See discussions, stats, and author profiles for this publication at: http://www.researchgate.net/publication/281450270

A brief intervention to improve exercising in
patients with schizophrenia: A controlled pilot
study with Mental Contrasting and
Implementation Intentions (MCII)
ARTICLE in BMC PSYCHIATRY · SEPTEMBER 2015
Impact Factor: 2.21 · DOI: 10.1186/s12888-015-0513-y

READS

56

7 AUTHORS, INCLUDING:
Frank Wieber

Steffen Stoewer

Universität Konstanz

Max Planck Institute for Biological Cyberne…

21 PUBLICATIONS 126 CITATIONS

8 PUBLICATIONS 25 CITATIONS

SEE PROFILE

SEE PROFILE

Daniel Nischk

Michael Odenwald

Centre for Psychiatry Reichenau, Germany

Universität Konstanz

8 PUBLICATIONS 17 CITATIONS

45 PUBLICATIONS 683 CITATIONS

SEE PROFILE

SEE PROFILE

Available from: Frank Wieber
Retrieved on: 05 October 2015

Sailer et al. BMC Psychiatry (2015) 15:211
DOI 10.1186/s12888-015-0513-y

RESEARCH ARTICLE

Open Access

A brief intervention to improve exercising in
patients with schizophrenia: a controlled pilot
study with mental contrasting and implementation
intentions (MCII)
Pascal Sailer1, Frank Wieber1, Karl Pröpster1,2, Steffen Stoewer3, Daniel Nischk2, Franz Volk2
and Michael Odenwald1,2*

Abstract
Background: Regular exercise can have positive effects on both the physical and mental health of individuals with
schizophrenia. However, deficits in cognition, perception, affect, and volition make it especially difficult for people
with schizophrenia to plan and follow through with their exercising intentions, as indicated by poor attendance and high
drop-out rates in prior studies. Mental Contrasting and Implementation Intentions (MCII) is a well-established strategy to
support the enactment of intended actions. This pilot study tests whether MCII helps people with schizophrenia in highly
structured or autonomy-focused clinical hospital settings to translate their exercising intentions into action.
Methods: Thirty-six inpatients (eleven women) with a mean age of 30.89 years (SD = 11.41) diagnosed with schizophrenia
spectrum disorders from specialized highly structured or autonomy-focused wards were randomly assigned to
two intervention groups. In the equal contact goal intention control condition, patients read an informative
text about physical activity; they then set and wrote down the goal to attend jogging sessions. In the MCII
experimental condition, patients read the same informative text and then worked through the MCII strategy. We
hypothesized that MCII would increase attendance and persistence relative to the control condition over the course
of four weeks and this will be especially be the case when applied in an autonomy-focused setting compared to when
applied in a highly structured setting.
Results: When applied in autonomy-focused settings, MCII increased attendance and persistence in jogging group
sessions relative to the control condition. In the highly structured setting, no differences between conditions were
found, most likely due to a ceiling effect. These results remained even when adjusting for group differences in the
pre-intervention scores for the control variables depression (BDI), physical activity (IPAQ), weight (BMI), age, and
education. Whereas commitment and physical activity apart from the jogging sessions remained stable over the
course of the treatment, depression and negative symptoms were reduced. There were no differences in pre-post
treatment changes between intervention groups.
Conclusions: The intervention in the present study provides initial support for the hypothesis that MCII helps patients to
translate their exercising intentions into real-life behavior even in autonomously-focused settings without social control.
Trial registration: ClinicalTrials.gov ID; URL: NCT01547026 Registered 3 March 2012.
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Background
Schizophrenia is one of the most debilitating psychiatric
disorders; it is frequently linked to long-term disability
and a high burden on individuals, families, and societies
[63]. The common, persistent, and disabling negative
symptoms of schizophrenia include affective flattening,
alogia, and avolition [3]. As a result of these symptoms and other barriers (such as cardio-metabolic
morbidity and the side-effects of antipsychotic
drugs), individuals with schizophrenia spend significantly more time sleeping and sedentary than the
general population [28, 48, 60, 61]. Schizophreniarelated metabolic factors and the weight gain produced by
antipsychotic drugs are also important contributors to
the higher risk of medical illness in people with
schizophrenia [13].
Exercising has been found to be an effective way to
combat these health risks, with a positive effect on the
physical and mental health of individuals with schizophrenia (reviews by [46, 49, 25, 57]; see also [16]). However, a positive attitude towards physical activity and the
intention to be more physically active [19] are not sufficient
to ensure actual exercising, as indicated by low attendance
rates (e.g., 43-91 % attendance rates; [10, 18, 38]) and high
dropout rates (e.g., 26 % after three weeks; [18]) in prior
physical activity intervention programs. These numbers exemplify the two problems of getting started and staying
on track that have been found to be central to successful goal striving [24, 21–23]. Interventions have often focused on the removal of external obstacles such as the
lack of free access to fitness facilities [6] or unavoidable
reasons for missing a session [58], but the intentionbehavior gap between the intentions of patients with
schizophrenia to exercise and their actual behavior has
remained. In fact, this intention-behavior gap has been
found to be pervasive and to occur in a wide range of
domains and populations (e.g., [24, 54]).
In light of the importance of physical activity and the pervasiveness and tenacity of the gap between the intention to
exercise and actual behavior, the present research examined
whether the brief CBT-based self-regulation intervention technique Mental Contrasting and Implementation
Intentions (MCII; [41, 44]) can help patients with schizophrenia to translate their intention to exercise into actual
exercising behavior. We examined participants’ attendance
at regularly offered jogging sessions in clinical settings in
which patients’ actions are regulated by highly structured
treatment programs and in settings in which individuals
can and must autonomously choose their actions.
Mental contrasting and implementation
intentions (MCII)
The theory-based Mental Contrasting and Implementation
Intentions approach has been found to be an effective and
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easily applicable self-regulation strategy to address typical
problems of goal striving, such as getting started with an
intended behavior or staying on track despite obstacles
(overviews by [40, 41, 44]).
With MCII, participants first identify a personal wish or
goal (e.g., being physically fit), identify and imagine the most
positive future outcomes of goal attainment (e.g., being
healthier), and mentally contrast the most positive future outcome with the primary personal obstacle currently impeding
their goal attainment (e.g., feeling too tired to exercise). Next,
they search for instrumental means to overcome the obstacle
and form implementation intentions specifying when, where,
and how they want to strive for their personal goal in an
if-then format (e.g., “If I feel too tired to exercise, then I
will tell myself ‘You can do it!’ and go for a quick run.”).
The MCII strategy has been found to support goal attainment through non-conscious cognitive and motivational
processes. The approach increases the accessibility of the
mental representations of the critical situations as well as
the strength of the implicit associations between the
personal goal, the obstacle, and the instrumental means to
overcome the obstacle [1, 2, 31, 30, 45, 65–67]. Moreover,
it increases implicit (systolic blood pressure) and explicit
(self-reported) energization, when the chances of successfully realizing the future outcome are expected to be high
(e.g., [42, 53]). These non-conscious processes should allow
MCII to support goal attainment even in populations that
are known to experience great difficulties in acting on their
intentions and whose cognitive functioning is decreased. In
line with this assumption, MCII helped chronic back
pain patients to increase their physical performance in
standardized lifting and ergometer tests 3 weeks and
3 months after discharge above and beyond the usual
treatment [14]. Building on these findings, we predicted
that MCII could be effectively applied by therapists to help
patients with schizophrenia spectrum disorders to become
more physically active.
Social context effects: highly structured vs.
Autonomy-focused settings

