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Abstract

Background. Lifestyle interventions are important to improve the mental and physical health
outcomes of people with mental illness. However, referring patients to lifestyle interventions is
still not a common practice for mental healthcare professionals (MHCPs) and their own lifestyle
habitsmay impact this. The aim of this study was to investigateMHCPs’ personal lifestyle habits,
their lifestyle history and referral practices, and if these are associated with their lifestyle habits,
gender, and profession.
Methods. In this cross-sectional study, an online questionnaire was distributed across relevant
MHCP’s in The Netherlands. Ordinal regression analyses on lifestyle habits, gender, profession,
and lifestyle history and referral practices were conducted.
Results. A total of the 1,607 included MHCPs, 87.6% finds that lifestyle should be part of every
psychiatric treatment, but depending on which lifestyle factor, 55.1–84.0% take a lifestyle
history, 29.7–41.1% refer to interventions, and less than half (44.2%) of smoking patients are
advised to quit. MHCPs who find their lifestyle important, who are physically more active,
females, and MHCPs with a nursing background take more lifestyle histories and refer more
often. Compared to current smokers, MHCPs who never or formerly smoked have higher odds
(2.64 and 3.40, respectively, p < 0.001) to advice patients to quit smoking.
Conclusions. This study indicates that MHCPs’ personal lifestyle habits, gender, and profession
affect their clinical lifestyle practices, and thereby the translation of compelling evidence on
lifestyle psychiatry to improved healthcare for patients.

Introduction

People with mental illness often suffer from long-lasting psychiatric symptoms, despite treat-
ment with medication or psychotherapy, resulting in lower social functioning and lower quality
of life [1, 2]. They also experience impaired physical health since they have a 1.4–2 times higher
risk to develop cardiometabolic diseases and have a lower life expectancy, which is partly caused
by unhealthy lifestyle habits [3–5]. People with mental illness are less physical active, tend to
smoke more, and eat less healthy [5]. Interventions aiming to improve lifestyle habits, for
example, increasing physical activity and smoking cessation, can improve mental and physical
health across a range of diagnoses [5, 6]. Therefore, international guidelines, including from the
World Health Organization and the European Psychiatric Association advice lifestyle inter-
ventions in the treatment for mental illness [7–10]. For mild–moderate depression, physical
activity interventions are even recommended as first-line treatment [7], and a meta-review on
lifestyle psychiatry stated that physical activity interventions can be used as prevention and
treatment for mental illness [6]. Moreover, The Lancet Psychiatry commission on protecting
physical health in people with mental illness advised that lifestyle interventions should be
available from patient’s first presentation to protect the physical health of people with mental
illness [5].

However, it is still not common practice to refer patients with mental illness to lifestyle
interventions to improve their disadvantaged health status. An Australian study found that
70% of the mental healthcare professionals (MHCPs) prescribed exercise daily or weekly for
depression, anxiety, or stress, but only 11% for schizophrenia or bipolar disorder [11]. A Dutch
study found that 80%of referringMHCPshad ever referred a patient to an exercise program. Some
studies suggest that HCPs’ own lifestyle habits impact their clinical lifestyle practices [12–20]. The
Dutch study found that referral to physical activity interventions was associated with MHCPs’
physical activity levels [20]. These findings are in line with previous research on lifestyle habits of
the HCP and their counsel and referral practices in general healthcare. HCPs who practice healthy
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lifestyle habits aremore likely to counsel on these lifestyle habits and
non-smoking HCPs are more likely to advice their patients to quit
smoking [12–19].

Although previous studies investigated the personal physical
activity habits of psychiatrists and their referral practices to physical
activity interventions [11, 20], it is unknown whether such associ-
ations also apply to a broader spectrum of lifestyle habits and
referring professions in mental healthcare. Therefore, the aim of
this study was to identify MHCPs’ lifestyle habits and their clinical
practices on taking a lifestyle history, and referral regarding phys-
ical activity, dietary habits, sleep, tobacco, and alcohol use, and to
investigate whether these practices are associated with their per-
sonal lifestyle habits.

