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ABSTRACT

PHYSICAL ACTIVITY COUNSELING AND PRESCRIPTION IN PSYCHIATRY: SWEDISH
MENTAL HEALTH PROFESSIONALS’ CLINICAL PRACTICES, ATTITUDES, AND
KNOWLEDGE

Madeleine Jennysdotter Olofsgard, MS

George Mason University, 2009

Thesis Director: Dr. Ellen Rodgers

Physical activity as an intervention for mental health and disorders is gaining
increasing attention. The intent of this exploratory study was to investigate the levels of
Swedish mental health professionals’ physical activity counseling, their use of
counseling methods, as well as their attitudes toward and knowledge about this therapy.
A non-experimental, cross-sectional survey design was used to structure the descriptive
and correlational assessment of the 529 participating professionals working in the
Stockholm County Council Healthcare Division. Nearly all participants used physical
activity at least sometimes as an adjunctive therapy for the purpose of treating and
preventing mental disorders. Physical activity counseling was found to be correlated
with the use of counseling methods, attitudes, and knowledge. Further, there were
significant differences among types of care and professions with regard to key study
variables (Frequency, Behavior, Attitudes, and Knowledge of physical activity

counseling). Implications for future research and practice are noted.



CHAPTER 1

INTRODUCTION

Physical Activity Counseling in Psychiatry

Worldwide, the prevalence of mental- and behavioral disorders is growing,
accompanied by the increasing cost of healthcare, medication and loss of working days
(Carless & Faulkner, 2003; National Board of Health and Welfare [NBHW], 2008;
World Health Organization [WHO], 2005). In established market economies, such as
the United States and European countries, mental illness is the second largest
contributor to the total disease burden, with depression being the leading cause of
disability (U.S. Department of Health and Human Services [HHS], 1999; WHO, 2004).
The burden on fiscal budgets and the increased suffering faced by the mentally ill and
their families warrant public action. They further merit an increased focus on the
promotion of behaviors that positively impact mental health and psychological well-
being, as well as the active search for effective therapies and interventions for the
prevention and treatment of mental disorders (Carless & Faulkner, 2003; European
Commission [EC], 2006; WHO, 2004; WHO, 2005).

One such intervention is the use of physical activity, which may offer a
comparatively cheap (Daley, 2008) and effective preventive and treatment alternative,
not only for mental disorders such as depression, but for the accompanying somatic

comorbidities (Carless & Faulkner, 2003; Kjellman, Martinsen, Taube, & Andersson,



2008; Mental Health Foundation [MHF], 2005). Physical activity is generally thought
of more positively by the public than either pharmacotherapy or psychotherapy (Cox,
2007; MHF, 2005; Smith, 2006). Patients also perceive it to have fewer to no negative
side-effects (Cox, 2007; MHF, 2005; Smith, 2006). Physical activity may, therefore, be
more easily accepted by patients than traditional treatments (Jorm et al., 2000; Ormel et
al., 1994).

Healthcare professionals in both primary and secondary care have opportunities to
recommend their patients to be more physically active and to counsel physical activity
for the treatment or prevention of somatic diseases and mental disorders. Although
extensive research has been conducted about physical activity counseling and
prescription in primary care (Douglas, Torrance, van Teijlingen, Meloni, & Kerr, 2006;
Faskunger, Leijon, Stahle, & Lamming, 2007; Kallings, 2008; Lawlor, Keen, & Neal,
1999; Swedish Council on Technology Assessment in Health Care [SBU], 2007; Taylor,
2003; Ploeg et al., 2007; Williams, Hendry, France, Lewis, & Wilkinson, 2007), little is
known about the use of physical activity as a therapeutic alternative for patients in
psychiatric care. The levels of mental health professionals’ physical activity counseling
clinical practices, attitudes, and knowledge were therefore the primary focus of this
study.

Justifications for the Use of Physical Activity in Psychiatry

Efforts to study physical activity and its potential therapeutic effects on mental
disorders in general and depression in particular have produced a growing body of
literature (Daley, 2008; Dunn, Trivedi, Kampert, Clark, & Chambliss, 2005; EC, 2006;
Harris, Cronkite, & Moos, 2006; MHF, 2005; National Heart Foundation of Australia

[Heart Foundation], 2007; National Institute for Health & Clinical Excellence [NICE],
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2009; Stathopoulo, Powers, Berry, Smits, & Otto, 2006). Based on antidepressants’
variation in effectiveness, safety, side-effects, relatively high cost, and treatment
completion rates, its value as a first-line treatment for mild and moderate depression
has been questioned (MHF, 2005). Moreover, psychological treatments, such as
Cognitive Behavioral Therapy (CBT), which have been proven effective, may not only
be expensive but more importantly, a scarce alternative (MHF, 2005; NBHW, 2009).
Even if physical activity counseling utilizes exercise-referral schemes or supervised
training groups, this treatment may still be less expensive than other alternatives (MHF,
2005). Therefore, mental health and primary care professionals need to have access to
other treatment alternatives for their patients.

Results from epidemiological studies indicate that physical activity may prevent
the occurrence of mental illness as physically active individuals tend to have a lower
risk of becoming depressed or experiencing anxiety, and they may face fewer relapses
of recurrent depression (Carless & Faulkner, 2003; Goodwin, 2003; Hassme’n, Koivula,
& Uutela, 2000; Jorm, Christensen, Griffiths, & Rodgers, 2002; National Heart
Foundation, 2007). Contemporary research has confirmed the effective therapeutic
effect that physical activity has on mental disorders, where depression is the most
researched disorder, and the reported effect size, response rate and remission rate from
physical activity therapies are comparable to that of other more traditional treatments,
such as medication, psychotherapy and cognitive behavioral therapy (Blumenthal et al.,
2007; Craft & Perna, 2004; Daley, 2008; Dunn, Trivedi, Kampert, Clark, & Chambliss,
2005; Harris et al., 2006; Kjellman, Martinesen, Taube, & Andersson, 2008; MHF,

2005; Stathopoulou et al., 2006). Results from physical activity intervention studies



suggest physical activity may be used as the only therapy or in combination with other
traditional treatments.

Another essential aspect of mental illness is the connection to somatic
comorbidities, which may be treated or improved with physical activity (NBHV, 2009).
Faulkner and Biddle (2002) argue that the positive effect that physical activity has on
physical health and its ability to reduce the risk of morbidity and mortality, as well as
to counteract medical side-effects is a justification in itself to include physical activity
in rehabilitation of mental disorders. Further, exercise not only reduces negative effects
of mental health problems (e.g., anxiety, depression, and stress) and increases self-
efficacy and vigor, a patient may be distracted from worries and problems (i.e.,
breaking dysfunctional thoughts), which, in turn, will affect mental health (Cox, 2007;
NBHW, 2009, Stathopoulou et al., 2006). Hence, physical activity promotes mental
health and it may be used to elicit health gains in patients with mental disorders
(Carless & Faulkner, 2003; Daley, 2008; NICE, 2009).

Physical Activity Counseling and Prescription

Physical activity counseling and prescription have been discussed extensively for
the last decade as a means for preventing or treating somatic diseases and mental
disorders predominantly in primary care settings. Studies show that the majority of
patients listen to their primary care physicians with regard to lifestyle behavior
guidance, such as diet and physical activity (Faskunger et al., 2007). Still, commitment
to follow physical activity advice and the motivation to comply with physical activity
interventions are major challenges faced by the patient and the healthcare provider
(Daley, 2008). To address these barriers and facilitate the promotion of physical

activity, governmental entities or healthcare organizations in countries such as the

4



United States, England, Australia, Canada, Scandinavian countries, and New Zealand
have implemented methods to promote and counsel physical activity in their healthcare
systems (Leijon et al., 2008; Swedish National Institute of Public Health [SNIPH],
2008a). This is also true for Sweden.

Starting in 2001 with the project “Sweden on the Move 2001”, national efforts
were made to find a method to help healthcare professionals promote and prescribe
physical activity for both healthy and ill individuals, an effort that resulted in the
development of Physical Activity on Prescription - FaR®. FaR® is governed by
individual counties and their own councils (SNIPH, 2008b) and has increased in
popularity and use within primary care units. In 2007, all 21 counties in Sweden
prescribed physical activity (Faskunger et al., 2007).

Lately, a number of publications have addressed the need to extend the knowledge
of physical activity counseling in general, and the FaR®-method in particular in
Swedish healthcare. Studies about patient compliance with FaR®-prescriptions in
primary care settings have reported significant increases in physical activity levels over
at least six months. Researchers suggest, therefore, that physical activity prescription
can be used as a conventional treatment in primary care settings (Kallings, 2008;
Kallings, Leijon, Hellenius, & Stahle, 2008). In addition, a series of student theses and
reports have explored primary care professionals’ attitudes toward physical activity
counseling, as well as the prevalence of this treatment alternative in general, and
written prescription in particular (Appendix A). Unfortunately, less attention has been
given to the psychiatric care sector, mental health professionals’ clinical practice of
physical activity counseling, and their attitudes toward and knowledge about this

treatment alternative.



Physical Activity Counseling and Prescription in Psychiatry

In Sweden, 20 to 40 percent of the population reports suffering from mental ill -
health (NBHW, 2008), of which 10-15% may be in need of psychiatric care (NBHW,
2005). With an annual cost of 16 billion SEK in 2006, Swedish psychiatric care
accounts for 10 percent of all healthcare costs (NBHW, 2008). This cost has increased,
as has the cost of sick pay for mental disorders and the subsidization of
psychopharmacological treatments for adults and adolescents (Engdahl & Ossowicki,
2007; NBHW, 2008; Nording, 2009) as, in particular, depression, anxiety, sleep
problems and other nervous-related disorders have increased among the population at
large, though most dramatically among adolescents (NBHW, 2008; SBU, 1999).

Mental disorders not only account for the second largest diagnostic group
receiving sick pay in Sweden, they also generate the longest periods of sick-leave,
averaging 319 days for women (Mdn = 96) and 287 for men (Mdn = 101). In
international comparison®, Swedes take significantly longer periods of sick-leave, with
depression and stress-related syndromes among the major causes (Ossiwicki, 2007).

The burden of mental disorders is particularly onerous for Stockholm, the capital
of Sweden, and its surrounding communities, since urban areas tend to have a higher
prevalence of mental illness and a greater proportion of individuals with need for
resource-intense psychiatric care (NBHW, 2008). The Stockholm County Council (SLL)
is Sweden’s largest county and offers services in healthcare and public transportation to
more than 1.9 million inhabitants. In January, 2007, SLL issued obligated guidelines for

prescription of physical activity, stating that FaR® shall be used by all care providers

! Data from the Medical Disability Advisor (MDA), which comprises cases from companies, organizations, and social
security systems from 30 countries, mostly from the United States.
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within SLL as a treatment alternative for the purpose of preventing and treating
diseases (Stockholm County Council [SLL], 2007). In addition, the Health and Medical
Services Act, 83a, specifies that when there is more than one scientifically proven and
reliable treatment alternative available, the county councils are responsible for giving
patients the opportunity to choose preferred treatment (Government Offices of Sweden,
2008).

While efforts to introduce FaR® in SLL’s psychiatric healthcare have been
recently initiated, there is reason to suspect that physical activity counseling methods
and routines are not as widely used in psychiatry as in primary care settings (J. Taube,
personal communication, July 9, 2008). It is, therefore, necessary to obtain more
information on the current use of physical activity counseling and prescription in
psychiatry, counseling-related methods, and whether the introduction of FaR® in SLL’s
mental healthcare system has had any effect on the acceptance and use of this method.

Finally, it is also essential to identify variables that influence mental health
professionals’ clinical practices with regard to physical activity counseling and
prescription. According to the PRECEDE-PROCEED model, developed by Green and
Krueter and adapted to the promotion of physical activity by Taylor (2003), a number
of factors that emerge during interactions among patients, healthcare providers and the
healthcare system, influence the promotion of physical activity in primary care settings.
Reinforcing factors, which presumably also exist within psychiatric care, affect patients
during their visit and involve the healthcare providers’ attitude, interest, personal
physical activity behaviors, motivation, knowledge, competence, experienced barriers,
and expectations of patient compliance. Enabling factors, on the other hand, explain the
availability of resources, referrals, rules, protocol and service structures, which may

7



have an impact on the patient’s access to health service. This study has extended these
enabling factors to include type of care, operation and profession, as they may
influence healthcare professionals’ counseling practices.

By analyzing the effects of the aforementioned reinforcing and enabling factors,
efforts can be made to develop interventions that would have the greatest positive
impact on physical activity counseling-related behaviors among healthcare
professionals. Although studies have investigated the effects of some of these factors in
primary care settings, little research has been conducted within psychiatry.

In summary, this work centers on filling the need for more knowledge about
physical activity counseling and prescription in psychiatry. Expanding upon the
existing base of knowledge about physical activity counseling and prescription in
primary care settings, a survey of mental health professionals’ knowledge, attitudes,
and clinical practice of physical activity counseling and prescription was conducted.

Statement of the Problem and Research Questions

The purpose of this exploratory study was to investigate Swedish mental health
professionals’ clinical practices, attitudes, and knowledge related to physical activity
counseling and prescription. Few studies, if any, have been conducted on the use of
physical activity counseling in Swedish psychiatry, in general, and Physical Activity on
Prescription (FaR®) in particular. Therefore, the intent of this study was to assess
physical activity counseling among mental health professionals in Stockholm County

Council (SLL).



RQq:

RQz:

RQs:

RQ.:

RQ5:

RQe:

The following research questions (RQ) guided this study:
How often do mental health professionals counsel (verbal advice or written
prescription) physical activity and what are their perceived reasons for such
counseling practice?
Which methods and procedures are used by mental health professionals in
counseling physical activity as a treatment and preventive therapy for mental
disorders and somatic diseases?
What are mental health professionals’ attitudes toward using physical activity in
prevention and treatment of mental disorders?
Which barriers are experienced by mental health professionals with regard to
physical activity counseling and prescription, and what factors would encourage
them to increase the prevalence in their counseling practices?
How knowledgeable do mental health professionals perceive themselves to be
about the effects of physical activity on mental disorders and somatic diseases?
Do mental healthcare professionals use the recommended prescription-method,
Physical Activity on Prescription (FaR®) and its related knowledge manual
Physical Activity in Prevention and Treatment of Diseases (FYSS), and how do
they perceive their usefulness?

Hypotheses and Key Variables

A series of specific hypotheses were proposed to inferentially assess

interrelationships among key variables based on those suggested in previous research.

In line with the initial purpose of this study, analyses of the interrelationships among

demographics, knowledge, attitudes, level of personal physical activity, and frequency



of physical activity counseling/prescription were conducted. Specifically, it was
hypothesized that:
Hi:  Self-reported personal physical activity level, measured as MET -minutes per
week, will be directly and positively related to:
i. Frequency of physical activity counseling and prescription;
ii. Behavior of physical activity counseling and prescription;
iii. Attitude toward physical activity counseling and prescription; and
iv. Knowledge about the effects of physical activity on diseases and disorders.
H,:  There will be a significant difference between medical and non-medical
professionals, as well as among the six professional classifications of personnel
having the authority to prescribe physical activity (i.e., physicians, psychologists,
psychotherapists, nurses, occupational therapists, and physical therapists) with
regard to:
i.  Frequency of physical activity counseling and prescription;
ii. Behavior of physical activity counseling and prescription;
iii. Attitude toward physical activity counseling and prescription; and
iv. Knowledge about the effects of physical activity on diseases and disorders.
Hs:  There will be a significant difference between mental healthcare professionals
working with general psychiatry and those with psychoses, as well as between
inpatient and outpatient settings with regard to:
i.  Frequency of physical activity counseling and prescription;
ii. Behavior of physical activity counseling and prescription;
iii. Attitude toward physical activity counseling and prescription; and

iv. Knowledge about the effects of physical activity on diseases and disorders.
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H,:  There will be a significant difference among the six different operations in SLSO

Psychiatry with regard to:

i.  Frequency of physical activity counseling and prescription;

ii. Behavior of physical activity counseling and prescription;

iii. Attitude toward physical activity counseling and prescription; and

iv. Knowledge about the effects of physical activity on diseases and disorders.
In H;-H,4 the dependent variable “Frequency of physical activity counseling and
prescription” describes how often participants counsel physical activity in a clinical
setting. The variable comprises how often physical activity is: (a) discussed, (b)
counseled (verbal and written advice), (c) counseled for the purpose of preventing
mental disorders, (d) counseled for the purpose of treating mental disorders, and (e)
counseled for somatic diseases.

The second dependent variable was operationalized as the “Behavior of physical
activity counseling and prescription” comprising methods and procedures used in
physical activity counseling practices. Specifically, the following variables were
included: (a) documentation of patient’s current physical level, (b) documentation of
patient’s physical activity advice, (¢) counseling method (d) discussion of motivation,
(e) referral procedures, (f) follow-up on physical activity advice, and (g) physical
activity advice content.

“Attitude toward physical activity counseling and prescription” is defined as
participants’ own belief about their attitudes toward working with physical activity in
prevention and treatment of mental disorders. The variable constitutes participants’
overall attitudes toward physical activity counseling, how strongly they experience

barriers to counseling patients on physical activity, and whether they believe their
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management and colleagues are supportive of this work. All items are self-reported.

Additionally, the dependent variable “Knowledge about the effects physical activity has

on diseases and disorders” is defined as the self-reported knowledge about the effects

that physical activity has on mental disorders, as well as somatic diseases.
Extent of the Study
Delimitations
This study was delimited to licensed mental health professionals in Healthcare

Provision, Stockholm County (SLSO), Sweden. Although mental health professionals

working in other parts of Sweden are expected to have comparable attitudes, knowledge

and clinical practices, findings of this study have limited generalizability beyond the
psychiatric branch in SLSO.
Other delimitations of this study were as follows:

1. Participating mental health professionals’ personal physical activity was assessed
subjectively using a questionnaire. Such self-reported measurements have been
found to over- or underestimate physical activity levels in a population as
compared to direct measures, such as pedometers or accelerators (Prince et al.,
2008). Additionally, self-reported measurements are also associated with recall
and response bias (Prince et al., 2008). For the purpose of this study the short
version of the International Physical Activity Questionnaire (IPAQ) was selected
due to its frequent use in population studies and its acceptable validity and
reliability (Brown, Trost, Bauman, Mummery, & Owen, 2004 ; Ekelund et al.,
2006). The IPAQ is a multiple domain instrument, which evaluates physical
activity in four different domains, including leisure time, domestic and gardening,

work, and transportation activities. This instrument may contribute to an even
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greater overestimation than use of tools that assess leisure time activity alone

(Bauman et al., 2009).

All measurements of attitude, knowledge, and behaviors were delimited to self-

reported questions, selected and designed for the purpose of this survey.

Limitations
Employees at SLL were involved in development of the instrument and research
guestions. In no way has the researcher agreed to any changes that would

contradict scientific rational or oppose the will of the researcher.

The questionnaire was sent out to all mental health professionals actively working
at SLSO by December 1, 2008. The email-list was created and provided by
SLSO’s Supportive Personnel group and was generated based on their accessible
data. Any flaws or inaccuracies in the list were outside the control of the

researcher.

Collection of primary data was undertaken by a survey company chosen by
personnel at SLL. Hence, any decisions related to data collection, such as survey-
method (on-line vs. paper copy questionnaire), mailing-method (electronic vs.
postal mail), reminder-methods (electronic vs. postal mail), were outside the
control of the researcher. Moreover, primary data were initially stored at the
survey company before submission to the researcher, thus any inaccuracies in

data processing and tabulation are outside the control of the researcher.

Subjects were expected to be honest about their responses since most of the
information given is not of a sensitive matter. However, self-reported attitudes,

knowledge, and behaviors may have been affected if the participating subjects felt
13



uncomfortable discussing them or did not correctly recall their behaviors or

activities.

The survey was regarded as lengthy by some respondents, which may have
impacted the willingness of subjects to complete the questionnaire or to read the

questions carefully.

The response rate may have been impacted by the large number of surveys
conducted in healthcare units and the busy schedule faced by the majority of

healthcare professionals.

The results may have been impacted if those responding had a positive attitude
toward physical activity counseling and counseled physical activity, while non-
respondents comprised non-counseling professionals with a more negative

attitude toward physical activity counseling.

Definitions

Several terms with varying degrees of special meaning are used frequently in this

study. Within the context of this investigation, the following commonly used terms

have been defined. As well, a list of acronyms used throughout is included in Appendix

Comorbidity: Two or more coexisting medical conditions or unrelated disease

processes (Mosby’s Dictionary of Medicine, 2006).

Mental disorders: Health conditions that are “characterized by alterations in

thinking, mood, or behavior (or some combination thereof) associated with distress

and/or impaired functioning” (HHS, 1999, p. 5).
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Mental health: A “state of well-being in which the individual realizes his or her
own abilities, can cope with the normal stresses of life, can work productively and
fruitfully, and is able to make a contribution to his or her community” (WHO, 2005, p.
XIX).

Mental health problems: A collective term for “signs and symptoms of
insufficient intensity or duration to meet the criteria for any mental disorders” (HHS,
1999, p. 5).

Mental ill-health: A classification of conditions comprising both mental
disorders (e.g., depression and psychoses), and mild mental problems (e.g., fear,
anxiety, and sleeping problems) that cause personal suffering but do not qualify as a
mental/psychiatric diagnosis (NBHW, 2005).

Mental illness: All diagnosable mental disorders, collectively (HHS, 1999, p. 5).

Physical activity: Physical activity includes all bodily movements which increase
metabolism. This definition takes into account all types of muscle activity, such as
walking, chores, gardening, physical efforts at work, recreational spare time, exercise,
and training (Faskunger et al., 2007).

Physical activity discussion, discuss (SV; diskussion, diskutera): Discussion of
physical activity is defined as having a general health promoting conversation with the
patient about the benefits of physical activity and how important it is to maintain health
promoting levels of physical activity throughout life. The purpose of the discussion is
to inform without giving any direct individualized advice or guidance to the patient.
Discussion is therefore regarded as the basic level of interaction between the healthcare

professional and the patient.
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Physical activity counseling, counsel [SV; radgivning, radgiva, Swedish term
used in questionnaire; “ordinera”, “ge rad”]: Such counseling is defined as the
provision “of advice and guidance to a patient by a health professional™ (Venes, 2001).
During the dialogue between two equal partners, advice, as well as the healthcare
professional’s opinions and instructions are given to the patient (SBU, 2007; Stedman’s
Medical Dictionary, 2005). The advice can be verbal or written (prescription) and
should be individualized with regard to the patient’s mental health disorder or somatic
disease. The advice should include mode, frequency, duration, intensity, length of the
program, and restrictions, but the content may vary in detail and specificity.

Physical activity prescription, [SV: forskrivning,]: Prescription is this study is
defined as “a written direction or order for dispensing and administering physical
activity (drugs) (Venes, 2001). Hence, when the result of a physical activity counseling
session with a patient results in written advice, it will be defined as a prescription. The
physical activity prescription should include mode, frequency, duration, and intensity
of the prescribed physical activity.

Psychiatric disorder: See Mental Disorder.

To prescribe physical activity: To “recommend a remedy for use in the
treatment of a disorder” (Dox, Melloni, B., Eisner, & Melloni, L., 2002). The directions
given can be “either orally or in writing..... to be used in the treatment of any disease”
(Stedman’s Medical Dictionary for the Health Professions & Nursing, 2005). The
Swedish word “Ordinera”, which has been used in the Swedish version of the
questionnaire, has the same meaning as “prescribe”. However, “counseling physical
activity” has replaced the word “Ordinera” in the English version of the survey, as this

word is more frequently used in studies written in English.
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CHAPTER 11

LITERATURE REVIEW

The purpose of this review is to document existing literature related to physical
activity counseling and prescription practices utilized by healthcare professionals, in
general, and those working in psychiatry in particular. Pertinent research focusing on
healthcare personnel attitudes toward and knowledge about physical activity
counseling, as well as those factors that affect their behavior (i.e., personal physical
activity behaviors, profession, type of care, and geographic operations) are also
reviewed. Although the purpose of this study is not to analyze the therapeutic effect of
physical activity on mental health, a brief review of the current literature documenting
such effects is provided.

Physical Activity, Mental Health, and Mental Disorders
Physical Activity and the Promotion of Mental Health

Although mental health and mental disorders commonly are used in the same
context and ways of promoting mental health and preventing mental disorders overlap
each other, the two concepts may be differentiated (Carless & Faulkner, 2003; WHO,
2005). Mental disorders “are health conditions that are characterized by alterations in
thinking, mood, or behavior (or some combination thereof) associated with distress
and/or impaired functioning” (HHS, 1999, p. 5). Mental health, however, is not merely
the absence of mental illness, but the ability to enjoy life and to deal with negative life

events (Carless & Faulkner, 2003). Mental health is “a state of well-being in which the
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individual realizes his or her own abilities, can cope with the normal stresses of life,
can work productively and fruitfully, and is able to make a contribution to his or her
community” (WHO, 2005, p. XIX). Therefore, it is suggested that a mentally ill person
can, despite his/her mental disorder, achieve positive mental health. Hence, any therapy
that promotes mental health in individuals with mental disorders should be considered
without “being overly fixated on treatment or prevention” (Carless & Faulkner, 2003, p.
62).

Substantial research has been conducted and has confirmed the positive
relationships among regular physical activity, mental health, and quality of life
(including psychological well-being, positive mood, self-esteem, self-efficacy, physical
self-perceptions, and vigor in the general population) (Carless & Faulkner, 2003; Cox,
2007, Stathopoulou et al., 2006). Healthy individuals may also use exercise as a coping
method in order to immediately experience psychological benefits by managing
stressful events and problems that disturb their everyday life and enhancing their
positive mood (Cox, 2007).

The positive relationships among physical activity, mental health, and quality of
life have also been found in mentally ill persons. Carless and Faulkner (2003) suggest
that physical activity improves quality of life in mentally ill individuals by improving
both their physical health and their mental well-being, thus helping them to manage the
stress emerging from their mental disorders. Faulkner and Sparkes (1999) believe this
improvement in quality of life may be even more important when a complete remission
from the mental disorder is not realistic (as cited in Carless & Faulkner, 2003).
Schmitz, Kruse, and Kugler (2004) analyzed the German National Health Interview and

Examination Survey (GHS) and found a positive correlation between physical activity
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and health-related quality of life among adults with affective, anxiety, and substance
dependence disorders. A positive correlation between exercise and stress relief was
similarly reported by Harris et al., (2006) in their 10-year cohort study among initially
depressed individuals; exercise reduced concurrent depression and helped in relieving
stress from medical conditions and negative life events.

Persons in the general population have also reported a stronger feeling of social
integration, compared to individuals with low physical activity levels (less than 2/week
or inactive) (Hassme'n et al., 2000). This may have an important effect on mentally ill
persons as social integration and coherence are important conditions for mental health
and further enhance psychological well-being. Many individuals with mental disorders
struggle with social isolation, which may be reduced with physical activity when
performed in groups (Carless & Faulkner, 2003; NBHW, 2009).

Physical Activity and its Protective Properties

Whether physical activity has protective properties against subsequent mental
disorders has been hard to establish. This kind of epidemiological research struggles
with isolating physical activity as being the main cause of preventing mental health
problems in physically active populations. However, a number of epidemiological and
clinical studies and reviews have found that individuals who exercise more at baseline
have less symptoms of mental health problems later in life and that less physically
active individuals are at much greater risk of developing mental health problems, such
as depression, compared with those that are physically active (Goodwin, 2003; Harris et
al., 2006; Hassme'n et al., 2000; Kjellman et al., 2008). Physical activity may also have

protective properties in mentally ill populations, decreasing the risk of future relapses
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of depression during the first year and thereafter (Kjellman et al., 2008; National Heart
Foundation, 2007).

Paffenbarger, Lee, and Leung (1994) investigated the prevalence of depression
among a large number of Harvard alumni with a 23-27 years follow-up period. The
researchers concluded that physically active individuals and sport players had a lower
incidence of diagnosed depression. This finding was later confirmed in a large-scale
population-based study in Finland, in which Hassme'n et al. (2000) reported that
individuals who exercised at least two to three times a week, 20-30 minutes of moderate
intensity, experienced less depression, anger, stress and cynical distrust than those who
exercised less or not at all. With regard to anxiety disorders, a large American
population study in 2003 reported that physically active individuals suffered less from
anxiety, panic attacks, social phobia, specific phobia and agoraphobia. However,
relationships between physically active individuals and a reduced risk of developing
affective, substance use, or psychotic disorders were not supported in this study
(Goodwin, 2003).

Physical Activity and its Therapeutic Properties

Contemporary research has confirmed the therapeutic effect that physical activity
has on mental disorders, depression in particular, and the reported effect sizes, response
rates, and remission rates from physical activity therapies are comparable to that of
other more traditional treatments, such as medication, psychotherapy, and cognitive
behavioral therapy (Blumenthal et al., 2007; Cox, 2007; Craft & Perna, 2004; Daley,
2008; Dunn et al., 2005; MHF, 2009; Stathopoulou et al., 2006). Further, physical
activity has few side-effects, which is not true for antidepressants. Therefore, persons

taking antidepressants are more likely to leave treatment early because of these side
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effects (NICE, 2009), which has a great impact on compliance and the success of the
interventions. Physical activity may also provide immediate and acute mental benefits
and lessen other symptoms related to depression, such as fatigue and cognitive
functioning that may persist with antidepressant treatments (Daley, 2008).