A patient’s insight into his or her disorder and its treatment is an important prognostic factor for the positive
course of schizophrenia [52]. To promote such insight,
treatment approaches should allow patients to take
responsibility for themselves rather than being highly
regulated and therapist-controlled [26, 29]. Living in
non-institutionalized settings is one way to promote
patients’ responsibility. However, it also creates higher
demands on individuals’ self-organization and selfregulation. Given that MCII supports individuals’ selfregulation, we assumed as secondary outcome that
the strategy’s effects on physical activity (i.e., attending a
jogging program) in people with schizophrenia should
be particularly pronounced in settings in which
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people can and must autonomously choose their actions independent of norms relative to settings in
which people are regulated by highly structured treatment programs that prescribe and reinforce normative actions [39, 43]. This additional prediction could
be validated by evidence of a Group (MCII vs. control) x Setting (autonomy-focused vs. highly structured treatment program) interaction effect.

Method
Design, settings, and participants
Design

This multi-center pilot intervention trial studied participation in a jogging program for patients with schizophrenia. In
our 2 × 2 between-subjects design, patients were recruited
from two types of wards with different degrees of autonomy
(quasi-experimental variation) and allocated to two conditions (intervention vs. control; experimental variation).
Settings

The study involved three specialized wards in two psychiatric hospitals (Reichenau, Germany and Münsterlingen,
Switzerland) that offer inpatient and outpatient treatment
to patients with schizophrenia spectrum disorders but do
not treat patients with substance-induced psychotic disorders. In these three open and non-acute wards, patients
recovering from a recent psychotic episode receive
standard treatment according to current guidelines,
including pharmacotherapy, individual and group psychotherapy, and occupational therapy, among other
treatment regimes. In general, patients are admitted

to these wards after several weeks of acute treatment
once they have regained stability and are non-suicidal;
patients in the early phases of psychotic episodes can also
be directly admitted. Ward 1 (Reichenau) has a highly
structured environment involving intense therapeutic
efforts to activate patients and 24/7 availability of psychiatric care. Wards 2 and 3 (Reichenau and Münsterlingen)
focus more on autonomy and self-supply, with daytime care
from a team of nurses, medical doctors, and psychologists.
These latter wards are intended for early interventions
and mainly treat young patients, whereas Ward 1 has no
age-based specialization.
Participants

The sample of the present study consisted of 36 inpatients
(11 female) with a mean age of 30.89 years (SD = 11.41)
and a diagnosis of a schizophrenia spectrum disorder
(Ward 1: n = 20; Ward 2: n = 10; Ward 3: n = 6). Of these
36 participants, twelve had completed post-secondary
education, seven had completed secondary education,
fifteen had completed compulsory education, and two had
not graduated. On average, participants had spent
11.78 years (SD = 3.15) in school. The baseline psychiatric
characteristics of participants are presented in Table 1.
Fourteen percent of the participants had an acute or
transient psychotic disorder, showing the same limitations
in cognition, perception, affect, and volition as patients
with chronic forms of schizophrenia. This percentage
did not differ between the studied groups. Participants’
baseline physiological characteristics are described in the
results section.

Table 1 Socio-demographic and psychiatric characteristics at baseline
All participants N = 36
N or M (SD)
Gender

MCII group N = 19
N or M (SD)

Control group N = 17
N or M (SD)

p
.39

male

25

12

13

female

11

7

4

20

12

8

Main Diagnosis
Paranoid Schizophrenia
Persistent Delusional Disorders

1

1

0

Acute and Transient Psychotic Disorders

5

2

3

Schizoaffective Disorders

10

4

6

First Episode

11

7

4

.39

PANSS Negative Score

19.1 (6.0)

18.1 (5.7)

20.2 (6.3)

.31

BDI-II

13.8 (8.5)

16.1 (9.4)

11.2 (6.9)

.09

7.0 (4.9)

6.3 (3.5)

7.9 (6.1)

.32

Prescribed Medications
Chlorpromazine Equivalent x100mg
SSRIs

3

2

1

Benzodiazepines

7

4

3

Mood Stabilizers

3

1

2

Anticholinergics

7

6

1
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Data collection occurred between April and October
2012. Patients were eligible for the study if they received
in- or outpatient treatment in one of the three wards
during the project period, met the criteria for an F2
diagnosis according to ICD 10 (F20.0 – F29), remained
in treatment for at least one week, and expressed explicit
interest in attending jogging sessions. This last prerequisite
was derived from the theoretical notion and empirical
finding that the MCII approach is only expected to
support the translation of an individual’s intention
into action if he or she is at least moderately committed
to the intention (e.g., [40]). Participation in the study
was voluntary. Exclusion criteria were severe psychotic
symptoms and any medical contraindications for exercising
(e.g., cardiovascular or acute infectious diseases).
A total of 119 patients were treated at the three wards
during the study period, of which 83 patients were not
eligible for the study as they had no F2 diagnosis (n = 20),
left the ward before the first intervention (n = 2), or
expressed no interest in jogging (n = 61). The resulting
participation rate was 30.25 %. None of the patients were
disqualified for the study because of medical reasons or
because they were too psychotic. Figure 1 shows the flow
chart of participants.

program and the study. Patients who were explicitly interested and gave their consent were randomly assigned to
one of two treatment conditions (MCII or control). The
eight trained therapists involved in the study screened
potential participants, assigned the treatment condition to
patients, and delivered the interventions. To assure proper
randomization, the therapists were provided with closed
and identical envelopes that contained materials for either
the experimental or control condition and were asked to
pick one envelope for each patient. These therapists were
the only staff with knowledge of the treatment condition,
and they were instructed not to reveal the condition. The
individuals conducting the exercise sessions, the nursing
staff, and the researchers did not know the treatment
condition. Prior to the study, the therapists had received training on how to carry out the interventions,
the assessments, and the randomization procedure.
The therapists implemented the interventions in the
participants’ individual therapy sessions. The duration
of an individual patient’s study participation depended
on the duration of his or her stay in the hospital; after
inclusion, patients remained in the study until they
were discharged from the clinic. The structure of the
exercise program was flexible.

