physical activity for mental illness/ wellbeing, and 

• introduces obstacles and enablers to performing physical activity. 

Despite growing awareness and discussion on social media platforms, mental health 

remains susceptible to stigma and discrimination (Drake & Whitley, 2014; Peterson et 

al., 2007). “Severe mental illness is described as any diagnosable mental, behavioural, 

or emotional disorder resulting in serious functional impairment that substantially 

interferes with or limits one or more major life activities”. (National Institute of Mental 

Health, 2020 para. 4). Severe mental illness consists of all severe forms of 

schizophrenia, schizotypal (personality), bipolar, manic depression, autism spectrum 

disorders, severe eating disorders, severe substance abuse, panic attacks and obsessive 

compulsive disorders (5th ed; DSM 5, American psychiatric association, 2013).  
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Several studies highlight the difficulties in treating and caring for those with mental 

health issues (Doran & Kinchin, 2019; Barber et al., 2019). Families experience pain 

and suffering while caring for individuals with mental illness as a result of poor 

outcomes after hospital treatments (Doran & Kinchin, 2019; Barber et al., 2019). 

Outcomes can be limited in that individuals with SMI are often treated solely for the 

symptoms of mental illness, often overlooking secondary problems such as impaired 

metabolic health (O'Brien et al., 2020). Individuals with SMI are potentially more 

vulnerable to some of the metabolic side effects from medication use (e.g., weight gain, 

diabetes, cardiovascular disorders) ( Kowk et al., 2005; Lavagnino, Gurguis & Lane, 

2021; O'Brien & Abraham, 2021). 

Multiple treatment options are indicated for SMI including medications, rehabilitation 

therapies and  psychosocial support systems within community (World Health 

Organization, 2019; Stępnicki, Kondej & Kaczor,  2018; Höhl et al., 2017). However, 

current SMI treatments have limitations with varying degrees of effectiveness, high 

costs, and potentially severe neurological and metabolic side effects such as weight 

gain and sexual dysfunction (Stępnicki, Kondej & Kaczor,  2018; Kowk et al., 2005). 

From a recovery point of view, physical activity can play an important role in SMI and 

is proven to be highly beneficial with limited to no side effects  (World Health 

Organisation, 2020; MOH, 2021; Piercy and Troiano, 2018; Gorczynski & Faulkner, 

2010; Cherubal et al., 2019).  

 

2.1 Global mental health:                                                                                  

Systematic reviews on the global prevalence of psychiatric disorders suggest that 20-

29% of adults (18 or older) have been diagnosed with forms of mental illness with 
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varying degrees of severity (National Institute of Mental Health, [NIMH], 2020). 

Compared to data from the early 2000’s, a gradual increase in global mental illness 

prevalence is evident ( NIMH, 2020). 

In the United States an estimated 20.6% of adults reported mental health issues in 2019, 

with 18-25 year olds having the highest prevalence at 29% (NIMH, 2020). In 2017, one 

in seven in India suffered from mental health conditions with varying degrees of 

severity (India State-Level Disease Burden Initiative Mental Disorders Collaborators, 

2020).  

The prevalence of anxiety and mood disorders in New Zealand young adults aged 16-

25 years is high at 33% of the population, although this statistic is similar to other parts 

of the world (Baxter et al., 2006). There was a record rise (47%) in people seeking 

District Health Board mental health services in 2019-20 as compared to 2008-09 (New 

Zealand Ministry of Health, 2021). A recent Ministry of Health survey found that 

184,711 people used mental health and addiction services in 2019-20 (MOH, 2021). 

These statistics portray the need for more research, such as the current project, to help 

counter the growing mental health population internationally.  

 

2.2 Severe mental illness (SMI): 

SMI differs from 'any mental illness' (AMI) a category which includes all recognised 

mental illnesses. SMI is a specific and more severe category of AMI (NIMH, 2020) and 

involves a serious form of functional impairment which significantly affects one's day 

to day life (NIMH, 2020).  

In the United States, 5.2% of adults suffered from SMI with 18-25 year olds having a 

higher prevalence (8.6%) (National Institute of Mental Health, 2019; 5th ed; DSM 5, 
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American Psychiatric Association, 2013). Within India the prevalence of mental health 

issues in adulthood has increased since 1990 with 9.8% of the population diagnosed 

with schizophrenia and bipolar disorders, a level similar to other parts of the world 

(India State-Level Disease Burden Initiative Mental Disorders Collaborators, 2020). 

There is also evidence of a treatment gap for people with SMI in India and other 

developed and semi developed countries (Lora et al., 2012). Statistics show that people 

with SMI in many countries have limited access to specialised mental health services, 

thus resulting in a treatment gap of about 69% out of the total SMI population (Lora et 

al., 2012). That is, approximately sixty nine percent of the SMI population are receiving 

inadequate treatment.   

The prevalence of schizophrenia in New Zealand is 0.3% of the population (Te Pou o te 

Whakaaro Nui, 2020). In a New Zealand cross sectional study 6.6% of the total 

population  were found to have experienced a 12 month prevalence of a major 

depressive disorder (Scott, Browne & Wells, 2010). Sixty nine percent of all 12 month 

episodes were classified as severe with impairment in at least one area of functioning 

(Scott, Browne & Wells, 2010). The documented increase in the SMI population 

highlights the need for present research that focuses on use of PA during treatment of 

SMI (Dobbins, Hubbard & Leutwyler, 2020).  

One of the underlying issues associated with SMI is substance abuse, especially for 

people who are more prevalent and with an increased familial risk for developing 

psychosis (Gerlach et al., 2019; Dharmawardene & Menkes, 2015). A descriptive study 

of a New Zealand inpatient population noted that substance use was common in this 

population with alcohol, cannabis and tobacco as the main substances associated with 

bipolar disorders and schizophrenia (Dharmawardene & Menkes, 2015). 
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In discussing the international prevalence of mental illness, the ongoing global 

Coronavirus Disease (COVID-19) pandemic cannot be ignored. A cross sectional study 

pointed out that prevalence of anxiety, stress and depression with varying degrees of 

severity have likely increased globally during COVID-19 (Shah et al., 2021),  

 

2.3 Aetiology of severe mental illness (SMI): 

The causes of SMI remain somewhat of a mystery (World Health Organisation, 2020; 

Stępnicki, Kondej & Kaczor, 2018; Barber et al., 2019), but various factors are thought 

to contribute to its development. Factors such as genetic, environmental factors and 

childhood trauma are suggested to play a role in SMI genesis (WHO, 2020; 

Dharmawardene & Menkes, 2015; Rafiq, Campodonico & Varese, 2018). 

Genetic factors are assumed to lead to, and play a role, in the development of SMI 

(Janoutová et al., 2016; Stępnicki, Kondej & Kaczor, 2018). Severe mental illnesses 

such as schizophrenia have a heritability of about 80% (Janoutová et al., 2016). If one 

or both parents suffered from schizophrenia the chance of it being transferred to their 

offspring is estimated as 13-20% (Janoutová et al., 2016).  

Second to genetic factors, Janoutová et al., (2016) suggest that environmental factors 

such as date and place of birth, seasonal effects, complications during pregnancy and 

delivery, substance abuse and stress can lead to schizophrenia. In addition to 

environmental factors, a meta-analysis demonstrated a direct relationship between 

childhood trauma or traumatic life experiences such as physical abuse, emotional abuse, 

grief/ loss of loved one and dissociative experiences in SMI diagnostic groups; 

schizophrenia, bipolar disorder and personality disorder (Rafiq, Campodonico & 

Varese, 2018). 
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While research has not identified a single cause of SMI, it is thought that interactions 

between the aforementioned factors may affect the onset and course of these conditions 

(WHO, 2020). Schizophrenia causes remain unknown (Stępnicki, Kondej & Kaczor,  

2018; WHO, 2020), but this condition has a direct relationship with changes in 

neurotransmitters that control the flow of dopamine (feel good hormone)  (Stępnicki, 

Kondej & Kaczor,  2018). This can cause positive and  negative symptoms such as 

delusions, hallucinations, conceptual disorganisation, poor rapport, social withdrawal 

and emotional withdrawal (Stępnicki, Kondej & Kaczor,  2018). 