Methods

Study design

This cross-sectional study was conducted between May 2022 and
January 2023. All mental healthcare institutions, psychiatry depart-
ments of hospitals, organizations for nurse specialists, and organ-
izations for independent working psychiatrists in The Netherlands
were asked to distribute the link to the online questionnaire to
referring MHCPs. In addition, invitations to the online question-
naire were distributed at the Dutch Association for Psychiatry
(NVvP) 2022 congress, which is the main psychiatry congress in
The Netherlands. To minimize selection bias, the invitation to the
online questionnaire invited referringMHCPs to give their opinion
about lifestyle psychiatry, also when they believed healthy lifestyle
should not play a role in psychiatry.

Participants

We included the following groups of referring MHCPs based on
informed consent: residents in psychiatry, nurse specialists working
at a general practitioner practice (GP-based nurse specialists),
specialized nurses and physician assistants (category referring
MHCP with a nursing background), healthcare psychologists and
remedial educationalists (category referring MHCP with scientific
background), clinical psychologists and psychiatrists. Although the
questionnaire was aimed for referring MHCPs, also MHCPs who
cannot refer patients filled in the questionnaire. They were divided
into the categories psychologists and “other.” The division of
profession groups was based on educational level and clinical
responsibilities. Participants were included in the study when they
at least completed the first two parts of the questionnaire.

Under Dutch law, medical ethical approval is not required for
non-medical research with anonymous data. The rules of conduct
as outlined in the Declaration of Helsinki of 1975, as revised in
2008, were followed, and participants were asked for written
consent.

Questionnaire

The questionnaire consisted of three parts. Participants were first
asked about age, gender, height, weight, profession, work setting,
main patient population they work with, and if lifestyle interven-
tions were available within their work setting.

Then, questions about their own lifestyle were asked. Partici-
pants were asked how important their lifestyle is on a scale from 0 to
10. Questions on tobacco use, drinking habits, and drug use were
based on the FANTASTIC instrument [21]. Questions regarding

physical activity were based on international physical activity
guidelines, namely ≥2x bone and muscle strengthening exercises
per week, and ≥150 min moderate to vigorous physical activity
(MVPA) per week [22]. For analysis, we calculated if participants
adhered to these guidelines. Questions on eating pattern were based
on the FANTASTIC instrument and WHO steps [21, 23]. Partici-
pants were asked on sleep satisfaction, and stress related to their
work and their private life on a scale from 0 to 10.

The third part of the questionnaire consisted of questions on
lifestyle within psychiatric treatment. Participants were first asked if
lifestyle should be part of psychiatric treatment, and who is respon-
sible for the lifestyle treatment of a psychiatric patient. Then, parti-
cipants were questioned what proportion of their patients they ask
about: physical activity, dietary habits, sleep, tobacco, and alcohol
use. What proportion of their patients they advise to quit smoking if
they smoke, and what proportion of their patients they refer to:
lifestyle interventions to improve mental health, lifestyle interven-
tions to improve physical health, and insomnia cognitive behavioral
therapy (CBT). These questions were stated as follows: What pro-
portion of your patients do you refer to “an intervention aimed at
improving ormaintaining someone’s lifestyle” to improve theirmental
health, if you believe there is something to gain for the patient in terms
of lifestyle? Answer options were: 0%, 0–10%, 10–20%, 20–30%, 30–
40%, 40–50%, 50–60%, 60–70%, 70–80%, 80–90%, 90–100%, and
not applicable. For analysis, we recoded these answer options into
mean percentages.

See the Supplementary Material for the full questionnaire.

Analyses

Answers were presented using numbers, percentages, means, and
standard deviations. Differences between profession groups were
calculated using ANOVA for continuous variables and chi-square
tests for categorical variables. To analyze if MHCPs own lifestyle
habits, gender, and profession were associated with taking a history
on lifestyle habits and referral practices, an ordinal regression was
done with the use of the following independent variables: age per
10 years, gender (female, male), BMI per 5 units, question “how
important their own lifestyle is” (0–10), smoking status (smoked in
past, never smoked, current smoker), alcohol use (no, yes), physical
activity level (meets the physical activity criteria, meets 1 physical
activity criterium, meets 0 criteria), dietary habits (has/has not a
balanced eating pattern), sleep satisfaction (0–10), and profession
(other, psychologist, resident in psychiatry, G-based nurse specialist,
referring MHCP with nursing background, referring MHCP with a
scientific background, clinical psychologist, and psychiatrist). Add-
itionally, we did a sensitivity analysis with the variable work-related
stress. Results were presented using odds ratios, confidence inter-
vals, and significance levels. For the analyses on taking a history on
tobacco and alcohol use, and advice to quit smoking, only MHCPs
working with adults and elderly were included. For the analyses on
referral practices, only referring MHCPs were included. A Bonfer-
roni correction was done to correct for multiple testing, such that
p < 0.006 was considered statistically significant. SPSS version 27.0
was used for analyses.