Importantly, the evidence for the link between physical activity and reduced
depression has been rated as “strong” by U.S. Department of Health and Human
Services in their recent “Physical Activity Guidelines for Americans” (2008). The
Department of Health in the UK (2004) also encourages the use of physical activity,
recommending physical activity as a treatment alternative; “Physical activity is
effective in the treatment of clinical depression and can be as successful as
psychotherapy or medication, particularly in the longer term” (The Department of
Health, 2004, p. 58).

The number of controlled studies with improved research design that have
addressed methodological weaknesses has increased. Additionally, a number of reviews
and meta-analyses have been recently published, of which some employ strict inclusion
criteria for studies (Daley, 2008; Mead et al., 2008; Stathopoulou et al., 2006).
Stathopoulou et al. (2006) reported that physical activity can be a powerful mono-
therapy in treating clinical depression, in general, and moderate depression in particular
in their meta-analysis of 11 exercise treatment studies across samples with clinically
depressed individuals. The authors’ analysis of randomly controlled trials (RCTS)
yielded a very large effect size (g = 1.39, 95%; d = 1.42, 95%) for physical activity
intervention for depressed individuals over control conditions, such as no treatment (5
studies), lower level exercise (3), meditation/relaxation (1), health education (1) and

treatment as usual (1).
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Among studies in the above mentioned meta-analysis, Dunn et al. (2005) reported
that exercise, reflecting public health dose recommendations (17.5 kcal/kg/week), is an
effective mono-therapy for men and women with mild to moderate depression. After 12
weeks of exercise, patients in the exercise group had reduced their depression scores by
47%, compared to the control group (no treatment) who had reduced their scores by
30%.

The British National Institute for Health and Clinical Excellence (NICE) (2009),
in draft guidelines for treatment of depression in adults, recommended structured
physical activity programs, individual guided self-help based on Cognitive Behavioral
Therapy (CBT) principles, or Computer-based Cognitive Behavioral Therapy (CCBT)
for low intensity psychosocial interventions for people with persistent minor and mild
to moderate depression. The preferred treatment should be guided by the individual’s
preference.

NICE’s analyses found that physical activity was more effective in reducing
depression symptoms than no-physical activity control, although the effect was reduced
at follow-up. However, when comparing physical activity with antidepressants,
psychosocial and psychological interventions, NICE found the results from their 25
included studies to be inconclusive. There was some evidence that unsupervised
physical activity was more effective than antidepressants, but the data suggested that
there may be no difference in outcomes for anti-depressants and physical activity. In
contrary, Babyak et al. (2000) determined that depressed patients who received physical
activity as a monotherapy were significantly more likely to reach partial or full

recovery from their depression at 6-month follow-up, and to be less likely to use anti-
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depressants in the future compared to those who received pharmacotherapy alone or a
combination of the two.

Due to the lack of studies with acceptable methodological quality, follow-ups and
long term effects, comparable populations, and physical activity interventions, results
of this research have been questioned and data difficult to interpret (Daley, 2008:
Lawlor, & Hopker, 2001; NBHW, 2009; NICE, 2009). Researchers and clinicians have
therefore been cautious to draw conclusions about how effectively physical activity
treats depression. Recommendations stated in recent reports and reviews include the use
of physical activity in combination with other treatments, such as CBT, interpersonal
therapy, and pharmacotherapy, while awaiting the outcomes of more controlled, well
designed trials (Daley, 2008; NBHW, 2009; Stathopoulou et al., 2006).

This, more precautious approach, has also been adopted by The National Board of
Health and Welfare in Sweden, which in February 2009, released preliminary guidelines
for depression and anxiety interventions. It is stated that the scientific evidence of
using physical activity in treatment of depression is not sufficient, although physical
activity may be beneficial for patients with mild to moderate depression and may be
offered as a complement to the first- and second line of treatments, such as
computerized cognitive behavioral therapy (CCBT). With regard to anxiety, some
scientific results have been found, but the effect of physical activity was estimated by
The National Board of Health and Welfare to be small, resulting in an exclusion of
physical activity as a documented treatment alternative for anxiety.

Results from studies using physical activity in adjunction with
psychopharmacologic treatments support the above recommendations, as physical

activity is beneficial when used together with antidepressants, improving depressive
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symptoms and scores (Blumenthal et al., 2007; Brenes et al., 2007; Knubben et al.,
2007, Stathopoulou et al., 2006). Knubben et al. determined that inpatient participants
who were treated with both antidepressants and physical activity (walking) experienced
a significantly greater reduction in their depression scores compared to the placebo
group’s treatment with antidepressants and relaxation exercises. The trial, however,
lasted for only ten days. In contrast, Blumenthal et al. (2007) reported that although
participants receiving antidepressants, group exercise intervention, or home-based
exercise programs tended to have higher remission rates than the placebo group (who
received placebo pills), no significant differences were noted among groups.

Besides depression, preliminary findings concerning alcohol and drug abuse,
anxiety, schizophrenia, and eating disorders have been reported. Stathopoulou et al.
(2006) concluded in their review that despite the lack of well-designed and controlled
studies among clinical populations with mental disorders other than depression,
exercise may have a significant effect on alcohol cravings and consumption, specific
thought and body satisfaction in bulimia patients, exercise abuse in residential eating-
disorder patients, weight gain in anorexic women, depressed mood and anxiety in binge
eating disorder and anxiety symptoms.

Physical Activity and Somatic Comorbidities

Another important aspect of mental illness is the connection to somatic
comorbidities; mentally ill individuals are commonly burdened with poor physical
health and chronic disease (Carless & Faulkner, 2003; Martinsen & Taube, 2008).
Depressed individuals are usually exposed to both somatic and mental comorbidities,
which is a threat to patients’ health. Physical activity offers reduction in the risk of

major somatic diseases (NBHW, 2009) and, from a wider health perspective, physical
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activity is crucial for the general health of patients with mental disorders. Physical

activity improves patients’ cardiovascular fitness, immune system, bones, muscles and

joints, among others, giving them health, endurance, strength, flexibility and

coordination (Henriksson & Sundberg, 2008). Maybe even more importantly, physical

activity may reduce the risk of premature mortality by up to 20-30% (MHF, 2005).
Physical Activity Counseling

The documented positive relationship between physical activity and physical and
mental health has contributed to the advancement of methods for use by healthcare
providers to promote physical activity. Common methods include, but are not limited
to, counseling, physical activity on prescription, exercise referral schemes, supervised
group or individual training, and theoretically-based behavioral interventions (Kallings,
2008; SBU, 2007). Counseling is a dialogue between a patient (personal expert) and a
healthcare provider (professional expert), who advises and guides the patient to make
certain actions. Physical activity counseling is considered to be effective and useful by
patients (Frank, Breyan, & Elon, 2000; Pinto, Goldstein, DePue, & Milan, 1998; SBU,
2007).

In their systematic review of methods to promote physical activity, the Swedish
Council on Technology Assessment in Health Care found that clinical counseling
increases levels of physical activity by 12-50% for at least six months after the advice
is given. An additional effect of 15-50% may be obtained if counseling is combined
with other behavioral interventions, such as goal setting, written physical activity
prescription, individually tailored physical activity regimen, pedometer use, or
maintenance of a physical activity journal (SBU, 2007; U.S. Preventive Services Task

Force [USPSTF], 2002). However, studies in this area vary greatly in terms of design
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and outcome. For example, “counseling” may comprise brief directed advice to a
passive patient or extensive counseling in combination with other interventions. Other
difficulties across counseling studies are low response rates, small samples, and
differences in circumstances under which the primary care professionals worked (Puig
Ribera, McKenna, & Riddoch, 2005; SBU, 2007).

Physical Activity Counseling in Primary Care
Practice of Physical Activity Counseling in Primary Care

Attitudes, knowledge, and practice with regard to physical activity counseling in
primary care settings have been investigated internationally for the past several
decades. The most recently published studies have identified that the majority of
primary care professionals, such as GPs and nurses, believe health promotion is an
important part of their work and that promoting physical activity is a key component in
primary care. It has been found that as many as 90% of primary care providers promote
physical activity (Douglas, Torrance et al., 2006; Lawlor et al., 1999; Puig Ribera et al.,
2005; Ploeg et al., 2007).

One of the primary care providers’ roles is to increase physical activity in the
general population in order to decrease ill-health (Lawlor et al., 1999). Hence, primary
healthcare providers may hold general discussions with their adult patients about the
importance of moderate physical activity. In Douglas, Torrance et al. (2006), 62% of
GPs, 88% of Health Visitors? (HV) and 90% of practice nurses (PN) were either likely
or very likely to advise all healthy adult patients on moderate exercise. This result

corresponds to other studies from primary care practices. For example, Puig Ribera et

2 A profession in the UK, which has the role of promoting health in an entire community and comprises qualified
nurses or midwifes.
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al. (2005) reported that the majority of personnel (88%) promoted physical activity in
consultation, of which nurses were greater users of physical activity counseling (93.5%)
than physicians (84.1%). However, other results have been reported. For example,

Ploeg et al. (2007) reported that only half of the GPs (47%) discussed physical activity
with ten or more patients per week.

Healthcare professionals may also counsel physical activity for specific medical
conditions. Almost all GPs and NPs in Douglas, Torrance et al. (2006) counseled
physical activity for common medical conditions, such as overweight, hypertension and
diabetes. GPs were even more likely to discuss physical activity if they perceived it as
relevant to a patient’s medical condition. This is in accord with respondents in Lawlor
et al. (1999), who reported being more prone to counsel physical activity when the
advice could be linked to the patient’s present problems. Seventy-seven percent
“Always” advised physical activity for overweight people, and 56% for ischemic heart
disease but only 8% did it “Always” for all their patients, ill and healthy.

Physical Activity Counseling in Swedish Primary Care

Physical activity is promoted in many different ways in Swedish healthcare.
Common methods include referrals to providers within the healthcare system (e.g.,
physical therapists and supervised group-training), verbal advice, and written
prescription (Leijon et al., 2008). Today, over 80% of the country’s healthcare units
have established routines or programs which guide healthcare providers in how to
discuss physical activity with their patients (NBHW, 2008). This is compared to only
50% having established routines or programs in 2003. At that time the most common
method among those units that had routines was verbal advice (96%), followed by

physical activity prescription (69%) and referrals (50%) (Faskunger et al., 2007).
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As previously mentioned, an additional increase of 15-50% in levels of physical
activity can be obtained if counseling is combined with other behavioral interventions,
such as a written physical activity prescription (SBU, 2007; USPSTF, 2002). FaR® is a
Swedish nationwide prescription method for physical activity, which issues a written
prescription including the recommended dosage of physical activity (type of activity,
frequency, duration and intensity). FaR® is distinguished from other promotion
methods used by the healthcare system in that patients are referred to providers outside
the healthcare system; when a patient receives FaR®, the healthcare professional will
together with the patient decide if the prescribed activity will be either performed with
the help of supervised FaR®-tailored exercise, regular activities and programs offered
by the fitness and sport industry, or carried out by the patient him/herself without
supervised training (i.e., walking, recreational physical activities, and cycling). All
licensed personnel included in the Medical Register are allowed to prescribe physical
activity (Faskunger et al., 2007).

FaR® began in 2001 as a pilot project with two specific objectives. Firstly,
routines and methods for prescribing physical activity were to be developed (Kallings
& Leijon, 2003). Secondly, rate of patient compliance and how a more physically active
lifestyle affected patients’ quality of life and other variables were studied (Kallings et
al., 2007). One of the many lessons learned from this pilot project was that FaR®
should be tailored to regional conditions, yet remain within the frame of established
guidelines. In addition, the concept was to be approved by and established among all
professionals involved (Faskunger et al., 2007). This may take time, resources and

efforts, particularly in establishing networks with the fitness and sport industry.
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A number of Swedish undergraduate theses have been undertaken to study the
implementation of FaR® in primary care settings. Although the studies’ sample sizes
have been small and the instruments rarely validated, the results may be used as
indicators of trends and may be generalized to their specific geographic areas.
Fortunately, several such studies have been conducted in the geographic and
organizational areas of this study, Stockholm County Council. Results of these studies
indicated that almost all primary care professionals discussed, recommended, or
prescribed physical activity at some level, and as many as 56-69% did it often or every
day. Eighty-seven to ninety-eight percent gave verbal advice and 12-65% also gave
written prescriptions (Berglund & Olin; 2005; Sandberg, 2005; Sandberg, Ekbom, &
Eckerman, 2007). The majority of the participating primary care professionals had a
positive attitude toward working with physical activity in prevention (97-100%) and
treatment of diseases (93-100%), and almost 70% believed FaR® was a good
prescription method (Berglund & Olin; 2006, Sandberg, 2005; Sandberg et al., 2007).
Physical Activity Counseling in Psychiatry

Few studies have been conducted about mental health professionals’ practice of,
attitude toward, and knowledge of physical activity counseling and prescription.
Conducted research varies greatly in design, purpose, and result, but numerous findings
are relevant for physical activity counseling within psychiatry.

Two early studies focusing on mental health professionals were conducted by
Barrow, English, and Pinkerton (1987) among psychologists, and Burks and Keelev
(1989) among psychotherapists. Barrow et al. reported that as many as 93% of the
psychologists studied would recommend exercise to their patients, of which 53% would

do it occasionally, 30% routinely, and 10% would do it all the time. Burks and Keelev
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found similarly positive responses among their subjects, where 83% had prescribed
exercise to one or more clients. The psychologists recommended, however, exercise
with a frequency of “sometimes” which ranked lower then, for example, drug use
recommendations. Reasons for prescribing exercise included combating depression and
reducing anxiety and tension. The four mental disorders for which the participants rated
exercise as being most helpful were major depression, anxiety, psychological factors
affecting physical conditions, and adjustment disorders. Although a high percentage of
the participants in both of the aforementioned studies were likely to prescribe physical
activity or had done so, the majority (58%) in Barrow et al. recommended physical
activity never or only occasionally, which is comparable to findings from Burks and
Keelev.

In contrast to the findings of primary care studies reviewed previously,
Phongsavan, Merom, Bauman; and Wagner (2007) determined that only 51% of their
participating Australian psychotherapists thought physical activity counseling was part
of their jobs. Despite that few (14%) of the subjects believed that their patients would
not benefit from physical activity advice and only 12% agreed that physical activity is
important for chronic somatic health problems but not for managing mental illness, less
than half (40%) of the respondents had recommended physical activity to their patients
at some level.

The Mental Health Foundation (2005) confirmed the low frequency of healthcare
providers using physical activity for mental disorders. Although the study surveyed
primary care practitioners, the purpose was to examine their use of exercise referrals
and attitudes toward physical activity counseling for depression. Despite their search

for alternatives to antidepressants, only 5% of participating general practitioners (GP)
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used exercise referrals as one of their three most common treatment alternatives to mild
or moderate depression. Astonishingly few (15%) of those who said they had access to
exercise referral schemes (42%) used the referrals fairly frequently.

With regard to inpatient mental healthcare, Faulkner and Biddle (2002) stated that
promotion of physical activity, exercise, and sports has had a long tradition in
institutional psychiatric care in the United Kingdom (UK), as it has offered a way to
handle patients’ energy, sleep problems and physical frustrations. As in Sweden, the
larger psychiatric institutions (e.g., large psychiatric hospitals and sites for recreation
and vocation) in the UK have now been replaced with smaller units; still exercise and
sports continue to be part of the treatment program for inpatient care. Results from
Faulkner and Biddle’s interviews with mental health nurses revealed that all
participants were extremely positive with regard to physical activity in inpatient
settings and had, at some level, promoted physical activity, some unplanned and
infrequently, others every day of the week. The form of advice ranged from
unstructured encouragement to extensive counseling about benefits, barriers and goals
related to the patients and their diseases. Participating nurses did not, however, regard
physical activity as a therapeutic tool, but more as a distraction to boredom and a way
to structure the patients’ day. Further, participants believed exercise to be a lifestyle
choice, and considered it their patients’ responsibility to be physically active.

Factors Affecting Physical Activity Counseling

There are a number of interesting factors essential to how physical activity
counseling is perceived by healthcare professionals and their patients, and how
successfully physical activity therapies are used. It is therefore important to understand

those factors and take them into account when promoting physical activity counseling.
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According to the PRECEDE-PROCEED model, developed by Green and Krueter and
adapted to the promotion of physical activity within primary care by Taylor (Taylor,
2003), a number of factors influence counseling and prescription of physical activity.
These factors include: (a) Enabling factors: health- and medical care (e.g., prescription
forms, information material, provided training, opportunities to work-out during the
work day, referrals); (b) Pre-disposing factors: patient (e.g., their experienced barriers,
motivation, experience of exercise, and personal medical background); and (c)
Reinforcing factors: personnel (e.g., their interest, personal physical activity behaviors,
motivation, knowledge, competence, experienced barriers, and attitude) (Taylor, 2003).
Consequently, varied healthcare professional characteristics determine the promotion of
physical activity for patients. These factors/characteristics are pertinent to this survey
with regard to the investigation of mental health professionals’ behavior.
Personal Physical Activity

In 1984, Clever and Arsham (as cited in Abramson, Stein, Schaufele, Frates, &
Rogan, 2000) recommended physicians to enhance their own exercise habits in order to
improve the effectiveness of their exercise counseling. Studies have since reported a
positive relationship between healthcare professionals’ personal physical activity levels
and their use of physical activity counseling (Abramson et al., 2000; Frank, Bhat
Schelbert, & Elon, 2003; Puig Ribera et al., 2005; McEntee & Halgin, 1996). Although
some researchers have based their conclusions on relatively small samples and on
responses from physically active individuals who apparently are positive to physical
activity counseling, it is evident that professionals that exercise prescribe physical
activity to a greater extent than their more inactive colleagues (Abramson et al., 2000,

Frank et al. , 2003; Puig Ribera et al., 2005; McEntee & Halgin, 1996).
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McEntee and Halgin (1996) examined the attitudes of psychotherapists and their
personal physical activity. Respondents were found to exercise between one and three
times per week, and the frequency of exercise was found to be positively related to how
beneficial they believed exercise was to psychological functioning and the likelihood of
recommending physical activity therapy for a specified case vignette. Abramson et al.
(2000) analyzed both primary care physicians’ aerobic exercise habits and their strength
training routines and concluded that physicians who exercised were more likely to
counsel physical activity with their patients. They also found that participants own
exercise preferences reflected the type of exercise they recommended. Specifically,
subjects who were aerobic exercisers were more likely to counsel their patients about
aerobic exercise, with corresponding results for subjects that strength trained.

One of the larger studies in this field was conducted by Frank et al. (2003) among
female American physicians. The researchers also confirmed that those physicians who
complied with then-current physical activity recommendations (i.e., a minimum of 30
minutes at least three times per week), were more likely to discuss exercise with their
patients at every visit. The exerciser also reported greater confidence in exercise
counseling and had more extensive training in subjects related to physical activity
counseling. Compliance with physical activity recommendations was also found to be
related to positive health practices among participating physicians, such as fewer “bad
physical health days/month”, fewer “bad mental health days/month”, less stress, and
better general health status. Women physicians who exercised vigorously at least three

times per week reported an even higher self-confidence in exercise counseling.
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Knowledge and Attitude

Self-efficacy with respect to counseling patients on physical activity is an
important reinforcing factor in Taylor’s (2003) model of physical activity promotion in
primary care. According to Bandura (1997), in order for self-efficacy to develop, an
individual must experience success and master the task through practice (as cited in
Cox, 2007). Knowledge may be a factor that increases one’s confidence and capability
to reach this success. In addition, a positive correlation between educational training
and the prevalence of physical activity promotion has been found (McDowell,
McKenna, & Naylor, 1997; Ploeg, et al;, 2007). Lack of knowledge and training are
also often mentioned as barriers to physical activity counseling (Puig Riberia et al.,
2005).

The aforementioned study by Lawlor et al. (1999) reported that over 75% of
participating GPs believed they had sufficient knowledge to give advice about physical
activity and nearly as many correctly reported levels of physical activity needed to
achieve health benefits. These results are supported by Douglas, Torrance et al. (2006),
who found that the majority (66%) of study primary care participants considered
themselves as having sufficient knowledge to counsel physical activity. However, only
13% of GPs, 9% of health visitors and 7% of nurses in this study correctly described
current national physical activity recommendations. This finding may indicate that
healthcare professionals perceive themselves as having greater knowledge than they
actually have.

Attitude has shown to be a determinant of behavior; primary care providers who
hold a more positive attitude toward physical activity are more proactive in raising

issues related to physical activity (Taylor, 2003). In inpatient settings, the accordance
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of professionals’ beliefs and attitudes with an alternative treatment, such as physical
activity, is essential for how popular the treatment will become (Faulkner & Biddle,
2001b). This notion is supported by McEntee and Halgin (1996), who found that those
psychotherapists who held general beliefs that exercise was beneficial to psychological
functioning were more likely to recommend exercise when presented with a vignette
describing an individual with symptoms of mild depression, anxiety and stress.
Attitude, among managers in particular, has also been reported as a critical component
in the development of a more health promoting and holistic perspective within
healthcare (Healthcare Provision, Stockholm County [SLSO], 2007a).

Unfortunately, a positive attitude does not always affect desired behavior. In a
three year panel study, Ploeg et al. (2007) investigated Australian GPs’ knowledge,
confidence, perceived role, and frequency of talking to patients about physical activity.
After statewide campaigns and interventions to increase awareness of physical activity
in general practice, the authors found that, after three years, almost all GPs believed it
was their role to help patients increase their physical activity levels. Regardless of
these encouraging results, there was no change in the frequency of discussing physical
activity with patients in 2000.

Profession

Physical activity counseling studies have focused on different types of
professionals, and the findings, including frequencies of physical activity counseling,
prescription, and attitude, have varied among professions (Douglas, Torrance, et al.,
2006, Douglas, van Teijlingen et al., 2006; Jorm, Morgan, & Wright, 2008; Puig Ribera
et al., 2005). Primary care nurses, such as practice nurses (PN) and health visitors

(HV), have reported being more likely to give general physical activity advice to their
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apparently healthy adult patients than general practitioners (GP) (Douglas et al., 2006;
Puig Ribera et al., 2005). On the other hand, GPs and PNs gave advice more often for
specific medical conditions than HVs. Further, GPs regarded a lack of time as a greater
barrier than PNs and HVs, and more GPs believed that a financial incentive might
change clinical practice with respect to physical activity.

Jorm and colleagues have conducted several large-scale studies about
interventions for mental disorders among healthcare professionals and the Australian
public (Jorm, Korten, Jacomb, Rodgers, & Pollitt, 1997; Jorm et al., 2008). Although
physical activity counseling has not been the primary focus in these studies, it has been
used as one treatment alternative for several mental disorders. In comparisons among
psychiatrists, psychologists, GPs, and mental health nurses, several of the traditional
treatments for both schizophrenia (e.g., antipsychotic agents and admission to
psychiatric ward) and depression (e.g., antidepressants, counseling, and CBT) were
similarly perceived as useful (Jorm, Korten, Jacomb, Rodgers, et al., 1997). However,
psychiatrists tended to report psychological and lifestyle interventions, physical activity
being one of them, as less likely to be helpful than GPs and psychologists. Forty-eight
percent of GPs, 33% of psychiatrists and 51% of psychologists reported physical
activity as likely to be helpful for schizophrenia, and 79%, 55% and 87% for depression
respectively (p<0.01)3. Ten years later, the authors found that psychiatrists, compared
to GPs, still reported being less likely to believe that physical activity was helpful for
depression. This significant difference was also found for GPs and mental health nurses

(Jorm et al., 2008).

% Due to the large sample size, contingency coefficient (CC) was calculated for all significant differences (p<0.01).
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Type of Care

It seems reasonable to believe that type of care (inpatient or outpatient) and type
of disorder may also affect the prevalence of physical activity counseling and
prescription. A traditional division of mental disorders and related care is: (a) Inpatient
care where the medical treatment is provided in a hospital or other facility with at least
one overnight stay; (b) Outpatient care where the patient is not hospitalized but is
treated in a doctor’s office, clinic or day center; (¢) General psychiatric disorders,
where depression, anxiety, eating disorders, stress-syndromes, and affective disorders
are treated; and (d) Psychoses care, which involves schizophrenia and other psychotic
disorders. The organization of psychiatric care has undergone a transformation, where
the resources have been reallocated from inpatient to outpatient care (NBHW, 2008).
Obviously, inpatient care focuses on treating patients who need to be hospitalized and
monitored, i.e., the severity of the disorders are greater than in outpatient settings.
Further, access to physical activity may be limited within inpatient care settings, where
lack of access to outside recreation and sport facilities further limits options of physical
activity therapy options. It would therefore be reasonable to believe that differences in
the use of physical activity therapies exist between in- and outpatient care.

With regard to differences based on type of disorder, the relationship between
depression, which is treated in general psychiatry, and physical activity has amassed a
larger body of research than psychotic diseases, such as schizophrenia (Stathopoulou et
al., 2006). For example, depression was the only psychiatric diagnosis included in the
first version of FYSS (YFA, 2003). Availability of research and guidelines may have
had an impact on the prevalence of using physical activity as a component in a

treatment plan for depression. On the other hand, physical activity has been part of
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inpatient settings and psychotic patients’ daily routine for a long time (Faulkner &
Biddle, 2002). Psychotic patients also struggle to a greater extent with somatic diseases
(Carless & Faulkner, 2003), which have a long tradition of being prevented or treated
with physical activity. The severity of disorder may also affect the choice of treatment
plan where psychoses commonly have more severe cases than general psychiatry.
Geographic Operations

It is suggested that management teams in healthcare operations may differ in their
level of interest in physical activity prescription. This presumption is based on differing
responses to inquiries made by the Stockholm County Council’s FaR®-project team to
professionals in several psychiatric regions about their interest in obtaining more
information and education about physical activity prescription (J. Taube, personal
communication, July 9, 2008). Moreover, the demographic characteristics of
inhabitants, such as race, health-status, income, social class and education, differ across
Stockholm County (Halso- och sjukvardsnamndens férvaltning, 2007). These pre-
disposing factors are expected to influence the physical activity counseling situation
and the outcome (Taylor, 2003). Environmental factors such as being able to afford
home equipment, and having access to exercise facilities, bike paths, footpaths, health
clubs, and swimming pools are associated with physical activity (Humpel, Owen, &
Leslie, 2002). One may presume that these factors vary across SLSO healthcare areas as
demographic characteristics differ.

Finally, differences in organizational models between and within counties exist
(Butor, 2006). For example, the cooperation between primary care and psychiatry in the
six operations in Stockholm County Council (SLL) is heterogeneous in terms of which

professions are employed, where they are located, and how available competence in
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psychology is within primary care settings. Moreover, discrepancies in routines,
financial situations, and communication have been found between primary care and
psychiatry in SLL (Butor, 2006). Hypothetically, the aforementioned differences may
also be found between the six geographic psychiatric operations (i.e., North, Northwest,
Northeast, South, Southwest, and Southeast).
Summary

In summary, research about clinical practices of, attitudes toward, and knowledge
about physical activity counseling and prescription in primary care settings has been
conducted. Less focus has been placed on psychiatric care. With an increasing
proportion of individuals diagnosed with mental health problems and a need for
alternative treatments for mental disorders, more knowledge is needed. Ongoing
attempts to introduce the use of physical activity in Stockholm County Council
psychiatric care operations justify the need to conduct a widescale study among mental
health professionals. The varied factors influencing physical activity counseling and

prescription that have been discussed in this chapter will be studied.
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CHAPTER 111

METHODOLOGY

A non-experimental, cross-sectional survey design was used to assess descriptive
and correlational elements of SLSO mental health professionals’ physical activity
counseling and prescription. Within this chapter are presented a description of the
population and sample, instrumentation, external and internal validity, data collection
method, ethical issues, and data analysis.

Population and Sample

This study focused on licensed mental health personnel working with psychiatric
care in Healthcare Provision, Stockholm County (SLSO), Sweden. SLSO is part of
Stockholm County Council (SLL) and operates council-owned healthcare and medical
care outside council-owned emergency hospital wards in 25 municipalities and 17 city
districts in and around Stockholm, making SLSO one of Sweden’s largest healthcare
providers. There are approximately 13,000 employees at 800 units, providing service to
1.6 million inhabitants (Healthcare Provision, Stockholm County, 2007b).

The target population consisted of all mental health professionals that are
authorized to prescribe physical activity and who actively work with adult patients in
SLSO psychiatry. In psychiatric care settings these professionals include licensed
physicians (licensed physicians, physicians in specialist training, and psychiatrists
[specialized physicians]), psychologists, occupational therapists, physical therapists,
nurses, and psychotherapists. SLSO branches related to psychiatric care are Child and
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Adolescent Psychiatry, Center for Psychiatric Research in Stockholm, Psychiatry, and
The Center for Dependency Disorders in Stockholm (see Figure 1). Those practitioners
engaged in branch Psychiatry were included in the study as this branch provides adult

psychiatric care.