 

2.4 Treatments for severe mental illness (SMI): 

There are various treatment options for SMI such as, antipsychotic medications, 

psychotherapy, rehabilitation therapies and techniques like occupational therapy, 

electroconvulsive therapy (ECT), peer support groups and physical activity 

interventions (Carless, 2012; Stępnicki, Kondej & Kaczor,  2018; Höhl et al., 2017; 

Dean et al, 2014). Disorders in SMI are multifactorial and cannot be treated with a 

single type of medication or any one type of intervention or technique. 

 

2.4.1 Medications 

Antipsychotics are the most widely used treatment option in severe mental illnesses, but 

they are prescribed mainly for ameliorating symptoms of the disorder (Stępnicki, 

Kondej & Kaczor, 2018; Drake &Whitley, 2014). Studies suggest that medications in 

SMI are only partially effective as the mechanisms of most of the disorders such as 

schizophrenia are unknown (Stępnicki, Kondej & Kaczor, 2018).   
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Antipsychotics appear to work as palliatives rather than as a treatment for conditions 

(Drake &Whitley, 2014; Stępnicki, Kondej & Kaczor, 2018).  Antipsychotics can cause 

severe metabolic and neurological side effects such as weight gain, sexual dysfunction, 

impaired heat regulation, drowsiness, insomnia, restlessness, nausea, sedation, 

headaches, agitation, rhinitis, reflex tachycardia and gastrointestinal complaints (Drake 

&Whitley, 2014). These effects can create a barrier to engaging in physical activity 

(Drake &Whitley, 2014; Stępnicki, Kondej & Kaczor, 2018; Kowk et al., 2005), hence 

treatments using medications alone are not advised (Drake &Whitley, 2014).  

Antipsychotics are typically used in multiple combinations to target specific receptor 

combinations to seek favourable outcomes (Blier, 2016). Internationally, selective 

serotonin reuptake inhibitors (SSRIs) are the most widely used antidepressants (Blier, 

2016). These work by increasing serotonin levels and reducing dopamine and nor 

epinephrine levels (Blier, 2016).  

 

2.4.2 Psychotherapies 

Antipsychotics are typically prescribed in combination with different forms of 

psychotherapies such as counselling and cognitive behavioural therapy (CBT) (Drake 

&Whitley, 2014; Hofmann et al., 2017). These techniques in combination with other 

therapies have been shown to be effective for SMI (Drake &Whitley, 2014). 

Counselling and CBT are not widely used (Hofmann et al., 2017). Individuals with SMI 

referred for counselling by their general physicians (GP) have a tendency to not engage 

with these counselling services (Snape et al., 2003; Laitila et al., 2018). Non-

engagement with counselling referrals has been attributed to perceived long waiting 

times, adverse events during waiting times, a lack of understanding about counselling, 
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being referred during a time of distress, or concerns about stigma (Snape et al., 2003; 

Laitila et al., 2018).  

Other treatment techniques include psychosocial treatments such as peer supported 

house interventions and social support groups. These services are rarely provided and 

not widely used, mainly because of paternalistic thinking and lack of funding (Drake 

&Whitley, 2014). In summary, these techniques are provided under the banner of 

rehabilitation services or social work and are often delivered by underfunded systems 

that are often separate from the healthcare system (Drake &Whitley, 2014).  

 

2.4.3 Occupational therapy  

“Occupational therapy (OT) is a health care profession that focuses on gradual 

reengagement while engaging with the stream of everyday occupational life focusing 

on full community participation” (Doroud, Fossey & Fortune, 2015 p. 380). 

Occupational therapy uses therapies and techniques such as behaviour activation, time 

use, activity promotion through occupational engagement (Höhl et al., 2017). OT has 

been shown to be effective because of its use of activation strategies and similar 

approaches (Höhl et al., 2017). OT will typically also include an exercise intervention, 

but this is typically recovery focused, and embedded within multidisciplinary 

approaches (Höhl et al., 2017).  

Habituation of one’s occupational needs (tasks completed at one’s job) through 

activities is widely used in treatment of SMI (Scanlan et al., 2020). Occupational 

therapy engagements in community settings have been shown to be very effective with 

individuals sharing experiences of getting back their sense of normalcy, self-worth, 

gaining self-control and being independent during recovery (Doroud, Fossey & 
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Fortune, 2015; Scanlan et al., 2020). In New Zealand, SMI participation in occupational 

therapy interventions is limited, as a result of an absence of specific funding, no 

remuneration for service users (individuals with SMI) and stigma (Scanlan et al., 2020).   

In summary, the various treatment options described may or may not help in SMI, but 

the uptake to services is generally poor due to barriers faced by SMI population, a lack 

of awareness and structure and funding to provide those treatments to people with SMI 

(Stępnicki, Kondej & Kaczor, 2018; Drake &Whitley, 2014; Scanlan et al., 2020). 

Hence, there is a need for better funding, education and engagement with research, 

awareness, and communication in all the aforementioned systems for treatment in SMI 

(Stępnicki, Kondej & Kaczor, 2018; Drake &Whitley, 2014; Scanlan et al., 2020; 

Snape et al., 2003).  

  

2.5 Problems associated with SMI: 

Mental illnesses place a burden on all facets of society and peoples’ lives including 

individuals, families, and workplaces. They also have economic impacts (Doran & 

Kinchin, 2019). The effects of mental illness include a higher chance of unfinished 

education, unemployment, and a poor quality of life (Doran & Kinchin, 2019).  

In SMI there is a presumed burden beyond the health impact on the individual, that 

affects families, society and the overall economy, but this has not been demonstrated 

through research (Doran & Kinchin, 2019). Individuals with SMI face difficulties after 

discharge from hospitals as current mental health services are proving to be inefficient 

for promoting successful community integration, the foundation necessary for person 

centered recovery (O'Brien et al., 2020; Drake & Whitley, 2014).  
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The stereotypes associated with individuals with SMI are often evident in communities 

(e.g., Barber et al., 2019). There are often expectations that individuals with SMI will 

be aggressive and unpredictable, which can lead to suspicion and mistrust on both sides 

(Barber et al., 2019).  Barber et al. (2019) detail some of the daily microaggressions 

from spouses, close relatives and mental health clinicians, directed towards community-

living individuals with SMI following their discharge.  Huggett et al. (2018) 

highlighted the stigma and discrimination that occurs with an SMI diagnosis. 

Participants in Huggett et al's. (2018) study believed that their diagnoses were used as 

labels and that those labels were in turn associated with stigmatising views and 

assumptions about mental illness.  

Drake and Whitley (2014) note that individuals with SMI often experience increased 

levels of homelessness and lack access to safe, affordable housing, while blending into 

the community. Barber et al. (2019) describe individuals with SMI experiencing 

discrimination, feelings of isolation and a lack of support after going back to work. 

These factors became a barrier towards the process of recovery and impeded the desired 

process of community integration and social connectedness (Drake & Whitley, 2014).  

Severe mental illness can have a devastating impact on an intrapersonal level, with 

individuals with SMI experiencing reduced social interactions, limited to no intimate 

relationships, and social withdrawal while living in the community (Brissos et al., 2011; 

Lambert & Naber, 2004). Individuals can experience a feeling of insecurity in terms of 

unemployment, vulnerability to homelessness, stigmatisation and victimisation (Drake 

& Whitley, 2014). These factors have an overall effect on the quality of life in people 

with SMI ( Carless, 2012; Falkai et al., 2017). 
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To compound the factors mentioned above, those with SMI are often prescribed 

antipsychotics which are often not effective as a sole treatment and as reviewed, come 

with unhelpful side effects. (Stępnicki, Kondej & Kaczor,  2018; Drake & Whitley, 

2014; Falkai et al., 2017).  

 

2.6 The benefits and role of physical activity: 

“Physical activity (PA) is defined as any physical movement generated by skeletal 

muscles that require energy expenditure” (WHO, 2020). Exercise is a subcategory of 

physical activity that is planned to be performed multiple times to achieve specific 

results (WHO 2020). However, for the purpose of this research, each participant’s 

perception of PA was different, which is in the form of walking a dog, group activity, 

kayaking and exercising in nature. Participants were permitted to interpret PA 

according to their own experiences and PA was not defined for them. 

Exercise in general has various benefits such as, improved muscular and 

cardiorespiratory fitness, better bone and functional health (WHO, 2020; MOH, 2021). 