Results

Participants

Table 1 presents participant characteristics, their lifestyle habits,
and their practices on taking a lifestyle history and referral to
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lifestyle interventions. A total of 1,607 participants filled in the
online questionnaire. About 78.4% of the participants were female,
age ranged between 22 and 75 years, and lifestyle interventions were
available in 62.9% of the work settings. Table S1 in the Supplemen-
tary Material presents all results of the questionnaire, also divided
by profession category.

Lifestyle habits of the MHCP

On average, participants rated an 8.0 on the question if they find
their own lifestyle important. BMI ranged between 15.8 and 44.4,
and 30.9% of the participants were overweight. A minority (5.4%)
are current smokers, and 13.6% smoked in the past. Themajority of
the participants (72.2%) drinks alcohol and 6.8% uses drugs. About
45.8% of the MHCPs adheres to the physical activity guidelines,
88.0% believes they have a balanced eating pattern, and theMHCPs
rate their sleep on average a 7.0 out of 10. The average level of stress
at work is rated a 5.5 out of 10.

Lifestyle within psychiatric treatment

MHCPs rated on average an 8.1 to how important lifestyle is in
psychiatric treatment and 87.6% (totally) agreed with the statement
that lifestyle should be part of every psychiatric treatment. They
found that the responsibility for the lifestyle treatment of a psychi-
atric patient lies with every MHCP (77.0%), followed by the patient
(66.0%) and the general practitioner (43.6%).

MHCPs asked patients the most about their sleeping pattern
(84.0%), followed by alcohol use (81.2%), tobacco use (72.6%),
physical activity (58.2%) and dietary habits (55.1%). They
advised 44.2% of their patients to quit smoking if they smoke.
Moreover, they referred 41.1% of their patients to lifestyle
interventions to improve their mental health, and 37.9% of their
patients were referred to lifestyle interventions to improve their
physical health. MHCPs referred 29.7% of their patients to
insomnia CBT or gave insomnia CBT themselves if patients
experience sleep problems.

Table 1. Participant characteristics, lifestyle habits, and lifestyle history and
referral practices

Variables
n/mean
(SD/%)

Gender, n (%) female 1,260 (78.4)

Age, years, mean (SD) 42.32 (11.4)

Profession, n (%)

Psychologist 175 (10.9)

Resident in psychiatry 168 (10.5)

GP-based nurse specialist 211 (13.1)

Referring MHCP with nursing background 236 (14.7)

Referring MHCP with scientific background 338 (21.0)

Clinical psychologist 81 (5.0)

Psychiatrist 300 (18.7)

Other 98 (6.1)

Work setting, n (%)

Psychiatric organization 1,165 (72.5)

Hospital 47 (2.9)

Academic hospital 101 (6.3)

Own practice 41 (2.6)

General practitioner’s practice 204 (12.7)

Other 48 (3.0)

Main population, n (%)

Children/youth 298 (18.6)

Adults 1,048 (65.3)

Elderly 88 (5.5)

Not specifically one population 172 (10.7)

Lifestyle interventions available within work setting, n (%) 1,010 (62.9)

Lifestyle habits

How important do you find your own lifestyle? (0–10) 8.04 (1.1)

BMI, mean (SD) 23.92 (3.6)

BMI > 24.9, n (%) 496 (30.9)

Current smoker, n (%) 87 (5.4)

Smoked in past, n (%) 219 (13.6)

Drinks alcohol, n (%) 1,161 (72.2)

Physical activity levels in minutes of moderate to vigorous
physical activity per week, mean (SD)

228.80
(171.0)