Procedure and randomization

Exercise program

During the project period, patients who were admitted to
the three wards were screened for inclusion and exclusion
criteria. Therapists asked patients in individual therapy
sessions whether they wanted to participate in the jogging

We chose jogging as a target behavior because it does
not require specific skills or equipment and thus allows
patients to continue exercising after their hospital stay.
Moreover, jogging was feasible for most participants, and

Assessed for eligibility
(n = 119)
Not eligible

Enrollment

No F2 diagnosis (n = 20)
Left ward before the
first intervention (n = 2)

Allocation

No interest
in jogging (n = 61)

Randomized (N = 36)

Analyses

Control group (n = 17)

Analyses (n = 17)

Intervention group (n = 19)

Analyses (n = 19)

Fig. 1 Flow chart of participants’ progress through each stage of the randomized controlled trial
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it had been the most widely accepted exercise program
among the patients in the respective wards in the past.
The sessions were scheduled for 30 minutes. Each session
started with joint warm-up exercises. Subsequently, all
patients ran a circuit around the psychiatric hospital
(approximate length was 1,000 m). Participants were
informed that the jogging sessions were not about
performance. They were encouraged to run at their
own pace and only for as long as they wanted; they
could rest or stop at any time and walk back to the ward.
At the end of each jogging session, joint cool-down
exercises were offered. All sessions were accompanied
and monitored by research or nursing staff. As participants might have refused to wear an electronic accelerometer device because of residual symptoms of
psychosis, the staff monitored the training in terms of
duration of participation (in minutes) and intensity
(through participant self-reports). According to these
reports, most participants exercised at a moderate
level of intensity. In each ward, two jogging sessions
conducted by research or nursing staff were scheduled
every week. We ensured that no conflicting therapies
or other events were scheduled for the same time
(jogging sessions took place after standard treatment sessions were over for the day).
Patients in the highly structured wards were reminded
by the staff immediately before each session, but patients in the autonomy-focused wards received no such
reminders. Thus, attending the jogging sessions made
higher demands on patients’ self-regulation in the
autonomy-focused wards relative to the highly structured wards. Experimental and control participants
exercised in the same groups, and the groups were
open to patients who were not participating in the
study.
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Experimental condition (MCII)

In the experimental group, therapists and participants
read the same informational text. In addition, they
worked through the MCII strategy. Participants listed
three positive outcomes they associated with attending
the exercise sessions (e.g., “losing weight”) and three
obstacles (e.g., “feeling tired”). After completing the
mental contrasting procedure, they identified their most
significant obstacle and wrote it down. Together with their
therapist, participants then devised a specific solution for
this obstacle. Finally, they formulated an if-then plan in
the form: “If [obstacle], then I will [solution].” Participants
wrote down their if-then plan three times. In weeks 2
and 3, participants again wrote down their if-then
plan twice to reinforce the intention. Thus, both groups
had equal contact with the therapists with regard to time
and attention.
Measures
Primary outcomes

After inclusion in the study, participants’ attendance at
scheduled jogging sessions was recorded throughout the
remainder of their hospital stay using a set of indicators
implemented in previous studies [9]: (a) jogging session
attendance (percentage of scheduled sessions attended),
and (b) persistence (percentage of weeks in which a participant attended at least one of the two jogging sessions).
Because patients were regularly discharged from treatment,
we only used the four weeks following inclusion into
the study in order to achieve a sufficient sample size.
Occasionally, participants had objective and legitimate
reasons for missing scheduled jogging sessions, including
working probationary, physical injury, appointments with
social care workers, visits from family members, and
vacation. These sessions were excluded from the evaluation
of attendance for these participants.

Interventions
Goal intention control condition (control)

Clinical and control variables

In the control group, therapists and participants together read an informative text about physical activity.
The text emphasized the short- and long-term benefits
of exercising and referred to expert opinions. It also
contained information about the clinic’s jogging program, including the fact that participants were invited
to run at their own pace and could stop or rest whenever they wanted. This information served to point out
that regular exercise is a desirable and feasible behavior. In addition, the text highlighted the fact that obstacles may occur that require one to prepare oneself
in advance (e.g., motivation problems, tiredness, etc.).
After reading the text, participants wrote down three times
the goal to attend the jogging sessions. In weeks 2 and 3,
participants again wrote down the goal intention twice in
order to reinforce the intention.