Regular PA has been shown to protect from heart disorders, stroke, diabetes and the 

risk of various types of cancer including breast and colon cancer (WHO 2020; MOH 

2021). In addition to physical benefits, PA has been shown to provide psychological, 

social and spiritual benefits in daily life (Okechukwu, 2020; Gladwell et al., 2013). 

Psychological benefits include helping to enhance sleep and mental well-being 

(Carriedo et al., 2020; WHO, 2020; MOH, 2021). Studies show that moderate to 

vigorous physical activity improves resilience, self-efficacy and optimism (Carriedo et 

al., 2020). Social benefits come from physical activity based programs facilitated in the 

community which show improved social connection and social competence (Ullrich-
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French, McDonough & Smith, 2012). Regular exercise also offers spiritual benefits 

through green exercise (PA in nature) such as increased physical and global self-worth, 

and increased hopefulness (Ullrich-French, McDonough & Smith, 2012; Okechukwu, 

2020).  

Green exercise is a term used to describe physical activity performed in nature 

(Okechukwu, 2020; Gladwell et al., 2013). Studies suggest that performing physical 

activity in nature improves mood, provides feelings of rejuvenation, reduces negative 

thoughts, and minimises perceived exertion (Gladwell et al., 2013). This reduced 

perception of exertion allows individuals to increase the amount of physical activity 

and provides motivation to continue, thus improving exercise adherence (Gladwell et 

al., 2013). Physical activity in nature has been shown to help in maintaining blood 

pressure and reducing stress.  Interactions with nature do not have to be extreme to gain 

a wide range of benefits (Gladwell et al., 2013). In relation to green exercise, animal 

therapy i.e., having animals as companions, has also been shown to offer benefits in 

reducing daily stress and improving mood (Shoesmith et al., 2021).  

 

2.7 Physical activity and SMI : 

Physical activity is one of the pillars of recovery in SMI (Carless, 2012; Falkai et al., 

2017; Gomes et al., 2016). Evidence based PA interventions have been shown to be 

effective during recovery in SMI, with no obvious side effects (Carless, 2012; Dean et 

al, 2014; Falkai et al., 2017). In reality, individuals with SMI find it difficult to 

commence physical activity due to their sedentary behaviors which include inactive 

lifestyles, tiredness and low motivation (Firth et al., 2016; Carless, 2012; Falkai et al., 

2017; Stubbs et al., 2018).  



 

19 
 

The challenges of commencing PA can be mitigated by gradually building an exercise 

routine and structure with motivation gained from small wins everyday (Gomes et al., 

2016; Carless, 2012). For individuals with SMI, benefits of PA go beyond just the 

physical benefits, where quality of life, wellbeing, adverse effects of medication, 

sedentary behaviour and mood can improve (Gomes et al., 2016; Carless, 2012). 

Physical activity helps reduce levels of anxiety in SMI (Gomes et al., 2016; New 

Zealand Ministry of Health, 2021). In addition to reducing symptoms, Perez-Cruzado et 

al. (2018) acknowledged that regular PA had a direct dose-response relationship, with a 

concomitant reduced reliance on antipsychotic medications. In specific disorders of 

SMI, aerobic exercises such as muscle strengthening and endurance training have a 

positive effect on individuals with schizophrenia as the PA possibly facilitates 

neurogenesis (formation of new neurons in the brain) positively affecting brain 

structure and function (Falkai et al., 2017). Physical activity in general has a positive 

effect in schizophrenia as it improves mood (Cherubal et al., 2019). Stubbs et al, (2018) 

found that PA interventions with moderate to vigorous intensity aerobic exercises 

performed 2-3 times a week, reduced depressive symptoms (Stubbs et al., 2018) in 

most SMI.  

PA performed in group settings is beneficial during treatment for schizophrenia (Dean 

et al., 2014) contributing to social interactions. Carless, (2012) acknowledged that 

specific exercise interventions that included team games such as football were 

beneficial for people with schizophrenia, as it improved their psychosocial 

relationships, reduced social withdrawal, and improved exercise adherence (Carless, 

2012). A similar study concluded that physical activity performed in a group setting is 

beneficial in severe mental illness (SMI) as it improves social interaction, social 

support and cognition in individuals during recovery (Dean et al., 2014). Falkai et al. 



 

20 
 

(2017), found that aerobic exercises performed in a gym group setting and group 

activities such as team games, reduced negative symptoms such as flat affect (impaired 

emotional functioning) and social withdrawal, and improved coping and cognition in 

schizophrenia (Falkai et al., 2017; World Health Organization, 2020).  

Green exercise (e.g., solo walk/with a pet in forest/natural environment, kayaking, 

paddle boarding), and animal therapy (e.g., finding comfort through company of 

pets/farm animals), offers more than just physical health benefits, and has a positive 

effect during treatment of SMI (Gladwell et al.,2013; Shoesmith et al., 2021). Studies 

suggest that for individuals with SMI, going on a solo walk, or with an animal as a 

companion, in nature provides a sense of self control, empowerment, time to oneself 

and a reason to get out of bed (Gladwell et al.,2013; Shoesmith et al., 2021). 

Gladwell et al. (2013), acknowledged that performing physical activity in nature 

provides synergy between physical exertion and connectedness to the surrounding 

nature, which yields psychological benefits. Green exercise activities improve self-

esteem and reduce depressive thoughts in SMI (Okechukwu, 2020; Gladwell et al., 

2013). Shoesmith et al., (2021), noted the benefits of companion animals for people 

with SMI, helping them develop their coping skills, providing a form of active 

engagement, enhancing their sense of empowerment, and improving mental wellbeing 

during recovery (Shoesmith et al., 2021). 

 

2.8 Exercise guidelines for severe mental illness: 

As a guide for obtaining general benefits from PA, the World Health Organisation and 

the New Zealand Ministry of Health both suggest 150 minutes of moderate intensity 

exercise , or 75 minutes of maximum intensity exercise each  week (WHO, 2020; 



 

21 
 

MOH, 2021; Piercy and Troiano, 2018). Moderate intensity exercise can be extended to 

300 minutes per week to gain additional benefits (WHO, 2020; MOH, 2021; Piercy and 

Troiano, 2018).  

PA guidelines for individuals with SMI are similar to these general guidelines but with 

slight modifications to accommodate the SMI population, who tend to live 

sedentary/inactive lifestyles as a result of low self-esteem, exercise stigma and reduced 

social relationships (Brissos et al., 2011; Lambert and Naber, 2004; Cherubal et al., 

2019; WHO, 2020; Carless, 2012). To accommodate their previous sedentary behaviour 

(inactive lifestyle, tiredness and low motivation), the modified guidelines for 

schizophrenia suggest 20 minutes of walking daily, or 20-60 minutes of exercise with 

maximum intensity three times a week (Firth et al., 2016; MOH, 2021). Gorczynski and 

Faulkner (2010) suggest similar modifications for the community-living schizophrenia 

population to include 30 minute sessions of general PA twice a week or 30 minutes of 

moderately intense exercise every day of the week.  

For major depressive disorders (MDD), 2-3 sessions of moderate intensity physical 

activity with aerobic/ aerobic- resistance exercises for 45 - 60 mins every week are 

suggested (Stubbs et al., 2018). For both schizophrenia spectrum disorders and MDD, 

Stubbs et al. (2018) suggest 2-3 sessions of moderate to vigorous intensity physical 

activity with aerobic and resistive exercises, to accumulate 150 mins per week. 