SLSO
| | | |
Child & Center for Psychiatry The Center for
Adolescent Psychiatric Dependency
Psychiatry Research Disorders
The The
Transcultural Psychotherapy
Center Institute
| |
Northern Northwest Northeast Southern Southwest Southeast
Stockholm Stockholm

Note. Organizations in white have been included in this study. Psychiatry Center Sédertélje has been
added to the six geographic operations since this study.

Figure 1. Organizational chart of psychiatric care within Health Care Provision,
Stockholm County (SLSO).

SLSO Psychiatry comprises eight units including six geographic operational areas
and two county-wide services: The Institute of Psychotherapy, a specialized unit for
psychotherapy, and The Transcultural Centre, a knowledge centre providing training,
consultation, and supervision for personnel working with asylum seekers and refugees
(Healthcare Provision, Stockholm County, 2007b). This study focused on the six

geographic operational areas: Northern Stockholm Psychiatry, Psychiatry Northwest,
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Psychiatry Northeast, Psychiatry Southwest, Psychiatry Southeast, and Psychiatry
Southern Stockholm.

In SLSO, each of the six operations is further divided into sections, representing
different types of services within psychiatry. The Center for Eating disorders in
Stockholm, located in Northern Stockholm Psychiatry was excluded. Each section is
subsequently divided into physical work-units that operate SLSO’s adult psychiatric
care. Work-units that are related to documentation, research, development, and
education, were excluded as those work-units do not work directly with patients.
Neither were highly specialized care units, such as electroconvulsive therapy (ECT),
internet-psychiatry, nor light therapy included.

It was decided that a complete census would be the most suitable method for data
collection as: (a) full access to a complete sampling frame was available through the
SLSO Office of Supportive Personnel; (b) the target population consisted of
considerable stratification of individuals by operations, classifications of care
(sections), work-units, and professions; (c) large “invitation lists” (samples), assumable
over 1,000 sampled subjects, are suggested to be associated with lower response rates
(Hamilton, 2003); and (d) the email list provided in December 2008 by the SLSO Office
of Supportive Personnel initially included the entire target population with only minor
exceptions (i.e., those that may have not been suitable personnel, such as night workers,
administrative staff and individuals who did not have any contact with patients were
also invited to participate).

When all non-related sections and work-units were removed (36 individuals), the
target population consisted of 1,690 mental health professionals across the six

operations (1,693 in December 2008) (see Table 1). Email addresses for only1,634 of
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the total number were obtained in December 2008 from the SLSO Office of Supportive
Personnel. Eleven addresses were incorrect, leading to an accessible population of

1,623 mental health professionals within SLSO Psychiatry.

Table 1

Number of employees within SLSO geographical operations

Operations Employees %
North 510 30%
Northwest 311 18%
Northeast 176 11%
South 238 14%
Southwest 297 18%
Southeast 158 9%
Total 1,690 100%

Note. Statistics are based on data per August, 2008

The 1,690 professionals included in the target population were physicians,
psychologists, psychotherapists, physical therapists, and occupational therapists,
working in general psychiatric or psychoses outpatient or inpatient clinics, urgent care
facilities, affective clinics, neuropsychiatric clinics, gero-psychiatric clinics, and care

departments for forensic psychiatry (see Table 2)*.

* Population data was obtained from SLSO in August and December 2008. A new position “manager” had been
extracted from each of the six professions in the December data to create a category of its own (86 individuals).
However, managers should be considered as a position and not a profession since most managers also denote one of the
above six professions (2 non-licensed managers responded and were included in analyses).
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Table 2

Number of employees within professional classifications by age and gender

Total  Total Age Gender

(years) (percent)
Profession N % Female  Male Female Male
Nurse 838 50% 48 47 79% 21%
Occupational Therapist 54 3% 47 44 86% 14%
Physical Therapist 32 2% 49 49 81% 19%
Physicians 472 28% 44 43 60% 40%
Psychologist 260 15% 44 43 71% 29%
Psychotherapist 34 2% 57 57 72% 28%
Total 1,690 100% 48 47 72% 28%

Note. Statistics for age and gender are based on data per December 1, 2008

Each work-unit was classified as general psychiatric inpatient clinic, general
psychiatric outpatient, psychoses inpatient, or psychoses outpatient clinic (see Table 3).

Classifications were made with the help of information on operation websites and by

calling the clinics directly and asking about their psychiatric care services.

Unfortunately, there were substantial differences among the operations in terms of how
they categorized and listed their clinics and personnel. Some operations had work-units,
which only worked with one type of care while other operations worked with integrated

care, consequently providing both in- and outpatient care and/or general psychiatric and

psychoses care.
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Table 3

Number of employees by type of care

Type of Care Percent  Type of Care Percent
Outpatient General Psychiatry 24% Inpatient General Psychiatry 14%
Outpatient Psychoses 9% Inpatient Psychoses 13%
Outpatient Integrated 14% Inpatient Integrated 6%
Total Outpatient 47% Total Inpatient 33%
ST - Physicians 7%

Psychoses Integrated 2%

General Psychiatry Integrated 0%

All Integrated 9%

Neuropsychiatry 2%

Total Integrated and Other 20%

Instrumentation

A survey instrument (Appendix B) was compiled for use in this study and based,
in part, on those used in previous international studies and Swedish undergraduate
theses. The questionnaire was divided into six sections (seven sections in the Swedish
version). Although the questionnaire was intentionally informative, action was taken to
avoid revealing desired behavior of physical activity counseling and prescription.

The first section contained one vignette, which described a patient who
experienced symptoms related to depression. Subjects were asked to indicate how likely
it was that they would recommend any of the suggested therapies, physical therapy

being one of them. Section two comprised questions about the subjects’ clinical
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practice of physical activity counseling. Items were ordered chronologically, following
conceivable steps taken by a mental health professional during a patient visit (i.e.,
documentation of patient’s current physical activity behavior, frequencies of
discussions and counseling of physical activity, counseling methods, components of the
advice, documentation of the advice, motivational methods, physical activity referrals,
and follow-ups). The third section comprised seven items measuring subjectively
reported knowledge about and attitudes toward physical activity counseling and
prescription. Section four contained questions about the prescription-method Physical
Activity on Prescription FaR®, followed by section five, which comprised demographic
guestions and participants’ personal physical activity levels. The Swedish version of the
guestionnaire ended with section six, which inquired about the Action Plan of
Overweight and Obesity 2004 (HPO). HPO was not within the scope of this thesis and
is therefore not discussed nor included in the English version of the questionnaire.

As previously noted, the survey instrument was developed by the researcher
specifically for this study. Each individual instrument item was either developed by the
researcher, or, after permission from the authors, adapted from a number of published
international studies or Swedish undergraduate theses (Appendix A). Items originally
used in published international studies will be described, where applicable. Validity
testing of each scale, as well as the whole instrument is described below.

Translation

It was determined that a translation with three interrelated steps would be most
suitable for this survey: (a) translation from Swedish to English with consideration of
cultural aspects, (b) back translation from a reviewed English version to a Swedish

version, and (c) reliability and validity testing of the final English version (Sperber,
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Devellis, & Boehlecke, 1994; International Physical Activity Questionnaire [IPAQ],
2008). For the purpose of this study, initial translation from Swedish to English was
completed based on recommendations by Sperber et al. (1994), IPAQ (2008), and Hunt
and Bhopal (2004). Step (b) and (c) in the translation process were outside the scope of
this study but should be considered if the English version of the questionnaire will be
used in other studies.

A “decentered” process was utilized where the two language versions of the
guestionnaire were developed reciprocally, making correction of awkward and unclear
meanings in the original Swedish version possible (Sperber et al., 1994). All items
originally from studies written in English were translated to Swedish by the bilingual
researcher, except for the vignette which was translated by a bilingual psychiatrist. All
items originally from studies written in Swedish were translated from Swedish to
English by the researcher, thus creating two language versions of the questionnaire.
Secondly, the English version was reviewed by the American thesis advisor to ensure
correct meaning of the items. Thirdly, the complete Swedish version of the
guestionnaire was translated to English and reviewed by a team of bilingual individuals
(Hunt & Bhopal, 2004), creating a second English version of the questionnaire. The two
English versions were thereafter compared by the researcher to distinguish any
differences that should be addressed. Based on Hunt and Bhopal’s recommendations,
cross-cultural concerns were also addressed with monolingual individuals in order to
find the correct meaning and definitions of words and questions. For example, correct
use of disorders (mental disorder, mental disease, mental ill-health, psychiatric disorder
and psychiatric disease) and counseling methods (advising, recommending, counseling,

and prescribing) were chosen. Lastly, review of the two language versions of the
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guestionnaire were conducted in conjunction with the validity testing by the American
thesis committee, as well as the American and Swedish validation expert groups.
Special considerations were taken with regard to scales used both in the Swedish and
the English versions of the questionnaire.
Questionnaire

Section 1 — Vignette

The selected vignette described a patient with depressive symptoms. The intention
of the vignette was twofold. Firstly, it measured mental health professionals’ likeliness
of recommending physical activity when considering it with other alternative
treatments, such as pharmacological therapy and psychotherapy. Secondly, the vignette
served as an interest enhancing introduction, with a patient case that appealed to
participants clinically. The original vignette was modified to reflect Swedish
circumstances and translated to Swedish by a Swedish psychiatrist. The English version
constitutes a translated version of the Swedish. Responses were measured on a 0-5
point scale, ranging from “Yes, Definitely” to “No, Definitely not”, with the neutral
position of “Maybe”. “Don’t Know” was also provided.

The vignette was initially created by Jorm et al. and varied, yet similar versions
have been used in several studies in Australia, surveying healthcare professionals (i.e.,
psychiatrists, psychologists, mental health nurses, and General Practitioners [GP]) and
the Australian public (Jorm, Korten, Jacomb, Christensen, Rodgers, & Pollitt, 1997;
Jorm, Korten, Jacomb, Rodgers et al., 1997; Jorm, Wrigth, & Morgan, 2007; Jorm &
Wright, 2007; Jorm et al, 2008). The vignette was written to meet ICD-10 (International
Classification of Diseases) and DSM-1V (Diagnostic and Statistical Manual of Mental

Disorders) diagnostic criteria for major depression but with the minimum number of
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symptoms required for a diagnosis. However, the authors have underscored that the
vignette was initially developed for the lay person and are therefore inconclusive, not
allowing for complex answers (Jorm et al., 2008; Jorm, Korten, Jacomb, Christensen et
al., 1997). Another problem with the vignette was that no other diagnostic tests are
described, such as lab tests for somatic causes or other psychological and/or psychiatric
diagnostic tests.

The original vignette has been used to determine, among other factors,
respondents’ perception of the helpfulness of different interventions. Discrepancies
among professions, as well as among parents, youth, and healthcare professionals have
been previously reported. In this study a female person “Ana” (Swedish version:
“Anna”) was described in the vignette. Earlier research by Jorm, Korten, Jacomb,
Rodgers, et al. (1997) has reported that gender of the individual described in the
vignette does not significantly affect responses.

Section 2 — Practice of Physical Activity Counseling

Clinical practice of physical activity counseling was assessed using two scales:
the Frequency of Physical Activity Counseling scale, and Behavior of Physical Activity
Counseling scale (methods and routines), as well as by requesting information about
diagnoses treated with physical activity, and participants’ perceived reasons for their
counseling practices.

The majority of previous national and international studies and Swedish theses
about physical activity counseling report prevalence of physical activity counseling
(Abramson et al., 2000; Barrow et al., 1987; Bengtsson & Svensson, 2006; Berglund &
Olin, 2005; Douglas, Torrance et al., 2006; Douglas, van Teijlingen et al., 2006; Frank

et al., 2003; Hagberg, Danesjd-Gustafsson, Johansson, & Modin, 2007; Kallings &
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Leijon, 2003; Larsson, Linnros, & Svensson, 2005; Lawlor et al., 1999; McEntee &
Halgin, 1996; Phongsavan et al., 2007; Puig Ribera et al., 2005; Sandberg, 2005;
Sandberg et al., 2007; Ploeg et al., 2007). Unfortunately, definitions and scales have
been used inconsistently, making comparisons difficult. Prevalence has been nominally
expressed, “Yes. I do counsel/prescribe physical activity”; ordinally estimated using
self-reported frequencies (i.e., “Always” — “Never”); and intervally estimated using
numbers of prescriptions. For the purpose of recognizing the need for clear definitions
and more uniform scales, participants in this study were asked to report how often they
discuss and counsel physical activity (two levels of using physical activity in
prevention and treatment) and to report the frequencies on an ordinal scale; once
computed became interval.

Frequency of Physical Activity Counseling was measured with a 5-item scale
developed for this study. Scores were obtained with a 5-point Likert type scale, ranging
from 1 = never to 5 = always, where 5 indicated a high frequency of physical activity
counseling. The frequency scale indicated how often the subjects: (a) generally
discussed physical activity with their patients, (b) counseled physical activity for their
patients, (¢) counseled physical activity for the purpose of preventing
mental/psychiatric disorders and conditions, (d) counseled physical activity for the
purpose of treating mental/psychiatric disorders and conditions, and (e) counseled
physical activity for somatic diseases and conditions.

Two subsequent items investigated for which mental disorders/conditions and
somatic diseases/conditions physical activity was counseled. Five mental health
disorders were specified (“Mild to moderate Depression”, “Severe Depression”,

“Schizophrenia”, “Stress” and “Anxiety”). They are the only mental disorders described
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in FYSS and were therefore assumed to be the most common disorders to be treated
with physical activity (YFA, 2008). For each specific disorder, respondents also
indicated if the physical activity was prescribed as an adjunctive treatment (together
with other treatments) or as a mono treatment (instead of other treatments). The
suggested somatic disorders are also described in FYSS and are the most common
disorders for which primary care professionals counsel and prescribe physical activity
(Berglund & Olin, 2005; Sandberg, 2005; Kallings, 2008).

Perceived reasons for discussing and/or counseling physical activity were
assessed by asking participants to select all reasons that applied. Specific reasons listed
were based on suggestions made during the pilot study and those from previous studies
by Abramson et al. (2000) and McEntee and Halgin (1996). Abramson and his
colleagues studied American primary care physicians and frequencies of their personal
exercise habits and counseling practices. McEntee and Halgin (1996) surveyed
American psychotherapists’ reasons for discussing or not discussing exercise with their
clients and the correlation between their counseling practice and personal aerobic
exercise habits.

Behavior of Physical Activity Counseling was measured with a nine-item scale
developed for this study. Six items used a 5-point frequency scale, ranging from 1 =
never to 5 = always; where 5 indicated a high frequency of using the recommended
and/or obligated physical activity counseling methods and routines. The behavior scale
solicited information about the following routines and methods: documentation of
patients’ current level of physical activity; counseling method (verbal advice, different
forms of written prescription, and referrals [Note: options specified in FYSS, p.49 and

Swedish undergraduate theses, see Appendix A]); content of the advice (mode,
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frequency, duration, intensity, program duration, and restrictions); documentation of
the advice, motivational method (clinical knowledge, general counseling, motivational
interviewing [MI], Social Cognitive Theory [SCT], and Transtheoretical Model
[TTM]); referral routines (no referrals, and referrals within or outside the healthcare
system); and follow-ups (oneself [next visit, phone call, or email], or other in the team).
Motivational methods and the content of the advice, which is based both on the
specification required in a complete physical activity prescription according to the
FaR®-model (Kallings & Leijon, 2003) and by NICE guidelines for depression in adults
(NICE, 2009), were developed for the purpose of this study. Variations of the
remaining behavior items have been used in previous studies and theses, but with
different wording and scales (Berglund & Olin, 2005; Dohrn, 2008; McEntee & Halgin,
1996; Nordlander, 2006; Phongsavan et al., 2007; Sandberg et al., 2007).
Section 3 — Attitudes and Knowledge

Attitude toward physical activity counseling was estimated using a scale
comprising five items, high scores indicating a positive attitude toward using physical
activity in prevention and treatment for mental disorders. The scale included three
statements, with which participants were asked to indicate their agreement on a 5-point
Likert scale, ranging from 1 = strongly disagree to 5 = strongly agree. The statements
inquired about the subjects’ belief that their colleagues and clinic management were
supportive of physical activity counseling, and whether they had experienced any
barriers which interfered with or prevented them from counseling physical activity. If
participants experienced barriers, they were asked for specifics. Two questions inquired
about the subjects’ attitude toward using physical activity in prevention and treatment

of mental disorders, ranging from 1 = very negative to 5 = very positive. Variations,
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with different wording and scales, of the five items have been previously used in
international studies (Abramson et al., 2000; Douglas, Torrance et al., 2006; Douglas,
van Teijlingen et al., 2006; Puig Ribera et al., 2005; Lawlor et al., 1999) and Swedish
undergraduate studies and reports in primary care settings (Berglund & Olin, 2005;
Dornh, 2007; Sandberg, 2005).

Knowledge was assessed as to how subjects would rate their knowledge about the
effects (therapeutic/preventive) of physical activity on mental disorders, and the effects
(therapeutic/preventive) of physical activity on somatic diseases and conditions. These
were scored using a 5-point Likert-type scale, ranging from 1 = poor/no to 5 = excellent
knowledge. The knowledge questions were based in part on one used by Phongsavan et
al. (2007) in a pilot study of Australian mental health therapists’ attitudes toward
physical activity counseling (N = 51). The original wording “Would you rate your
knowledge about the potential therapeutic effects of physical activity/exercise on
mental health as....” was changed to “How would you rate your knowledge about the
effects (therapeutic/preventive) of physical activity on mental disorders?”

Section 4 - Physical Activity on Prescription - FaR®

Questions related to participants’ use (frequency) of, knowledge about, and
attitude toward the prescription-method FaR® and its related manual FYSS were
assessed in section four with an 11-item scale developed for the purpose of this study.
Specifically, frequencies of FaR® and FYSS were evaluated on 5-point frequency scale,
ranging from 1 = never to 5 = always, where 5 indicated high frequency. Participants
were also asked to report those factors which would facilitate the progress of
counseling physical activity at their workplace (Berglund & Olin, 2005; Sandberg,

2005).
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With regard to knowledge, four items assessed participants level of knowledge
about FaR® and FYSS on 5-point Likert-type scale, ranging from 1= poor/no
knowledge to 5= excellent, their familiarity with FaR®’s mandatory guidelines, as well
as how they got in contact with FaR®.

Attitudes toward FaR® and FYSS were measured with five statements on a 5-item
Likert scale, with scores ranging from strongly disagree to strongly agree, high scores
on the scale (5) indicated a positive attitude (strongly agreeing) toward FaR® and
FYSS. Participants were asked to indicate their agreement with having sufficient
competence to use FaR®, if they believe FaR® is a good prescription-method, and if
they believe FYSS is a good prescription-tool when they prescribe physical activity.
Two items, whether participants experienced any barriers when using FaR® and FYSS,
were reverse scaled, where higher scores (5) indicated strong disagreement. Two items
further asked what kind of barriers subjects encountered; of which one was an open-
ended question (barriers to using FYSS). Section four comprised both items developed
for the purpose of this study and variations of the questions previously used in Swedish
undergraduate theses and reports (Berglund & Olin, 2005; Dornh, 2007; Sandberg,
2005, Sandberg et al., 2007).

Section 5 - Background

Eight demographic characteristics were collected from all subjects. Age, gender,
profession, years in practice, and personal physical activity levels have been suggested
to influence knowledge, attitude and clinical practice of physical activity counseling
among general practitioners (Abramson et al., 2000; McEntee & Halgin, 1996; Barrow
et al., 1987; Frank et al., 2003; Douglas, Torrance et al., 2006; Puig Ribera et al., 2005;

McDowell et al., 1997). Moreover, differences in prevalence, attitude and knowledge
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between SLSO Psychiatric Operations (North, Northwest, Northeast, South, Southwest,
and Southeast) and type of mental healthcare (outpatient general psychiatric care,
inpatient general psychiatric care, outpatient psychotic care, and inpatient psychotic
care) were suggested in the proposed hypotheses. Participants were also asked to report
with which diagnoses they worked.

Personal physical activity levels were assessed with the short form of the
International Physical Activity Questionnaire (IPAQ). IPAQ was developed with the
aim of standardizing measures of self-reported personal physical activity in a
population. The questionnaire was initially designed for use with adults between the
age of 15 and 69 years old, which corresponds to this study’s population. The short
form of IPAQ provides separate scores on walking, moderate-intensity and vigorous
intensity activities, as well as total scores for all activities. The IPAQ result can be used
to assign participants categorically to “Low”, “Moderate”, and “High” activity levels
(nominal variable), or to assess intervally (interval/continuous variable). The fourth
item on the IPAQ short-form evaluates sedentary behavior (sitting) but it was excluded
in this study as sedentary behaviors are not included in the recommended calculations
of levels of physical activity (IPAQ, 2005).

The IPAQ short form has been the subject of extensive testing and is used
internationally in national and regional population studies (Bauman et al., 2009;
Hagstromer, Oja, & Sjostrom, 2006). Criterion-related validity, tested with an
accelerometer, has been found to be acceptable (rho = 0.3) (Bauman et al., 2009);
however, the instrument significantly overestimates self-reported time spent in physical
activity (Ekelund et al., 2006). Based on this potential overestimation and the skewed

distribution of activity levels/energy expenditures in national or large population data
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sets (IPAQ, 2005), no assumption of normality may be made. As such, continuous
variables are recommended to be presented as median minutes/week or median MET -
minutes/week (IPAQ, 2005). The IPAQ questionnaire has acceptable levels of test-
retest reliability (intra-class correlations range 0.7-0.8) (Bauman et al., 2009) and
moderate reliability for assessing total minutes of activities (0.68 intra-class
correlations) (Brown et al., 2004).

Cleaning of data and calculations were performed according to IPAQ’s protocol
(IPAQ, 2005). The number of days was multiplied by reported duration for each
intensity level of physical activity (vigorous, moderate, and walking) and thereafter
converted to MET-minutes/week by multiplying total number of minutes by 8.0, 4.0,
and 3.3, respectively. Participants’ total physical activity score was thereafter obtained
by summing all MET-minutes/week. Total MET-minutes/week was used to categorize
participants into three groups (low, moderate and high).

Validity and Reliability Testing of the Questionnaire

Unless otherwise mentioned, none of the above published international studies or
Swedish undergraduate theses, have reported validity or reliability of their survey
instruments. The intention in this study was therefore to undergo a thorough validity
testing of the entire questionnaire, as well as internal-consistency reliability testing for
proposed scales.

Validity refers to the degree to which an instrument measures the specific topic or
concept it is supposed to measure (Gay, Mills, & Airasian, 2006). Consequently, an
important aspect of validity is that the correct interpretation of the result will be done
and for which population the interpretation is valid. The interrelated types of validity

are content validity, criterion-related validity, construct validity, and consequential
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validity. This study focused on content validity testing as this would ensure that
included items were relevant to this study’s intended content area (physical activity
counseling and prescription in psychiatry). Reliability is the extent to which “a test
consistently measures whatever it is measuring” (Gay et al., 2006, p. 139). Due to the
informative nature of the questionnaire, the subjects may have been influenced by the
information and the individual items included in the survey instrument, affecting the
relevance of different test-retest procedures and order-of-item testing. Therefore, the
most important reliability testing for this study’s questionnaire was internal consistency
reliability for items included in the proposed scales.

Content validity, defined as “the degree to which a test measures an intended
content area” (Gay et al, 2006, p 134), was established using expert review of the entire
survey instrument. Four Swedish experts in psychiatry, working in both clinic (SLSO)
and academic (Aker University Hospital, Oslo) settings, reviewed the entire
questionnaire and evaluated whether each item was relevant to and covered by the
proposed research questions. The Swedish expert panel was also asked to consider the
number of items in the questionnaire, and the clarity and wording of instructions and
guestions. Four American experts with expertise in health and behavior research (The
National Institute of Mental health), psychology, methodology (academic), and exercise
science/athletic training (academic), similarly validated the instrument.

The final validity test was conducted with an online survey pretest group. The
pretest group consisted of seven subjects from the target population, three more than
recommended by Gay et al. (2006, p. 169), who were sent the final draft version of the
online questionnaire. Internal consistency reliability was tested with Cronbach Alpha

for the included scales: Frequency of Physical Activity Counseling Scale, Behavior of
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Physical Activity Counseling Scale (methods and routines), Attitude toward Physical
Activity Counseling Scale, and Knowledge of Physical Activity Scale.
Internal and External Validity

Despite suggested validity testing and carefully arranged procedures, cross-
sectional self-reported questionnaires may allow factors that negatively affect internal
and external validity. Subjects were expected to be honest about their responses, as
most of the information given was not of a sensitive matter. Further, anonymity and
confidentiality were insured. However, self-reported frequencies of behavior, such as
physical activity counseling, could be affected if participating subjects perceived one
behavior to be the “correct” behavior. Further, routines and methods used by mental
health professionals could be incorrectly reported if participants did not recall them
properly. Measures of self-reported personal physical activity are frequently subject to
low validity and reliability. Selecting a standardized and well tested instrument (i.e.,
IPAQ), with acceptable validity for self-reported physical activity levels, was therefore
a major concern (IPAQ, 2005).

The survey was lengthy (10-15 minutes to complete), with a large number of
guestions, which may have impacted the willingness of subjects to complete the
guestionnaire or to read the questions carefully. However, 10-12 minutes is suggested
to generally be an appropriate time frame to complete a survey; longer questionnaires
may also be designed if actions have been taken to compensate for the longer time
(Cox, 2008). Factors, which have been suggested by Cox and were considered in the
design of this survey, include an attractive questionnaire, pre-notifications, and a

compelling cover letter underscoring the significance of the study.
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Furthermore, actions to improve the expected response rate were taken as health
professionals have a very busy schedule with little time for participating in surveys.
Survey methods (online survey), prizes and other incentives, as well as informing the
sample about the study’s significance were all utilized as intended to lower the risk of
external threats.

Procedures for Data Collection

Prior to submitting the study to the Human Subjects Review Board at George
Mason University, the questionnaire (Appendix B) was sent out via email together with
information about the study and the required content validity testing to the Swedish
expert group. After comments were received and appropriate minor alterations were
done, the questionnaire was translated from Swedish to English and sent via email to
the American expert group for their review.

Thereafter, the final paper copy questionnaire was submitted to the survey
company. When the web design of the questionnaire was completed, the online
guestionnaire was tested by the researcher and the Swedish advisor in order to confirm
its correctness. Any flaws were documented and sent to the survey company for them to
correct. When the final test-version of the online questionnaire was issued, it was sent
out to the pilot-test group for final testing. A work unit, conveniently selected by the
Swedish advisor, participated in pretesting of the online survey. Five of the six
different professions included in the current study were represented in the pilot-testing
group. No issues with wording of questions or instructions, or technical problems were
reported to the researcher. The pilot-testing group was also encouraged to note issues

related to the questions being lengthy or subject to errors of omission or commission
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(i.e., specific items that had been left out or which were not relevant to the research
guestions). Only one comment was reported relative to the length of the questionnaire.

A link to the final online version was sent together with a cover letter in January
2009 (Appendix E) to all participants that were included on the email address list
(based on the population by December 1, 2008) provided by the SLSO Office of
Supportive Personnel through the Swedish advisor. The cover letter, which was the
body text in the email, explained the importance and nature of the study, the
confidentiality of information, the meaning of voluntarily participation, and the policy
of anonymity with contact information. The participants were also informed about the
prizes that the researcher and the Swedish advisor were able to obtain before the survey
period started (FaR® course, FYSS manual, and personal training). Tabulation and
frequencies of collected data were reported and made accessible online by the survey
company during the whole primary data collection period. The first reminder (Appendix
F) was sent out one week into the survey period to those participants that had not
submitted the complete survey, followed one week later with an extra reminder to all
managers within SLSO Psychiatry. A third and final reminder (Appendix F), was sent
out three weeks into the survey period. After six weeks of data collection, the survey
was closed and all email addresses from the data file were removed before any analyses
were conducted. Winners were thereafter randomly selected among all respondents.

Ethical Issues

This study, including the collection of data by Textalk AB, Mdélndal, was
approved by the Human Subjects Review Board at George Mason University. The
nature of the study was explained in the cover letter (Appendix E), which clearly

informed the participants that they entered the study and completed the questionnaire
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voluntarily. Participants’ completed and submitted online questionnaires vouched for
consent to participate. No foreseen harm to the participants was found since there has
been no personal interaction with researchers or others involved. Furthermore, the
participants’ aggregated results were analyzed and displayed in summary format,
without revealing individual results. Additional actions were taken in order to fulfill
requirements for confidentiality; specifically, no email addresses were included in the
file provided by the survey company and downloaded by the researcher. Access to
collected data has been limited to the researcher’s Swedish advisor.
Data Analyses

Primary data, provided by the survey company in an Excel file, was tabulated and
adapted for data analyses. Manipulation of data was performed with recoding of reverse
scales, calculations of age, and total sums of included scales, as well as data processing
of IPAQ questions. The Excel file was imported to SPSS Statistics 17.0 (SPSS Inc.,
Ilinois, USA), and was used for calculation of all descriptive and inferential statistics.
Descriptive Data Analyses

Descriptive statistics were performed to address all research questions (RQ) and
to compare representation of respondents to the population. Frequencies were
calculated for the entire sample, as well as all defined subgroups, i.e., operation, type
of care, and profession. Personal physical activity level responses were initially
analyzed in the interval (continuous) format, and subsequently condensed to low,
moderate, and high levels. Based on potential overestimation of physical activity levels
and the skewed distribution of activity levels/energy expenditures in national or large
population data sets (IPAQ, 2005), no assumption of normality was made. As such,

median minutes/week or median MET -minutes/week for continuous variables were
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computed. Non-parametric Kruskal-Wallis analyses were performed in order to compare
physical activity levels among professions. Tamhane’s T2 post hoc analyses were used
to subsequently identify intergroup differences. Four scales (i.e., Frequency, Behavior,
Attitude and Knowledge) were constructed and descriptively analyzed.