Negative symptoms before inclusion into the intervention
program and at discharge from treatment were assessed
using the Positive and Negative Syndrome Scale [33]. This
instrument is a widely used clinical rating scale for the
quantification of symptom severity in psychotic patients.
The negative scale includes seven items: blunted affect,
emotional withdrawal, poor rapport, passive/apathetic
social withdrawal, difficulty in abstract thinking, lack of
spontaneity and flow of conversation, and stereotyped
thinking. Each item is rated by the clinician on a 7-point
Likert scale; the minimum score is thus 7, and the
maximum is 49. The instrument has good reliability [32]
and internal consistency [34], as well as concurrent and
predictive validity [11].
Severity of depression before admission to the study and
at discharge from the clinic was assessed with the Beck
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Depression Inventory (BDI-II [7, 27]). This instrument
contains 21 items, with each answer scored on a scale
from 0 to 3; higher scores indicate more severe depressive
symptoms. The resulting categories are 0–13: minimal
depression, 14–19: mild depression, 20–28: moderate
depression, and 29–63: severe depression. The instrument
has high test-retest reliability and internal consistency, as
well as good criterion validity [8, 7].
Physical activity apart from the jogging program was
assessed using the short-form version of the International
Physical Activity Questionnaire (IPAQ; [15]) before inclusion into the study and at discharge from the clinic. This
measure assesses the duration (number of days and
hours/minutes per day) that an individual has engaged in
walking, moderate, and vigorous activity over the past
7 days. On the basis of these data, Craig and colleagues
[15] suggest calculation of a metabolic equivalent (MET)based IPAQ score by weighting each type of activity by its
MET energy requirement: (3.3 x walking duration)
+ (4 × moderate activity duration) + (8 × vigorous activity
duration). In a sample of 35 individuals with schizophrenia,
Faulkner et al. [20]) found a reliability coefficient of .68 and
a correlation of .37 with an accelerometer, indicating satisfactory validity.
Commitment to attend jogging sessions was assessed
with three items: “How likely do you think it is that you will
attend the jogging sessions?”, “How important is it to you
to attend the jogging sessions?”, and “How disappointed
would you be if you failed to attend the jogging sessions?”
Participants answered these items using a 7-point Likert
scale ranging from 1 (not at all) to 7 (very). Reliability was
good (Cronbach’s Alpha = .82). Participants’ commitment
was assessed two times: at study entry and two weeks
thereafter (after the MCII or the goal intention control
intervention had been implemented).
Participants’ attention and comprehension was rated
by the therapists after the intervention session using a
three-item scale (“The patient was able to maintain
attention throughout the session,” “The patient was able
to understand the information,” “Based on your clinical
experience, how likely do you think it is that the patient
will be able to recall the information from this session
tomorrow?”). Answers ranged from 1 (fully applies) to 5
(does not apply at all). Reliability was high in the present
study (Cronbach’s Alpha = .88).
All patients received antipsychotic medication. We
assessed the amount of such medication in Chlorpromazine
equivalents at the date of inclusion into the study.
Each week, therapists asked patients who had missed
jogging sessions about the reasons for their absence and
documented them. Finally, socio-demographic data were
assessed, including age, gender, and education. Measurements of weight at entry and body height also allowed us
to compute each participant’s body mass index (BMI).
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Ethics approval and registration

The study was approved by the ethics committee of the
University of Konstanz and registered on ClinicalTrials.gov
(registration number: NCT01547026). Patients were only
admitted to the study after signing a form to indicate their
informed consent.
Data analyses

We used SPSS (Version 20) to analyze the data. Parametric tests with Alpha = .05 and effect size measures
(i.e., partial eta square) were employed to evaluate group
differences. We computed 2 between (Group: MCII vs.
control) × 2 between (Setting: autonomy-focused vs.
highly structured) ANOVAs as well as Chi2 tests (and
Fisher’s exact test when preconditions were not fulfilled) to examine the equivalence of the four conditions. To test the Group × Setting hypothesis, we
computed 2 between (Group: MCII vs. control) × 2
between (Setting: autonomy-focused vs. highly structured) ANCOVAs in order to adjust the results for
differences between conditions in terms of clinical
and socio-demographic variables (i.e., BDI, IPAQ, and
BMI scores before the intervention as well as age and
education), as these variables might have influenced
the results. To test our specific hypotheses in greater
detail, we computed planned comparisons between
the groups for each kind of setting. In order to investigate the change in clinical control variables over
time, we computed repeated measurement ANOVAs
with pre and post assessments as a within subject factor and intervention condition as a between subject
factor. The preconditions for parametric testing were
not violated.

Results
Equivalence of groups

Of the 97 individuals who fulfilled the first two inclusion
criteria (i.e., F2 diagnosis and not leaving the ward before
the first intervention), 36 were interested in participating
(i.e., a response rate of 37.11 %). The mean age of the actual
participants was 30.89 years (SD = 11.41). In comparing
participants’ ages between conditions, we observed no main
effects of group and no Group × Setting interaction effect,
both Fs [1, 33] < 1.83, both ps ≥ .186, both partial eta-square
(ηp2) < .06, but a main effect of setting, F [1, 33] = 20.26,
p < .001, ηp2 = .39, such that participants in the highly
structured setting were older (M = 37.20, SD = 11.48) than
participants in the autonomy-focused setting (M = 23.00,
SD = 4.15). With regard to gender, 11 female and 25 male
participants took part in the study. A chi-square analysis
revealed no differences in the distribution of the men and
women among the four different experimental conditions,
χ2 (1, N = 36) = 6.10, p = .107.
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First episode and diagnosis

Education

In relation to the number of patients with first episode
disorder and in relation to the type of diagnosis, we found
no group and setting main effects and no Group × Setting
interaction effect (all ps ≥ .294).

With regard to participants’ education, we observed no
main effect of group and no Group x Setting interaction
effect, both Fs [1, 33] < 1.97, both ps ≥ .171, ηp2 < .06, but a
main effect of setting, such that participants in the highly
structured setting tended to report more years of education
(M = 12.75, SD = 3.63) than participants in the autonomyfocused setting (M = 10.56, SD = 1.93), F [1, 33] = 3.67,
p = .064, ηp2 = .10.

PANSS

With regard to the PANSS scores measured before the
intervention, no main effects and no interaction effects
were found, all Fs [1, 33] < 1, all ps ≥ .338, ηp2 < .03. The
clinicians rated participants in all conditions as having
moderate levels of negative symptoms (grand M = 19.08,
SD = 5.97).
BDI

Concerning the BDI scores assessed before the intervention,
we observed no main effects, both Fs [1, 33] < 2.54, both
ps ≥ .121, ηp2 < .08, but a Group × Setting interaction effect,
F [1, 33] = 4.10, p = .051, ηp2 = .11. MCII participants reported more symptoms (M = 18.00, SD = 8.90) than control
participants (M = 8.13, SD = 6.64) in the highly structured
setting, F [1, 33] = 7.26, p = .011, ηp2 = .19, but no such difference between MCII (M = 12.71, SD = 9.84) and control
participants (M = 13.89, SD = 6.13) was found in the
autonomy-focused setting, F [1, 33] < 1, p = .773, ηp2 < .01.

BMI

Finally, concerning Body Mass Index (BMI), we found no
main effect of setting and no Group × Setting interaction
effect, both Fs [1, 29] < 1.89, both ps ≥ .181, ηp2 < .07, but a
main effect of group, such that participants’ BMI before
the intervention was higher in the MCII group (M = 25.49,
SD = 3.09) than in the control group (M = 23.57, SD = 3.10),
F [1, 29] = 4.41, p = .045, ηp2 = .14.
In summary, although the four experimental conditions
were comparable for most of the background variables, we
found differences in some variables. Consequently, we
included these variables (i.e., the BDI, IPAQ, and BMI
scores before intervention as well as age and education) in
our primary analyses in order to adjust for these differences.
Primary outcomes: attendance and persistence
Attendance

Concerning participants’ commitment after the intervention, no main effects and no Group × Setting interaction
effects were found, all Fs [1, 33] < 1.57, all ps ≥ .220,
ηp2 < .05. Participants in all conditions were highly committed to attending the training sessions (grand M = 4.92,
SD = 1.40).