Physical activity guidelines, n (%)

≥150 moderate to vigorous physical activity minutes per
week

1,047 (65.2)

≥2x bone and muscle strengthening activities per week 957 (59.6)

Both 736 (45.8)

Do you have a balanced eating pattern? Yes 1,414 (88.0)

How satisfied are you with your sleep? (0–10) 6.99 (1.6)

How much stress do you experience at work? (0–10) 5.52 (2.0)

Lifestyle history and referring practices

What proportion of your patients do you ask about:

Physical activity habits 58.16 (28.4)

Continued

Table 1. Continued

Variables
n/mean
(SD/%)

Their dietary habits 55.06 (28.5)

Their sleeping pattern 83.97 (16.0)

Only MHCPs of adult patients

Tobacco use 72.55 (29.8)

Alcohol use 81.78 (21.2)

Only MHCPs of adult patients
What proportion of your patients who smoke do you advise

to quit smoking?

44.16 (31.3)

What proportion of your patients do you refer to a lifestyle
intervention to improve their mental health?

41.07 (27.6)

What proportion of your patients do you refer to a lifestyle
intervention to improve their psychical health?

37.91 (26.7)

What proportion of your patients with sleeping problems do
you refer to insomnia CBT/do you give insomnia CBT
yourself?

29.70 (25.8)

MHCP, mental healthcare professional; n, number; SD, standard deviation.
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Table 2. Results of the ordinal regression analyses on lifestyle habits, gender, profession, and lifestyle history and referral practices

Variable

History on

Physical activity,
n = 1,580

Dietary habits,
n = 1,579

Sleep,
n = 1,576

Tobacco use,
n = 1,275

Alcohol,
n = 1,208

OR CI OR CI OR CI OR CI OR CI

Age per 10 years 1.13* 1.03–1.24 0.99 0.90–1.09 0.92 0.83–1.01 1.07 0.96–1.20 1.07 0.95–1.21

Female 1.31 1.05–1.64 1.62** 1.30–2.02 1.68** 1.32–2.13 1.19 0.94–1.50 1.12 0.87–1.42

BMI per 5 units 0.99 0.86–1.13 1.02 0.89–1.16 1.14 0.99–1.32 1.09 0.93–1.28 1.08 0.92–1.27

How important is own lifestyle 1.18** 1.08–1.29 1.18** 1.08–1.29 1.26** 1.15–1.39 1.18** 1.06–1.31 1.13 1.02–1.26

Smoking (reference = smoker)

Smoked in past 1.59 1.00–2.52 1.27 0.81–1.99 1.01 0.60–1.70 1.27 0.75–2.14 0.95 0.53–1.70

Never smoked 1.49 0.99–2.25 1.13 0.75–1.68 0.75 0.47–1.19 1.10 0.68–1.76 0.74 0.43–1.25

Does not drink alcohol 0.86 0.71–1.05 0.91 0.74–1.11 1.01 0.81–1.25 1.07 0.85–1.36 1.07 0.84–1.37

Physical activity norm (reference = meets non criteria)

Meets 2 criteria 1.44** 1.14–1.83 1.38* 1.09–1.75 1.09 0.84–1.40 1.46* 1.11–1.93 1.64** 1.23–2.19

Meets 1 criterium 1.41** 1.10–1.80 1.26 0.99–1.61 1.00 0.77–1.30 1.41 1.06–1.87 1.41 1.05–1.89

Has a balanced eating pattern 1.37 1.04–1.81 1.18 0.90–1.56 0.91 0.67–1.23 0.95 0.69–1.32 1.11 0.79–1.55

Sleep satisfaction 1.03 0.97–1.09 1.00 0.95–1.06 1.09** 1.03–1.16 1.06 0.99–1.13 1.06 1.00–1.14

Profession (reference = psychiatrist)

Other 1.015 0.66–1.56 1.07 0.69–1.63 0.22** 0.13–0.35 0.51 0.30–0.87 0.22** 0.13–0.39

Psychologist 1.05 0.72–1.53 1.16 0.80–1.69 0.44** 0.30–0.66 0.61 0.39–0.95 0.73 0.46–1.16