Inferential Data Analyses

The independent variable in Hy, personal physical activity level, was computed as
a total of MET-minutes per week, creating an interval (continuous) variable. A series of
correlations, with P-values set to 0.05, was calculated with Spearman rho (r;) to test the
hypothesized relationships among personal physical activity and key study variables;
Frequency, Behavior, Attitude and Knowledge (Appendix D). Spearman rho (rs) was
selected based on the above mentioned non-normality of the physical activity level
distribution.

A series of independent sample t-Tests was used to assess H, by comparing
differences between medical (physicians and nurses) and non-medical (psychologists,
psychotherapists, work therapists, and physical therapists) mental health professionals
with regard to key variables. Further differences among the six (ungrouped) professions
with regard to key variables were calculated using one way analyses of variance
(ANOVA) with post hoc Scheffé tests.

To test Hs, that type of care (general psychiatric care and psychoses care, as well
as outpatient and inpatient care) would differ with regard to key study variables
(Appendix D), independent sample t-Tests were calculated. Further analyses were
undertaken by dividing type of care into four subgroups: outpatient general psychiatric,

inpatient general psychiatric, outpatient psychoses and inpatient psychoses care.
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Analyses were repeated utilizing a series of one way analyses of variance (ANOVA)
with post hoc Scheffé tests.

To test Hy, that participating operations (North, Northeast, Northwest, South,
Southwest, and Southeast) would differ with regard to key study variables (Appendix
D), one way analyses of variance (ANOVA) with post hoc Scheffé tests were used.
Internal Consistency Reliability

Evaluation of consistency among items in the four proposed scales (i.e.,
Frequency of Physical Activity Counseling, Behavior of Physical Activity Counseling
Attitude toward Physical Activity Counseling, and Knowledge about Physical Activity
Counseling) was determined using Cronbach alpha. Acceptable coefficients were set to

r=.70.
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CHAPTER IV

RESULTS

This chapter will describe study results with a detailed profile analysis of
respondents and their representation of the target population. Descriptive analyses are
used to answer the six research questions specified in the problem statement, including
variables such as clinical practices of, perceived attitudes toward, and self-rated
knowledge about physical activity counseling. Inferential analysis of data relationships
and hypothesis testing will also herein be presented.

Non-respondent Analysis

In order to account for potential non-response biases in this large scale survey of
licensed mental health professionals in SLSO, a series of analyses were conducted.
Specifically, characteristics of the overall population (i.e., age, gender, profession, type
of care and geographic operation) were compared to the 529 respondents. Secondarily,
early respondents, who all responded on the first day, were compared to these
completing the online survey after a third reminder was sent out.

Comparison of Population and Sample

A web-based survey was distributed via email to 1,634 mental health
professionals working for SLSO, of which 1,141 individuals indicated receipt of the
survey by following the attached link. The web survey was completed by 529
participants, for an overall response rate of 33%. Of the 529 submitted surveys, two

were completed by non-licensed supervisors. These were retained in analyses, as
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supervisors were determined to have a direct impact on their personnel. A response rate
of 33% is fully in line with the expected average response rate of 30% for online
surveys (The University of Texas at Austin — Division of Instructional Innovation and
Assessment, 2007). Other studies conducted in the same subject area have attained
response rates between 25% and 74% (Abramson et al., 2000; Douglas, Torrance, et al.,
2006; Lawlor et al., 1999; McEntee & Halgin, 1996; Phongsavan et al., 2007; Ploeg et
al., 2007; Puig Ribera et al., 2005). However, the majority of the referenced studies
have been mail surveys, which normally have a greater response rate than online
surveys (The University of Texas at Austin — Division of Instructional Innovation and
Assessment, 2007; Aday & Cornelius, 2006), further validating the acceptable response
rate in this study.

Further, it is suggested that large sampling frames, assumable over 1,000 sampled
subjects, are associated with lower response rates (Hamilton, 2003). The email list
provided in December, 2008, by the SLSO Office of Supportive Personnel initially
included the whole target population as well as others who were deemed to have little,
if any, physical activity counseling-relevant patient contact (e.g., night workers,
managers, and administrative personnel). Although efforts were made to exclude
sections and work-units that apparently were not able to counsel physical activity (see
Chapter 3, Population) the email list still included, for example, nurses working at night
(n = 124). The night personnel were not expected to respond to the questionnaire and
the result indicates that only six chose to do so. Further, a “relatively low rate (35% to
50%) may be representative if you are able to show that the demographic variables in
the returns and those of the population are similar” (Cox, 2008, p. 76). Study

respondents were, in fact, largely representative of the population, which may, as Cox
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notes, be the result of sending the initial survey to nearly all individuals in the
population.

The population of licensed mental health professionals may be described based
upon profession, age, gender, geographic operation, type of care (TOC), and the type of
diagnosis respondents treat. Of the 529 subjects, 224 (42%) were nurses, 126 physicians
(24%) (of which of 11 were also psychotherapists), 106 psychologists (20%), 22
physical therapists (4%), 29 occupational therapists (6%), 20 psychotherapists (4%) and
2 indicating other specializations (< 1%) (see Table 4). This distribution, by profession,

is representative of the target population.

Table 4

Distribution of professions by population and respondents

Population? Respondents

N = 1,690 N =529
Profession n % n %
Nurse” 838 50% 224 429%"
Occupational Therapist 54 3% 29 6%
Physical Therapist 32 2% 22 4%
Physician 472 28% 126 24%
Psychologist 260 15% 106 20%
Psychotherapist 34 2% 20 4%
Other 0 0% 2 0%
Total 1,690 100% 529 100%

& Calculations for the population are based on statistics from August 2008, before supervisors were
extracted into their own category.

® Nurses working nights are included in these numbers. If the 124 night nurses are removed from
calculations, 46% of the professionals are nurses.
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Subjects also comprised 124 males (24%) and 405 females (76 %) with a mean age

of 48 (SD = 10.31) and 49 (SD = 10.29) years respectively. They had been in practice

for an average of 16.71 years (SD = 11.22).These characteristics were similarly

representative (see Table 5).

Table 5

Distribution of age and gender by population and respondents

Population Respondents
N= 1751 N =524
Age Gender Age? Gender
(years) (%) (years) (%)
Profession Female Male Female Male Female Male Female Male
Nurse 48 47 79% 21% 50 48 84%  16%
Occupational Ther 47 44 86% 14% 47 40 93% 7%
Physical Therapist 49 49 81% 19% 50 47 86% 14%
Physician” 51 52 58% 42% 47 46 54%  46%
Physician ST® 38 36 63% 37% - - - -
Psychologist 46 44 72% 28% 47 49 80%  20%
Psychotherapist 57 57 72% 28% 56 59 85% 15%
Other 59 61 50%  50%
Total 48 47 72% 28% 49 48 76%  24%

Note. Population related statistics for age and gender are based on data per December, 1, 2008

& Missing values = 5

® population-based statistics separate physicians and physician-STs. Sample-based age includes both
physicians and physician-STs.

The youngest participant in the sample was 25 years of age and the oldest 70 years.

The largest age group was 50-59 years (n = 170; 32%), comparable to the population

(n=528; 30%) (see Table 6).
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Table 6

Distribution of age groups by population and respondents

Population? Respondents”
N =1751 N =524

Age n % n %
Under 30 86 5% 18 3%
30-39 368 21% 102 20%
40-49 478 271% 144 28%
50-59 528 30% 170 32%
Over 60 291 17% 90 17%
Total 1751 100% 524 100%

% Population related statistics for age is based on data per December 1, 2008
® Missing values = 5

Respondents employed within all six operations in the sample were fully
representative of the target population (see Table 7). The largest operation, North
Stockholm Psychiatry, was represented by 159 (30%) participants, with 105 (20%)
working for Psychiatry Northwest, 53 (10%) for Psychiatry Northeast, 69 (13%) for
Psychiatry South Stockholm, 97 (18%) for Psychiatry Southwest, and 46 (9%) for

Psychiatry Southeast.
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Table 7

Comparisons of operations between population and respondents

Operations Population® Respondents
N = 1,566 N =529
n % n %

North 510 30% 159 30%
Northwest 311 18% 105 20%
Northeast 176 10% 53 11%
South 238 14% 69 13%
Southwest 297 18% 97 18%
Southeast 158 9% 46 9%
Total 1,690 100% 529 100%

& Calculations for the population are based on statistics from August 2008.

Respondents were asked to select with which type of care (TOC) they worked
(psychotic outpatient, psychotic inpatient, urgent/emergency/mobile team,
psychotherapy unit, forensic, general psychiatric outpatient, general psychiatric
inpatient, and neuropsychiatric care). Responses were collapsed to the same categories
used to define the target population (i.e., Outpatient General Psychiatry, Outpatient
Psychoses, Outpatient Integrated, Inpatient General Psychiatry, Inpatient Psychoses,
Inpatient Integrated, ST-Physicians, Psychoses Integrated, General Psychiatry
Integrated, All Integrated, and Neuropsychiatry) (see Table 8). However, population-
based data represents the TOC with which each care unit operates while collected
responses indicate the TOC with which each participant engages. Consequently,
differences between population and respondents are inevitable as an individual can

work with one TOC, while the whole care unit may offer, for example, integrated care.
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This may explain some of the discrepancies between the respondents and the target

population; in particular the high share of general psychiatric outpatient care and the

lower number employed in integrated care in the respondent group.

Table 8

Distribution of type of care (TOC) by population and respondents

Type of Care (TOC) Population® Respondents”
N =1,690

n % n %
Outpatient General Psychiatry 408 24% 237 45%
Outpatient Psychoses 144 9% 60 11%
Outpatient Integrated 241 14% 19 4%
Total Outpatient 793 47% 316 60%
Inpatient General Psychiatry 232 14% 66 13%
Inpatient Psychoses 214 13% 32 6%
Inpatient Integrated 100 6% 23 4%
Total Inpatient 546 33% 121 23%
ST - Physicians 118 7% 40 8%
Psychoses Integrated 35 2% 5 1%
General Psychiatry Integrated 6 0% 10 2%
All Integrated 175 10% 17 3%
Neuropsychiatry 17 1% 11 2%
Other 9 1%
Total Integrated and Other 351 20% 92 17%
TOTAL 1,690 100% 529 100%

#Population data are based on TOC provided by work units (August 2008)
® Respondent data are based on TOC with which each professional works

70



The majority of the sample worked with outpatient care (60%), general
psychiatric outpatient care being the largest TOC (45%). Twenty-three percent reported
working with inpatient care and integrated (in- and outpatient TOC) was indicated by
6%. Integrated care is in this study defined as care settings who offer more than one
specific care across inpatient and outpatient care and for diagnoses across general
psychiatry and psychoses. As a whole, more responses were received from subjects
working with general psychiatric outpatient care (45%) compared to its representation
in the population (24%). Further, a smaller share of the sample worked with psychotic
inpatient care (6%) than the population (13%). Analyses between different types of care
will be based on the aforementioned suggested inpatient care, outpatient care, and
integrated care designations. Integrated care also includes ST-physicians® as they
alternate between workplaces, as well as “Other”, who could not be defined as
belonging to any TOC. Those subjects who worked with neuropsychiatry but did not
specify in which care setting are also included in integrated care.

Participants worked with individuals noted as having many different mental
diagnoses (see Table 9), depression being the most prevalent (79% of the cases). Other
common mental disorders were personality disorders (78%), anxiety disorders (75%),
and affective disorders (67%). Forty six percent worked with Schizophrenic patients.

No corresponding population-based data could be obtained.

® Physicians in psychiatric training to become psychiatrist
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Table 9

Summary of mental disorders treated by respondents (N = 529)

Disorder Responses
Depression 79%
Personality Disorders 78%
Anxiety Disorder 75%
Affective Disorders 67%
Neurological Disorders 61%
Stress Disorders 59%
Sleep Disorders 57%
Schizophrenia 46%
Abuse Disorders 39%
Eating Disorders 36%
Other 5%

Initial versus Late Respondents

Non-respondent bias analyses were conducted by comparing demographics (i.e.,
gender, profession, type of care, and operations) of initial responders (i.e., the first 50
completing the questionnaire during the survey period) and late responders (i.e., the last
50 subjects to respond). Late respondents, who did not submit their questionnaires until
after the third reminder, were determined to be likely representative of those that did
not respond at all. The comparison of the first 50 participants who completed the
questionnaire and the last 50 revealed differences solely by profession and TOC (see

Table 10).
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Table 10

Comparisons of demographics between initial and late respondents

Initial Late
Respondents Respondents
(n =50) % (n =50) %
Gender
Male 14 28% 8 16%
Female 36 72% 42 84%
Professions
Occupational Therapist 4 8% 2 4%
Psychologist 16 32% 4 8%
Nurse 11 22% 32 64%
Physical Therapist 1 2% 3 6%
Physicians 18 36% 9 18%
Operations
Northern 17 34% 17 34%
Northeast 5 10% 6 12%
Northwest 11 22% 4 8%
Southern 4 8% 8 16%
Southeast 4 8% 2 4%
Southwest 9 18% 13 26%
Type of Care
Outpatient 29 58% 19 38%
Inpatient 7 14% 24 48%
Integrated 14 28% 7 14%

The first 50 respondents were predominantly psychologists (32%) and physicians
(36%) while nurses were late to respond; 64% of the last 50 participants were nurses.
Analyses also indicated that professionals working in outpatient settings were first to
reply while follow-up efforts elicited responses from those working in inpatient care.

The results correspond to the overall response rate from out- and inpatient settings
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where inpatient professionals were not as well represented in the sample as outpatient
employees. The last reminder efficiently captured inpatient professionals and nurses,
increasing representativeness of the sample. No significant differences were found
between early and late responders with regard to mean values on the four scales (i.e.,
Frequency, Behavior, Attitude and Knowledge of physical activity counseling) (see

Table 11).

Table 11

Comparisons of clinical practices, attitudes, and knowledge between initial and late
respondents

Scale Initial Respondents Late Respondents

n M SD n M SD t p
Frequency of Physical 50 16.40 4.07 50 16.30 4.01 .12 .90
Activity Counseling Scale
Behavior of Physical 47 22.00 5.14 47 2051 521 140 .17

Activity Counseling Scale

Attitude towards Physical 50 19.08 2.43 50 18.86 2.86 .42 .68
Activity Counseling Scale

Knowledge about Physical 50 7.70 1.31 50 768 111 .08 .93
Activity Scale

# Summated score ranging from 5 to 25, where 5 = low level of counseling frequency and 25 = high
® Summated score ranging from 6 to 34, where 6 = low use of counseling methods and routines and
34 = high
¢ Summated score ranging from 5 to 25, where 5 = highly negative towards counseling and
25 = highly positive
4 Summated score ranging from 2 to 10, where 2 = poor/none knowledge and 10 = very good

74



Descriptive Analyses

This subsection describes respondents’ personal physical activity habits,

evaluation of the six aforementioned research questions, as well as scale construction.
Personal Physical Activity

In line with the IPAQ data processing protocol, 68 participants were excluded
from the personal physical activity analyses due to missing data (“Don’t Know”)
(IPAQ, 2005). Remaining data were cleaned to identify outliers and minimum values
(activities for a minimum of 10 continuous minutes) (IPAQ, 2005). IPAQ also
recommends truncating all minutes spent in walking, moderate, and vigorous activities
to not exceed more than 180 minutes a day, permitting a maximum of 21 hours of each
of the three different activities (IPAQ, 2005). This rule creates a more normalized
distribution of activity levels, which are usually skewed in national or large population
data sets (Hagstromer et al., 2006; IPAQ, 2005). Consequently, the rule prevents
misclassifying individuals as “High” active (IPAQ, 2005). Truncation was performed
for categorical variables (low, moderate, and high activity levels), as well as for
continuous variables used in correlation analyses. Descriptive analysis of personal
physical activity is presented in this study as median minutes, as it is suggested that
continuous variables measuring physical activity should be presented as median
minutes/week or median MET-minutes/week given the non-normal distribution of
energy expenditure in many populations (IPAQ, 2005).

The participating professionals were physically active for a total of seven hours
per week (Mdn = 420 min) by walking and being moderately to vigorously physical
active (see Table 12). The subjects walked (low activity) four hours a week. In

addition, the participants performed moderate levels of physical activity, such as riding
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the bike, swimming, and performing moderate construction work and gardening for one
hour per week and 60 minutes of vigorous physical activity. Respondents’ weekly
activities were converted to Metabolic Equivalent (MET-minutes)®, which considered
the intensity of the physical activity performed. When measured in MET-minutes,
vigorous activity contributed more to the total energy expenditure (MET) per week than
moderate activity. However, low activity (i.e., walking) was the most commonly
performed activity, providing the highest energy expenditure (792 MET minutes per

week).

Table 12

Summary of respondents’ personal physical activity levels (IPAQ) (N = 461)

Days per Min/Week MET

week min/Week
N Mdn Mdn Mdn
Low Activity 461 7.0 240.0 792.0
Moderate Activity 461 1.0 60.0 240.0
Vigorous Activity 461 1.0 60.0 480.0

Physical therapists reported the highest levels of physical activity defined as
MET-minutes per week (Mdn = 2,493), while physicians showed the lowest levels of
activity (Mdn = 1,490) (see Table 13). A series of Kruskal-Wallis tests was computed,

showing a significant difference in weekly physical activity among the six professions

& A metabolic equivalent (MET) of 3.5 ml of oxygen per kilogram of body weight per minute is directly proportional to
the energy one expends during physical activity.
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(H =18.986, df = 6, p = .004). Tamhane’s T2 analysis revealed significant differences
between nurses (Mdn = 2,092.50) and psychologists (Mdn = 1,750.00) (p = .007). The
expected significant differences between physical therapists and other professionals

(based on median values) were not found. This may be, in part, due to the low number

of responding physical therapists (n = 19).

Table 13

Summary of personal physical activity (Metabolic Equivalent min/week) by profession

Profession n Mdn

Nurse 188 2092.5
Physical Therapist 19 2493.0
Physicians 113 1489.5
Psychologist 96 1750.0
Psychotherapist 20 1639.5
Occupational Therapist 23 2146.0
Other 2 1311.0
Total 461 1866.0

Computed MET-minutes per week were thereafter categorized into three different
subgroups of physical activity levels: “Low”, “Moderate”, and “High” (see Chapter 3,
Method, p. 55). The majority (86%) of study participants reported moderate levels of
physical activity, of those 165 (36%) were highly physically active while only 14%
were categorized as “Low”. Compared to a national sample (Bauman et al., 2009), the
participating mental health professionals were more physically active than the general

population (see Table 14).
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Table 14

Comparisons of personal physical activity levels by national population and study
participants

Level Population Respondents
(N =1,254) (N =461)
Low 23.9% 14.3%
Moderate 37.3% 49.9%
High 38.8% 35.8%

Research Question Testing

This subsection includes the results of descriptive analyses of survey data
addressing each research question. Inferential analyses were also used to illuminate
relationships among key variables.
Research Question One7 — Prevalence of Physical Activity Counseling

Vignette. When presented with a case study about a depressed 30 year old woman,
participants likelihood of recommending various therapies (i.e., pharmacological,
counseling [supportive], psychotherapy, physical therapy, psychosocial support, and
electroconvulsive therapy [ECT]) were scored on a scale, ranging from 0 to 5, where 0
= don’t know, 1 = no, definitely not, 2 = no, not likely, 3 = maybe, 4 = yes, likely, and
5 = yes, definitely (see Table 15). Eighty-three percent of respondents were likely to
recommend physical activity as a treatment alternative and another 13% would maybe

consider it as an alternative.

" How often do mental health professionals counsel (verbal advice or written prescription) physical activity and what are
their perceived reasons for such counseling practice?
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Table 15

Summary of recommended therapies for the vignette patient

N Yes, Yes, Maybe No, not No, Don’t
definitely  likely likely  Definitely  Know
Pharmacological 510 10% 33% 30% 9% 2‘(’2 16%
Counseling 494 35% 38% 15% 7% 3% 2%
Psychotherapy 472 12% 19% 37% 21% 3% 8%
Physical activity ~ 517 45% 38%  13% 2% 0% 2%
Psychosocial 457 14% 20% 29% 28% 5% 4%
support
ECT 460 1% 1% 9% 23% 48% 18%

The second most likely therapy to be recommended by subjects was supportive
counseling (73%). With regard to pharmacological treatment, 43% were likely to
recommend it and only 10% would definitely recommend drugs, in comparison to the
45% who would definitely recommend physical activity. Participants were the least
likely to recommend ECT (2%). The vignette was written in general terms and did not
include references to lab results for somatic issues, an omission noted by participants.
Many of the subjects reported that somatic examination and ordering lab tests for
somatic problems is the first action, before any treatments could be considered. Many
suggestions by subjects concerned lifestyle behaviors - “First and last, to feel better one
needs sleep, be outdoor and move around, as well as a proper diet” or different types of
therapy (e.g., CBT, bibliotherapy, and occupational therapy) and alternative treatments

(e.g., activity group at the clinic, creative activities, mindfulness, yoga, massage, and
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light therapy). Some respondents also suggested that the patient should get in contact
with a primary care professional.

Prevalence of discussing and counseling physical activity. One key variable in
this study was the prevalence of physical activity counseling among SLSO mental
health professionals (see Table 16). It was determined that subjects who did not counsel
physical activity but “at the least” discussed it were likely to be more receptive to
future physical activity counseling interventions than professionals who never
discussed or worked with physical activity. A distinction between holding general
health promoting deliberations with a patient (i.e., Do you discuss physical activity
with your patients?) and giving individualized physical activity advice (i.e., Do you
counsel physical activity [verbal or in written] with your patients?) was elicited in the
questionnaire. The frequency of discussing and counseling physical activity was scored
on a scale, ranging from 1 to 5, where 1 = never, 2 = seldom, 3 = sometimes, 4 = often,

and 5 = always.
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Table 16

Summary of discussing and counseling physical activity

Never Seldom Sometimes Often Always N M
1) ) ©) (4) (©)

Discussing PA 2% 4% 27% 52% 15% 529  3.75
Counseling PA 5% 9% 31% 49% 6% 529 343
Counseling PA 5% 17% 39% 34% 5% 504 3.18
Prevention of Mental

Disorders

Counseling PA 4% 10% 34% 45% 7% 504 341
Treatment of Mental

Disorders

Counseling PA 21% 21% 30% 25% 3% 504 2.66

Somatic Diseases

All of SLSO licensed mental health professionals (98%) discussed physical

activity with their patients, with 67% doing it often or always (M = 3.75). Female

professionals tended to discuss physical activity more frequently with patients than

their male counterparts; 69% of participating women and 61% of men often or always

discussed physical activity with their patients, but the difference was not significant.

Ninety-five percent of the subjects (M = 3.43) counseled their patients on physical

activity at some level and more than one-half (55%) of those subjects did it often or

always (see Figure 2).
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Figure 2. Frequency of discussing and counseling physical activity (N = 529).

Prevalence of counseling physical activity for the purpose of prevention or

treatment. Participants who counseled physical activity were presented with three

additional questions related to the specific purposes for their counseling: (a) preventing

mental disorders, (b) treating mental disorders, and (c) for somatic diseases (see Table

16).

Almost all participants (96%) who advised physical activity (N = 504), did it for

the purpose of treating their patients’ mental disorders with 52% indicating doing it

either often or always (M = 3.41) (see Figure 3). Using physical activity as a preventive

therapy for mental disorders was reported by 95% of the counseling respondents (M =

3.18), of which 39% did it often or always. Women (M = 3.25, SD=.93) counseled

physical activity significantly more often for the purpose of preventing mental

disorders than their male counterparts (M = 2.95, SD = .99) (t = 3.01, df =502, p =

.003). Likewise, the older the professionals, the more likely they were to prescribe

physical activity for the prevention of mental disorders (r = .105; p = .019).
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Counseling physical activity for improving somatic diseases was not as common;
79% of respondents (M = 2.66) did so at some level, but almost one-half (42%) never or
seldom counseled for somatic diseases (see Figure 3). No significant relationship was
found between age and counseling for somatic diseases; however, younger respondents
(under 30 years of age) counseled physical activity for somatic diseases more

frequently (M = 3.06) than the other age groups.
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Figure 3. Frequency of counseling physical activity for the purpose of preventing, and
treating mental disorders, and somatic diseases (N = 504).

Type of mental disorders and somatic diseases. This study also examined for
which mental disorders subjects counseled physical activity and whether they did so in
combination with other therapies (adjunct), such as drugs and psychotherapy, or as a
stand-alone treatment (mono). The most frequently indicated disorder for which
physical activity was counseled was anxiety in combination with other therapies (91%
of the cases) (see Figure 4). Other common disorders were mild to moderate depression
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(adjunct; 87%), severe depression (adjunct; 80%), and stress (adjunct; 78%).
Recommending physical activity as a monotherapy was less common; stress and mild to
moderate depression yielded the highest numbers of respondents, 19% and 18%
respectively. Fifty-five respondents reported other mental disorders, of these
neuropsychiatric disorders (e.g., ADHD), bipolar disorders, and personality disorders

were the most common.
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Figure 4. Mental disorders for which physical activity was advised (N = 483).

Ninety-three percent of those respondents who reported working with patients
with depression also counseled physical activity (as a mono and/or adjunctive therapy)
for this disorder; 88% of those who reported working with patients with anxiety
counseled physical activity for anxiety, 87% of those who reported working with
patients with stress counseled physical activity for those with stress-related symptoms,
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and 71% of those who reported working with patients with schizophrenia counseled
physical activity for this disorder.

Somatic diseases related to weight were the most prevalent (93% of the subjects),
for which the respondents counseled physical activity (see Figure 5). Physical activity
was also recommended for diabetes (78%), cardiovascular diseases (70%), and somatic
problems associated with pain (67%).These somatic diseases are also most frequently
indicated among primary care providers in Sweden (Bengtsson & Svensson, 2006;
Berglund & Olin, 2005; Lindstrom, Hedberg, Bellander, & Yggstrom, 2008; Sandberg,
2005). Respondents suggested sleep disorders and neurological diseases as other
conditions for which they advised physical activity, while a few indicated working with

no physical conditions, “I work with psych!”.
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Figure 5. Somatic diseases for which physical activity was advised. (N = 369).

There was a significant positive relationship between counseling physical activity

for the purpose of preventing mental disorders and treating mental disorders (r = .659, p
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=.000), as well as counseling physical activity for somatic diseases (prevention of
mental: r = .333, p = .000; treatment: r = .256, p = .000) (see Table 17). Consequently,
those subjects that considered physical activity as being a beneficial treatment or
preventive therapy for mental disorders also counseled this treatment alternative for

somatic diseases.

Table 17

Pearson correlations of counseling physical activity for the purpose of preventing and
treating mental disorders, and somatic diseases (N=504)

Counseling PA for  Counseling PA Counseling PA

prevention of for treatment of for somatic
mental disorders mental disorders  diseases
Counseling PA for prevention
of mental disorders - .659* .333*
Counseling PA for treatment
of mental disorders - .256*

Counseling PA for somatic
diseases

* Correlation is significant at the .01 level (2-tailed)

Reasons for counseling physical activity. Respondents counseled physical activity
for a variety of reasons (see Figure 6). Promoting general well-being (89%) and
building a daily structure for the patients (78%) were indicated more often than
preventing (74%) or treating mental disorders (66%). Other commonly reported reasons
for such counseling were to offer patients something to do during the day (64%) and
distract patients from their worries and difficulties (61%). Subjects also noted its use in
the promotion of sleep, control of smoking, enhancement of body awareness,

facilitation of societal adaptation, increased exposure to daylight, and body- and mind
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integration - “mental and physical are interlocked with each other, to look at the

whole”. Physical activity was also reported to be a way to -“get to know oneself and

one’s limits, to respect them but also, in a safe setting, to challenge them”.
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Figure 6. Summary of reasons for counseling or discussing physical activity (Counsel, n =
502; Discuss, n = 17).

When assessing the top-3 reasons for counseling physical activity across
professions similarities were found. All professions, except psychotherapists, indicated
promoting well-being as the primary reason for counseling physical activity. In
contrast, psychotherapists reported preventing mental disorders and relapses as their
primary reason. Physicians and physical therapists were the only professionals that
indicated the treatment of mental disorders as one of their top-3 reasons. Similarities in

the rational for such treatment were also found across all age groups. Interestingly,
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subjects under the age of 30 years were the only professionals who reported its use for
the prevention of somatic diseases as a top-3 reason. Subjects who only discussed
physical activity but did not give any individual advice, reported promoting well -being,
daily structure, distraction, and giving patients something to do as their main reasons
for holding general health-promoting discussions about physical activity with their
patients.