In order to test our hypothesis that MCII would increase attendance rates relative to the control condition, particularly
when applied in an autonomy-focused setting rather than a
highly structured setting, we entered the percentage of the
total sessions attended into an ANCOVA, adjusting for
BDI, IPAQ, and BMI scores before the intervention, as well
as for age and education. We observed no main effects of
group, which has been our main hypothesis, and setting,
both Fs [1, 24] < 1.61, p ≥ .218, ηp2 < .07, but the expected
Group × Setting interaction effect, F [1, 24] = 5.33, p = .030,
ηp2 = .19. As expected, in the autonomy-focused setting,
MCII participants (M = 68.75 %, SD = 12.50) attended more
sessions than control participants (M = 35.94 %, SD =
30.21), F [1, 24] = 5.72, p = .025, ηp2 = .20. In the highly
structured setting, however, no differences in the already
higher attendance rates were observed between MCII (M =
72.92 %, SD = 27.09) and control participants (M = 70.31 %,
SD = 43.27), F [1, 24] = 0.65, p = .428, ηp2 = .03, suggesting
a potential ceiling effect. See Table 2 and Fig. 2.

Attention

Persistence

Concerning participants’ attention during the intervention
sessions, no main effects and no Group × Setting interaction effects were found, all Fs [1, 33] < 1.57, all ps ≥ .220,
ηp2 < .05. Clinicians rated participants’ attention during the
intervention session and comprehension of the intervention
as high in all four conditions (grand M = 1.61, SD = 0.56).

In order to test our analogous hypothesis that MCII increases persistence relative to the control condition, particularly when applied in an autonomy-focused setting
rather than a highly structured setting, we entered the
percentage of weeks during which the participants
attended at least one of the two jogging sessions into an

IPAQ

With regard to the IPAQ scores assessed before the
intervention, we found no main effect of group and no
Group × Setting interaction effect, both Fs [1, 33] < 2.79,
both ps ≥ .105, ηp 2 < .09, but a main effect of setting,
F [1, 33] = 17.46, p < .001, η2p = .35, such that participants in
the highly structured setting (M = 2225.83, SD = 1543.76)
reported engaging in more physical activity in the week
before the intervention than participants in the autonomyfocused setting (M = 745.91, SD = 490.72).
Commitment
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Table 2 Number of participants and program attendance for
the MCII and control groups by highly structured and
autonomy-focused treatment settings
Week 1 Week 2 Week 3 Week 4 Weeks 1-4

SD = 29.11) and control participants (M = 73.96 %,
SD = 40.20), F [1, 24] < 1, p = .943, ηp2 < .01.
Changes over time in clinical and control variables

Using Fisher’s exact tests, we found no significant differences between groups
in terms of the number of patients who remained in the study or left in the
first four weeks

Although IPAQ scores tended to decrease over time, we
observed no main effects of time for IPAQ or commitment
scores, both Fs < 2.91, p > .130. However, we found main
effects of time for BDI and PANSS scores. In the total
sample, BDI scores significantly dropped over the
course of the treatment, from 13.75 (SD = 8.52) to 9.77
(SD = 9.17), F [1, 33] = 8.08, p = .008. PANSS scores were
also significantly reduced over the course of the treatment,
from 19.08 (SD = 5.97) to 15.78 (SD = 5.34), F [1, 33] =
13.79, p = .001. Most importantly, no Group × Time interaction effects were found for commitment, PANSS, BDI,
or IPAQ, all Fs < 1, all ps > .700.

ANCOVA, adjusting for BDI, IPAQ, and BMI scores
before the intervention as well as age and education. We
observed no main effect of setting, F [1, 24] < 1, p = .895,
ηp2 < .01, but a tendency towards a main effect of group,
F [1, 24] = 3.44, p = .076, ηp2 = .13, such that MCII
participants (M = 85.94 %, SD = 25.77) tended to be more
persistent than control participants (M = 60.42 %, SD =
40.65). This tendency was qualified by a trend towards a Group × Setting interaction effect, F [1, 24] = 3.70,
p = .067, ηp2 = .14. As expected, in the autonomy-focused
setting, MCII participants (M = 87.50 %, SD = 14.43)
were more persistent than control participants (M =
46.88 %, SD = 38.82), F [1, 24] = 6.36, p = .019, ηp2 = .22. In
the highly structured setting, however, no differences in
persistence were observed between MCII (M = 85.42 %,

Discussion
The present pilot study examined whether the brief CBT
self-regulation intervention Mental Contrasting and
Implementation Intentions (MCII) could increase physical
exercise behavior in a sample of patients with schizophrenia
spectrum disorders, particularly in autonomy-focused settings rather than highly structured settings. The findings
provide initial support for this assumption. MCII increased
attendance rates for scheduled exercise sessions as well as
persistence in participation over four weeks in a treatment
setting in which patients can and must choose their actions
independently, but did not increase the (already higher)
attendance rates or persistence in a highly structured
treatment setting [39, 43]. Participants in the MCII
condition who were not reminded of the exercise sessions
(i.e., autonomy-focused wards) participated as much in

Participants [n]
MCII Group

19

18

16

15

Highly structured ward

12

11

11

11

12

7

7

5

4

7

Autonomy-focused
wards
Control Group

19

17

17

16

14

17

Highly structured ward

8

8

8

7

8

Autonomy-focused
wards

9

9

8

7

9

Fig. 2 Average program attendance over the course of four weeks in percent by group (MCII vs. control) and setting (autonomy-focused vs.
highly structured). Standard errors are represented in the figure by the error bars attached to each column
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the sessions as participants who were repeatedly prompted
by nursing staff to participate in the sessions (i.e., highly
structured ward); that is, constantly reminding patients
without further motivational intervention had an effect
comparable to that of MCII. This moderation by the type
of environmental setting is in line with the theoretical
considerations developed by Oettingen and colleagues,
who outlined the importance of the social context for
successful goal pursuit in early stages [39, 43]. Notably,
adherence rates during the study were rather high.
Overall, participants attended 61.75 % of the offered
exercise sessions. In 73.44 % of the possible weeks,
they attended at least one of the two weekly jogging
sessions (persistence). These rates resemble those observed
in other trials, such as the Diabetes Prevention Program
(DPP; [35]), in which 74 % of individuals with impaired
glucose tolerance met the goal of at least 150 min of
physical activity per week after 24 weeks, and the
Look AHEAD trial [37], in which overweight or obese
patients with type 2 diabetes attended an average of 84 %
of the possible group and individual lifestyle intervention
sessions during the first year. Although participants’ commitment ratings did not change over the course of the
study, their physical activity apart from the jogging sessions
tended to decrease over time in both conditions. However,
this decline is compatible with the frequently observed
post-psychotic fatigue, persistent negative symptoms, and
sedating medication effects [4].
Implications