Performing sessions under the supervision of qualified exercise professionals may help 

improve adherence (Stubbs et al., 2018). In summary PA interventions have been 

shown to be effective during treatment of SMI with minor modifications of the activity 

guidelines (Stubbs et al., 2018).  
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2.9 Obstacles to perform physical activity in SMI : 

Barriers form a deterrent to perform PA. Factors that can become a deterrent to 

performing PA during SMI are stigma, sedentary behaviour, low self-esteem, structural 

barriers (such as place of living, travel, and medium of transport), loss of self-control 

and adverse effects of antipsychotics (Drake &Whitley, 2014; Gorczynski & Faulkner, 

2010; Brissos et al., 2011). Stigma in general is one the most common obstacles 

individuals face during treatment of SMI (Gorczynski & Faulkner, 2010; Brissos et al., 

2011; Lambert and Naber, 2004). In addition to stigma, existing sedentary behaviours 

(inactive lifestyle, tiredness and low motivation) can make it difficult for people with 

SMI to find the motivation to perform any type of activity (Brissos et al., 2011; 

Gladwell et al.,2013). Low self-esteem can be a major deterrent to PA during treatment 

of SMI. As individuals with SMI have experienced being in ‘a slump’, it can be hard to 

escape this without external motivation or peer support ( Stubbs et al., 2018; Carless, 

2012).. Individuals with SMI often face discrimination in society, and this can affect 

their sense of empowerment (Drake & Whitley, 2014). Individuals with SMI often face 

service-dependent lifestyles, lengthy hospitalisations, heavy medications and 

supervised housing which can be a burden (Drake & Whitley, 2014). These factors can 

discourage engagement in physical activity as individuals can feel as if their life is in 

someone else’s control (Drake & Whitley, 2014).  The noted side effects from 

antipsychotic medications such as weight gain, heat imbalance, sexual dysfunction, 

drowsiness, sedation, headaches, gastrointestinal problems and loss of appetite, can be 

daunting and further deter individuals from engaging in interventions, potentially 

making their prognosis worse ( Stępnicki, Kondej & Kaczor, 2018; Kowk et al., 2005). 
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2.10 Enablers to PA in SMI:  

Enablers help facilitate PA. Motivating oneself to perform PA can seem like a 

Herculean task for individuals recovering from SMI in community settings (Drake 

&Whitley, 2014). With the help of multidisciplinary treatment approaches, people with 

SMI can navigate a successful path towards recovery (Drake &Whitley, 2014). For 

individuals with SMI, enabling factors for PA are self-motivation, having a sense of 

control, having the security of shelter, having a vocation to look forward to, and social 

connections (Drake &Whitley, 2014; Gorczynski & Faulkner, 2010; Brissos et al., 

2011).. Having the motivation to stay active, setting realistic goals and taking steps to 

return to a normal life can be enablers to PA (Drake &Whitley, 2014). Peer support is 

another motivating factor that can help the individual get through a difficult period 

during treatment of SMI (Drake &Whitley, 2014). Having a sense of control and 

responsibility can inspire and enable a person to perform PA (Drake &Whitley, 2014). 

A sense of control or responsibility can be achieved through completing routine tasks 

and these in turn can motivate an individual to do more PA (Drake &Whitley, 2014). 

Lastly, social connectedness is one of the prominent enablers of PA as it contributes to 

a sense of self and normalcy into one’s life (Gladwell et al.,2013).  

In reality, despite enablers, performing PA is no easy task for individuals suffering 

from SMI (Firth et al., 2016). At times it can even be difficult to get out of bed, due to 

extremely low motivation and the adverse effects (such as lethargy and sedation) of 

medications  (Drake &Whitley, 2014). Hence the current research project  sought to 

explore the role PA played during individual recoveries from SMI.  How they managed 

to overcome obstacles to performing PA and the enabling factors that they found helped 

them during treatment of SMI.          
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 Chapter Three: Methods 

 

This chapter describes the methods used in this project and includes a description of the 

researcher's background and ideology, participant recruitment, interview procedures, 

and subsequent data analysis.  

People with SMI experience microaggressions, stigma and discrimination by mental 

health professionals, by their own family members and members of society (Huggett et 

al., 2018; Barber et al., 2019). Discrimination and stigma towards people with SMI 

tend to limit their access to general health care, education and their ability to find work 

(Huggett et al., 2018; Barber et al., 2019). Through his experiences the researcher 

believed that there was a need for changes in the way that health professionals and 

people in society viewed SMI and recovery. These experiences and beliefs inspired 

him to undertake Masters research in exercise and health for individuals with SMI 

recovering in community settings.   

As an OT, the researcher acknowledges a bias towards occupational therapy, that 

includes a physical activity component, as an effective treatment in severe mental 

illness. He also holds a bias towards the methods used to prescribe antipsychotics in 

mental health systems and has concerns about the incidences of misdiagnoses and the 

low cautionary approach when prescribing antipsychotics without apparent due 

consideration of consequences (Scott, Browne & Wells, 2010). He believes that SMI 

treatments could benefit from being more tailored and accurate  (Drake & Whitley, 

2014; Stępnicki, Kondej & Kaczor, 2018). 
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3.1 Study design:  

This research project sought to explore the role(s) that physical activity played in 

assisting the recovery of individuals with severe mental illness (SMI). The project used 

a grounded theory approach (Glaser & Strauss, 1967). The basis of grounded theory 

research is the formation of a theory from systematic data collection through social 

research (Glaser & Strauss, 1967). “Grounded theory methodology is a way of arriving 

at a theory suited to its supposed uses” (Glaser & Strauss, 1967 p. 1-2). By that logic 

collected data will generate theory and guide the analysis in this research.  

Guided interviews were utilised for data collection to help understand participants' 

experiences, perceptions, thoughts and feelings (Moser & Korstjens,2018). To add to 

that, the researcher moved from guided interviews to semi-structured interviews as 

participants informed the questions and guided the conversation that emerged from 

participants’ data. 

Purposive sampling was used to help identify participants who had reported 

experiencing SMI and who had found physical activity personally helpful in dealing 

with SMI. Potential participants were recruited using third party gatekeepers, a mental 

health organisation operated by a psychiatric nurse, and a church organisation that 

offers various community programs. Inclusion criteria of an age limit of 18-55 and 

diagnosis of SMI was applied during recruitment. Such participants would potentially 

be the most informative for this research (Moser & Korstjens, 2018). To increase 

recruitment reach, snowball sampling was also used to help identify suitable 

participants from the SMI population (Moser & Korstjens, 2018). 
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3.2 Data collection: 

Institutional ethical approval was obtained (reference number, 2021|SEHAPP021) 

which included Māori ethical consultation (Appendix A). Prior to interviews, written 

(face-to-face interviews) and verbal (online interviews) consent were obtained.  

The direction of interview discussions was guided by the Positive and Negative 

Syndrome scale (PANSS, Kay and Lindenmayer, 1989) (Appendix B). The PANSS test 

helped explain the phenomenon and progression of SMI by categorizing the syndromes  

into  positive syndrome (hallucinations, thought disorders) (for e.g., in schizophrenia) 

and negative syndrome ( mood, affect, social withdrawal) (PANSS, Kay and 

Lindenmayer, 1989). Points/questions/issues raised during the first interview were 

considered and included to set the flow for subsequent interviews/discussions. 

Interviews were transcribed verbatim initially using Otter software (AISense, Inc., 

Otter.ai, 800 W El Camino Real, Ste 170, Mountain View, California 94040), and then 

checked and corrected. Field notes were made immediately after interviews to capture 

any contextual details and nonverbal expressions of participants. Each participant was 

assigned a pseudonym which was used to label subsequent audio recordings, transcripts 

and field notes. 

 

3.3 Data analysis and presentation:  

Data analysis was ongoing from the time of the first interview, initially based on the 

interview audio and the researcher’s reflexive notes regarding emerging concepts.  Line 

by line coding of the transcribed interviews was completed to help understand and 

organise themes within the data. Transcripts were coded using a descriptive label to 

identify key ideas and to try and emphasise their significance to participants. Codes 



 

27 
 

with similar meanings were grouped to label core concepts and to attempt to explain 

their relationships. Although the participant journeys were different, there were 

sufficient commonalities to suggest the value of thematic analysis.  Findings are 

presented as a brief introduction of each participant followed by the main themes from 

analysis. Participant quotes have been used to help illustrate themes from participants' 

journeys. 
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 Chapter Four: Findings 

 

This section explores the study participants' individual journeys with physical activity 

(PA) and severe mental illness (SMI). This research will highlight various factors that 

affect the path to recovery and highlights the realities of recovery for those working or 

aspiring to work with SMI populations in community settings. 

 Study participants  

Six individuals meeting the project criteria volunteered to participate in the study and 

were emailed the study information sheet and informed consent. All six volunteers 

(male (n=3); female (n=3)) continued to interview. Guided interviews were conducted 

face-to-face (n=4) in private library spaces,  public cafes, and via online Zoom 

meetings (n=2). Interviews lasted from 45 to 60 minutes and were audio recorded. 