Resident in psychiatry 0.46** 0.33–0.66 0.52** 0.36–0.74 0.72 0.49–1.06 1.03 0.69–1.54 0.70 0.46–1.07

GP-based nurse specialist 3.64** 2.65–5.01 1.55** 1.13–2.11 0.69 0.49–0.97 0.21** 0.15–0.30 0.21** 0.15–0.30

Referring MHCP with nursing background 2.90** 2.12–3.95 2.95** 2.17–4.03 1.18 0.83–1.68 1.33 0.92–1.92 1.38 0.92–2.07

Referring MHCP with scientific background 1.25 0.93–1.67 1.47* 1.10–1.96 0.56** 0.41–0.77 0.61* 0.43–0.87 0.75 0.51–1.09

Clinical psychologist 0.92 0.60–1.42 1.51 0.97–2.34 0.43** 0.28–0.68 0.45** 0.28–0.73 0.63 0.37–1.06

Advice to quit
smoking, n = 1,090

Referral to improve
mental health, n = 1,305

Referral to improve
physical health, n = 1,295

Referral to insomnia CBT,
n = 1,294

Variable OR CI OR CI OR CI OR CI

Age per 10 years 0.96 0.86–1.08 1.07 0.97–1.19 1.05 0.95–1.17 1.05 0.94–1.16

Female 0.86 0.67–1.11 1.37* 1.08–1.74 1.19 0.94–1.51 1.45** 1.14–1.85

BMI per 5 units 0.95 0.80–1.12 0.91 0.78–1.05 0.91 0.78–1.05 0.92 0.79–1.06

How important is own lifestyle 1.16* 1.04–1.29 1.18** 1.07–1.29 1.14* 1.04–1.26 1.02 0.93–1.12

Smoking (reference = smoker)

Smoked in past 3.40** 1.95–5.93 0.66 0.39–1.13 0.59 0.34–1.01 0.91 0.53–1.56

Never smoked 2.64** 1.59–4.38 0.74 0.56–0.99 0.87 0.65–1.16 1.11 0.83–1.48

Does not drink alcohol 1.21 0.95–1.55 0.83 0.67–1.04 0.83 0.67–1.04 1.06 0.85–1.32

Physical activity norm (reference = meets non criteria)

Meets 2 criteria 1.58** 1.19–2.10 1.31 1.01–1.71 1.47** 1.13–1.92 1.34 1.03–1.74

Meets 1 criterium 1.58** 1.18–2.12 1.37 1.05–1.80 1.49** 1.13–1.95 1.19 0.91–1.55

Has a balanced eating pattern 0.85 0.61–1.17 0.98 0.72–1.33 0.93 0.69–1.27 1.08 0.79–1.47

Sleep satisfaction 1.01 0.95–1.08 1.07 1.01–1.14 1.02 0.96–1.08 1.02 0.96–1.09

Profession (reference = psychiatrist)

Resident in psychiatry 0.71 0.48–1.04 0.72 0.50–1.05 0.67 0.46–0.97 0.78 0.53–1.14

GP-based nurse specialist 0.47** 0.33–0.66 1.35 0.98–1.86 1.27 0.92–1.76 1.73** 1.25–2.39

Referring MHCP with nursing background 1.11 0.79–1.54 1.50* 1.09–2.05 1.78** 1.30–2.44 1.08 0.78–1.48

Referring MHCP with scientific background 0.31** 0.22–0.43 0.67* 0.50–0.90 0.66* 0.49–0.89 0.81 0.60–1.08

Clinical psychologist 0.31** 0.19–0.52 0.59 0.38–0.92 0.78 0.50–1.22 1.32 0.87–2.02

CI, confidence interval; GP, general practitioner; MHCP, mental healthcare professional; n, number; OR, odds ratio.
*p < 0.01.
**p < 0.006.
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Association between personal lifestyle habits, gender, and
profession and clinical lifestyle practices