The present findings have clear practical implications.
Although many psychiatric institutions promote physical
activity as an adjunct treatment and it has been argued
that physical activity interventions should become a
routine component of comprehensive psychiatric care
for individuals with mental illness (e.g., [47]), physical
activity interventions for this group of patients are
typically assumed to require a structured clinical setting
and thus entail high costs (e.g., [9]). Moreover, even in relatively controlled settings, prior physical activity interventions found only moderate effects. For example, Archie et
al. [6] examined whether free access to a fitness center
could increase exercise program adherence, finding that
increasing motivation by providing free access to exercise
facilities was not sufficient to reduce the intention-behavior
gap in individuals with schizophrenia. The present findings
suggest that exercise interventions can benefit from adding
self-regulatory and planning strategies, especially in
outpatient and community settings in which patients
live autonomously (e.g., assisted living). The present study
justifies more research on self-regulation interventions
like MCII in order to develop therapeutic tools that can
be easily applied and are cost-efficient in settings without
a highly structured environment.
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The benefits of the MCII brief intervention were not
diminished by any adverse effects on clinical variables
such as negative symptoms of schizophrenia or symptoms of depression. All patients received standard
treatment for psychiatric symptoms, and all improved
during the project period; MCII had no additional effect on their psychiatric symptoms. However, given the
short treatment period, the main focus of the present
study was on attendance and persistence in the
jogging program rather than on examining the effect
of exercise behavior on psychiatric symptoms. In
addition, our randomization strategy served to level out
differences in participants’ symptoms at baseline between the conditions, as such differences might also
influence participation in exercise sessions. Although
we did not find differences for most of the symptoms,
we observed differences in the depression symptoms.
However, we adjusted for the differences observed
between the groups at baseline by including them as
covariates in our analyses. Most importantly, the
beneficial effects of MCII in the autonomy-focused
ward were evident whether we included the covariates
or not.
With regard to research on self-regulation interventions, the present study implies that MCII can be effectively applied in clinical populations with deficits in
cognition, perception, affect, and volition. In fact, the
severity of symptoms did not moderate the approach’s
beneficial effects on physical exercise in the present
study. These findings are also in line with previous
research. For example, Brandstätter et al. [12] found
support for the effectiveness of the implementation
intention strategy in improving goal attainment in schizophrenia patients in a laboratory-based reaction time
study. These findings complement the present study,
as they show the effectiveness of the implementation
intention self-regulation strategy not only in a real-life
treatment program but also in a controlled laboratory
setting with a fine-grained response time measure. In
addition, the present study applies theory-based research
on motivational processes to the commencement and
continuation of physical activity in patients with schizophrenia, a research gap that has been highlighted by
Vancampfort et al. [59]. Thereby, our MCII brief intervention complements and extends other motivational
intervention approaches addressing exercise in patients with schizophrenia that have been derived from
Self-Determination Theory [17] and from Goal Setting
Theory [36]. Self-Determination Theory focuses on the
degree to which a behavior is self-motivated and selfdetermined. In line with the assumptions of this theory,
patients’ reported regulation has been found to be correlated with their physical activity: Whereas autonomous
regulation was positively correlated with physical activity,
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external regulation and amotivation were negatively correlated with physical activity [59]. Moreover, negative symptoms have been found to be associated with lower
autonomous motivation to engage in physical activity
[62]. In a recent review of qualitative articles, Soundy
et al. [56] highlighted the significance of this theoretical approach and especially of physical activity programs, as they may help individuals to regain autonomy
in other parts of their lives – for example, by increasing social competence and self-confidence. Goal
Setting Theory focuses on the phrasing of goals. In
line with the assumptions of this theory, setting specific rather than broad goals was found to promote
exercise program attendance in schizophrenic patients
[64]. Thus, in addition to the importance of the
source of the motivation to exercise and the formulation of the exercising goals, the self-regulation of individuals’ exercise goal setting via mental contrasting
and of their goal striving via the formation of implementation intentions plays an important role when it
comes to establishing strong goal commitment and to
effectively translating goal intentions into actual
behavior. Although the specific prerequisites for the successful application of self-regulation interventions such as
the MCII strategy warrants further research, the present
study is a first step towards identifying the approach’s
applicability to clinical populations. Assuming that
these findings will be replicated and extended, future
research could examine whether the MCII selfregulation strategy could also be used to promote
other illness-related behaviors for people with schizophrenia (such as such as consistently taking their
medication, attending therapy sessions, and not using
drugs or drinking alcohol) or for other client groups.
Limitations

The limitations of this study include the mix of experimental and quasi-experimental manipulations of independent
variables. The degree of patient autonomy (i.e., the intensity
with which the staff asked and reminded patients to
participate in the jogging sessions) was a quasi-experimental
variation. However, the fact that a pilot study has shown
initial evidence of the moderating effect of the degree
of autonomy in the living environment justifies the
experimental varying of this variable in future studies
(e.g., as an additional control condition). Other limitations
of this study include the small sample size and the relatively broad diagnostic group. Moreover, the current study
did not manage to achieve perfect randomization: Patients
in the intervention group tended to be older and had
higher BMIs, more severe depression, and more extensive
formal education. Although we statistically adjusted for
these differences, comparability between our patient
groups may not have been fully achieved. Future research
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might replicate the present study using a larger sample of
individuals with schizophrenia; in addition, researchers
could implement a more detailed assessment of psychiatric
symptoms including positive and manic symptoms as well
as anxiety, and could utilize objective-based measures to
improve the quality of the measurement of physical activity
apart from the jogging program (e.g., [55]). However, the
double-blinded randomized and controlled design and the
robustness of the results strengthen the confidence in the
observed effects. Another limitation is the fact that we
assessed prescribed medications only at the baseline.
Although it is possible that participants changed their
medications during the study, entailing substantial effects
on affect, volition, and cognition (for a meta-analysis, see
[50]) as well as potentially inducing several undesired
side-effects (e.g., [5]), any changes in medication should
be distributed equally between the two experimental
groups, such that potential differences should not be able
to explain the improved attendance and persistence of the
MCII group relative to the goal setting control group. As
another limitation, experimental and control participants
exercised in the same group. Contamination of treatment
conditions was thus theoretically possible (e.g., by patients
motivating each other to participate – for example, by
making plans amongst themselves to participate jointly in
the jogging sessions and reminding each other). However,
as such influence should have equal treatment effects, it
cannot explain the observed differences between the control and experimental conditions. In addition to forming
separate exercise groups, future research might seek to
assess the intensity of participants’ exercise using a more
fine-grained measure than the subjective ratings that were
applied in the present study. We also limited our exercise
program to a single type of exercise, namely jogging. This
could affect the generalizability of our data, in the sense
that patients with a preference for jogging are a specific
group of patients. However, jogging had been the most
widely accepted form of physical activity at the clinics
prior to our study, and the threshold for participation
is low. We also believe that the underlying problem –
patients’ intention-behavior gap – is the same for any
kind of exercise behavior. Thus, we believe that our
data on MCII, which shows that the strategy helped
to bridge this gap, can be generalized to a broader range
of exercise behaviors. Nevertheless, future studies should
include different types of exercise as target variables.
Finally, we only included patients who expressed their
wish to participate in the exercise program. It would be
desirable to include all patients and to motivate even those
who do not express a wish to participate in physical
activity. Despite these limitations, the present study
demonstrates that MCII applied as a brief intervention
can be especially effective in situations in which patients
are not closely guided (Additional file 1).