Pseudonyms were assigned to identify all participants and were used in all subsequent 

documentation. Edited interview transcripts were returned to participants for checking 

and amendment. No participant amendments were received.  

Interview transcripts were read 4-5 times and then analysed statement by statement 

using researcher developed codes. These initial codes were then compared, and similar 

codes were combined, resulting in the following themes, 

• improved symptoms and reduced reliance on medications 

• improved social connectivity and exercise adherence   

• confidence and self-efficacy 

• preferences for solo exercise 

Before exploring these themes, a brief description of each interview participant follows. 
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4.1 Individual experiences with PA during treatment of SMI: 

 

Bob 

Bob, a 46 year old male, grew up in an active family that took regular camping trips. 

He gravitated towards music and musical instruments rather than playing sports. Bob 

joined a worldwide church at age 35 and was part of the church band. He also started 

working for a large retail company at the age of 22 which demanded PA in the form of 

labor intensive work. Bob was leading a normal life until he supported his uncle 

through a terminal illness. This met with disapproval from his spouse. He started 

isolating himself at the place of work and at home and had difficulties coping with his 

music. He faced discrimination at his church and felt that he did not have support from 

his family and spouse. He started having suicidal thoughts and with the help of a close 

friend sought help and was diagnosed with depression. Janoutová et al. (2016), 

highlighted a direct relationship between grief/loss of a loved one and exacerbation of 

symptoms in SMI.  Bob was prescribed medications and approached a few counsellors 

but found that this form of therapy did not work for him.  

Lilly  

Lilly, a 49 year old female grew up in a supportive family. Her family moved 

frequently until she was 10 years old. There were no sports or organised exercise during 

Lilly’s childhood except for netball for a couple of years. Lilly was active with other 

kinds of physical activity such as do-it-yourself projects with her family. Lilly's life was 

'ideal' until at age 21 she moved to another country for higher education. There she 

developed an eating disorder and dropped 40 kilos of body weight due to stressors in 
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her life. She also had symptoms of organic depression that had not previously surfaced. 

After returning home, she tried to hide her illness. With the help of a close friend, she 

visited a doctor and was prescribed medications for two years. After her brief recovery 

she moved around for work and moved in with her parents for support. With the 

passing of her father from terminal illness she suffered a severe episode of depression 

and started medications and counseling. She did not find counseling helpful, with cost 

and lack of communication with the therapist, a barrier. She did not feel supported by 

her family as they too were processing grief in their own way. Lilly did not engage in 

any organised exercise until she was 30. During her recovery Lilly completed two 

college degrees and purchased her own home. Lilly felt  that during recovery it was 

important to be active and to plan at least one or two days of household work or 

activities to take care of herself.  

 Rob 

Rob, a 32 year old male, grew up in an active family, went biking with his brothers, and 

fishing with his father. He played sports through high school but did not engage in PA 

after that. He moved around for work and study and was misdiagnosed with psychosis 

when he experienced a sleeping disorder. A second opinion diagnosed him with severe 

anxiety with depression, and he commenced medications. Rob experienced side effects 

from his medications such as weight gain, numbness, drowsiness and gastrointestinal 

problems. Rob started self-isolating as his severe anxiety had an effect on his social 

interactions. To cope with anxiety and depression Rob sought group psychotherapy, 

counseling and occupational therapy which he found beneficial. Counseling and 

training with activities of daily living kept him busy and helped him cope through his 

exercise science degree. During his recovery, Rob completed his degree and started 

teaching exercise to various community groups.  
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 Sarah 

Sarah, a 52 year old female was the eldest from an active family. Although Sarah did 

not engage in any type of physical activity growing up, she supported her two younger 

brothers who were athletes. Sarah started engaging in physical activity when at the age 

of 46 she moved to a farm property where she had to care for various farm animals. 

This involved a lot of walking for daily checks on her animal stock. She started horse 

riding and going for long walks with neighbours. At this stage in her life and through 

farm work, she engaged in a lot of physical activity compared to her younger days. 

Sarah’s brother was diagnosed with terminal illness and being the eldest in her family, 

she took responsibility to care for him and support her family. With these pressures, in 

combination with pressures at work and grieving the loss of her brother, Sarah 

experienced extreme emotional distress. She was diagnosed with depression and 

anxiety and was prescribed medications. Leaving her job, Sarah was staying in bed all 

day and knew that she needed help. Sarah had support from her daughter, but her 

mother and brother were consumed with processing their own grief, and her husband 

was unable to provide enough support due to his work. Sarah tried counselling but 

found it unhelpful. During her recovery Sarah secured a new position in the field of 

early childhood education. Recovery for Sarah was about being aware and taking 

ownership. For example, she was open about her mental health challenges with her new 

workplace to help increase awareness and reduce stigma in the community.  

 Emma 

Emma, a 34 year old female had what she describes as a traumatic childhood in a 

dysfunctional family. She was physically unwell as a child, born with a birth defect 

(managed through physiotherapy) and chronic asthma (improved with age). Her ill 
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health was a deterrent to going out and being active as a child. Although her birth 

defect had created stigma when participating in group PA since her early school years, 

she began engaging in solo exercise when she was in high school. She moved 

frequently for work and study and experienced more trauma in her life. She was 

misdiagnosed with psychosis on two different occasions due to severe side effects from 

medications. Her medications were making her ideate suicide, so she ignored her 

doctor’s advice and stopped taking the medications. She also experienced trauma with 

an abusive relationship. Emma tried counselling but it was not enough in her case. She 

felt discrimination from her GP and started to isolate herself from social activities. 

Emma feels that there is a need for a change in the mental health care system and is 

trying to change that through her profession. During her recovery she started working 

for a mental health organisation that helps people with mental illness with activities and 

peer support. Through her work she is also planning to open a peer support café for 

people with mental illness.  

 Tom 

Tom, a 50 year old male, grew up in a dysfunctional family enmeshed in trauma and 

domestic violence. He grew up in the UK and was active during his childhood running 

and playimg basketball and had to walk to school and back (~10 km). His family had a 

history of anxiety and depression. He found it difficult to concentrate in class because 

of facial tics but was relatively resilient. He observed at an early age that his family was 

not functioning well. From age 16 he started using illegal substances (amphetamines, 

cannabis, cocaine, heroin, alcohol and MDMA) and worked labour intensive jobs to 

finance those habits. Tom was a high functioning substance user and he used illegal 

substances till age 30, with multiple incidents including the breakup of his marriage. He 

was diagnosed with severe anxiety and depression at the age of 25 and was prescribed 
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medications. These had side effects such as weight gain and sedation, and by ingesting 

his medications with alcohol, he developed severe symptoms and suicidal thoughts. He 

stopped consuming illegal substances, except for his self-prescribed dose of ketamine 

(an anesthetic substance) which he felt helped him with anxiety. Tom started to engage 

in regular PA in a gym after his multiple relapses of substance abuse. Throughout his 

life being active in some shape or form helped him cope with substance abuse and 

depression. During his recovery Tom created a mental health organisation that supports 

people with mental illness. He aims to change the mental health system where it is 

more recovery oriented. 

 

4.2 Themes   

It is important to acknowledge that there is likely significant overlap between the 

themes identified in this research project. For example, PA helped in gaining self-

awareness of one’s own prognosis could be a theme, but PA in SMI also helps with 

symptoms and need for medications. Hence, both narratives are interconnected and 

presented as such. The following themes are not intended to be exclusive in the benefits 

and values discussed by participants. 

 

4.2.1 Improved symptoms and reduced reliance on medications: 

A theme emerging from interviews was that regular PA facilitated a reduction in 

symptoms and lowered reliance on antipsychotic medications. Findings within this 

theme are consistent with previous research findings. Falkai et al. (2017) highlighted 

that aerobic exercise has a positive effect on symptoms in individuals with 

schizophrenia, possibly by facilitating neurogenesis and positively affecting brain 
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structure and function. Regular PA also allows individuals to rely less on medications 

as noted by Perez-Cruzado et al. (2018), who found that individuals with SMI were 

able to reduce their medications with their improved levels of PA. 