Research Question Two® — Methods and Procedures

Nine method and procedure-related questions were presented to those subjects
who reported counseling physical activity (N = 504).

Prescription Method. Counseling in a clinical environment has been shown to
increase patients’ physical activity levels by 12-50%, with a 15-50% improvement if a
written prescription also is given (SBU, 2006). Participants were therefore asked to
indicate on a frequency scale, ranging from 1 = never to 5 = always, which prescription
methods they used. All participating mental health professionals (99%) gave their
patients verbal advice when counseling physical activity; 88% did it either often or
always (see Table 18). Written prescription, on the other hand, was found to be used
infrequently by the respondents; 71% of the counseling subjects (N = 504) never or
seldom (n = 145) used any forms, paper or computer-based. The most frequently used
written prescription method, “Written prescription on other paper form”, was used at
least sometimes by 21%, and “FaR®-electronic version” by only 1%. Consequently,
only 22% (n = 111) of the participants used either of the FaR® methods (“FaR®-

electronic version” or “FaR®-written prescription on the yellow FaR®-form”), and

8 Which methods and procedures are used by mental health professionals in counseling physical activity as a treatment
and preventive therapy for mental disorders and somatic diseases?
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two-thirds of those used FaR® at least sometimes. Other methods suggested by
respondents, included group-training, daily schedule with group- or individual training,

hand-outs with workout-journals, and training with the help of social living support.

Table 18

Summary of the use of prescription methods

Never Seldom  Some- Often Always N M

(D) 2 times (@) %)
3)
Verbal Advice 1% 2% 9% 31% 57% 495 4.43

FaR®-Written prescription  74% 10% 11% 4% 1% 415 1.48
on the yellow FaR®-form

FaR® - electronic version 95% 4% 1% 0% 0% 400 1.07
Written prescription on 67% 12% 12% 7% 2% 415 1.65
other paper form

Written prescription inthe  91% 5% 2% 0% 2% 406 1.16
data system

Referral to other person 44% 15% 33% 7% 1% 417 2.06
within the health care

FYSS 73% 16% 8% 3% 0% 529 141

* Note. Analysis based solely on respondents who counsel physical activity (N = 504)

Professionals working in exclusive inpatient care might not be able to use FaR®’s
referral system, which refers patients to outside sport- and fitness organizations. A
second series of analyses was therefore performed differentiating outpatient, integrated,
and inpatient care providers. The analyses revealed that 25% (n = 100) of subjects
working in outpatient and integrated care (n = 395) used FaR® when prescribing

physical activity, while only 10% of inpatient care respondents (n = 109) used FaR®.
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Consequently, respondents working in outpatient and integrated care prescribed using
FaR® paper-form significantly more (M = 1.46) than inpatient care providers (M =
1.12)(t = 3.919, df = 413, p = .000).

Advice Components. According to the FaR®-method, mode (type of exercise),
frequency (how many times per week), duration (how many minutes), intensity (degree
of effort), the number of weeks of training, and relevant restrictions should be included
in physical activity advisement (Leijon et al., 2008). When asked, more than one-half
(58%) of the subjects reported specifying three or more of the aforementioned

components in their verbal or written advice (see Table 19).

Table 19

Summary of training variables included in the physical activity advice (N = 486)

Advice Item n % of cases
Mode 467 96%
Frequency 433 89%
Duration 264 54%
Intensity 169 35%
Program duration (weeks) 93 19%
Restrictions 126 26%

The most frequently counseled training variable were mode and frequency, which
were noted by 96% and 89% of the subjects respectively. Only 19% mentioned

including the duration of the treatment program (weeks). Examples of other
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recommendations were sleep and diet recommendations, awareness of signals from the
body when the level of the physical activity should be decreased, and time during the
day. Several respondents emphasized the importance of giving advice based on the
patient’s abilities.

Motivational Method. Motivating patients to a behavioral change is crucial for
future compliance with any remedy, life-style changes included. Study participants
were therefore asked to indicate on a 5-point scale, ranging from 1 = never to 5 =
always, how often they talked to their patients about their motivation to change their
behavior and to comply with the physical activity advice. All participating mental
health professionals (99%) discussed motivation frequently with their patients; the
majority did it often or always (66%).

Models for behavioral change and intervention have been researched over the past
several decades in an attempt to understand how and why people change their behavior
(SBU, 2007). Results of these models can be used to develop techniques to advance the
promotion of physical activity (Faskunger et al., 2007). Respondents were therefore
asked to report how they motivate their patients; if they use, for an example, common
knowledge acquired in their work with their patients or if they use any specific models.
Two models were suggested, Cognitive Behavior Therapy and the Transtheoretical
Model of Change (Stages-of-change), as reported in SBU’s review of methods for
promoting physical activity. The Transtheoretical Model of Change was also discussed
and used during the FaR® pilot project (Kallings & Leijon, 2003). Motivational
interviewing (M1) is commonly used in lifestyle interventions and is well suited for

physical activity counseling (Holm, Ivarsson, & Prescott, 2008).
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Subjects noted using their clinical knowledge about motivation that they had
acquired through interaction with their patients (79%) and one-half (45%) did their
physical activity counseling without using any specific consultation techniques or
behavior change models. Considering their profession in psychiatric and mental care,
one can assume that their everyday work provides mental health professionals with
greater skills in consultation techniques than in the case of primary care professionals.
The aforementioned methods and models were selected by one-third (37%) of the
subjects. Motivational Interviewing (MI) was the most frequently reported method
(30%), and Cognitive Behavior Therapy was specifically mentioned as used by several

subjects (n = 23) (see Figure 7).
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Figure 7. Summary of motivation methods (N = 494).

If the subjects did not discuss motivation and compliance directly with the
patients themselves, they were asked to specify who performed this function. Eight

percent mentioned other healthcare professionals, such as responsible physicians,
92



primary care physicians, physical therapists, or the contact person (responsible for the
patient at the clinic) which usually was a nurse.

Referral procedures. Patient compliance with physical activity advice may be
dependent on how much aid the patient subsequently receives with physical activity.
Therefore, subjects were asked to indicate if the patient received referral to a physical
therapist, supervised training within the healthcare system, personnel at the clinic who
would help patients to start their own training or to find an appropriate
place/association/club, persons that work within the sport- and fitness industry, or
FaR®-educated sport and fitness instructors within Stockholm FaR®ledarnatverket®,
who would train with the patient. If no help was given, subjects were asked how
frequently the “patient is asked to carry out the activity or to make any necessary
contacts on his/her own”. For each specific item, respondents also indicated the
frequency of referral, ranging from 1 = never to 5 = always.

The most frequently reported procedure was for patients to carry out the physical
activity prescription on their own (98%); 73% reported doing this often or always. The
least favorable option utilized by subjects was to send their patients to a FaR®-trained
fitness professional from Stockholm FaR® network (22%). Additionally, 38% sent their
patients to other fitness personnel outside the healthcare system (see Table 20). One-
half of the subjects (53%) referred the patient at least sometimes to another
professional at the clinic; the most commonly involved personnel being physical
therapists, contact persons, and case managers. Figure 8 shows a summary of the

options which were indicated to be used at least sometimes.

® Network for working fitness professionals who work with FaR®-patients and who are trained in physical
activity prescriptions.
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Table 20

Summary of referral procedures

Never Seldom Sometimes Often Always N M
1) ) ®) (4) )]

On their own 2% 4% 21% 47%  26% 482 3.79
Physical Therapist  21% 25%" 43% 10% 1% 455 2.31
Supervised 56% 23% 17% 4% 0% 432 2.17
training within HC

Personnel at clinic  29% 18% 32% 17% 4% 451 2.33
Fitness industry 62% 20% 13% 4% 1% 430 1.52
FaR Network 78% 11% 7% 3% 1% 416 1.31

* Note. Analysis based solely on respondents who counsel physical activity (N = 504)
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Figure 8. Summary of referral procedures utilized at least sometimes (N = 416-482).

Three-quarters (79%) of respondents working in outpatient or integrated settings

let the patient carry out the physical activity themselves often or always. The
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corresponding number for inpatient professionals was 49%. Four percent suggested
other ways to help their patients, such as finding a friend or relative with whom to work
out, or to use public healthcare services such as physical activities provided by
municipal psychiatry or social living support. One subject mentioned that an hour
session of health promotion was mandatory in the treatment.

Documentation of current physical activity levels and advice. In accordance with
3 § “Patient Journal Act” (1985:562) all verbal and written physical activity advice
must be documented in the patient’s journal. Ninety-three percent of study respondents
indicated on a 5-point scale, ranging from 1 = never to 5 = always, (M = 3.23), that they
documented their advice (see Table 21). This finding is consistent with previous
research in primary care in Stockholm, where 89% documented their advice (Sandberg,
Ekbom, & Eckerman, 2007). However, only 14% of respondents in this study always
complied with the Patient Journal Act and one-quarter (25%) never or seldom did so.
Ninety-three percent of the participants documented their patients’ current physical

activity levels in journals, with an average frequency of “sometimes” (M = 3.01).

Table 21

Summary of documentation of physical activity levels and advice

Documentation of:  Never Seldom Sometimes Often  Always N M
1) ) ®) (4) (5)

Current physical 7% 23% 36% 29% 5% 529 3.01

activity levels

Physical Advice 7% 18% 34% 27% 14% 504 3.23

* Note. Analysis based solely on respondents who counsel physical activity (N = 504)
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Follow-up on physical activity advice. An important part of a physical activity
advice/prescription is the follow-up by a healthcare professional. During the follow-up,
compliance and the effect of the physical activity advice can be noted. The participants
were asked how often, on 5-point frequency scale, ranging from 1 = neverto 5 =
always, they followed-up on their physical activity advice and which method they used
(self during next visit, self with a phone call, self via e-mail, other person, and other
ways). As many as two-thirds (62%) followed-up often or always and only 10% seldom
or never. With as many as 99% following-up at some level, more professionals follow-
up in psychiatric care than primary care (Berglund & Olin, 2005; Lindstrom et al.,
2008; Sandberg, 2005).

Most of the options given were geared toward outpatient settings. Participants
working in inpatient settings, followed-up on a continuous basis by themselves or by
other personnel at the care-unit, “Working at an inpatient unit, | talk to patients when |
meet them in a suitable situation” or “I work in an inpatient unit where we daily
evaluate/follow-up the patient’s status”. One participant expressed the lack of
possibility in following-up, “The patient is not followed-up by healthcare providers.. is
given own responsibility after she/he is discharged from the inpatient
clinic....Good/bad?! Opportunity to follow-up is not always given”. Other individuals
who followed-up were case managers, primary care personnel, and physical therapists.

A majority (92%) of respondents followed-up with their patients’ physical
activity advice during the next visit with the patient (see Figure 9). Follow-ups by
another professional were utilized more often in inpatient care (33% of inpatient

professionals counseling physical activity) than outpatient/integrated settings (11%).
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Figure 9. Summary of follow-up methods used by subjects (N = 490).

Research Question Three'® — Attitude toward Physical Activity Counseling

This survey of mental health professionals included five statements designed to
measure the subjects overall attitude toward physical activity counseling (see Table 22).
Two individual items directly assessed participants’ attitude toward using physical
activity for the purpose of either preventing or treating mental disorders on a 5-point
scale, ranging from 1 = highly negative to 5 = highly positive. Participating
professionals were highly positive toward working with physical activity for both
prevention (M = 4.62) and treatment (M = 4.52) of mental disorders. Using physical
activity for the purpose of preventing mental disorders was viewed most positively by
respondents (70%).

Although highly positive toward working with physical activity, a majority (53%)

of the participants did experience barriers in this area (see Research Question Four).

10 What are mental health professionals’ attitudes toward using physical activity in prevention and treatment
of mental disorders?
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Those most indicating the option “highly positive” toward treating mental disorders
were respondents 40-49 years (69% of 144 subjects), with the least indicating “highly
positive” over the age of 60 (57% of 90 subjects).

Support from management and colleagues are important factors influencing the
implementation or alteration of methodologies and procedures for treatments within the
healthcare system. When the subjects were asked to report their level of agreement, 1 =
strongly disagree to 5 = strongly agree, with “My management supports counseling of
physical activity at my workplace” and “My colleagues support counseling of physical
activity at my workplace”, a majority agreed to both statements with only 6% and 3%
disagreeing respectively.

This is consistent with results from studies conducted in Swedish primary care
settings (Berglund & Olin, 2005; Bengtsson & Svensson, 2006; Sandberg, 2005). The
mean score for the two statements were found to be similar, although more of the
subjects (38%) strongly agreed to management supporting their physical activity
counseling than their colleagues (31%). Interestingly, there was a significant difference
among age groups with regard to colleague (F = 3.861, df = 4, p =.004) and
management (F = 5.599, df = 4, p =.000) support. Respondents 30-39 years of age
agreed significantly less (M = 3.63) that their managers supported physical activity
counseling than older professionals. Further, the 30-39 years age group also agreed
significantly less (M = 3.75) that their colleagues supported physical activity

counseling than those 40-49 years (M = 4.12).
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Table 22

Summary of attitudes toward working with physical activity

Statements Highly ~ Somewhat Neither ~Somewhat  Highly N M
Negative  Negative Positive Positive
Attitude towards using 0% 1% 6% 23% 70% 529 4.62

physical activity in
prevention of
mental/psychiatric
disorders

Attitude towards using 0% 1% 8% 28% 63% 529 4.52
physical activity in

treatment of mental/

psychiatric disorders

Strongly ~ Disagree  Neither Agree Strongly N M
Disagree Agree
My management 2% 4% 26% 30% 38% 529 3.98
supports counseling of
physical activity at my
workplace

My colleagues support 1% 2% 24% 42% 31% 529  3.99
counseling of physical

activity at my

workplace

There are barriers to 8% 17% 22% 44% 9% 529 3.31
using physical activity

in prevention and

treatment within

psychiatry

Research Question Four™ — Barriers and Enhancing Factors

Perceived Barriers. As previously mentioned, 53% of the participating mental
health professionals experienced barriers to using physical activity in prevention and
treatment within psychiatric care settings (see Table 23). The five barriers most

frequently reported by the subjects related to either lack of routines or insufficient time,

11 \Which barriers are experienced by mental health professionals with regard to physical activity counseling and
prescription and what factors would encourage them to increase the prevalence in their counseling practices?
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with “Inadequate guidelines and instructions at my workplace about how to counsel
physical activity” as the major barrier (65%). Not knowing where to refer a patient who
needs to be more physically active (45%) or how to follow-up with the physical activity
advice/prescription (48%) were two other barriers related to inadequate routines. In
regard to time-related barriers, insufficient time both during the patients’ visit (51%)

and to help the patient to start exercising (37%) were also noted.

Table 23

Summary of perceived barriers to counseling physical activity (N = 355)

n %
Inadequate guidelines and instructions at my workplace about how to 231 65%
counsel physical activity
Due to lack of time during the patient’s visit, counseling of physical activity 180 51%
has a low priority
Insufficient routines in following-up physical activity advice/prescription 169 48%
I don’t know to whom I may refer a patient that needs to be more physically 161 45%
active
I do not have time to practically help the patients to start exercising 132 37%
I have insufficient knowledge about counseling physical activity 102 29%
I do not have time to follow-up the patients’ advice about physical activity 57 16%
Other barriers 57 16%
The patients are not interested in getting advice for physical activity 56 16%
I believe my patients expect to get psychiatric advices and not counseling 48 14%
about physical activity
I do not have enough time to learn a new methodology 46 13%
I have insufficient knowledge about the effects of physical activity 42 12%
I have a lack of trust in my patients' compliance 35 10%
I do not consider it is scientifically proven that physical activity is 7 2%

beneficial for the disorders | treat
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Comments made by respondents to “Other Barriers” emphasized the importance
of offering the prescribing professionals resources or physical activity options for their
patients: “There are few direct options to where the patients can be sent”, “Those that
have larger needs may be sent to physical therapists...but those that do not have that
urgent needs must look up themselves where to go ... if they have the motivation to do
so”. Several comments were made by subjects that worked within inpatient settings,
indicating that opportunities for physical activity were limited. Those limitations were
associated with several factors including the severity of the disorder and the physical
structure of the inpatient environment.

Additional comments such as “The patients have difficulties from time to time to
maintain consecutiveness and motivation due to their disorders” and “The symptoms of
the disorders, that is, the negative symptoms of schizophrenia or severe depression will
worsen when the prescribed activity becomes another burden” describe how the type of
care and disorder may have an impact on the subjects’ counseling behavior. The
respondents also noted that locked care-units gave limited opportunities to spend time
outside and there are few options to indoor physical activity - “lack of motivation to
walk back and forth in a hospital corridor”.

Enhancing factors. When asked about what is needed in order to enhance the
ongoing work with physical activity counseling, almost three-quarters (71%) of the
subjects indicated “Information and education on Physical Activity on Prescription
(FaR®) (see Figure 10). Another important factor was the patients’ financial situation
and their need for subsidized physical activities (61%). The notion that psychiatric
patients may not have the financial means to carry out physical activity advice on their

own was indicated by several participants: “Patient is hesitant to prescription as those
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activities which they usually are interested in imply a personal cost”, or “Our patients
cannot afford memberships, even if they receive discount”. Further, education,
information, and access to the latest research on the links between physical activity and
prevention and treatment of diseases were also frequently reported as major factors to
success. Interestingly, time and written routines and instructions were not among the
most important factors for improvement (50% and 49%, respectively), while these were

noted as the greatest barriers to counseling physical activity.
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Figure 10. Summary of what is needed in order to enhance physical activity counseling.
(N =511).
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Research Question Five® — Knowledge

Knowledge about the effects of physical activity on either mental/psychiatric
disorders or somatic diseases and conditions were assessed using two self-reported
guestions. The participants were asked to indicate their knowledge on a 5-point scale
where 1 = none/very poor and 5 = very good®™. The results indicate that the subjects
perceived themselves as having at least somewhat good knowledge about the effects of
physical activity on either psychiatric/mental disorders and somatic diseases with mean
scores of 3.80 and 3.76, respectively (see Table 24). There was a significant correlation
between perceived knowledge about psychiatric/mental disorders and somatic diseases
(r =.60; p =.00), meaning that those subjects who had knowledge about the effects of
physical activity on mental disorders had a corresponding knowledge about the effects

on somatic diseases.

Table 24

Summary of perceived knowledge about the effects of physical activity (N = 529)

Very Somewhat Neither Somewhat Very Poor/ M

Good Good Poor None
Knowledge of the effects 13% 61% 20% 5% 1% 3.80
on Psychiatric/Mental
Disorders
Knowledge of the effects 13% 60% 19% 7% 1% 3.76

on Somatic Diseases

12 How knowledgeable do mental health professionals perceive themselves to be about the effects of physical activity on
mental disorders and somatic diseases?
13 Note. The English version of the scale was alternately worded as Poor/None, Fair, Good, Very Good, and Excellent.

103



Interestingly, female professionals had statistically greater knowledge about the
effects of physical activity on both psychiatric/mental disorders (M = 3.84) and somatic
diseases (M = 3.80) than males (M = 3.66 and 3.62, respectively) (mental: t = -2.085, df
=179, p = .038; somatic: t = -2.216, df = 527, p = .027). Three-quarters (76%) of
participating women and 66% of men indicated either somewhat good or very good
knowledge of the effects on mental disorders; comparably 75% of women and 66% of
men perceived themselves having a good level of knowledge of the effects on somatic
diseases. Knowledge was significantly related to age, specifically the older the subject,
the greater their perceived knowledge of the effects on mental disorders (r = .127, p =
.004) and somatic diseases (r = .141, p = .001).

Research Question Six* — Physical Activity on Prescription (FaR®) and FYSS

The Stockholm County Council FaR®-project began with the goal of
implementing the physical activity prescription method FaR® in the county healthcare
system. The FaR®-method involves the issue of a written prescription for physical
activity, and thereafter referral of the patients to fitness providers outside the healthcare
system or allowance of the patient to carry out the prescribed physical activity on their
own. The knowledge manual, FYSS (Physical Activity in Prevention and Treatment of
Diseases), is central to the FaR®-method but is meant to be used by all healthcare
professionals that advise patients on physical activity, even professionals who do not
have access to FaR®. With the purpose of exploring variables describing mental health

professionals’ practice of, knowledge about, and attitudes toward the FaR®-method and

4 Do mental healthcare professionals use the recommended prescription-method Physical Activity on Prescription
(Far®), and its related knowledge manual Physical Activity in Prevention and Treatment of Diseases (FYSS) and how do
they perceive their usefulness?
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FYSS and their perceived usefulness, 13 questions were included in the questionnaire.
Participating professionals were asked to indicate their perceived knowledge of
FaR® and FYSS on a 5-point scale, ranging from 1 = very poor/none to 5= very good.
Only 20% reported having good level of knowledge about FaR®, while a majority
(61%) perceived themselves as having poor level of knowledge (see Table 25). As
previously mentioned, inpatient care settings may only be able to use the FaR® referral
system upon discharge. When type of care is taken into consideration, three-quarters
(75%) of subjects working in inpatient settings had a poor level of knowledge about
FaR, while fewer (57%) of the outpatient/integrated professionals had a corresponding
level of knowledge. Moreover, only one-third (34%) of the subjects knew that SLL in
January 2007 issued guidelines, stating that healthcare providers within SLL are
obligated to use FaR® as a treatment alternative in preventing and treating diseases.
Further, only 13% of the subjects reported having good level of knowledge about
FYSS. More of the responding psychologists (65%) and psychotherapists (55%) had
very poor or no knowledge about FYSS while physical therapists indicated greatest

knowledge about the manual (68%).

Table 25

Summary of perceived knowledge about the FaR®-method and FYSS

Very  Somewhat Neither Somewhat Very Poor/ N M
Good Good Poor None
Knowledge of FaR® 3% 17% 19% 30% 31% 529 2.3
Knowledge of FYSS 1% 12% 17% 24% 46% 529 2.0
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This lack of knowledge was also reflected in the low use of FaR® and FYSS
when respondents counseled physical activity (see Table 18, p. 89). The frequency-
items were assessed using a 5-point scale, ranging from 1 = never to 5= always. As
previously noted, neither the FaR® yellow prescription paper form nor the electronic
version were used frequently by the respondents who counseled physical activity. One-
quarter (26%) of subjects used the paper form and only 5% used the electronic version.
Only 16% of participants used the paper form at least sometimes, yet only 1% used the
electronic version. Participants who prescribed physical activity and worked in
outpatient or integrated care settings tended to use FaR®-forms more frequently (25%)
than inpatient professionals (10%).

The use of FYSS among the subjects was very low (see Table 18, p. 93). Only
27% of subjects used the manual FYSS at some level and one-half of them seldom. Few
psychologists (10%), psychotherapists (5%), nurses (8%), and physicians (9%) used
FYSS at least sometimes when they counseled physical activity. The most frequent
users of FYSS were physical therapist (55%), which may be understandable due to the
nature of the profession.

Forty percent of the subjects had come in contact with FaR® through colleagues
(see Figure 11). Other frequently reported sources included other media (22%) and
training initiated by employer (19%), such as classes, lectures, seminars and general
information at the work-units. A few individuals mentioned having received FaR®
prescriptions on their own, while others had come in contact with FaR® through their
patients, “Apoteket” (pharmacy), and involvement in different FaR® projects. One-

quarter indicated not having had any contact with FaR®.
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Figure 11. How respondents came in contact with FaR® (N=502)

Respondents’ were also asked a set of five statements geared toward more
specifically assessing their attitudes toward FaR® and FYSS (see Table 26). Responses
were scaled from 1 = strongly disagree to 5 = strongly agree, with a “don’t know”
option provided as FaR® and FYSS were unfamiliar to some respondents.

Consistent with the previous finding of the lack of subjects knowledge about
FaR®, more respondents disagreed (44%) than agreed (26%) to the statement “I have
sufficient competence to use the prescription method FaR®”, indicating a perceived
lack of competence to use FaR®. Over one-half (55%) could not respond to the second
statement, “FaR® is a good prescription method to use when | prescribe physical
activity”. Interestingly, a majority (64%) of those who expressed an opinion (agreeing,
neither, or disagreeing) believed FaR® to be a good method to use, with only 7%

disagreeing.
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Table 26

Summary of attitudes toward FaR® and FYSS (N = 529)

Strongly Disagree Neither Agree Strongly Don’t Mm?
Disagree Agree  Know
I have sufficient competence 27% 17% 12% 19% 7% 18%  2.53
to use FaR®
FaR® is a good prescription 2% 1% 13% 16% 13% 55%  3.82
method to use when |
prescribe physical activity
There are barriers to using 6% 9% 14% 23% 5% 43%  3.22
FaR® in psychiatry
The handbook FYSS is a 0% 2% 12% 10% 8% 68%  3.78
good tool to use when |
prescribe physical activity
There are barriers to using the 6% 10% 14% 7% 2% 61% 2.70

handbook FYSS in psychiatry

®Mean value is based on number of participants who had an option, i.e., did not indicate don’t know.

The third statement assessed if respondents experienced any barriers using FaR®.
For those who did, a follow-up question inquired about specifics (see Table 27). Among

respondents, one-half (49%) indicated agreement with the barrier statement.

Insufficient knowledge about FaR® was a major barrier (72%), as was the lack of

guidelines on the use of FaR® (55%). One-half of respondents (50%) reported that not

having a person who could coordinate the FaR® activities was another barrier. With

regard to time-related restrictions, only 18% believed “It takes too much time to

establish working routines for FaR®* or that time in general was an issue.
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Table 27

Summary of perceived barriers to using FaR® (N = 275)

n %
0,
| have insufficient knowledge about FaR® 197 2%
0,
Lack of guidelines on the use of FaR® 151 55%
0,
No coordinator for FaR®-activities 136 50%
0,
It takes too much time to establish working routines for FaR® 48 18%
. . . . . - 36 13%
Patients are not interested to receive physical activity on prescription
. . - . . 29 10%
Health care personnel are not interested in prescribing physical activity
0,
Technical problems 10 4%
Others 24 9%

To measure the overall perceived usefulness of FYSS, respondents were asked to

indicate their agreement with “The handbook FYSS is a good tool to use when I

prescribe physical activity”. Many respondents (n = 362) felt they could not answer this

guestion which, if coupled with the poor knowledge of FYSS, was expected. Of those

who did respond to the statement (n = 167), 58% agreed that FYSS was a good aid.

With regard to perceived barriers to use of FYSS, 35% were indifferent; 41% did not

believe there were barriers and 23% did experience barriers which restricted their use

of the manual. An open question was included to survey the type of barriers which

hindered respondents from using FYSS; 49 of the subjects responded to this open
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question (see Figure 13). Lack of time (51%) and insufficient knowledge (45%) were
the two primary barriers (“Who prescribes? Only physicians?”). In addition, several
subjects regarded FYSS as being too general or not geared toward psychiatric care
(14%): “Too little research about psychiatric disorders”. Routines and traditions were
also reported to be lacking (22%): “Traditional medical viewpoint prevails”. Patient-
related reasons were noted by 22% of respondents, as psychiatric patients may have a
weaker financial situation than the general population due to prolonged sick-leave.
Hence, the patients may both lack the interest and money to exercise. One respondent

thought the problem was that personnel were overweight and did not exercise

themselves.
Lack of time 51%
Insufficient knowledge (own or others) 45%
Lack of money or interest by patient 22%
Lack of routines and traditions 22%
Other 20%

FYSS too general for psychiatry 14%

Notaccessible 12%

Lack of motivation and commitment 10%

6%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

Management

Figure 12. Summary of perceived barriers to using FYSS (N = 49).
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Scale Construction
Four scales were developed (i.e., clinical practices [Frequency of Physical
Activity Counseling and Behavior of Physical Activity Counseling], attitudes [Attitude
toward Physical Activity Counseling], and knowledge [Knowledge about Physical
Activity]) and used in analyses for the identification of relationships among personal
physical activity, professions, operations, type of care (TOC), and key study variables
(see Table 28). All four scales were intercorrelated at the .01 critical alpha level (see

Table 29).

Table 28

Summary of Frequency, Behavior, Attitude, and Knowledge scales

Scale N Min Max M SD a
Frequency 529 5 25 16,14 3.96 .85
Behavior 504 6 34 20.67 5.15 .68
Attitude 529 5 25 19.81 2.65 .58
Knowledge 529 2 10 7.56 1.41 -

Frequency of Physical Activity Counseling Scale

The Frequency of Physical Activity Counseling scale (Frequency) was computed
as the sum of individual items: (a) discussing physical activity, (b) counseling physical
activity, (c) counseling physical activity for the purpose of preventing mental disorders,

(d) counseling physical activity for the purpose of treating mental disorders, and (e)
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counseling physical activity for somatic diseases. Scale scores ranged from 5 to 25,
where 5 indicated never counseling physical activity and 25 always counseling physical
activity. The twenty-five participants who did not counsel physical activity were
automatically recoded to never for the last three variables (counseling for prevention,
treatment, and somatic diseases) as non-counseling participants were not presented with

these three questions.