Sailer et al. BMC Psychiatry (2015) 15:211

Conclusions
The weight gain produced by antipsychotic drugs [5],
increased sleeping time, and more sedentary activities
[28, 48, 61] are important contributors to the higher risk
of medical illness in individuals with schizophrenia. As
exercising has been found to effectively combat these
health risks (e.g., [25, 51]), interventions to promote exercising in this population are highly necessary. This study
found first evidence that MCII intervention is a promising
way to successfully promote physical activity among
people with schizophrenia spectrum disorders, justifying
further research. We also found evidence of a moderating
effect related to the type of setting in which patients live:
Motivational strategies designed to address the intentionbehavior gap work differently in living environments
with different degrees of autonomy. This theoretically
well-supported observation calls for systematic empirical
research. The present study contributes to the research on
new directions for promoting behavior-change processes
in individuals with severe mental illness. Self-regulation
strategies, specifically the combination of strategies targeting goal setting as well as goal striving, might constitute
a set of time- and cost-efficient tools that can simultaneously benefit the health of patients and tight public
budgets.

Page 11 of 12

5.

6.

7.

8.
9.

10.

11.

12.
13.
14.

15.

Additional file
16.
Additional file 1: CONSORT 2010 checklist of information to include
when reporting a randomised trial*.

17.

Competing interests
The authors declare that they have no competing interests.
18.
Authors’ contributions
PS, FW, MO contributed to the study design. PS, KP, SS, DN, FV, MO
contributed to data collection. PS, FW, MO conducted the statistical analysis,
interpreted the data and drafted the manuscript. All authors read and
approved the final mansucript.

19.
20.

Author details
1
Department of Psychology, University of Konstanz, Universitätsstrasse 10,
78464 Konstanz, Germany. 2Center for Psychiatry, Feursteinstrasse 55, 78479
Reichenau, Germany. 3Thurgau Psychiatric Services, Seeblickstrasse 3, 8596
Münsterlingen, Switzerland.

21.

Received: 25 November 2013 Accepted: 29 May 2015

23.

22.

24.
References
1. Aarts H, Dijksterhuis A, Midden C. To plan or not to plan? Goal achievement
of interrupting the performance of mundane behaviors. Eur J Soc Psychol.
1999;29:971–9.
2. Achtziger A, Bayer U, Gollwitzer PM. Committing to implementation
intentions: Attention and memory effects for selected situational cues.
Motiv Emot. 2012;36:287–300. doi:10.1007/s11031-011-9261-6.
3. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders, fith edition. Washington, DC: American Psychiatric
Association; 2013.
4. an der Heiden W, Hafner H. The epidemiology of onset and course of
schizophrenia. Eur Arch Psychiatry Clin Neurosci. 2000;250:292–303.

25.

26.

27.
28.