Regular PA facilitates a positive change in the quality of sleep, which in turn helps 

improve mood and mental wellbeing during treatment of SMI. For example, Rob 

shared his experiences about how engaging in physical activity three times per week 

helped improve his sleep. This in turn improved his mood and his focus throughout the 

day. “Being active helped with my focus; it helped with my sleep” [Rob]. He started 

seeing exercise as an integral part of his recovery. “After (a) workout, it just feels good, 

I feel stronger, I (have) got more energy” [Rob]. Stubbs et al. (2018) noted that regular 

PA helped improve quality of sleep during treatment of SMI.  

Physical activity also provides a sense of accomplishment, purpose and feeling of 

control for individuals with SMI who may have had less experience with these in the 

past. These small gains can contribute to an improved mood and sense of wellbeing.  

For example, Bob gave an account of improved symptoms in the form of better mood 

and sense of wellbeing thanks to his daily occupation as it compelled him to perform 

15000 steps, five days week.  “After work, I know I have had a busy day, feels like I 

have achieved something” [Bob].   

Structured PA in a group setting has been shown to help coping with, and reducing 

negative SMI symptoms such as flat affect, social withdrawal, poor sleep and cognition 

(Falkai et al., 2017). Lilly gave an account of how performing structured exercise in a 

group setting improved her symptoms by improving her ability to cope with stress. 

Engaging in structured and group PA improved Lilly’s ability to cope with grief. 
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“When I started the exercise, it gave me that boost to be able to care about my health 

again, I was feeling heaps of energy” [Lilly]. 

Regular PA also plays an important role in reducing severe anxiety symptoms through a 

sense of fulfilment. For example, Tom shared his experiences about engaging in PA 

whenever he got the opportunity, going on long treks or  shorter walks. “I used to finish 

my work and then used to go to Europe to do hitchhiking for two or three weeks [Tom]. 

“I tried to look after myself” [Tom]. Exercise helped him cope with stress, the effects of 

substance abuse, his depressive symptoms and with extreme anxiety at his challenging 

workplace. Emma gave similar accounts regarding how exercise helped her maintain 

her work – home balance and had a positive effect on her mood. “It made the anxiety 

go away” [Emma]. She found that PA reduced her anxiety and helped her cope during 

emotional distress. Stubbs et al. (2018) reported on the positive effect of moderate to 

vigorous intensity PA during treatment of major depressive disorder (MDD) through 

improving mood, reducing anxiety and psychosocial wellbeing. 

Okechukwu (2020) identified direct links between PA in nature and improved mood 

and coping skills. Green exercise (PA in nature and green spaces) helps to reduce 

symptoms of depression by providing a sense of calmness and by reducing perceived 

exertion while active out in the nature. For example, Sarah observed improvement in 

her mood as a result of regular PA in nature and green spaces. “Physical activity helped 

me get up and get out of bed” [Sarah].  

Some participants also gave an account of reduced reliance on antipsychotic 

medications through regular PA as it helped improve symptoms during treatment of 

SMI (Perez-Cruzado et al., 2018). Sarah mentioned that as a result of her active 

lifestyle, she was able to reduce her medications with the support of her doctor. “The 
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medicine did keep [it] at bay but, I think physical activity helped more” [Sarah]. Those 

improvements provided confidence to some individuals with SMI so that they were 

able to gradually reduce their medication dosage and become independent during 

recovery. “I was taking two pills a night, this year I got back down to one tablet” 

[Sarah]. Rob was able to discontinue his medications with the support of his doctor by 

performing PA five times a week as well as two to three years of successful 

counselling. “After a while, I didn't take anything, no medications, it was just me and 

exercise” [Rob].  

The personal experiences of all participants suggest that PA is an effective medium to 

improve symptoms and reduce dependence on medications. PA helped mitigate some 

of the side effects of medications that could hamper their recovery. “I felt like a 

complete zombie” [Emma]. Stępnicki Kondej & Kaczor. (2018), discussed the negative 

side effects of antipsychotic medications and their effect on quality of life and the 

recovery process. In the case of antipsychotic medications, generalised prescriptions or 

excessive dosages can be more detrimental to recovery, outweighing the benefits of 

reducing symptoms.  Drake & Whitley (2014) suggest that medications in SMI may 

only be useful when there is a specific type and dosage specified, as often prescriptions 

are generalised.  Some participants were an exception as they did not experience any 

side effects and benefitted from medications ameliorating their symptoms along with 

PA.  

 

4.2.2 Improved social connectivity and exercise adherence: 

Another theme emerging from interview transcripts was that regular PA improved 

social connectivity and introduced exercise adherence. Findings within this theme are 
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consistent with previous research findings. Falkai et al. (2017) suggested that regular 

PA performed in a communal setting (i.e., going for walks in the neighborhood, 

performing PA out in nature with regular and new acquaintances and attending a group 

class) can be beneficial during recovery with SMI, as it improved social aspects of life. 

For example, sharing a conversation with people provides a sense of belonging and 

normalcy in daily life. Regular PA also introduces exercise adherence as noted by 

Gomes et al. (2016), who remarked on the effectiveness of structured PA and how it 

improves exercise adherence in SMI by giving structure to daily routines and 

promoting a sense of commitment. 

Regular PA performed in communal setting helps individuals to develop social 

connections through meaningful conversations, making new acquaintances and gaining 

self-awareness. For example, Bob found that being on the water, and meeting/helping 

people (‘customers’) at his workplace, helped him as it improved his social 

connectedness through having meaningful conversations with people. “It’s a chance to 

have fun and connect with people, time out for me” [Bob]. Tom shared similar 

experiences of how he gained a clearer sense of self/ self-awareness as he started to 

improve socially after his gym exercise routine. He also performed PA in nature 

(kayaking) where he found being on the water was meditative for him and improved his 

social interaction as he started communicating with people around him. “My degree of 

exercise has increased, four or five times a week. I have a really good walk and also go 

kayaking and talk to people” [Tom]. Emma mentioned that walks with her daughter 

helped her provide a sense of normalcy as she interacted with other parents and people 

in her community. “When I felt anxious about something, I would just put my shoes on, 

put my daughter’s shoes on and we’d go for a walk and that helped like, it felt 

grounding” [Emma]. Gladwell et al. (2013) acknowledged that performing physical 
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activity in natural environments provides some synergy between physical exertion, 

connectedness to the surrounding nature, and interacting with people, which yields 

psychological benefits. 

Regular PA in the form of group exercise interventions with leaders (exercise 

professionals) to guide the group, improved social connectedness as it promotes 

constant guidance from leaders and conversations with new acquaintances (Drake & 

Whitley, 2014). Lilly gave an account of improved psychosocial wellbeing/ social 

connectivity at a church venue. She started interacting with other people when she 

became self-confident through the guidance of leaders during her exercise intervention 

“ I was excited when I started going to the church and the sports students would come 

in and we would do exercise classes every morning, I felt good after the session” 

[Lilly].  

PA performed in a gym setting also improves social connectivity as gradually through 

exercise, individuals with SMI gain confidence and start to interact with people around 

them in the gym as well as regular social environments (Firth et al., 2016). Being social 

makes individuals with SMI feel like a part of a society. For example, Rob gave an 

account of improved social connectivity through communicating with other people in 

the gym that gave him confidence to go out into 'regular' social environments. “I got 

more mental clarity after I worked out, it gives structure to my day and helped in social 

aspects as well when I started talking to other people in the gym” [Rob]. In addition to 

PA Rob mentioned that his group therapy and occupational therapy provided him with 

a sense of normalcy and confidence. “Group therapy helped me get back to my study 

and integrate into society” [Rob]. “[the ] occupational therapist helped me plug into 

different things to keep myself busy, she came to my flat and showed me how to cook 

properly” [Rob]. Hofmann et al. (2017) and Höhl et al. (2017) noted the positive 
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impact of group therapy and occupational therapy during recovery as it is thought to 

improve social connectedness and occupational independence.  

PA in nature and in community with animals/pets as companions helps improve social 

connectivity as the need to take the pet for a walk gradually builds confidence to 

socially interact through building a sense of responsibility for the pets and building a 

routine. For example, Sarah shared that in addition to her farm animals, walking her 

dog every day improved her psychosocial wellbeing as she started talking to people in 

her neighbourhood. For Sarah, her pets were an integral part of her PA routine during 

her recovery. “we’re lucky to have a rescue dog, he is very knowing, and he used to 

pick up when I was having a bad day” [Sarah]. “ I go on daily walks with him and see 

my neighbours around” [Sarah]. Shoesmith et al. (2021) posited that engaging in PA 

with animals as companions improves social connectivity by providing a sense of 

responsibility and setting a routine that will encourage social interaction in individuals 

with SMI. 