Table 29

Pearson correlations of Frequency, Behavior, Attitude, and Knowledge scales

Frequency Behavior Attitude Knowledge
Frequency - .554* .388* 433*
Behavior - 407* .343*
Attitude - .301*

Knowledge . -

* Correlation is significant at the .01 level (2-tailed)

The intercorrelation of the five items resulted in an overall reliability coefficient
(Cronbach alpha) of .85. The mean score for the sample was 16.14 (SD = 3.96), which
translates to an average of somewhat more frequently than sometimes:

) 10 15 20 25

X
I ] [

Never Seldom Sometimes Often Always
No significant differences were found among age groups (F = .766, p = .548) or

between men and women (t = 1.815, df = 527, p = .07) with regard to Frequency.
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Neither did Frequency correlate significantly with age (r = .035, p = .430). For
comparisons among operations, professions, and type of care, see “Inferential
Statistics” (p. 116).
Behavior of Physical Activity Counseling Scale

The Behavior of Physical Activity Counseling scale (Behavior) comprised all
variables measuring frequency of methods and procedures used by participants when
counseling physical activity: (a) documentation of patient’s current physical level (1-5
points); (b) documentation of patient’s physical activity advice/prescription (1-5
points); (c) counseling method used at least often (never, seldom, sometimes = 1 point
or often, always = 5 points); (d) discussion of motivation (1-5 points); (e) referral
procedures used at least often (patient own = 1, all other options = 5 points); (f) follow-
up on physical activity advice (1-5 points); and (g) physical activity advice content (0-4
points). The lowest score possible was 6 meaning that the respondent did not use any
physical activity counseling methods or procedures, while the highest score, 34, was
computed for those that frequently used all of the suggested methods and procedures.
The intercorrelations of the five items resulted in an overall reliability coefficient
(Cronbach’s alpha) of .68.

The overall mean was 20.67 (SD=5.15, N=504), which corresponds to using a

variety of methods sometimes:

6 13 20 27 34
X
I i T i 1
Never Seldom Sometimes Often Always

No significant differences were found among age groups (F = 1.753, p = .137) or

between men and women (t = -1.104, df = 502, p = .270) with regard to Behavior.
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Neither did Behavior correlate significantly with age (r = .014, p = .750). For
comparisons among operations, professions, and type of care, see “Inferential
Statistics” (p. 116).
Attitude toward Physical Activity Counseling Scale

A perceived Attitude toward Physical Activity Counseling scale (Attitude) was
computed, with scores ranging from 10 to 25, where 5 = respondents had a very
negative attitude toward physical activity counseling and 25 = a very positive attitude.
The attitude scale comprised five variables including: (a) attitude toward using physical
activity in prevention of mental disorders, (b) attitude toward using physical activity in
treatment of mental disorders, (c) beliefs about support from management, (d) beliefs
about support from colleagues, and (e) experienced barriers to using physical activity in
prevention and treatment. The intercorrelation of the five items resulted in an overall
reliability coefficient (Cronbach alpha) of .58. If the barrier variable, which used a
reversed scale (1 = strongly agree, 5 = strongly disagree), was removed the coefficient
was improved to .68.

A mean of 19.81 (SD = 2.65, N = 529) was computed for the sample, indicating
that the subjects were somewhat positive toward using physical activity for prevention

and treatment:

5 10 15 20 25
X
I t i T 1
Highly Somewhat Neither Somewhat Highly
Negative Negative Positive Positive

No significant differences were found between men and women (t = -1.212, df =

527, p = .226) with regard to Attitude. There was a significant difference in attitude
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among age groups (F = 2.509, p = .041), but the specific intergroup differences were
not significant. Further, attitude correlated significantly with age (r = .093, p = .034).
For comparisons among operations, professions, and type of care, see “Inferential
Statistics” (p. 116).
The Knowledge about Physical Activity Scale

The Knowledge about Physical Activity scale (Knowledge) included only two
items: (a) self-reported knowledge about the effects of physical activity on mental
disorders and conditions, and (b) self-reported knowledge about the effects of physical
activity on somatic diseases and conditions. Reliability coefficient was not computed
for this scale as it only comprised two variables. The calculated mean score was 7.56
(where possible totals ranged from 2 to 10) (SD = 1.41, N = 529) corresponding to a
somewhat good knowledge about the effects of physical activity on mental disorders
and somatic diseases:

2 4 6 8 10

X
] [ 1

Very Poor/None Somewhat Poor Neither Somewhat Good  Very Good
Significant differences were found between men and women (t = -2.328, df = 182,
p = .012) with regard to Knowledge, where women perceived themselves having greater
knowledge than men. Knowledge also correlated significantly with age, with older
respondents perceiving themselves as having greater knowledge than their younger
colleagues (r = .150, p = .001). Significant differences were also found among age
groups (F = 2.879, p =.0.22), but specific groups did not differ significantly. For
comparisons among operations, professions, and type of care, see “Inferential

Statistics” (p. 116).
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Inferential Statistics

The interrelationships among personal physical activity, practices of, attitudes
toward, and knowledge about physical activity counseling were analyzed using
correlation coefficients. Further, a series of independent t-Tests and ANOVA were
performed to assess hypothesized differences among professions, types of care, and
geographic operations.

Hypothesis Testing
Hypothesis One

The first hypothesis that participants’ levels of personal physical activity would
correlate significantly and positively with key study variables, clinical practices,
attitudes, and knowledge was supported (see Table 30). As previously mentioned, the
distribution of physical activity levels in large scale populations may be skewed as self-
reported measures tend to overestimate levels of personal physical activity (see
Descriptive Statistics, Personal Physical Activity, , p. 75). IPAQ (2005) therefore
recommends using median instead of mean values. As such, non-parametric, Spearman
rho (r) statistics were calculated to assess the intercorrelations of the Frequency,
Behavior, Attitude, and Knowledge scales.

Personal physical activity was significantly and positively correlated with
Frequency (rs = .163, p = .000), Behavior (rs = .201, p = .000), Attitude (rs =.092, p =
.049), and Knowledge (rs = .175, p = .000). Overall, the more physically active the
subjects, the more often they counseled physical activity and used counseling methods
and routines. They were also more positive toward counseling and had a greater

knowledge about physical activity.
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Table 30

Correlations of personal physical activity levels and Frequency, Behavior, Attitudes,
and Knowledge

Scale Personal Physical Activity Levels
MET minutes per week
N rs p
Frequency 461 163* .000
Behavior 442 .201* .000
Attitude 461 .092** .049
Knowledge 461 175* .000

* Spearman Rho correlation is significant at the .01 level (2-tailed)
** Spearman Rho correlation is significant at the .05 level (2-tailed)

Hypothesis Two

The first part of Hypothesis Two, that there would be a significant difference
between medical and non-medical professionals with regard to study key variables (i.e.,
clinical practices [Frequency and Behavior], Attitudes, and Knowledge) was not
supported. Specifically, results of independent sample t-Tests indicated no significant
differences between medical professionals (physicians and nurses) and non-medical
personnel (psychologists, psychotherapists, physical therapists, and occupational
therapists) with regard to Frequency (t = .783, df = 527, p = .434), Behavior (t = -.843,
df =502, p = .400), Attitude (t = -1.497, df = 527, p = .135) and Knowledge (t = 1.276,
df = 328, p = .203). However, the second series of analyses comparing differences
among individual professions revealed that physical therapists were significantly
different with respect to several of the key variables (see Table 32). Physical therapists
were therefore excluded from the non-medical group, and the independent t-Tests were

repeated. Differences were subsequently found among groups; specifically, medical
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professionals counseled physical activity more often and had a higher level of
knowledge of the effects of physical activity on mental disorders and somatic diseases

than non-medical personnel (see Table 31).

Table 31

t-Test results for Frequency, Behavior, Attitude, and Knowledge between medical and non-
medical (without physical therapists) professionals

Scale Medical Non-Medical (w/o
physical therapist)
n M SD n M SD t df p
Frequency® 350 16.24 4.03 | 157 1547 3.69 | 2.038 505  .042*
Behavior® 331 2053 510 | 151 2011 471 .862 480 .389
Attitude® 350 19.68 2.68 | 157 20.07 2.63 |-1502 505 134
Knowledge* 350 7.62 135 | 157 @ 7.27 149 | 2463 276  .014*

* Correlation is significant at the .05 level (2-tailed)
 Summated score ranging from 5 to 25, where 5 = low level of counseling frequency and 25 = high
® Summated score ranging from 6 to 34, where 6 = low use of counseling methods and 34 = high
° Summated score ranging from 5 to 25, where 5 = highly negative twd counseling and
25 = highly positive
dSummated score ranging from 2 to 10, where 2 = poor knowledge and 10 = very good

The second part of Hypothesis Two, that differences would be found among
professions with regard to Frequency, Behavior, Attitude, and Knowledge, was
supported. ANOVA with post hoc Scheffé analyses revealed significant differences
among the six professions with regard to Frequency (F = 3.632, df = 6, p =.002),
Behavior (F = 8.280, df = 6, p = .000), Attitude (F =4.77 3, df = 6, p = .000), and

Knowledge (F = 4.566, df = 6, p = .000). Specifically, physical therapists counseled
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physical activity significantly more frequently than psychologists, psychotherapists,
and nurses. Further, physical therapists used physical activity counseling methods and
procedures to a significantly greater extent than any other professionals, besides
occupational therapists (see Table 32). Psychotherapists used counseling methods and

routines significantly less than physical therapists, occupational therapists, and nurses.

Table 32

Post hoc Scheffe test for Frequency, Behavior, Attitude, and Knowledge among professions

Scale (1) Profession (J) Professions M difference p

Frequency Physical Therapists Psychologists 3.98* .005

Psychotherapists 4.61** .025

Nurse 3.19** .039

Behavior Occupational Psychotherapists 5.45%* 034
Therapists

Nurse Psychotherapists 4.44** .030

Physical Therapists Psychologists 6.24* .000

Psychotherapists 10.37* .000

Nurse 5.93* .000

Physicians 6.39* .000

Knowledge  Physical Therapists Psychologists 1.53* .001

Note. Only significant differences are reported
* Correlation is significant at the .01 level
** Correlation is significant at the .05 level

Attitude and Knowledge yielded few significant differences among the six
professions. With the exception of psychotherapists who tended to have less positive
attitudes toward physical activity counseling, all others were positive. No significant

interprofession differences were, however, found. Knowledge was also found to be
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equally good among subjects, except for physical therapists who perceived themselves
as having significantly higher levels of knowledge than psychologists.
Hypothesis Three

The third hypothesis, that type of care (TOC) with which mental health
professionals worked would differ with regard to key study variables (i.e., clinical
practices, attitudes, and knowledge), was supported. With little data from previous
research, no predictions were initially made concerning the directions of the
differences. As such, a series of t-Tests and ANOVA with post hoc Scheffé analyses
were utilized to evaluate differences between TOC with regard to Frequency, Behavior,
Attitude, and Knowledge. The aforementioned analyses were computed based on three
different groupings:

Psychoses care and general psychiatry care. No significant differences were
detected between professionals in psychoses care (n = 97) and general psychiatric care
(n = 324) with regard to Frequency (t = -1.590, df = 5419, p = .113), Behavior (t = -
425, df = 398, p = .671), Attitude (t = -.621, df = 419, p = .535), and Knowledge (t = -
404, df = 419, p = .686). Mental health professionals working with psychoses care did
not differ significantly from professionals working with general psychiatric care with
regard to how often the subjects counseled physical activity or used counseling-related
methods and procedures, nor was there a significant difference with regard to personnel
attitude or knowledge.

Inpatient care and outpatient care. Significant differences were found between
inpatient (i.e., psychoses inpatient, general psychiatry inpatient, and inpatient
integrated; n = 121) and outpatient (i.e., psychoses outpatient, general psychiatry

outpatient, and outpatient integrated; n= 316) care settings with regard to Frequency (t
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= -2.307, df = 435, p =.022), Behavior (t = -.365, df = 413, p = .715), Attitude (t = -
2.235, df = 184, p = .027), and Knowledge (t = -1.642, df = 435, p =.101) (see Table
33). Interestingly, a series of t-Tests revealed that professionals primarily affiliated
with inpatient settings counseled physical activity less frequently (M = 15.40) and had a
less positive attitude toward physical activity counseling (M = 19.45) than those
affiliated with outpatient care (M = 16.38, M = 20.14). Consequently, professionals
working in inpatient settings did not counsel physical activity as often as their
colleagues in outpatient care, nor did they have as positive an attitude toward physical

activity counseling as their colleagues working in outpatient settings.

Table 33

t-Test results for Frequency, Behavior, Attitude, and Knowledge between in- and outpatient
care

Scale Inpatient Care Outpatient Care

n M SD n M SD t df p
Frequency” 121 1540 454 316 1638 3.74 -2307 435 .022*
Behavior” 109 20.71 527 306 2091 496 -365 413 715
Attitude® 121 1945 3.02 316 2014 246 -2.235 184 .027*
Knowledge* 121 733 144 316 7.58 138 -1642 435 .101

* Correlation is significant at the .05 level (2-tailed)

 Summated score ranging from 5 to 25, where 5 = low level of counseling frequency and 25 = high

® Summated score ranging from 6 to 34, where 6 = low use of methods and routines and 34 = high

¢ Summated score ranging from 5 to 25, where 5 = highly neg. towards counseling and 25 = highly pos.
¢ Summated score ranging from 2 to 10, where 2 = low level of knowledge and 10 = high

Psychoses inpatient care, psychoses outpatient care, general psychiatric inpatient
care and general psychiatric outpatient care. ANOVA with post hoc Scheffé analyses

showed significant differences among psychoses inpatient (n = 32), psychoses
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outpatient (n = 60), general psychiatric inpatient (n = 66), and general psychiatric
outpatient (n = 237) care with regard to Frequency (F = 2.952, df = 3, p = .033).
However, specific intergroup differences were not significant. Further, types of care did
not differ with regard to Behavior (F = .876, df = 3, p = .453), Attitude (F = 2.436, df =
3, p =.064), and Knowledge (F = .826, df = 3, p = .480).

Hypothesis Four

The fourth hypothesis, that there would be differences among the six SLSO
Psychiatry operations with regard to key study variables, clinical practices, attitudes,
and knowledge, was partly supported. Specifically, ANOVA with post hoc Scheffe
analyses did not indicate any significant differences among Northern Stockholm
Psychiatry, Psychiatry Northwest, Psychiatry Northeast, Psychiatry Southern
Stockholm, Psychiatry Southwest, and Psychiatry Southeast with regard to Frequency
(F=1.758, p =.120), Behavior (F = .671, p = .646), and Attitude (F = 1.564, p = .169).
There was a significant difference among the six operations with regard to Knowledge
(F = 3.587, p = .003), but no significant interoperation differences were noted.

Overall, mental health professionals in the six geographic operations did not
differ with regard to how often they counseled physical activity and used counseling-
related methods and procedures, in their attitude toward this therapy option, and their
perceived level of knowledge about the effects of physical activity on mental disorders

and somatic diseases.
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CHAPTER V

DISCUSSION AND RECOMMENDATIONS

The intent of this exploratory study was to examine Swedish mental health
professionals’ clinical practices of, attitudes toward, and knowledge about physical
activity counseling and prescription. A summary of procedures employed, major
findings and conclusions, implications for practice, as well as recommendations for
future study are herein presented.

Summary of Procedures
Data Collection

Primary data were collected using a web-based survey, distributed via email to
the majority of all licensed mental health professionals working in Health Provision,
Stockholm County Council (SLSO) Psychiatry during the period January 23 to March
20, 2009. The email list was provided by SLSO Office of Supportive Personnel. A pre-
survey email was sent out to all subjects by the Swedish advisor as an informative
invitation to participate. Two reminders to non-respondents and one additional reminder
to all managers were sent out during the collection period. Five-hundred twenty-nine
surveys were completed.

Instrumentation

A survey instrument was developed by the researcher specifically for this study

and contained six sections, inquiring about recommended treatments for a case study,

clinical practices of physical activity counseling, attitudes and knowledge, use of the
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Swedish prescription-method FaR® and its related knowledge manual FYSS, and
demographics (age, gender, profession, operation, type of care, type of diagnoses, years
in practice and personal physical activity). Additional questions examined participants’
use of the Action Program of Overweight and Obesity, but this section was outside the
scope of this thesis. The questionnaire comprised 49 individual items developed for the
purpose of this study and many reflected those used in previous international studies
and Swedish undergraduate theses. Four scales were developed for use in hypothesis
testing, as well as descriptive analyses: Frequency of Physical Activity Counseling,
Behavior of Physical Activity Counseling, Attitude toward Physical Activity
Counseling, and Knowledge of Physical Activity. Level of personal physical activity, a
key variable in this study, was measured using the short version of the International
Physical Activity Questionnaire (IPAQ, 2005).

In order to fulfill the need for both a Swedish and an English version of the
guestionnaire, the first step of a three-step translation process, determined by the
researcher and based on Sperber et al. (1994) and IPAQ (2008) recommendations, was
executed. A two language version of the survey was developed reciprocally in a
“decentered” process, where all items originally in one of the languages were translated
to either Swedish or English. Special considerations were taken with regard to the
scales used in both the Swedish and the English versions of the questionnaire.

Data Analysis

Findings for each of the six research questions were evaluated with descriptive
statistics, including frequencies across identified subgroups (i.e., operation, type of
care, and profession). In order to test hypothesis one, the hypothesized relationships

between level of personal physical activity and clinical practices (frequency and
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behavior), attitudes, and knowledge related to physical activity counseling, correlation
coefficients with Spearman rho (rs) for rank orders were performed. For hypotheses two
through four, differences among professions, type of care, and operations, were tested
with a series of independent t-Tests and ANOVA with post hoc Scheffé analyses.
Supplemental intercorrelation analyses with Cronbach alpha were computed for the
proposed scales.
Summary of Major Findings and Conclusions

This study is one of the first, if not the only, comprehensive investigation of
Swedish mental health professionals and their physical activity counseling practices,
attitudes, knowledge, and personal level of physical activity across type of care,
profession, and operation. Subjects represented all six licensed mental health
professions (i.e., physicians, nurses, psychologists, psychotherapists, physical
therapists, and occupational therapists), six SLSO geographic adult psychiatric care
operations, and the four main types of care (i.e., outpatient general psychiatry, inpatient
general psychiatry, outpatient psychoses care, and inpatient psychoses care). Inpatient
care was not, however, as represented among respondents as outpatient care.

Respondent Bias

Two factors within this study are important to identify as potential sources of
bias. Firstly, more respondents were found to be physically active and met public
recommendations for physical activity levels than the Swedish population, in general
(86% and 76%, respectively). There is some evidence that medical personnel are more
physically active than the general population. Lindstrém et al. (2008) found in their
study of primary care providers on Sédermalm (in SLSO) (N = 187) that those primary

care professionals who did not prescribe physical activity had higher levels of physical
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activity (moderately physically active 3.74 days/week), than the population of
Sodermalm (2.9 days/week). Moreover, other studies using multiple domain instruments
(e.g., IPAQ) have reported higher national levels of physical activity in some countries
(such as the United States, Australia, Canada, and New Zealand), than Sweden (Bauman
et al., 2009), which may imply that higher levels of physical activity may be found in
subgroups. Nevertheless, if study respondents were more physically active than the rest
of SLSO mental health professionals, they may be more interested in the use of physical
activity in counseling. Hence, the results of this study may be affected as physical
activity levels correlate positively with clinical practices, attitudes, and knowledge.

Secondly, more professionals working in outpatient settings than inpatient care
responded to this survey. The analysis of initial and late responders, where the late
respondents included more inpatient professionals than outpatient, did not reveal any
significant differences with regard to Frequency, Behavior, Attitude, and Knowledge.
There were, however, significant differences between inpatient care personnel and
outpatient with regard to Frequency of Physical Activity Counseling, Attitude, and the
use of the FaR®-method. Outpatient care professionals counseled physical activity and
used the FaR®-method more frequently, and had a more positive attitude than inpatient
care professionals. This may have affected the results overall, as outpatient care
professionals were more greatly represented in this study sample than in the general
population.

Personal Physical Activity

Findings of previous research indicate that personal physical activity correlates

positively with counseling practices of and attitudes toward the use of physical activity

in prevention and treatment of diseases among mental health professionals (Abramson
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et al., 2000; Frank et al., 2003; Kallings & Leijon, 2003; McDowell et al., 1997;
McEntee & Halgin, 1996; Puig Ribera et al., 2005). Interestingly, results of this study
not only revealed significant correlations between personal physical activity and both
Attitude (rs = .092, p = .049) and Frequency (rs = .163, p = .000), but also with the use
of physical activity counseling-related methods, Behavior (rs = .201, p = .000), and
Knowledge (rs = .175, p = .000). While personal physical activity was significantly
related to Frequency of Physical Activity Counseling, the distribution of physical
activity levels by Frequency approximated a u-distribution. Whether this phenomenon
emerged solely from the use of a 5-point frequency scale (never, seldom, sometimes,
often, and always) cannot be determined. A better understanding of this relationship
should be the focus of future research. The effect of higher levels of personal physical
activity on the use of physical activity counseling in prevention and treatment of
diseases in terms of causation was not hypothesized. It is, however, evident that
exercising mental health professionals counsel physical activity more often than their
inactive colleagues.

On average, subjects reported being physically active seven hours per week.
Physical therapists tended to be more physically active than those in any other
profession, while physicians were the least active. Compared with Swedish national
IPAQ statistics collected by The International Prevalence Study (IPS) (Bauman et al.,
2009) and the yearly “Health on Equal Terms?” (The Swedish National Institute of
Public Health, 2008c), SLSO mental health professionals are more physically active
than the average population. As many as 86% of study respondents met public
recommendations for health promoting levels of physical activity (i.e., 30 minutes of

moderate intensity activity 5 days a week, 20 minutes of vigorous activity 3 days a
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week, or a combination of the two), compared to three-quarters (76%) of the Swedish
population reported by the IPS study and 65% of Swedish men and 64% of women in
the “Health on Equal Terms?” survey.

There is some evidence that healthcare professionals and medical students are
more physically active than the general population (Frank, Tong, Lobelo, Carrera, &
Duperly, 2008; Lindstrém et al., 2008; Lobelo, Duperly, & Frank, 2009) and some
researchers have suggested healthcare professionals having healthier lifestyles
(Abuissa, Lavie, Spertus, & O’Keefe, 2006; McNerney, Andes, & Blackwell, 2007).
Such relationships and national/international differences warrant more cross-cultural
research.

Additionally, IPAQ is designed to evaluate physical activity across the four
different domains of leisure-time, work, transportation, and household tasks. A third
category, “high active” (twice the MET-minutes of the “moderate” level), has therefore
been added for setting more suitable population targets when using a multiple domain
instrument and for distinguishing highly active individuals who obtain even greater
health benefits (Bauman et al., 2009; IPAQ, 2005). Highly active individuals in this
study comprised 36% of the respondents, which is close to both the Swedish national
IPAQ-level (39%) (Bauman et al., 2009) and the 41% for men and 34% for women
reported by The Swedish National Institute of Public Health (2008c). Consequently, if
the higher activity level is considered as a population target for health-enhancing
physical activity, two-thirds (64%) of study respondents did not meet the criteria. Only
14% of study respondents were, however, categorized as “low active”, compared to

one-quarter (24%) of the general population.
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Frequency of Physical Activity Counseling

Nearly all (98%) Swedish mental health professionals working in SLSO held
general discussions with their patients about the importance of physical activity. More
importantly, 95% also gave their patients individualized physical activity advice for
both the purpose of treating their patients’ mental disorders (96% of the counseling
subjects), or preventing new psychiatric diagnoses (95%). Physical activity was
commonly counseled as an adjunct to other therapies, such as pharmacological and
psychological therapies, and most frequently for anxiety disorders and mild to moderate
depression. This approach is in alignment with conclusions by several reviews, as well
as research and governmental institutions (Daley, 2008; Mead, 2008; NBHF, 2009;
Stathopoulou et al., 2006). Physical activity was used as a monotherapy by some of the
counseling respondents; one-quarter advised physical activity therapy without
combining it with other treatments.

The high proportion of mental health professionals who counseled physical
activity is impressive and consistent with studies conducted internationally and in
Swedish primary care settings, where a majority of the personnel discuss or counsel
physical activity at some level with their patients (Berglund & Olin, 2006; Douglas,
Torrance et al., 2006; Kallings & Leijon, 2003; Lawlor et al., 1999; Lindstrém et al.,
2008; McDowell et al., 1997; Puig Ribera et al., 2005; Sandberg, 2005; Sandberg et al.,
2007). Greater variation in the use of physical activity can be found in psychiatric care;
where studies report as few as 40% and upwards of 93% of participants recommending
physical activity to their patients (Barrow et al., 1987; Burks & Keelev, 1989; Faulkner
& Biddle, 2002; MHF, 2005; Phongsavan et al., 2007). The degree of agreement with

“physical activity promotion being part of their job” and the frequency with which
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mental health professionals discuss or counsel physical activity varied in these studies
depending on profession and how “counseling” is defined. Consequently, it is difficult
to compare and generalize the prevalence of physical activity counseling.

Moreover, the high proportion of professionals who discuss or counsel physical
activity becomes less impressive when the frequency of action is taken into account.
For example, in some of the aforementioned studies all subjects are reported to have
discussed, recommended, or counseled physical activity at some level, meaning that
even those that do it very seldom may be included. In studies that do indicate frequency
or level of counseling, a more differentiated image is depicted. Some report a computed
mean of “occasionally” or “sometimes” (Barrow et al., 1987; Burks & Keelev, 1989),
while primary care in Stockholm shows higher frequencies (e.g., 72%-93% of
respondents counseled physical activity at least “often”) (Larsson et al., 2005;
Sandberg, 2007).

In comparison with primary care in Stockholm, study subjects reported a lower
frequency of discussing (67%) and counseling (55%) physical activity at least often,
with 39% using it at least often for the purpose of preventing mental disorders, and 52%
for treatment. The score on the Frequency of Physical Activity Counseling scale, which
comprised five physical activity counseling items, indicated that overall, SLSO mental
health professionals counseled physical activity sometimes. Thus, there is room for
improvement in the use of this beneficial method, namely increasing the frequency of
physical activity counseling by the majority of SLSO mental health professionals.

Frequency of Physical Activity Counseling correlated with several variables. As
hypothesized, the more physically active the participating mental health professional,

the more often they counseled physical activity (rs =.163, p = .000). This finding is
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further evidence of the importance of personal physical activity as an enhancing factor
in counseling-related situations, and is in line with results from previous studies
(Abramson et al., 2000; Faskunger et al., 2007; Frank et al, 2000; Kallings & Leijon,
2003; McEntee & Halgin, 1996; Puig Ribera et al., 2005). Frequency was also found to
significantly intercorrelate with the use of methods and procedures (i.e., Behavior of
Physical Activity Counseling) (r =.554, p = .000), Attitude toward Physical Activity
Counseling (r = .388, p =.000), and Knowledge about Physical Activity (r = .433, p =
.000). Another important finding was that significant intercorrelations existed among
all four scales. Hence, behavioral interventions aimed at modifying and improving the
clinical practices of physical activity counseling, attitudes, or knowledge may improve
any of the intercorrelated variables. Further, the impact of personal physical activity
engagement must also be considered.

Interestingly, female professionals counseled physical activity significantly more
often than males for the purpose of preventing mental disorders (t = 3.01, df =502, p =
.003). Further, the older the professionals counseling physical activity (n = 504), the
more likely they were to counsel physical activity in prevention (r = 0.105; p =.019).
This is consistent with previous findings reported by Walsh, Swangard, Davis, and
McPhee (1999, as cited in Taylor, 2003).

Another very important justification to counsel physical activity for individuals
with mental disorders is the high prevalence of somatic problems and diseases (Allison
et al, 2009; Carless & Faulkner, 2003; NBHW, 2009; Newcomer, 2007). Physical
activity is a prerequisite for improved health (NBHW, 2009). The National Institute of
Mental Health (Mead et al., 2009), in their review of obesity, nutrition, and physical

activity, found that levels of obesity are higher in patients with schizophrenia and
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depression. Due to the presence of the metabolic syndrome, mentally ill persons also
have increased risk to cardiovascular disease and type 2 diabetes, making the patient
more vulnerable to premature mortality (Newcomer, 2007). A separation of mind and
body by healthcare professionals allows, however, for differential diagnosis and
treatment for mental disorders and somatic diseases (Faulkner & Biddle, 2001a). This
separation of mind and body was confirmed in this study, as only 28% often or always
counseled physical activity for somatic diseases. Seventy-nine percent, however, used
physical activity at some level and, in particular, for weight-related issues (93%).
Further, 63% integrated patients’ physical health in the care of their patients at least
sometimes (“How often does your care unit work actively with patients’ physical
health, regardless of diagnosis?”’; section 6, Action Program for Overweight and
Obesity, Swedish version of this study’s questionnaire). Interestingly, there was a
significant relationship between those subjects that advised physical activity for
preventing (r = 0.333, p = .000) or treating (r = 0.256, p = .000) mental disorders and
those who recommended physical activity for their patients’ somatic diseases.
Profession

With regard to differences among professions, medical professionals (i.e.,
physicians, nurses) counseled physical activity more often than non-medical
professionals (i.e., psychologists, psychotherapists, occupational therapists) (t = 2.038,
df = 505, p =.042). As expected, physical therapists, who employ physical activity
within the profession, were the most frequent prescribers of physical activity and did so
significantly more often than psychologists, psychotherapists, and nurses. Hence,
physical therapists’ important role as advocates of physical activity therapies should

not be ignored nor neglected. As stated by one occupational therapist: “Different
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professions have different focus on what they consider as important for health and well -
being; physicians are not always so willing to [physical activity], talk more about
medication, psychologists want to have conversations, occupational therapists and
physical therapists have a holistic thinking with regard to patients”. Physical therapists
are both resources to whom patients may be referred and a knowledgeable source of
information. They seem, however, to be scarce in Sweden: “The physical therapist, who
should be a self-evident professional in psychiatry, is lacking!” was noted by a
physician, and a physical therapist explained her situation with: “As the only physical
therapist, it is hard to drive everything myself. | only get in contact with a fraction of
the clinic’s patients”. As frequent exercisers, these professionals may also inspire to
increased physical activity among personnel.

