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Redefining mental healthcare: going 
multidisciplinary to 
manage multimorbidity
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People with mental illness are twice as 
likely to develop cardiovascular, respira-
tory, infectious and metabolic diseases 
compared with the general popula-
tion.1This disparity in health occurs from 
the earliest presentation of mental ill 
health and affects people across the life 
span,1 reducing life expectancy by 15–30 
years compared with the general popula-
tion.2 This poor physical health, as well as 
the associated widening mortality gap,3 
has been described as a ‘human rights 
scandal’.2 This problem led to a Lancet 
Psychiatry Commission1 on protecting the 
physical health of people living with 
mental illness, with a focus on prevention 
and early intervention across all levels of 
treatment. The Lancet Psychiatry Commis-
sion outlines advances in our under-
standing of the link between physical and 
mental health, summarising findings from 
over 100 systematic reviews and 

meta- analyses, providing a practical blue-
print towards protecting the physical 
health of this vulnerable population.1 
Importantly, the blueprint recommends 
that all people living with mental illness 
have access to exercise and dietary inter-
ventions as part of routine mental 
healthcare.

Relationship between mental and 
physical health
For people living with mental illness, 
higher rates of smoking, sleep disturbance, 
physical inactivity and unhealthy diet than 
in the general public are all contributing 
factors, often compounded by the side 
effects of common psychiatric medica-
tions. Physical health symptoms are often 
ignored or downplayed and healthcare is 
traditionally siloed into distinct physical 
and mental health services.

The Lancet Psychiatry Commission 
champions the use of university- qualified 
exercise and diet practitioners delivering 
evidence- based lifestyle interventions as 
an ‘early intervention’ with multifaceted 
health benefits.1 More specifically, the 
Commission postulates that lifestyle inter-
ventions should be implemented within 
a secondary prevention framework, as 
a standard component of mental health-
care from the time of first diagnosis or 
appearance of signs of subclinical mental 
health concerns. The goal is to use lifestyle 
interventions early in order to prevent the 
deterioration of physical health typically 
observed in people treated for mental 
illness, rather than only responding to 
physical comorbidities after they have 
manifested.

what would this look like?
Part 4 of the Commission outlines prac-
tical solutions to protect physical health, 
such as integrating (and colocating) phys-
ical and mental healthcare, and ensuring 
people have access to evidence- based life-
style interventions. With this approach 
healthcare providers can overcome the 

perception that poor mental health is 
inevitably accompanied by poor physical 
health. Investment4 in such programmes is 
likely to be substantial, and the resource 
burden associated with implementing 
services must be shared between the 
mental and physical healthcare services. 
Patients should expect to have their phys-
ical health, including modifiable health 
behaviours, monitored and addressed 
from the very first point of contact with a 
mental health service. This includes being 
offered access to programmes delivered 
by trained professionals. Such a pathway 
of care should be tightly embedded within 
mental health services and target a range 
of health behaviours, including physical 
activity, healthy eating, smoking cessa-
tion and sleep hygiene. In the real world 
of clinical services, this can take many 
shapes and forms, but best practice exam-
ples from early intervention clinics include 
supervised gym training rooms and weekly 
cooking classes to engage young people 
with mental illness from the earliest stages 
of their treatment.5

This shift in what standard mental 
health treatment encompasses requires 
mental health services to redefine ‘stan-
dard’ mental healthcare to also include 
non- traditional mental health staff. This 
means funding dedicatedexercise and 
diet professionals to provide evidence- 
based lifestyle psychiatry interventions as 
central to patient care, rather than being 
perceived as a ‘would- be- nice’ option.1 
The status quo is a breach of the rights of 
those with mental disorders to the enjoy-
ment of the highest attainable standard 
of health.6 Mental health services must 
avoid box- ticking and delivering under- 
resourced lifestyle interventions (eg, 
providing walking groups or gym access 
with no associated motivational inter-
vention) that simply burden an already 
stretched workforce without any expec-
tation of delivering improved health 
outcomes for patients. Similarly, while 
upskilling existing staff is an important 
strategy, existing research shows this is 
insufficient as a stand- alone strategy.7

FouR key lessons: leaRning FRom 
diabetes
The Commission recognises that not all 
lifestyle interventions are equally effec-
tive and draws on the key features of the 
Diabetes Prevention Program (DPP) as an 
example of best practice. The DPP was 
delivered to 3234 adults and resulted in a 
58% reduction in the development of type 
2 diabetes over 3 years.8 These beneficial 
effects of DPP- based lifestyle interventions 
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have been replicated in multiple contexts, 
proving effective for reversing medication- 
induced obesity in people with severe 
mental illness.9 Thus, to provide truly 
‘evidence- based’ lifestyle interventions 
for people with mental illness, the core 
components of the DPP must be adopted.1 
This include four key components: (1) 
access to frequent face- to- face contact 
with participants, (2) a structured educa-
tional component, (3) supervised phys-
ical activity sessions (minimum twice per 
week) and (4) behavioural change strate-
gies, including self- management and moti-
vational approaches.1 10

Redefining what mental healthcare 
looks like and expanding the traditional 
workforce through education and culture 
change to include well- trained exercise, 
diet and lifestyle professionals are now 
critical to protect the physical health of 
people with mental illness.
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