Some participants also mentioned that socialisation played a role in building adherence 

to exercise, as regular activity gradually develops social relevance, helps build a daily 

routine, and promotes a sense of commitment (Falkai et al., 2017). Emma developed 

exercise adherence by planning and using her exercise equipment at home which 

helped build a routine for her and gave her confidence to increase the frequency of her 

exercise. “After work, I’ve got equipment that I use at home and like I got this much 

time and I have to do it in that time, I just feel motivated to stick to the routine” 

[Emma]. Rob developed exercise adherence by building a routine gradually, through 

exercising three times a week in a gym setting. That routine built confidence in Rob as 

he started interacting socially and motivated him to increase his exercise frequency to 

five times a week. “I started going to the gym three times a week, it felt good, having a 
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routine and I talked to people in the gym as well; now I am going five times a week” 

[Rob]. 

Lilly connected back to church and found that the spiritual aspects helped her a lot as 

she had been raised in a Christian household. “it’s not for everyone”[Lilly]. Her links 

with her church helped her cope with her depression. Konopack & McAuley. (2012) 

commented on improved mental health and quality of life with PA mediated by 

spirituality. Drake and Whitley (2014) argue that ‘being understood’ or finding ‘like-

minded’ people is helpful during treatment of SMI.  

All participants in the present study described how being social made them feel equal 

and accepted in society. Drake and Whitley (2014) suggested that social connectedness 

is improved by supportive mental health systems which create empowerment and 

confidence during treatment of SMI.  

 

4.2.3 Confidence and self-efficacy: 

Another theme emerging from interviews was that various types of regular PA helped 

individuals build confidence, and created feelings of self-efficacy and independence, 

key factors for a successful treatment of SMI (Drake & Whitley, 2014). Most 

participants found their own way towards self-reliance through regular PA, 

introspection and coping through daily stressors, as they felt that medications and 

counselling alone, did not work for them.  

“Counselors only went to the tip of surface and did not go deep” [Bob].  

“The counsellor I saw, was not very good” [Sarah].  
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“It takes a long time, if someone is in crisis, they have got to wait three months to have 

six sessions; six sessions aren’t enough” [Emma].  

“It takes months to get psychiatric appointments, which doesn’t build resilience in 

people, it does quite the opposite” [Tom]. Snape et al. (2003) and Laitila et al. (2018) 

noted the poor engagement of the SMI population with counselling services, likely due 

to cost burden, perceived waiting times, concerns about stigma, and a lack of rapport 

and miscommunication with counselors.  

Gradual self-motivation and introspection enables individuals with SMI to regain a 

sense of control for their successful recovery. Various forms of regular PA enable 

individuals with SMI to set realistic goals which in turn provide them with the 

confidence and self-efficacy to influence their frequency and quality of PA (Drake & 

Whitley, 2014). Bob found that a self-reflective journal provided support by aligning 

his thoughts. “I started keeping a journal, to just sit down, reflect on the day, that 

helped a lot” [Bob]. Being physically active at his job, at home and during outdoor 

activities brought a sense of normalcy to his life. With that confidence, Bob’s self-

awareness about his recovery improved his PA routine and gave him the motivation to 

strive for more.  

“Being active helped me to be able to hit my goals, by planning each day or each week, 

I can accomplish something” [Bob].  

Bob started making short term and long-term goals, “I would like to take my long-term 

goals and turn them to short term goals, like to do skydiving and in four to five years 

buy a camper van and live in it with my wife” [Bob].  

Lilly found that resistance training helped improve her self-image and confidence. “It 

was actually helpful; it gave me a positive outlook on my body” [Lilly]. Regular PA 



 

42 
 

helped Lilly to become self-reliant in her daily life. “I could lift things, I had a purpose 

of getting stronger, because I have my own home, so if a hedge needs trimming, I am 

doing that” [Lilly]. Regular PA provided participants with a sense of self-identity, the 

ability to cope and self-reliance. “Through exercise I learned that there’s other ways of 

looking at things, it’s not always doom and gloom, so that helped me cope” [Rob].  

“I keep the perspective that you didn’t fail at anything if you learned something, and I 

keep trying to find positives in situation where I can improve” [Emma].  

“Being active helped me survive, I am a survivor, I’ve been suicidal, and I was just 

like, I need to hurry up and ask for help and I got it, and [I’m] still here” [Tom]. 

As discussed, PA in nature and with animals helped make individuals become more 

self-reliant as being active provided them with a sense of control and responsibility 

(Shoesmith et al., 2021; Okechukwu, 2020). That responsibility and self-awareness 

comes from taking time for oneself, performing routine tasks, taking care of pets and 

being active; all steps towards recovery. For example, Sarah found that walking with 

her horse gave her time for self-reflection, and it helped her cope and forget about the 

stressors of her daily life. Performing PA in nature with her horse improved Sarah's 

self-esteem, provided her with a form of active engagement and gave her a sense of 

empowerment which led to her recovery. Regularly engaging in PA enabled Sarah to 

become more self-aware about her own recovery as she started observing the benefits. 

“I have picked up on what works for me” [Sarah].   

All participants shared a similar view that PA improved confidence and made them feel 

independent and self-reliant during their recovery. All participants acknowledged that 

recovery was a journey and that they developed confidence and self-reliance gradually 

(Drake and Whitley, 2014). For example, Bob still has bad days and will feel 
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depressed, but copes by being active and keeping a balance between work life, family 

time and time for himself. “I had days that felt like a roller coaster” [Bob].  

 

4.2.4 Preferences for solo exercise:  

Another theme was that participants seemed to prefer solo forms of activity during their 

recovery journey through SMI. This contrasts with previous findings that lean towards 

structured and group PA interventions as an effective tool during treatment of SMI. For 

example, Stubbs et al. (2018) acknowledged that structured PA interventions monitored 

by an exercise professional can improve coping, cognition, symptoms and social 

interaction through providing a routine and achieving small wins every day. In regard 

to solo forms of exercise, Falkai et al. (2017) claim that solo or group PA performed in 

a gym setting improves cognition, the ability to cope, and social skills.   

Performing solo exercise in nature or with animals as companions, provides individuals 

with a sense of rejuvenation and calmness as they interact with the surroundings 

(Okechukwu, 2020; Shoesmith et al., 2021). Walking with a pet provides social 

relevance and a sense of normalcy (Shoesmith et al., 2021). Bob stumbled upon his solo 

form of PA in the form of paddle boarding and walking his dog which offered some 

relief for him. Paddle boarding, with his daughter or by himself, helped as he found it 

therapeutic being on the water. “I don’t have to think about my worries, a chance to 

relax”. “It helps me during tough times” [Bob]. Walking his dog provided structure and 

a sense of social relevance in his life. “After coming home from work, my pets welcome 

me at the door, it feels nice” [Bob]. Similarly, Sarah found her solo exercise routine 

after a difficult period of grieving. She started getting out of bed and engaging in green 

exercise on her farm. “Through exercise I noticed my mindset [started] changes[ing] 
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too” [Sarah]. Her young horse gave her reason to get out of bed as the yearling 

demanded regular exercise. “I couldn’t just go for a two minute walk, it had to be a half 

an hour of hard walk” [Sarah]. Sarah found that walking into the forest near her house 

to collect the horse provided her with a sense of calmness - it was meditative for her. 

“Physical activity helped me get up and get out of bed”. “When things got hard, it was 

physical exercise of getting out and doing stuff that actually helped” [Sarah]. “If I’ve 

got an hour in a day, best thing is horse riding in the forest, it’s like very majestic, 

relaxing” [Sarah]. Tom provided a similar account of how he found solo exercise 

through his explorative spirit when travelling through Europe and hiking in the 

mountains. PA played a vital role in Tom’s treatment of his substance abuse, severe 

anxiety and depression. “I attribute the fact that I am still alive because I was 

physically active” [Tom]. His PA improved with the support of his new partner as he 

started walking on a daily basis as well as kayaking. Tom enjoys kayaking alone as a 

time for himself and also with his children and it provides him with peace of mind and 

improves his coping. “I go kayaking now, when I am not going alone, I take my 

daughter, we also do chores together, we do activities together, keep busy” [Tom].  