Previous studies also indicate differences across professions but the results are
mixed. In a Swedish undergraduate study, non-medical personnel, in general, and
physical therapists in particular, were the most frequent prescribers, where only half of
the medical professionals (nurses and physicians) prescribed physical activity (Larsson
et al., 2005). This is in line with Lindstrém et al. study (2008) where more physical
therapists had knowledge about the prescription method FaR® and prescribed physical
activity than any of the other primary care professions. For their healthy patients,
nurses commonly give general physical activity advice (in current study defined as
“discussion”) significantly more than general practitioners (Douglas, Torrance et al.,
2006; Puig Ribera et al., 2005) and psychiatrists tend to note the use of physical
activity less helpful than other professionals (Jorm, Korten, Jacomb, Rodgers et al.,
2007; Jorm et al., 2008). This conclusion was not supported in this study, as nurses and

physicians reported similar levels of physical activity counseling. Lindstrom et al. on
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the other hand, reported that a larger fraction of general practitioners prescribed FaR®
than nurses. Lastly, the findings of this study indicate that mental health professionals
working in outpatient care settings counseled physical activity significantly more
frequently than those working in inpatient care (t = 2.307, df = 435, p =.022): “I work
in inpatient settings where the patient’s outdoor access is limited and where the
patient’s psychiatric health status is in a more acute phase”.

There were no differences among the six geographic operations with regard to the
frequency of counseling (F = 1.758, p = .120). Although professionals may vary in their
use of physical activity counseling, patients have the potential to be exposed to physical
activity regardless of the psychiatric geographic operation they access.

Reasons

When asked about their reasons for advising patients to use physical activity,
promotion of general well-being (89%), building a daily structure for their patients
(78%), and preventing mental disorders and relapses (74%) were most frequently noted.
Similarities in the reasons for using physical activity were found across professions.
However, physicians and physical therapists also reported treating mental disorders as
one of their primary roles. Inpatient and outpatient care professionals equally
considered promoting well-being and giving the patient a daily structure as the most
important reasons for counseling physical activity. Interestingly, more subjects working
in outpatient care counseled physical activity for the treatment and prevention of mental
disorders (prevention = 75%, treatment = 70%), while inpatient care professionals
focused to a greater extent on somatic diseases (prevention = 72%, treatment = 36%).
Patients in inpatient settings usually have more severe symptoms, where physical

activity may not be perceived as a primary treatment alternative for the mental disorder,

134



but rather helpful in combating somatic conditions induced by medication and more
severe mental problems. Further, giving patients something to do during the day
(Outpatient care professionals = 59%; Inpatient care professionals = 78%), and to
distract patients from their worries and difficulties (Outpatient care professionals =
57%; Inpatient care professionals = 69%) were indicated by more subjects in inpatient
care than outpatient care. Considering the inpatient environment and the limitations on
physical activity alternatives, these results are not surprising. These findings also
confirm those of Faulkner and Biddle (2002), who found that participating mental
health nurses perceived physical activity as advantageous in distracting the patients
from boredom, providing structure, and removing clients from the environment, but as
being less useful in inducing positive mood or as a therapy alternative.
Physical Activity Counseling-Related Behaviors

Not surprisingly, physical therapists used counseling-related methods
significantly more often than any other profession, except occupational therapists.
Psychotherapists, on the other hand, reported the lowest frequency of use of counseling-
related methods, and significantly less than occupational therapists, physical therapists,
and nurses. In this study, there was a significant interrelationship between personal
physical activity and the use of counseling behavior; the more physically active the
professionals, the more likely they were to use counseling-related methods (rs = .201, p
=.000). On the other hand, no significant differences in method-related behaviors were
found between male and female professionals, or among age groups, the six different

geographic operations, or types of care.
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Written prescription

With a written prescription issued, patient’s level of physical activity may
increase by 15-50% (SBU, 2006). The findings of this study suggest that physical
activity counseling methods, in particular the use of written prescriptions, may not have
penetrated psychiatric care settings to the same extent as in primary care. As previous
studies with Swedish primary care professionals indicate, verbal advice is more
commonly used than written prescription (Berglund & Olin, 2006; NBHW, 2007,
Sandberg, 2005; Sandberg et al., 2007), and may be even more so in psychiatry.
Dohrn’s study (2007) of primary care supervisors in SLSO (the same organization as
this study) reported that 98% of the clinics prescribed physical activity using verbal
advice and 67% also used written prescriptions. Despite efforts to promote and
implement written prescription methods in SLL, very few mental health professionals
comply with these guidelines. Only 29% of study participants (N = 504) reported using
written prescriptions at least sometimes, and manually written forms (27%) were more
commonly used than computer-based (4%).

With regard to the written prescription method FaR®, three-quarters of
respondents (74%, N = 415) never used the yellow FaR® paper form and few (95%, N =
400) used the electronic version. This demonstrates very limited use of a standardized
and developed methodology. That said, as previously mentioned, FaR® is not always
feasible to use within inpatient settings; more outpatient and integrated care providers
used the FaR®-form (25%) than inpatient care professionals (10%). Although the extent
of inpatient care has decreased towards greater outpatient care, inpatient care still

account for more than half of the resources, 52% and 48% respectively (NBHW, 2005).
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It is therefore important to find effective methods that correspond to the specific needs
of the inpatient care settings.

Comparisons to Swedish primary care statistics are difficult as measurements
differ. The National Board of Health and Welfare (as cited in Faskunger et al., 2007)
reported that among one-half of primary care units that had established physical activity
promotion routines, 69% wrote physical activity on prescription. Across the
aforementioned Swedish undergraduate theses and reports, 12%-71% of primary care
professionals used physical activity on prescription or other written forms (Bengtsson
& Svensson, 2006; Berglund & Olin, 2005; Larsson et al., 2005; Lindstrém et al., 2008;
Sandberg, 2005; Sandberg et al., 2007). However, when the Swedish population was
asked about whether their primary care physician had prescribed physical activity,
using FaR®, only 21-33% responded affirmatively (Swedish Association of Local
Authorities and Regions [SALAR], 2008).

Referrals of Physical Activity Advice

Another important component in the success of physical activity counseling is
how the healthcare system aids the patient in carrying out the advised activity. As many
as 86% (N= 504) of subjects in this study who counseled physical activity reported
ensuring their patients compliance to the physical activity advice by referring them in
at least one of the suggested ways (physical therapist, supervised training within the
healthcare system, personnel at the clinic, outside fitness and recreation industry,
FaR®, and other) and at least at some level. However, only 31% (N = 504) of the
respondents provided help either often or always. A large majority (98%, N = 482) of
participants reported that they asked their patients to carry out the physical activity

advice themselves, and 73% did that often or always. Seventy-three percent of the

137



subjects also (N = 504) reported using some type of referral within the healthcare
system (physical therapist or supervised training), where only 12% did it at least often.
The least used method was to send the patients to the outside FaR®-network, which
requires established referral routines at the clinics. In comparison with the
aforementioned undergraduate primary care studies, mental health professionals in this
study helped their patients more frequently than those in primary care. In primary care,
33% to 67% helped their patients to start exercising, usually with the help of personnel
at the clinic (Berglund & Olin, 2005; Hagberg et al., 2007; Sandberg, 2005), even
though 92% knew where to refer their patients (Sandberg et al., 2007). Again, caution
must be exercised in interpretation of these results, based on differences in design of
the questions and methods between the current study and undergraduate studies in
primary care.

Barriers. With regard to barriers to using physical activity in prevention and
treatment, one finding, in particular, is of major interest. It was revealed that
inadequate guidelines and instructions in how to counsel physical activity were, by far,
the greatest barrier (65% of subjects). Further, professionals did not know where to
refer their patients (45%) and had insufficient routines to follow-up on issued physical
activity advice (48%). These results are consistent with previous research, where a lack
of instructions and guidelines are cited as perceived barriers or inconveniences to
physical activity counseling (Puig Ribera et al.; 2005). Lastly, information and
education on the Swedish written prescription method FaR® was cited as most needed
(71%) to enhance and improve the ongoing work with physical activity counseling. In

summary, both the most frequently reported barriers and major motivating factors to

138



enhance physical activity counseling were the needs for routines, instructions,
protocols, information, and education at participants’ care units.

The second most indicated barrier (51%) was a lack of time during patient visits.
This is also in line with previous research where time has been reported to be one of the
largest barriers to counseling physical activity in both primary care and psychiatric
settings (Abramson et al., 2000; Lawlor et al., 1999; Phongsavan et al., 2007; Puig
Ribera et al., 2005). Abramson et al. reported that the major barriers for physicians to
counsel aerobic exercise were inadequate time (61%) and inadequate knowledge or
experience (16%). This is also true in Swedish primary care (Berglund & Olin, 2005;
Larsson et al., 2005; Sandberg, 2005). Interestingly, although time was the second most
reported barrier in this study, only one-half of respondents believed lack of time
hindered them in counseling physical activity and only one-half thought more time
would enhance the ongoing work with physical activity counseling in their workplace.

Attitudes toward Physical Activity Counseling and FaR®

A positive attitude is an important determinant of the promotion of physical
activity (McEntee & Halgin, 1996; Taylor, 2003). SLSO mental health professionals
were very positive toward using physical activity for both the purpose of treating
mental disorders (M = 4.52 out of 5), and toward its use in prevention (M = 4.62 out of
5). These findings are consistent with the positive attitude usually held among primary
care providers in Stockholm (Berglund & Olin, 2005; Sandberg, 2005).

The Attitude toward Physical Activity Counseling scale was found to be
significantly correlated with Frequency (r = .388, p = .000). This finding is further
evidence of the importance of attitude to behavior. Professionals working in outpatient

settings reported significantly more positive attitudes than their colleagues in inpatient
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settings (t = 2.235, df = 184, p = 0.027). This may be due, in part, to inpatient care
providers perceiving their colleagues to be less supportive. Also of note, attitude
correlated positively with age (r = .093, p = .034), where older respondents were more
positive toward working with physical activity. Considering the relatively new research
in this area, this is a surprising finding. No other significant differences were, however,
found between males and females or among professions and geographic operations with
regard to attitudes toward physical activity counseling.

With regard to written prescription (FaR®), many respondents expressed little
familiarity with or knowledge about the method. However, as many as 64% of those
who did have an opinion about FaR® (agreeing, indifferent [neither], or disagreeing),
believed it was a good prescription method to use when prescribing physical activity.
This result is consistent with previous studies of primary care professionals, who have
reported a 67-96% level of approval with FaR® (Bengtsson & Svensson, 2006; Larsson
et al., 2005; Lindstrom et al., 2008; Sandberg et al., 2007), with non-medical
professionals being the most positive about FaR® (Larsson et al., 2005). Respondents
were slightly less positive about the perceived usefulness of the knowledge manual
FYSS; 58% of the subjects who had an opinion agreed that FYSS was a good tool to use
when prescribing physical activity. This result is somewhat lower than that found by
Larsson (2005) in an undergraduate study of primary care physicians (79%). One-half
(49%) of respondents agreed barriers existed, with insufficient knowledge about FaR®
being the greatest. Barriers to using the manual FYSS were not a major concern; only
23% perceived barriers existed to using FYSS. The major barriers reported were lack of

time (51%) and insufficient knowledge (45%).
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Knowledge about Physical Activity and FaR®

Knowledge is an important reinforcing factor to physical activity counseling; a
positive correlation between knowledge and the promotion of physical activity has been
reported (McDowell et al, 1997; Ploeg et al., 2007). Responding to two self-rated items
about the effects of physical activity on mental disorders and somatic diseases,
participants rated their own knowledge as somewhat good (3.8 and 3.76 out of 5,
respectively). Three-quarters (74%) of participants thought they had sufficient
knowledge about the preventive and therapeutic effects of physical activity on
mental/psychiatric disorders with a corresponding result of 73% for somatic diseases.
These findings are in accord with other studies of self-rated knowledge (Lawlor et al.,
1999; 75%), although, lower ratings have also been reported (Douglas, Torrance et al.,
2006, Phongsavan et al. 2007). It should be noted that only 13% of respondents
considered themselves as having very good knowledge about the link between physical
activity and mental disorders. This rating would be expected to be higher, due to the
importance of using physical activity within the healthcare system.

Knowledge of the effects of physical activity on mental disorders and somatic
disease were significantly correlated (r = .60, p = .000). Specifically, those participants
who believed they had knowledge about the effects of physical activity on mental
disorders also reported having greater knowledge about the effects on somatic diseases.
Interestingly, knowledge was also correlated with age (mental disorders, r =.127, p =
.004; somatic diseases, r = .141, p = .001). This was an unexpected finding, as the use
of physical activity as a preventive or therapeutic tool is relatively new and physical
activity counseling may have not been integrated in medical schools until recently.

Women perceived themselves as having significantly greater knowledge than men
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(mental disorders: t = 2.085, df = 179, p = .038; somatic diseases: t = 2.216, df = 527, p
=.027). Moreover, medical professionals scored significantly higher on the knowledge
scale than non-medical professionals (physical therapists excluded) (t = 2.463, df = 276,
p = .014). This study also revealed that psychologists had a significantly lower level of
knowledge about the effects of physical activity on mental disorders and somatic
diseases than physical therapists.

Lack of knowledge has been reported as a barrier to promoting and counseling
physical activity (Phongsavan et al., 2007; Puig Riberia et al., 2005).Similarly, the
findings of this study indicate that subjects’ self-rated high level of knowledge was
reflected in the absence of knowledge barriers. Only 29% of the subjects perceived
insufficient knowledge about physical activity counseling as being a barrier and even
fewer (12%) reported insufficient knowledge about the effects of physical activity as a
constraint. When rating their knowledge about the developed and provided prescription
method FaR®, however, only 20% believed they had good knowledge, while as many as
61% had poor or no knowledge of the method. This finding is considerably lower than
the primary care physicians in Stockholm, of which 66% thought they had sufficient
knowledge to use FaR® (Sandberg et al., 2007) and the 50%-89% who reported being
familiar with FaR® and FYSS (Berglund & Olin, 2005; Lindstrom et al., 2008;
Sandberg, 2005). The current study respondents’ knowledge about the manual FYSS
was even lower, 70% perceived themselves as having poor or no knowledge.

This result is further reflected in the low use of both FaR® (FaR®-form, 26%,
FaR®-electronic, 5%) and FYSS (27%), as well as the perceived barriers to using the
FaR®-method, (e.g., insufficient knowledge about FaR®). While the knowledge manual

FYSS describes and recommends the dosage for a number of somatic diseases and
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mental disorders, only 11% of respondents used the manual at least sometimes, which is
consistent with the low use of both FYSS and FaR® among primary care professionals
in Stockholm (Berglund & Olin, 2005; Lindstrom et al., 2008; Sandberg, 2005). Results
from other parts of Sweden report much higher use (71%) (Bengtsson & Svensson,
2006), which again may be a result of how the questions were asked and the
characteristics of the respondents (e.g., only those with a positive attitude toward
physical activity counseling may have responded). Respondents in the current study
also revealed a need for more knowledge; education on physical activity and access to
the latest research were two frequently reported enhancing factors to improving
physical activity counseling in the work place.
Implications for Practice
Personal Health Promoting Behaviors

This study found significant intercorrelations among respondents’ personal
physical activity levels and frequency of physical activity counseling, the use of
counseling-related methods, attitudes, and knowledge about the effect of physical
activity on mental disorders and somatic diseases. These findings can be utilized to
justify interventions for healthy lifestyle behaviors, such as the promotion of physical
activity across the six psychiatric operations. Frank et al. (2000) found that conveying
physicians own healthy habits, such as having fruit and a bike helmet on one’s desk,
enhances healthcare professionals’ abilities to motivate their patients to change their
lifestyle to a healthier one. Hence, promoting physical activity among healthcare
professionals would not only have a positive impact on physical activity counseling, but

also have a positive effect on the potential to change patients’ behavior.
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There are other positive implications of increased physical activity among
medical personnel, including physical stamina/energy level, mood, mental
stamina/energy level, and concentration (Barrow et al., 1987). Advantages, such as
regulation of stress, better general health status, and good health practices among
physically active healthcare professionals have been reported (Barrow et al., 1987;
Frank et al., 2003). These health-enhancing factors, together with the positive
relationships between personal physical activity and counseling-related behaviors,
strongly warrant the promotion of physical activity among personnel within care-units.
Activities such as discounted memberships to recreational facilities, health-promotion
days with training in nutrition and physical activity, pedometer journals, and walking-
meetings are but a few suggestions that should be considered for implementation.

Physical Activity Counseling

The findings of this study indicate that physical activity counseling is prevalent at
some level across professions, operations, and in- and outpatient care within SLSO
Psychiatry. However, mental health professionals utilize physical activity counseling
activities only sometimes. There is a need for increased awareness of the benefits of a
more holistic and health promoting care system, including the psychiatric care, as an
integrated body and mind approach has been found to be beneficial. Without being
overly focused on the mental disorder, mental health professionals should routinely
counsel physical activity for their patients’ mental and physical health, and general
well-being. In particular, as the high prevalence of somatic diseases among mentally ill
persons warrants focus on the patients’ physical health status and even more so if they

do not see a general practitioner.
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Based on the importance of physical activity for both physical and mental health,
study findings should be used to motivate the healthcare system, including management
and support personnel, to better enable physical activity counseling-related methods
and procedures. Personnel had an overall positive attitude towards working with
physical activity in prevention and treatment of mental disorders, and did not believe
that (a) there is a lack of scientific proof of the benefits of physical activity for the
disorders they treat, (b) there is a lack of trust in patients compliance, and (c) their
patients would be uninterested in physical activity advice. Resources should therefore
be focused primarily on removing constraints experienced by 53% of respondents.
Several findings, in particular, are worth considering in enhancing physical activity
counseling. These include the need for methods that are adapted to inpatient care
environment and its limited access to physical activities, as well as major barriers such
as an overall lack of methods and instructions, and insufficient training in how to use
implemented and standardized methods, such as FaR®.

With regard to inpatient care settings, one of the major barriers to physical
activity counseling is the limited opportunity to exercise. Thus, an increase in
supervised group training within the healthcare system is needed along with more
physical therapists that could support patients burdened with severe symptoms and with
a greater need for motivation. Knowledge and use of the standardized FaR®-method
and FYSS were lower in inpatient care settings, compared to outpatient and integrated
settings. A focus on personnel training, specifically geared toward inpatient settings is

needed. The unique needs of psychiatric inpatient care are discussed below.
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Barriers

Three of the four major barriers to the use of physical activity counseling
included routines and instructions in how to counsel physical activity, where to refer
patients, and how to follow-up on the advice. Physical Activity on Prescription (FaR®)
has been implemented in SLL and attempts to integrate it in psychiatry have also been
made. Still, written prescription is seldom used in psychiatry, mostly because
professionals have very low levels of knowledge about FaR® and FYSS and how to use
them. If SLL’s intention is to implement the FaR®-method in all parts of the healthcare
system, then more efforts need to be made in order to facilitate implementations and the
use of the methods in secondary care, such as psychiatry. The FaR® pilot project
reported that healthcare professionals thought that the written form increased their
paper work and almost one-half of the project’s participants believed lack of time was
the greatest barrier (Kallings & Leijon, 2003). Although 51% of the subjects in this
current study indicated lack of time during patient visit to be a barrier, lack of
knowledge and instructions about FaR®, as well as the absence of a coordinator of
FaR®-activities (health-coordinator) were more constraining.

Health-coordinators, with the role of implementing routines for health promoting
interventions, such as FaR®, should be employed. These individuals would assume a
key responsibility for reaching out to professionals within the local fitness and
recreation industry, an important factor to success (Faskunger et al., 2007; Nordlander,
2006), and for increasing the number of supervised physical activity groups within the
healthcare system. Importantly, referral methods need to be incorporated and adapted to
psychiatric settings. Mentally ill persons need extended support in starting to become

physically active, as added responsibility may initially be perceived as another burden

146



by the patients. It is therefore crucial to develop exercise referral schemes both within
the healthcare setting and with outside recreation and fitness programs. Supervised
exercise groups would be trained in how to motivate patients who struggle with mental
problems. Routines in how to follow-up with patients should be integrated in the
documentation and physical activity advisement process.

Information and training in physical activity, in general, and FaR® in particular,
and access to the latest research were requested by respondents. Such information,
together with reviews of mandatory guidelines (e.g., documentation of physical activity
advice) should be provided. The health-coordinator’s role would therefore be to spread
information, initiate training, and manage all paperwork. Spreading information and
distributing knowledge should be done directly with the care-units as most respondents
reported contact with FaR® through their colleagues, underscoring the importance of
engaging personnel directly. The health coordinator would create unit-specific routines,
predominantly focused on flow-charts involving referral and follow-up procedures.
Referral procedures would need to be adapted to local conditions of each specific care-
unit but remain adherent to published guidelines.

Other useful improvements would include the development of time-efficient,
partly standardized, motivational protocols, founded in motivational interviewing and
cognitive behavioral therapy (CBT), to be used during consultation with patients. Such
protocol should be developed together with primary care professionals, who are
similarly in need of this type of motivational tool (Kallings & Leijon, 2003).
Subsidized physical activities

Other important factors to consider when developing new ways to help patients

adhere to their physical activity prescriptions include the sociodemographic
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characteristics of psychiatric patients. Many respondents commented that their patients
may not have the financial means to pay for physical activity and a prescription is
therefore not useful if the patient is not motivated to exercise on his/her own outside of
a facility. A discount on physical activity for psychiatric patients was noted by many as
a method to enhance the work of physical activity counseling. One can argue that
healthy persons should not have to contribute to subsidization of an ill person’s
physical activity, while subsidizing physical activities is a logical component of
physical activity prescription (Annebéack, 2008). If the decision is made to implement
healthcare interventions, the right conditions to succeed must be considered. Within
psychiatric care, subsidized physical activity is one such vehicle.
Inpatient care

Findings of this study underscore the importance of adapting standardized
methods, such as FaR®, to inpatient care settings. Inpatient care facilities do not have
the option to send their patients to recreational programs and sports outside the
healthcare system unless specific collaborations between inpatient care and outside
recreational programs can be initiated. On the other hand, inpatient care professionals
have a variety of opportunities through their daily contact with patients, and may also
have access to other exercise alternatives given within the healthcare system. One
cannot expect the implementation of FaR® to be successful when the method is not
suited for the different needs of inpatient care. When patients are released from
inpatient care, the FaR® method could be used; while in the hospital, other routines and
methods need to be developed. Many subjects commented on the limited alternatives for
physical activity for inpatients, outdoor activities in particular, which are even more

beneficial due to exposure to sunlight and fresh air. More research is needed before
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sufficient methods can be developed and currently used routines improved and adapted.
One suggestion could be to better engage the fitness industry within the healthcare
environment. If hospitalized patients cannot utilize community-based fithess programs
perhaps, with appropriate training, the fitness industry could come to the patients,
providing their services within the inpatient care setting. More information on exercise
options for inpatients is needed.

Recommendations for Future Research

The results of this exploratory study have provided valuable information about
the use of physical activity counseling in psychiatric care and a greater understanding
of what is needed to improve the acceptance and use of physical activity as a treatment
alternative. These results have implications for further research and practice. Expanding
upon these findings, further study of mental health professionals’ physical activity
counseling practices should be developed.

This study used a large-scale survey, providing primarily quantitative results,
which should be replicated and extended using smaller, experience-based focus groups
and interviews. Such collection provides a more detailed picture of mental health
professionals’ opinions and experiences on a day-to-day basis. This mixed approach has
been successfully conducted in similar studies (Puig Ribera et al., 2005), and would
give more insight into attitudes toward physical activity and methods used. Further
efforts should also be made to involve those professionals that do not counsel physical
activity and who hold a negative attitude toward such counseling. Moreover, this study
has limited generalizability for other psychiatric cohorts in Sweden, which may work
under different circumstances and with other patients. Other groups of mental health

professionals should therefore be studied.
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A mixed approach would be particularly beneficial for studies of inpatient care.
Although the results of this study can be largely generalized to the whole population of
mental health professionals working for SLSO, due to the representativeness of
respondents, inpatient care professionals were not as well represented. These
individuals were also the last to respond. As previously noted, inpatient care personnel
work under different circumstances than outpatient care professionals, and have been
the focus of less research. More research is therefore needed to focus on this population
of professionals prior to implementing methods, most of which are founded in primary
care and outpatient settings.

Another meaningful extension of this study would be to conduct cross-cultural
comparisons involving countries which provide national healthcare systems with
implemented prescription methods. As previously mentioned, physical activity
counseling related data collected in psychiatric care settings are scarce. Comparisons of
how different national psychiatric care settings work to include physical activity with
their patients would provide valuable insight with practical implications.

Participants reported relatively high levels of knowledge of the effects of physical
activity on mental disorders and somatic diseases, but research has found that this self-
reported knowledge may not be fully indicative of actual knowledge (Douglas, Torrance
et al., 2006). Physical activity counseling is implemented in many different parts of the
healthcare system, both nationally and internationally. It would be helpful to develop
reliable scales for assessing knowledge of physical activity counseling to be used in
training and in the distribution of counseling-related information. The scales should test
for knowledge of the effects of physical activity on mental disorders and somatic

diseases, motivational techniques, public health promotion recommendations,
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components of physical activity advisement, effectiveness of physical activity
promotional methods, and mandatory guidelines and methods implemented within a
specific system.

Further scale construction and refinement would contribute to the overall
understanding of physical activity counseling. An internally reliable attitude scale
should assess additional attitude attributes in order to better operationalize the concept
of attitude toward the use of physical activity. Refinement of the Behavior of Physical
Counseling scale should also be considered. This study’s survey instrument was
thoroughly tested for its validity. Additional test-retest reliability should be conducted
before collecting primary data with this instrument. Due to the informative nature of the
data collection instrument, efforts to “neutralize” potential bias through the random
rearrangement of items would be appropriate.

Finally, efforts should be made to develop models to predict use of physical
activity counseling. While results of this study have highlighted the intercorrelations of
frequency of physical activity counseling, use of counseling-related methods, attitudes
toward physical activity counseling, knowledge about the effects of physical activity on
mental disorders and somatic diseases, age, and personal physical activity, increased
value would be gained through predictive analyses (e.g. regression analyses,
discriminant function analyses). Additional, relevant variables (e.g., patient activity
level, patient age, respondent education, and preparation) should, therefore, be
considered.

In sum, a growing body of research has documented the positive effects of
physical activity on somatic and mental health, and well-being. Efforts to promote

physical activity in healthy and ill populations have, therefore, been made in many
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national healthcare systems, including Sweden. The use of guidelines and developed
methods, such as Physical Activity on Prescription (FaR®), is, however, still low,
allowing for improvements to be made throughout the Swedish primary and secondary
care system. With regard to psychiatric care, mentally ill persons not only struggle with
mental disorders, but somatic comorbidities. Physical activity has great potential to
enhance patients” mental and physical health. It was therefore necessary to investigate
if and how mental health professionals counsel physical activity with their patients, and
whether they use prescription methods proven to have a positive relationship with
patient compliance. The results of this study indicate that Swedish mental health
professionals, working in SLSO, use physical activity in their work with their patients,
but not as often as expected. Their use of prescription and referral methods was also
reported to be low, in part due to a lack of instructions, referral procedures, and follow-
up routines. Providing physical activity prescription methods adapted to psychiatric
care as a means of increasing physical activity counseling would not only be cost
effective but provide mentally ill persons with the potential health benefits of physical

activity, thereby enhancing quality of life.
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APPENDIX A — Swedish FaR® STUDIES

Authors English Title Year | N Region
Bengtsson& Doctor’s opinion to the FaR®-method | 2006 | 69 Skane
Svensson — In relation to their own experience
of physical activity and sports.
Berglund & FYSS and FaR in the City of 2005 | 119 City of
Olin Stockholm. Stockholm
Dohrn Report of physical activity 2007 | 87 Stockholm
prescription in SLL. County
Council
Hagberg, Introduction of physical activity in 2007 | 15 Orebro
Danesjo- primary care in Orebro County 2004- care County
Gustafsson, 2006 units
Johansson, &
Modin
Larsson, Health care professionals’ attitudes 2005 | 70 Halland
Linnros & towards physical activity
Svensson prescriptions
Lindstrom, Report exercise is the remedy: 2008 | 187 Sodermal
Hedberg, Development of physical activity on m
Bellander, & | prescription
Yggstrom
Nordlander What factors would encourage 2006 | 61 Uppsala
healthcare personnel to a greater
extent prescribe physical activity —
FaR?
Sandberg Physical activity on prescription — A | 2005 | 45 Varmdo
study in primary care of Varmdo.
Sandberg, Health program for physical activity 2007 | 93 Nacka
Ekbom, & — What did we do and how did it go?
Eckerman,

* Note : Physical Ph. = Physical Therapist, Work TH. = Work Therapist,
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CBT

CCBT

ECT

FaR®

FYSS

GP

HV

MDD

NP

SLL

SLSO

WHO

APPENDIX B - ACRONYMS
Cognitive behavioral therapy
Computer based cognitive behavioral therapy
Electro Convulsive Therapy
Physical activity on prescription.
Physical Activity in the Prevention and Treatment of Disease.
General Practitioner
Health Visitors
Major Depressive Disorder
Nurse Practitioner
Stockholm County Council.
Health Provision, Stockholm County Council.