Table 2 and Figures 1 and 2 show the results of the ordinal
regression analyses on lifestyle habits, gender, profession, and
lifestyle history and referral practices. MHCPs who find their
own lifestyle important have higher odds to take a lifestyle history,
to advice patients to quit smoking and to refer patients to lifestyle
interventions. Compared to current smokers, MHCPs who smoked
in the past have higher odds to take a history on physical activity,
and MHCPs who smoked in the past and MHCPs who never
smoked have higher odds to advice patients to quit smoking.
Physically active MHCPs have higher odds to take a history on
lifestyle habits, except for sleep, and higher odds to advice patients
to quit smoking, and to refer to lifestyle interventions. MHCPs who
have a balanced eating pattern have higher odds to ask patients
about physical activity, and MHCPs who are more satisfied with
their sleep have higher odds to ask patients about their sleep
pattern, and to refer patients to lifestyle interventions to improve
their mental health. Female MHCPs have higher odds to take a
history on physical activity, dietary habits and sleep, and higher
odds to refer patients to lifestyle interventions to improve their
mental health and sleep.

Psychologists, residents in psychiatry, referring MHCPs with a
scientific background, and clinical psychologists had lower odds to
take a history on several lifestyle habits, and referring MHCPs with

a scientific background and clinical psychologists had lower odds to
refer patients to lifestyle interventions. On the contrary, MHCPs
with a nursing background had higher odds to take a history on
several lifestyle habits, and higher odds to refer patients to lifestyle
interventions compared to psychiatrists. Interestingly, GP-based
nurse practitioners had lower odds to take a history on sleep,
tobacco, and alcohol use, but higher odds to take a history on
physical activity and dietary habits than psychiatrists. In addition,
they had lower odds to advice patients to quit smoking, but higher
odds to refer patients to insomnia CBT.

The sensitivity analysis on work related stress did not change
these outcomes (Table S2 in the Supplementary Material).

Discussion

We found that Dutch MHCPs are often non-smokers (94.6%), but
the majority does consume alcohol (72.2%). Less than half (45.8%)
adheres to the physical activity guidelines, 88.0% believes they have
a balanced eating pattern, and they rate their sleep on average a 7.0
out of 10. The majority (87.6%) finds that lifestyle should be part of
every psychiatric treatment, but depending on which lifestyle fac-
tor, 55.1–84.0% take a lifestyle history, 29.7–41.1% refer to inter-
ventions, and less than half (44.2%) of smoking patients are advised
to quit. MHCPs who find their lifestyle important, who are phys-
ically more active, females, andMHCPs with a nursing background

Figure 1. Forest plots of the results of ordinal regression analyses on MHCPs’ gender (A), importance of own lifestyle (B) and physical activity (C), and lifestyle history and referral
practices. Odds ratio 0–1: take less history on lifestyle habits, advice less to quit smoking, and refer less to lifestyle interventions. Odds ratio >1: takemore history on lifestyle factors,
advice more to quit smoking, and refer more to lifestyle interventions.
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take more lifestyle histories and refer more often. Compared to
current smokers, MHCPs who never or formerly smoked have
higher odds (2.64 and 3.40, respectively, p < 0.001) to advice
patients to quit smoking.

The physical activity and alcohol consumption are representa-
tive for the Dutch population [24]. Yet, our sample smokes less
(5.4% vs. 26.1%), is less overweight (31.6% vs. 51.6%), and eats
more fruit on a daily basis (56.4% vs. 26.0%) [24], which might also
be explained by the younger age of our population. In the context of
similar evaluations, the sample is more active than Australian
psychiatrists [11], corresponding to previous research [20].

Noteworthy, less than half of the patients who smoke are advised
to quit, while the Very Brief Advice, an evidence-based intervention
to increase quit smoking attempts, only costs 30 s of time [25]. Sur-
prisingly, MHCPs refer the least to insomnia CBT or give insomnia
CBT themselves, while sleep problems occur often in patients with
mental illness, and insomnia CBT is an effective treatment that also
decreases psychiatric symptoms [6, 26].

In addition, we found that MHCPs who find their own life-
style important, who are physically more active and female
MHCPs more often take lifestyle histories and refer more fre-
quently to lifestyle interventions. Compared to current smokers,
MHCPs who formerly or never smoked have higher odds to
advice patients to quit smoking. These findings are in line with

previous research in psychiatry [20] and general healthcare [12–
15, 17–19]. Interestingly, MHCPs tend to take more histories and
make more referrals if they engage in the lifestyle behavior
themselves. This could be explained by the fact that it is easier
to talk about and advise patients on behavior that you personally
consider important and engage in yourself. Regarding profession
groups, it was noticeable that professionals with less clinical
experience and medical training did take less lifestyle history
and referred less, and MHCPs with a nursing background did
more in comparison to psychiatrists.