Performing exercise in a gym setting can be difficult as exercise stigma is a prominent 

barrier during treatment of SMI (Firth et al., 2016). Regular PA in a recovery-oriented 

gym where there are no stigma factors (i.e., mirrors) can help improve confidence, 

coping skills and the ability to believe in oneself (Falkai et al., 2017). Solo PA in such 

settings would enable an individual to perform more exercise and building a structured 

routine (Falkai et al., 2017). Rob found his solo exercise when he started engaging in 

PA while undertaking counselling and found this had a major impact on his recovery. 

In the beginning, exercise stigma became a deterrent for him when going to a public 

gym. He felt comfortable in his institutional gym with not too many mirrors, and 
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recovery-focused equipment. “Gyms should be less intimidating, so people feel 

confident” [Rob]. Rob started structuring his daily routine and classes around his 

exercise sessions. Alongside counselling, regular PA sessions helped him cope with 

studies and graduate from his bachelor’s degree in exercise and pushing him towards 

successful recovery. He recently progressed to 5 gym sessions per week without any 

medications. “Anyone can exercise, it’s the setting that’s important during (the) initial 

stage” [Rob].  

Solo exercise in the form of walking (alone/ with family members) provides structure to 

a daily routine and gradually builds confidence to perform more PA. This type of solo 

PA accommodates for initial sedentary behaviour and helps achieve small wins every 

day towards a successful recovery (Firth et al., 2016). For example, Emma found her 

solo exercise after a difficult period of trauma in her life, by starting to use exercise for 

her mental health as she commenced studies in exercise science. Engaging in exercise 

provided her with structure and helped her set personal fitness goals. “I feel motivated 

to stick to the routine and I am more likely to eat well” [Emma]. Regular PA helped 

Emma with her sleep and daily routine. “I do the exercise; I feel good after the exercise 

and then I can just go to bed and sleep” [Emma]. 

Lilly was an exception in the present study, finding structured exercise intervention in a 

group setting beneficial during her treatment of SMI (Stubbs et al., 2018). She started 

performing moderate intensity PA by running on hills every day. “When mum got 

diagnosed with diabetes, then I started looking after myself and started exercising; I 

used to do walking, a lot of walking, I used to run on hills, and  I did a little bit on the 

stationary bike as well” [Lilly]. On her daily running route, she happened upon a 

church and started attending for social interaction and support. That PA intervention 

provided structure to her life. “It just became a habit that starting at six o’clock every 
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morning, we did it with friends, so it was easy to carry on you know, I did it for two-

three years” [Lilly].  

These narratives show a common preference towards finding their own way to perform 

solo forms of exercise. It was largely serendipity that participants found their own way 

towards solo exercise as opportunities for exercise as a treatment during recovery were 

not provided/offered. This contrasts with typical medical models where 

hospitalisations, antipsychotic medications, counselling and other therapies with 

structured PA intervention have been shown to be effective (Drake & Whitley, 2014; 

Stubbs et al., 2018).  

Key themes identified in this research project were that participants found that their 

physical activity ameliorated symptoms, lowered their reliance on medications, 

improved their social connectivity, and enhanced self-efficacy. Participants gravitated 

towards solo forms of exercise rather than structured exercise with others. As they 

started to notice the positive impact of regular PA with their symptoms decreasing, they 

were able to reduce their medication dosages. These positive changes provided them 

with the confidence to gradually engage in social environments, and the positive impact 

of social interactions (e.g., during walks in the neighbourhood, at the gym and in 

nature) provided them with a sense of normalcy and inspired them to engage more 

frequently in their preferred forms of solo exercise (Falkai et al., 2017; Drake & 

Whitley, 2014). Although structured PA interventions may be advocated, findings from 

this study demonstrate that successful recovery often calls for a more dynamic 

approach to introducing physical activity.          
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 Chapter Five: Conclusions  

 

Physical activity plays a beneficial role in SMI by ameliorating some of the hardships 

experienced during recovery. Findings from the present research project highlight how 

recovery happens for some, and that this is more a process than an outcome. Relatively 

little research has examined the lived experiences and role of physical activity during 

treatment of SMI. 

 

5.1 Key findings:  

A theme of improved symptoms and reduced reliance on medications was identified. 

Individuals with SMI can face difficulties changing prescriptions or dosages of 

medications, having to negotiate with their psychiatrists (Drake and Whitley, 2014). 

Participants in the present study shared how they had to ‘take a stand’ for themselves 

during recovery to negotiate and change their dosage of medications when symptoms 

improved, and the side effects of medications outweighed perceived benefits. 

Individuals with SMI should have the informed choice to change their medications, and 

there is a need for more effective monitoring of prescriptions of antipsychotics during 

treatment of SMI (Drake & Whitley, 2014). 

Another theme, improved social connectivity and exercise adherence, highlighted the 

social relevance gained by study participants performing PA in communal settings. 

This played an important role in building their adherence to exercise as well as bringing 

a sense of belonging and relevance into their daily lives for a successful treatment of 

SMI (Drake &Whitley, 2014). For positive recoveries, mental health care systems 
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should ideally focus more towards helping people with SMI build social relationships 

and build adherence via PA as well as supporting therapies, (Drake & Whitley, 2014). 

Participants in this study described how they gained confidence and self-efficacy 

through physical activity and discussed encountering issues of accessibility to, and the 

helpfulness of, counselling services. Participants shared a similar notion that mental 

health professionals should ‘just listen to them’ without assuming anything from their 

diagnoses or medical histories. Mental health services such as counselling should be 

accessible and empowering (Drake & Whitley, 2014). There appears to be a need for 

improved education and awareness about counselling and group therapy for individuals 

with SMI, as well as changing the perspectives of how counselors approach therapy for 

a successful treatment of SMI (Snape et al., 2003; Laitila et al., 2018). 

Participants in this study described their preferences for solo exercise, highlighting 

apparently erroneous assumptions regarding PA for mental health. Assumptions such 

as, PA can only be performed in a gym/structured exercise setting and one need to 

attend elaborate PA sessions rather than looking for other means to perform PA. Mental 

health experts should consider providing options for performing PA other than just  

structured PA interventions (Drake & Whitley, 2014), and educate individuals with 

SMI that there are various options for individually approaching PA and treatment for 

SMI. Various types of solo activity were shown to be effective for participants as they 

appeared to organically ‘stumble’ upon personal solutions via their individual journeys.  

Results from the present study highlighted that discrimination, severe side effects from 

antipsychotic medications, treatment gaps in the referral systems, stigma and 

misdiagnosis continues to be issues that can interfere with independent treatment of 

SMI in the community (Drake & Whitley, 2014). 
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5.2 Study limitations: 

This study has a number of limitations that need to be acknowledged. 

• Some information-rich participants may have been missed as a result of the gate 

keeping method used for participant recruitment.  

• Suitable participants might have been missed as a result of stigma of interview, 

a deterrent to come forward to take part in the research. 

• There was the possibility that study participants did not share all of their 

information as interviews depended on their recall of the processes experienced. 

 

5.3 Implications for future practice: 

Findings from this study provided the researcher with a new perspective as a clinician 

when viewing the role of PA during treatment of SMI. The researcher will use this 

acquired knowledge to work towards changing the way PA interventions in the 

community are implemented for those with mental health problems.  

Findings from this study will hopefully also help other researchers and mental health 

clinicians to consider how they look at recovery in SMI, and may help to evolve their 

practices towards more person-centered recovery. This research  can help mental health 

practitioners to appreciate how solo forms of PA can work and be effective during 

treatment of SMI,  helping individuals to connect with others and experience feelings of 

control and independence. Findings points out the fact that there should be an option 

available to service users for solo/individual exercises to use as tool as other forms of 

exercise may not be the best option during different stages of treatment.  
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5.4 Directions for future research: 

Based on the findings from this research, directions for future research are as follows, 

• A need to research how best to initiate and support different types of solo 

exercises , helping to establish new structures regarding the use of PA in 

treatment of SMI.  

• Based on the present study, future research could focus on factors that improve 

social connectivity, advocate solo activity either alone or with animal 

companions, in communal settings and in nature.    
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