World Health Organization
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APPENDIX C - QUESTIONNAIRE

Physical Activity in Psychiatry

Thank you for participating in our survey. The guestionnaire contains guestions about how you currently work with
physical activitywith your patients, yvour attitude to this treatment method as well as vour knowledge withinthe
field. We are alsointerestedin yvour personal physical activity. The guestionnaire consists of 32 guestions divided
into five sections; case study, counseling and prescription, attitude and knowledge, Physical Activityvon
Prescription [FaR®), and yvour background.

1. Case study

Below follows a patient case study that briefly describes a patient. Please, let us know how likelyitis that you
wouldrecommend the suggested treatment alternatives for the below vignette.

1. Anagis 30 yeaors old. She has been feeling unusually sad and miserable for the last four to five weels without
any reason. EBven though she sleeps more than uswal, sometimes 11-12 hours, she does not feelrested. She
has also gained weight. She usually likes her job a lot but now itseems uninteresting. She cannot keep focus
during the day, not even during a regular meeting. Ana’s problem has come to the attention of both her
husband and her boss, and they hove now asked her to seekhelp. Ana is making the contact with the
psychiatric healthcare by herself.

How likelyisit that vou would Yes, Yes, Maybe MNa, not Mo, Don't know,
recommend any of the following2 definitely likely likely definitely outside my
not responsibilifies
Pharmacological therapy a a a a 2 [m]
Counseling [supportive) a a a a m] m]
Psychotherapy a a a a a a
Physical Activity a a a a 2 2
Psychosocial support a a a a m] m]
Hectroconvulsive therapy [ECT) a O ] ] a a

Cther therapies that yvou would likelyrecommend? [Flease specify).

2, Physical Activity Counseling and Prescription

We would now like to know how vou clinicallyworkwith physical activity with vour potients ot your clinic. We will
also askyou about your routines and methods.

2. How often do you docement your patients” current level of physical activity®

O Always O Often O Sometimes O Seldom O Mewver

3. How often do yvou discuss physical activitywith yvour patientsg

With “discuss physical activity” we mean general heglth promoting deliberotions about the importonce of
physical activity and the patient’s own work-out habits. The purpose isto inform.

O Always 0 Often O Sometimes O Seldom O Mewver

4. a.How often do vou counsel physical activity [verbal advice or written prescription) for your patients®

With “counseling physical activity” we mean giving the paotient individualized odvice about physicaol
activity.The advice, for example to startwalking moderatelyseveral times aweek, can be verbal orin
written and can implyreferral to some other health orfitness professional or that you let the patient carry out
the physical activitywithout professional guidance.
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Physical Activity in Psychiatry

3 Always a Cften O Sometimes O Seldom O Newver

k. What are your reasons for discussing physical activity with yvour potients? [Select all that apply)
[Responded by those that discuss PA Q3 — “Alwoys”, "Often”, "Sometimes" and “Ssldom” BUT “Mever
prescribe PA G4 .a). They will ofter G4 b be fransferred to G114,

CR

b. Whaot are vour reasons for counseling physical activity (verbal odvice or written prescription) for your
patients € [Selectall that apply)
[Responded by those that counsel FA Gda - “Always”, “Often”, “Sometimes" and “Seldom”)

O Promote general wellbeing

O Prevent somatic diseases, suchas diabetes or cardiovascular diseases
O Treot patients’ somatic diseases, such as diobetes or cardiovascular diseases
O Prevent mental/psychiotric disorders andrelopses of current disorders
O Treat potients” mental/psychialiric disorders

O Promote patients’ compliance to treatment

O Distract patients fram theirworries and difficulties

O Offer patients something to do during the day

O Promote patients’ social interactionwith other people

O Control patients” weight

O Promote potients’ appearance

O Establish o daily structure for the patient

O Cther:

How often do vou counsel physical activity [verbal advice or written prescription) for the purpose of
preventing mental/psychioiric disorders®

O Ahways O Cften O Sometfimes O Seldom O Mewer

a. How often do you counsel physical activity [verbal advice orwritten prescription) for the purpose of
treating mentacl/zsychiotric disorders?

3 Always O Often O Sometimes O Seldom O Mever

[Eesponded by those that counsel FA Qéa — "Always", "Often”, "Sometimes" and "S=ldom”)
k. Forwhich of the following mental/psychiatric disorders do vou counsel physical activity [wverbal advice or
written prescripfion?

Please, also indicate if vou counsel physical activity as the only freatment [instead of other alternatives)
andfor as a complement to other freatments, such aos medicotionand psychotherapy. Hence, vou can
select both of the olternatives if vou sometimes use physicaol activity s the only tregtment and sometimesin
combinationwith other treatments for the some disorder.

The below disorders and conditions are specifiedinthe informationsource FYSS - Physical activityin
prevention and treatment of diseases. Howswver. if you counsel physical octivity for other disorders and
condifions, please specify. [Selectall that apply).

Flease assume that nothing suggests that physical activity incurs a risk for the pahisnt.

As the only freatmsnt In combination
Mild to moderate depression m] m]
Severe depression a 3
Schizophrenia ] ]
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Stress a
Arniety a

Flease, specifywhat kind of anxiety:

Other mentol disorders: a a
O
7. 0. How often do vou counsel physical activity [verbal advice orwritten prescription) for somatic diseases
and conditions2
O Always O Cften O Sometimes O Seldom O Mever
b. Forwhich of the following somatic diseases and condifions do you counsel physical activity [verbal
advice orwritten prescription) € [Selectall that apply).
O Asthma/chronic obstructive pulmonary disease [COPD)
O Abnormal blood lipids levels
3 Back-and neck proklems
O Cardiovascular diseases, including hypertonic
O Diobetes
3 Joint- and muscle problems
O Csteocporosis
O Pain and ache
O Cverweight/Obesity
O Other somatic diseoses or conditions:
& Whenvou counsel physical activity [verbal advice or written Always  Often S-Drne— Seldom  Never
prescriphion), how often do you use each of the following fimes
methods? Please, also specify additional methods that you
oy Use .
Verbal advice a a a a a
FaR®-written prescription onthe yellow FaRE-form a a a a a
FaR®- electronic version a a a a a
Written prescription on other paper form a a m} a a
Written prescription enteredin the data system a a a a a
Referral fo other heaolth care professionals a a m} a a
Cther method:; a a a a a
2. What does your physical activity advice [verbal orwritten prescription) containg

O Mode [type of activity)
O Frequency [how many times aweek)

O Duration [how many minutes each time)
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Physical Activity in Psychiatry
O Intensity [grade of effort)
O Duration of the program [number of weeks)
O Restrictions

O Cther:

When vou counsel physical activity, how often do yvou documentvour physical activity advice [verbal or
written prescription)2

O Always O Cften O Sometimes O Seldom O Mewver

When vou counsel physical activity, how often do yvou discuss the patients” motivationto change their
behavior and complywith the advice [verkbal advice or written prescription) 2

O Abarays a Often O Sometimes O Seldom O Mewver

If somebody else discusses motivationwith the paotients, who is it;

[Responded by those that discuss mofivation @1 Ta - "Always”, "Often”, "Sometimes" and “Seldom”)

k. How do vou discuss motivationand behavior change with your patients2 Below are several common
consultationtechnigues and behavior change models listed, withwhich you maoy ke familiar. [Select all that
apply].

O | use the clinical knowledge about motivationthat | haove acguired through interactionwith my
patients

Q| discuss motivationwiththe patient but use no special consultationtechnigue or behaviar change
model

O Motivational interviewing [MI)

QO Sociol Cognitive Theory [SCT) -

0 Stages-of-change model - Transtheoretical model [TTM)
O Other:

Social Cognitive Theory (8CT): 5CT posits that there is an interaction between an individual’s thoughts,
perceptions, behavior and social environment. 5CT uses different behavior change technigues, such as
goal setting discussions, in order to improve an individual’s confidence inchanging a behavior [self-
efficacy].

Stages-of-change model - Transthe oretical model (TIM): TTM cotegorizes an individuol into levels/steps
based on his/her level of motivation or readiness to change a behavior. The goal isto move the
individual from one levelfstep to a higher level or degree of motivation
12. We wouldlike to know whaot happens ofter vou have given Always  Often S_Dme- Seldom  Never
your patient verbal advice or written prescription for fimes
physical activity. Flegse, indicate how often the following
suggestions occur_ [f you use other ways, please specify
them under “"Cther".

The patient 15 asked to carry out the actraty or to make any m] o a o m]
necessary contacts on his/herown

The patient isreferred fo a physical therapist

The patient is referred to supervised training within the
health care system

The patient isreferred to personnel at the clinic, who will a a a a a

help the patient to start with own training or to find an
appropriate plocefassociotionfclub to conduct the activity
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Which personnel;

The patient isreferred to persons that workwithin the sport- m | m] [m] m] m]
and fitness industry [not through FaR=)

The patient is referred to FaR®-educaoted sport and fitness a a a a a
instructors within Stockholms FoR®ledarngtverk, who will train

withthe patient [for more information, see

www farledare se)

Other: ] a a a Qa

13. 0. How often do you follow up on your physical activity advice [verbal odvice or written prescription) 2
O Abways a Often O Sometimes O Seldom O Mever
[Fesponded by those that discuss motivation @13a - "Always”, "Cften”, “Somefimes" and “Seldom”)
b. Which methoddo vou uset [Selectall that apply).
O KNext time |l meet my patient
3| follow up with a phone call
3| follow up with an email
O Another person follow ups
Wha:
0 Cther:

3. Aftitudes towards and Knowledge about Physical Activity

Flease find below some questions and statements about your attitude toward and knowledge about physical
activity for preventionand treagtment of diseases and illness.

14, What is yvour aftitude toward using physical activityin prevention of mental/psychialric disorders2
O Highly Positived Somewhat PositiveOd Neither Positive nor Megaotived Somewhot Megative Highly Megaotive
15, What is vour atfitude toward using physical activityin treatment of mentol/psychiotric disorders2

O Highly Positived Somewhat Positived Meither Positive nor Megatived Somewhat MegativeO Highly Megative

146. Please indicate yvour level of agreement with the following statemenits:

a. My managementsupports counseling of physicol octivity at my workploce.

O Strongly Agree O Agree 0O Meither Agree nor Disagree O Disagree O Strongly Disagree

k. My colleaguessupport counseling of physical activity at my workplaoce.

O Strongly Agree O Agree O Meither Agree nor Disagree O Disagree O Strongly Disogree

c. There are barriers fo using physical activity in preventionand treatmentwithin psychiatry.

3 Strongly Agree O Agree 0O Meither Agree nor Disaogree O Disagree O Strongly Disagree

i.If you believe there are barriers, what kind of barriers do vou believe there fo bet [Selectall thot apply).
O Inadequate guidelines and instructions ot my workplace about how to counsel physical activity
O Due to lack of fime during the potient’s visit, counseling of physical activity has o low priority
O ldon't know to whom | may refera patient that needs fo be more physically active

O Insufficient routines infollowing vp physicaol octivity advice/prescription
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3 | do not have enough time to learn a new methodology

O | have insufficient knowledge about the effects of physical activity

3 | have insufficient knowledge obout counseling physical activity

0| do not consideritis scientifically proven that physical activity is beneficial for the disorders | treat
Q1 believe my potients expectto get psychioinc advices and not counseling about physical activity
O have a lackof trust in my patients' compliance

O do not have time to practically help the potients to start exercising

O do not have time to follow up the patients’ advice about physical activity

O The patients are not interestedin getling advice for physical activity

O Cther barriers:
17. a. How would yvou rate vour knowledge about the effects [therapeutic/preventive) of physical activityon

mental/psychiatric disordersz

O Excellent d Very Good O Good O Fair O Poor f Mo Knowledge

. How would you rate yvour knowledge agbout the effects [therapeutic/preventive) of physical activityon
somatic diseases and conditions®

O Excellent d Very Good O Good O Fair O Poor f Mo Knowledge

4. Physical Activity on Prescription (FaR®)

FaR®is a method to promote a physically active lifestyle andto prescribe physical activityin preventionand
treatment of somatic diseases and mental disorders. FaR® entails medical staff issving a formal prescription,
where patients are referred fo eithersupervised group-bosed exercise or lifestyle-based physicol activity or
recreation outside the health care system. The handbook FYSS [also avaoilable as an electronic versiononthe
Internet) is a guide for health care professionals, which provides information about the impact that physical
activity has on somatic diseases and mental disorders and theirrecommended physical activity-related doses.
For more informahon see, http:/fwww fhi seftemplates/Poge_ 11995 .aspx.

18, Howwould you rate your knowledge about Physical Activity on Prescription- FaR®E

O Excellent O Very Good O Good 3 Fair O Poor { Mo Knowledge

17, Inwhot contexts have you comein contactwith this prescription method? [Select all that apply)
O Have not comeincontact with Physical Activity on Prescription- FaR®
O Infranet for health care professionals
O Other sources of informaotion explicitly catering towards health core professionals
O Training and education, such as, classes, seminars, and lectures, initioted by my employer
O Training and education, such as, classes, seminars, and lectures, which | looked up myself
O During medical school
O Scholarly orticles
O Cther types of media
O Conversations with colleagues at current or previous workploce
O FaR®/FY55 on the internet
O Other:
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20. Doyou know that Stockhalm County Council has issued obligated guidelines for Physical Activityon
Prescription- FaR®.
QOYe:x QMo

Z1. Howwould vou rate yvour knowledge aobout the handbook FYSS [Fhysical activityin prevention and treatmer
of diseases), which also can be found on the Internetg

O Excellent a Very Good 3 Good 3 Fair O Poor { Mo Knowledge

22. How often do vou use the handbook FYS82
O Abways O Often O Sometimes 3 Seldom O Mewver

23. Whaot do you believe would facilitate the progress of counseling physical activity ot your workplace®
O Education on physical activity
O Education on motivational interviewing [MI)
d Informationand education on Physical Activity on Prescription [FaRE)

O Access to the latest research on the links between physical octivity in preventionand treatment of
dizegses

QTime

O Follow-ups by buyer (i.e.. in contract) or financial contralling

O Cooperation partners

O Discounts of physical activities for my patients

O Easily accessible guidelines with routines and methods for prescription of physical activity

O Cthers:

24. Please,indicate vour level of agreementwith the following statements:

a. |hove sufficient competence to use the prescription method FaR=.

O Strongly Agree O Agree 0O Meither Agree nor Disagree O Disaogree O Strongly Disagrese O Don't Know

lz. FoR®is o good prescription method to use when | prescribbe physical activity.

O Strongly Agree O Agree O Meither Agree nor Disagres O Disaogree O Strongly Disagree O Don't Know

c. There are bamriersto using the prescription method FakR®in psychiatry.

O Strongly Agree O Agree O Meither Agree nor Disagree O Disogree O Strongly Disogres O Don't Know

i.If vou believe there are barriers, what kind of barriers do you believe there to bef [Selectall that apply).
O | have insufficient knowledge obout FaR®
O Lack of guidelines on the use of FaR®
Q No coordinator for FaR®-activities
O It takes too much time to establishworking routines for FoR®
O Technical problems
O Patients are not interested in receiving physical activity on prescrnphion
O Healthcare professionals are not interestedin prescribing written prescription) physical aoctivity

O Others:
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d. Thehandbook FYSS is a good toolto use when | prescribe physical activity.

O Strongly Agree  Agree O Meither Agree nor Disagree O Disogree O Strongly Disogree O Don’t Know

e. There are barriers to using the handbook FY55 in psychiatry.
O Strongly Agree O Agree O MNeither Agree nor Disogree O Disagree O Strongly Disagree O Don't Know

i.If you believe there are barriers, please specify the 3 mojorones.
1.

5. Your Background

25 Inwhich year were
you borng

26. What is your gender? O Male O Female

27. Whatis vour O Psychiotrist O Murse O Cccupational Therapist
ong
professiont O Psychiatrist §T Q Physical Therapist Q Other:
O Psychologist O Psychotheropist
28. Forhow many yeors have you been in your current professiong Years
22. Inwhich operationore O Northern Stockholm Psychiotry O Psychiatry Southern Stockholm
you currentlyworking B i
Selectallthat apply) O Psychiatry Morthwest O Psychiatry Southwest
O Psychiatry Mortheast O Psychiatry Southeast
O Cther;,
30. What types of caredo O Psychotic outpatient care O General psychiatric outpatient care
vou provide? [Select L . L B,
allthat apply) O Psychotic inpatent care O General psychiatric inpatient care
3 Urgent/Emergency/Mobile team O Neuropsychiatric care
O Psychotherapy care O Other:
O Forensic psychiatric care
31. Whichdisorders do O Ariety O Eating disorders
yvou freat? [Selectall . -
that apply) O Depression O Meuropsychiatric disorders
O Schizophrema and other psychotic O Personalty disorders
disarders O 5Sleep disorders
O Stress disorders

O Here yvou can be maore specific or
O Affective disorders specifyother disorders;

O Drug use and Abuse disorders

32. Mow,we will ask vou cbout your personal physical activity. We are interestedin finding out alout the kinds
of physical activities that vou do as part of vour everyday lives. The questions will ask yvou about the time you
spentbeing physicaollyactive in the last7 doys. Please answer each question evenif you do not consider
vourself o be an octive person. Flease think akbout the activities vou do ot work, as part of vour house and
vard work, o get from place to ploce, and inyour spare time forrecreafion, exercise orsport [the questions
come from the “International Physical Activity Guestionnaire”, [PAGR).
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Physical Activity in Psychiatry

Think about all the vigorous activities thatvou did in the last 7 days. Vigorous physical activitiesreferto
activities that take hard physical effort and maoke you breathe much harder than normal. Think only
about those physical activities that yvou did for at least 10 minutes ot a time.

During the last 7 days. on how many doys did yvou do vigorous physical activities like heavy lifting.
digging. aerobics, or fast bicycling®
days perweek

O Mowvigorous physical activities Goto question3Z.c

How much time did you usually spend doing vigorous physical activities on one of those daysE
hours per day

minutes per day
O Don't know/Mot sure

Think obout all the moderate activities that you did in the last 7 days. Moderate octivities referto
activities that take moderate physicaol effort and make vou breathe somewhat harder than normal.
Think only about those physical activities that vou did for at least 10 minutes ot a time.

During the last 7 days, on how many days did you do moderate physical activifies like carrving light
loads, bicycling at a regular poce, or doubles tennis? Do notinclude walking.

days perweelk

O Mo moderate physical activities Goto questiondZ.e

How much time did you usually spend doing moderate physical activities on one of those daysE
hours per doy
minutes perday

O Don't know/Mot sure

Think about the time yvou spent walking in the last 7 days. Thisincludes at work and ot home, walking to
travel from place to ploce, and any other walking that yvou might do solely forrecrection, sport,
exercise, orleisure.

During the last 7 doys, on how many days did yvou walk for ot least 10 minutes at g time?

days perweek
O Mo Walking
How much time didyou usually spend walking on one of those days?

hours per day

minutes per day

O Don't know/MNot sure

If vou hove any further comments that vou would like to share with us, please write them down here.

Thank You so much for your participation
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APPENDIX D - SCALES
Frequency of Physical Activity Counseling
a. How often do you discuss physical activity with your patients? (Q3)

b. How often do you counsel physical activity (verbal advice or written
prescription) for your patients? (Q4)

«. How often do you counsel physical activity (verbal advice or written
prescription) for the purpose of preventing mental/psychiatric disorders? (Q5)

d. How often do you counsel physical activity (verbal advice or written
prescription) for the purpose of treating mental/psychiatric disorders? (Q6)

e. How often do you counsel physical activity (verbal advice or written
prescription) for somatic diseases and conditions? (Q7)

Behavior of Physical Activity Counseling

a. How often do you document your patients’ current level of physical activity?

(Q2)

b. When you counsel physical activity, how often do you document your physical
activity advice (verbal or written prescription? (Q10)

¢. When you counsel physical activity (verbal advice or written prescription), how
often do you use each of the following [prescription/counseling] methods? (Q8)

d. What does your physical activity advice (verbal or written prescription) contain?
(Q9)

e. When you counsel physical activity, how often do you discuss the patients’
motivation to change their behavior and comply with the advice (verbal advice
or written prescription)? (Q11)

f. We would like to know what happens [referral methods] after you have given
your patient verbal advice or written prescription for physical activity? (Q12)

g. How often do you follow up on your physical activity advice verbal advice or
written prescription)? (Q13)

Attitude toward Physical Activity Counseling

a. What is your attitude toward using physical activity in prevention of
mental/psychiatric disorders? (Q14)
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What is your attitude toward using physical activity in treatment of
mental/psychiatric disorders? (Q15)

My management supports counseling of physical activity at my workplace.

(Q16a)

My colleagues support counseling of physical activity at my workplace. (Q16b)

There are barriers to using physical activity in prevention and treatment within
psychiatry. (Q16.c)

4. Knowledge about Physical Activity

a.

How would you rate your knowledge about the effects (therapeutic/preventive)
of physical activity on mental/psychiatric disorders? (Q17.a)

How would you rate your knowledge about the effects (therapeutic/preventive)
of physical activity on somatic diseases and disorders? (Q17.b)
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APPENDIX E — COVER LETTER

Study about Physical Activity in Psychiatry

Several studies have been conducted recently on physical activity counseling within primary care
settings. Much less is known about how mental health professionals use physical activity in the
care of their patients. Stockholm County Council, as part of the 3-year implementation project of
Physical Activity on Prescription (FaR®) and in collaboration with George Mason University
(GMU) in the USA , will conduct a study focusing on clinical practice of, attitude toward, as well as
knowledge about physical activity within psychiatry. The results of this study will be used to
promote physical activity in prevention and treatment of diseases, make more effective use of
resources and, ultimately, improve psychiatric healthcare. This investigation has been reviewed
by the GMU Human Subject's Review Board

You have been selected to participate in this study as a licensed professional working in SLSO’s
Psychiatry. Your participation is completely voluntarily; however, your participation is key to the
success of this study. Your information will be handled confidentially and all responses will be
analyzed without any identification data. Your name will therefore not be connected with your
responses. This web survey will take approximately 10-15 minutes to complete and you access
the survey by clicking on the following link:

Link to web survey.

As a token of our appreciation, all respondents will participate in a lottery with the chance of
winning prizes related to physical activity, such as 2-day FaR® courses
(http://www.cefam.se/home/page.asp?sid=28&mid=2&Pageld=1229), FYSS-manuals, and
private training with a NASM* certified personal trainer.

If you have any questions about this study, please contact Jill Taube, SLL, phone: 070-484 6283,
email: jill.taube @sll.se, or Madeleine Jennysdotter Olofsgard, email: molofsga@gmu.edu.

Thank you in advance for your help.

Gratefully,

Stockholm, Sweden and Vienna, USA, January 2009.

Jill Taube Collaborators:

Psychiatrist & project manager FaR® in Madeleine Jennysdotter Olofsgéard
Stockholm County Council (SLL) Graduate Student, MS, Exercise, Fitness and
Center for Family and Community Medicine Health Promotion, George Mason University.
(CeFAM) Email: molofsga@gmu.edu

Phone: 070-484 6283

Email: jill.taube@sll.se Ellen Rodgers, Ph.D.

Graduate Advisor, George Mason University.
Email: erodgerl@gmu.edu

Stockholm County Council George Mason University
College of Education and Human Devpt
4400 University Drive, MSN-4B4
Fairfax, VA 22030 USA
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APPENDIX F — REMINDER LETTERS 1 AND 2

Study about Physical Activity in Psychiatry - 1

Recently we sent you an email in which we asked you to participate in a collaborative,
international research project between Stockholm County Council (SLL) and George Mason
University (GMU) in the USA. The purpose of this study is to enhance our knowledge about
clinical practice of physical activity as treatment alternative within psychiatric care, as well as
mental health professionals’ attitude to and knowledge about this treatment alternative. The
results of this study will be used to promote physical activity in prevention and treatment of
diseases, make more effective use of resources and, ultimately, improve psychiatric healthcare.
This study is also an important part of the evaluation of the prescription method Physical Activity
on Prescription (FaR®) utilized by SLL’s healthcare.

We have noticed that you have not yet responded and we understand if you have forgotten or
have not had time to respond. We are grateful for the responses that we have received so far and
we hope that you will join this supportive group. Your participation is completely voluntarily;
however, your participation is very important to this study’s result. We therefore ask you to
complete our web survey by clicking on the following link:

Link to web survey.

As noted in our previous email, this study has been reviewed by GMU’s Human Subject Review
Board. Your information will be handled confidentially and identification data will be
separated from the responses and thereafter destroyed. Your name will therefore never be
connected with your responses. Do not miss out on the opportunity to win prizes related to
physical activity, such as 2-day FaR® courses
(http://www.cefam.se/home/page.asp?sid=28&mid=2&Pageld=1229), FYSS-manuals, or private
training with NASM* certified personal trainer.

If you have any questions about this study, please contact Jill Taube, SLL, phone: 070-484 6283,
email: jill.taube @sll.se, or Madeleine Jennysdotter Olofsgard, email: molofsga@gmu.edu.

Thank you in advance for your help.

Gratefully,

Stockholm, Sweden and Vienna, USA, January 2009.

Jill Taube Collaborators:

Psychiatrist & project manager FaR® in Madeleine Jennysdotter Olofsgard
Stockholm County Council (SLL) Graduate Student, MS, Exercise, Fitness and
Center for Family and Community Medicine  Health Promotion, George Mason University.
(CeFAM) Email: molofsga@gmu.edu

Phone: 070-484 6283

Email: jill.taube @sll.se Ellen Rodgers, Ph.D.

Graduate Advisor, George Mason University.
Email: erodgerl@gmu.edu

Stockholm County Council George Mason University
College of Education and Human Devpt
4400 University Drive, MSN-4B4
Fairfax, VA 22030 USA
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Study about Physical Activity in Psychiatry - 2

We sent you an email XX weeks ago, asking for your participation in our study about health
professionals’ use of physical activity in prevention and treatment of mental disorders in
psychiatry. The study is significant for several reasons; specifically, there is a need for more
research in regard to clinical practice of, attitude toward and knowledge of physical activity within
psychiatry as a lot of the attention about the use of physical activity has been given to primary
care. The result from this study will also be an important contribution to the evaluation of the
prescription method Physical Activity on Prescription (FaR®) in Stockholm County Council’s
(SLL) psychiatric care.

We will soon close our web survey, giving only a short amount of time left to participate in this
study. Unfortunately, we still have not received your response. Although your participation is
completely voluntarily, your participation is critical for our study and your input will have a great
impact on research in this area. We therefore ask you to complete our web survey by clicking on
the following link:

Link to web survey.

This study is a collaborative, international research project between SLL’s FaR®-project and
George Mason University (GMU), in the USA, and has been reviewed by GMU’s Human Subject
Review Board. As mentioned in our previous emails, your information will be handled
confidentially and all identification data will be destroyed. Your name will therefore never be
connected with your responses. Do not miss out on the opportunity to win prizes related to
physical activity, such as 2-day FaR® courses
(http://www.cefam.se/home/page.asp?sid=28&mid=2&Pageld=1229), FYSS-manuals, or private
training with NASM certified personal trainer.

If you have any questions about this study, please contact Jill Taube, SLL, phone: 070-484 6283,
email: jill.taube @sll.se, or Madeleine Jennysdotter Olofsgard, email: molofsga@gmu.edu.

Thank you in advance for your help.
Gratefully,

Stockholm, Sweden and Vienna, USA, January 2009.

Jill Taube Collaborators:

Psychiatrist & project manager FaR® in Madeleine Jennysdotter Olofsgard
Stockholm County Council (SLL) Graduate Student, MS, Exercise, Fitness and
Center for Family and Community Medicine  Health Promotion, George Mason University.
(CeFAM) Email: molofsga@gmu.edu

Phone: 070-484 6283

Email: jill.taube@sll.se Ellen Rodgers, Ph.D.

Graduate Advisor, George Mason University.
Email: erodgerl@gmu.edu
Halso- och sjukvardsnamndens forvaltning ~ George Mason University

Stockholms lans landsting College of Education and Human Devpt
Box 6909 4400 University Drive, MSN-4B4
102 39 Stockholm Fairfax, VA 22030 USA

* National Academy of Sports Medicine
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