Our findings show that taking a lifestyle history and referral
depends on the lifestyle habits, gender, and profession of the
MHCP. There is compelling evidence that lifestyle interventions
can improvemental and physical health and these interventions are
therefore recommended in the treatment for people with mental
illness [5–10]. Therefore, taking a lifestyle history should always be
done, and referral to lifestyle interventions should be considered in
every psychiatric treatment, and should not depend on the personal
and professional characteristics of theMHCP. Previous research on
counseling of physicians in primary care suggested that physicians
often struggle with counseling on health behavior that they do not
practice themselves [27]. It seems therefore important to practice
what you preach, also since patients see their physicians as role
models for healthy lifestyle habits, and physicians who disclose
information about their own lifestyle are found to be more credible
and motivating [28].

To improve the clinical lifestyle practices of MHCPs at a short
notice, it is important to educate MHCPs on the evidence about
lifestyle psychiatry, lifestyle counseling and referral. Practical train-
ing in motivational interviewing can be particularly helpful in this
regard. In addition, practical guidelines and referral options should
be provided. Currently, there are hardly any courses on healthy
lifestyle in education and medical training [29], and lifestyle inter-
ventions are often not part of treatment guidelines. Our finding that
MHCPs with less clinical experience and medical training take less
lifestyle histories and refer less, underline the necessity of adequate
training. Next to this, it might not only be important to look at the
MHCP, but also to critically review the role of healthy lifestyle in the
healthcare system and society. Inmost healthcare systems, just as in
TheNetherlands, financial incentives in healthcare are based on the
treatment of diseases, and not on the prevention of diseases
[30]. Moreover, medical insurance only reimburse a few lifestyle
interventions, and amental illness is not an indication for referral to
these lifestyle interventions [31]. Future research should investigate
barriers and facilitators MHCPs experience in taking lifestyle his-
tories and referring to lifestyle interventions to identify solutions to
improve their clinical lifestyle practices.

Limitations

Our study has some limitations. Our main concern is that there
might have been selection bias, since MHCPs who believe lifestyle is
an important topic within psychiatry, and MHCPs who have a
healthier lifestyle might be more likely to fill in the questionnaire.
To reduce this bias, we especially stated in the invitation, that all
MHCPs, also when they believe healthy lifestyle should not play a
role in psychiatry, were invited to participate. That healthier and
more lifestyle-focused MHCPs might have participated in this study
may also indicate that the actual clinical lifestyle practices are even
worse.Moreover, this limitation is inherent to questionnaire-focused
research and it will be challenging to study this topic in a more
objective way. After all, this is the largest sample including these data

Figure 2. Forest plots of the results of ordinal regression analyses on MHCPs’ smoking
status, and lifestyle history and referral practices. A: MHCPs who smoked in the past
versus current smokers. B: MHCPs who never smoked versus current smokers. Odds
ratio 0–1: take less history on lifestyle habits, advice less to quit smoking, and refer less
to lifestyle interventions. Odds ratio >1: take more history on lifestyle factors, advice
more to quit smoking, and refer more to lifestyle interventions.
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and thereby the most representative, so far. Nevertheless, this
remains a cross-sectional study, thus we only examined associations
and not causal relations. Another limitation is that the questionnaire
was a self-reporting questionnaire, and we did not measure lifestyle
habits by performing for example physical activity tracking. There-
fore, the actual lifestyle habits of the MHCP might differ. Lastly, we
framed the question on referral to lifestyle interventions as “if you
believe there is something to gain for the patient in terms of lifestyle?”
This could have caused bias because the response depends on what
the participant perceives as a healthy lifestyle.

This study indicates that MHCPs’ personal lifestyle habits,
gender, and profession affect their clinical lifestyle practices, and
thereby the translation of compelling evidence on lifestyle psych-
iatry to improved healthcare for patients.

Supplementary material. The supplementary material for this article can be
found at https://doi.org/10.1192/j.eurpsy.2023.2475.
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