Ananth J, Venkatesh R, Burgoyne K, Gadasalli R, Binford R, Gunatilake S.
Atypical antipsychotic induced weight gain: Pathophysiology and
management. Ann Clin Psychiatry. 2004;16:75–85.
Archie S, Wilson JH, Osborne S, Hobbs H, McNiven J. Pilot study: Access to
fitness facility and exercise levels in olanzapine-treated patients. Can J
Psychiatry. 2003;48:628–32.
Beck AT, Steer RA, Ball R, Ranieri WF. Comparison of Beck Depression
Inventories-IA and -II in psychiatric outpatients. J Pers Assess.
1996;67:588–97. doi:10.1207/s15327752jpa6703_13.
Beck AT, Steer RA, Brown C. Manual for the Beck Depression Inventory-II.
San Antonio, TX: Psychological Corporation; 1996.
Beebe L, Smith K, Burk R, McIntyre K, Dessieux O, Tavakoli A, et al.
Effect of a motivational intervention on exercise behavior in persons
with schizophrenia spectrum disorders. Community Ment Health J.
2011;47:628–36. doi:10.1007/s10597-010-9363-8.
Beebe L, Tian L, Morris N, Goodwin A, Allen S, Kuldau J. Effects of
exercise on mental and physical health parameters of persons with
schizophrenia. Issues Ment Health Nurs. 2005;26:661–76. doi:10.1080/
01612840590959551.
Bell M, Milstein R, Beam-Goulet J, Lysaker P, Cicchetti D. The Positive and
Negative Syndrome Scale and the Brief Psychiatric Rating Scale: Reliability,
comparability and predictive validity. J Nerv Ment Disord. 1992;180:723–8.
doi:10.1097/00005053-199211000-00007.
Brandstätter V, Lengfelder A, Gollwitzer PM. Implementation intentions and
efficient action initiation. J Pers Soc Psychol. 2001;81:946–60.
Buckels EE, Jones DN, Paulhus DL. Behavioral confirmation of everyday
sadism. Psychol Sci. 2013. doi:10.1177/0956797613490749.
Christianesen S, Oettingen G, Dahme B, Klinger R. A short goal-pursuit
intervention to improve physical capacity: a randomized clinical trial in
chronic back pain patients. Pain. 2010;149:444–52. doi:10.1016/
j.pain.2009.12.015.
Craig CL, Marshall AL, Sjöström M, Bauman AE, Booth ML, Ainsworth BE,
et al. International physical activity questionnaire: 12-country reliability
and validity. Med Sci Sports Exerc. 2003;35:1381–95. doi:10.1249/01.MSS.
0000078924.61453.FB.
Daniel TO, Stanton CM, Epstein LH. The future is now: Reducing impulsivity
and energy intake using episodic future thinking. Psychol Sci.
2013;24:2339–42. doi:10.1177/0956797613488780.
Deci EL, Ryan RM. Self-determination theory: A consideration of human
motivational universals. In: Corr PJ, Matthews G, editors. The Cambridge
handbook of personality psychology. New York, NY US: Cambridge
University Press; 2009. p. 441–56.
Duraiswamy G, Thirthalli J, Nagendra HR, Gangadhar BN. Yoga therapy as an
add-on treatment in the management of patients with schizophrenia - a
randomized controlled trial. Acta Psychiatr Scand. 2007;116:226–32.
doi:10.1111/j.1600-0447.2007.01032.x.
Faulkner G, Biddle S. Exercise as an adjunct treatment for schizophrenia:
A review of the literature. J Ment Health. 1999;8:441–57.
Faulkner G, Cohn T, Remington G. Validation of a physical activity
assessment tool for individuals with schizophrenia. Schizophr Res.
2006;82:225–31. doi:10.1016/j.schres.2005.10.020.
Gollwitzer PM. Goal achievement: The role of intentions. Eur Rev Soc
Psychol. 1993;4:141–85.
Gollwitzer PM. Implementation intentions: Strong effects of simple plans.
Am Psychol. 1999;54:493–503.
Gollwitzer PM. Weakness of the will: Is a quick fix possible? Motiv Emot.
2014;38:305–22.
Gollwitzer PM, Sheeran P. Implementation intentions and goal
achievement: A meta-analysis of effects and processes. Adv Exp Soc
Psychol. 2006;38:69–119.
Gorczynski P, Faulkner G. Exercise therapy for schizophrenia. Cochrane
Database Syst Rev. 2010;5:CD004412. doi:10.1002/14651858.CD004
412.pub2.
Handelzalts JE, Keinan G. The effect of choice between test anxiety
treatment options on treatment outcomes. Psychother Res. 2010;20:100–12.
doi:10.1080/10503300903121106.
Hautzinger, M., Keller, F., & Kühner, C. (2006). Beck Depressions-Inventar II
(BDI 2). Frankfurt/Main: Harcourt Test Services.
Janney C, Ganguli R, Richardson C, Holleman R, Tang G, Cauley J, et al.
Sedentary behavior and psychiatric symptoms in overweight and obese

Sailer et al. BMC Psychiatry (2015) 15:211

29.
30.

31.

32.
33.
34.
35.

36.
37.

38.

39.
40.
41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

adults with schizophrenia and schizoaffective disorders (WAIST Study).
Schizophr Res. 2013;145:63–8. doi:10.1016/j.schres.2013.01.010.
Kanfer FH, Grimm LG. Freedom of choice and behavioral change.
J Consult Clin Psychol. 1978;46:873–8.
Kappes A, Singmann H, Oettingen G. Mental contrasting instigates goal
pursuit by linking obstacles of reality with instrumental behavior. J Exp Soc
Psychol. 2012;48:811–8. doi:10.1016/j.jesp.2012.02.002.
Kappes A, Oettingen G. The emergence of goal pursuit: Mental contrasting
connects future and reality. J Exp Soc Psychol. 2014;54:25–39.
doi:10.1016/j.jesp.2014.03.014.
Kay SR. Positive and negative symptom assessment in schizophrenia:
psychometric issues and scale comparison. Psychiatry Q. 1990;61:163–78.
Kay SR, Fiszbein A, Opler LA. The Positive and Negative Syndrome Scale for
schizophrenia. Schizophr Bull. 1987;13:261–76.
Kay SR, Opler LA, Lindenmayer JP. Reliability and validity of the PANSS for
schizophrenics. Psychiatry Res. 1987;23:99–110.
Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker
EA, et al. Diabetes Prevention Program Research Group. Reduction in the
incidence of type 2 diabetes with lifestyle intervention or metformin. N Engl
J Med. 2002;346:393–403.
Locke EA, Latham GP. Building a practically useful theory of goal setting
and task motivation: A 35-year odyssey. Am Psychol. 2002;57:705–17.
Look AHEAD Research Group. Reduction in weight and cardiovascular
disease risk factors in individuals with type 2 diabetes: one-year results of
the Look AHEAD trial. Diabetes Care. 2007;30:1374–83.
Marzolini S, Jensen B, Melville P. Feasibility and effects of a group-based
resistance and aerobic exercise program for individuals with severe
schizophrenia: a multidisciplinary approach. Ment Health Phys Activ.
2009;2:29–36. doi:10.1016/j.mhpa.2008.11.001.
Oettingen G. Culture and future thought. Cult Psychol. 1997;3:353–81.
doi:10.1177/1354067X9733008.
Oettingen G. Future thought and behavior change. Eur Rev Soc Psychol.
2012;23:1–63.
Oettingen G, Gollwitzer PM. Strategies of setting and implementing goals:
Mental contrasting and implementation intentions. In: Maddux JE, Tangney JP,
editors. Social psychological foundations of clinical psychology. New York:
Guilford; 2010. p. 114–35.
Oettingen G, Mayer D, Sevincer AT, Stephens EJ, Pak H, Hagenah M. Mental
contrasting and goal commitment: The mediating role of energization.
Personal Soc Psychol Bull. 2009;35:608–22. doi:10.1177/0146167208330856.
Oettingen G, Sevincer T, Gollwitzer PM. Goal pursuit in the context of
culture. In: Sorrentino RM, Yamaguchi S, editors. The handbook of
motivation and cognition across cultures. San Diego: Elsevier/Academic
Press; 2008. p. 191–211.
Oettingen GA, Wittchen M, Gollwitzer PM. Regulating goal pursuit through
mental contrasting with implementation intentions. In: Locke AE, Latham G,
editors. New developments in goal setting and task performance. New York,
NY: Routledge; 2013. p. 523–48.
Papies EK, Aarts H, De Vries NK. Planning is for doing: Implementation
intentions go beyond the mere creation of goal-directed associations. J Exp
Soc Psychol. 2009;45:1148–51. doi:10.1016/j.jesp.2009.06.011.
Pearsall R, Smith D, Pelosi A, Geddes J. Exercise therapy in adults with
serious mental illness: a systematic review and meta-analysis. BMC Psychiatry.
2014;14:117. doi:10.1186/1471-244X-14-117.
Richardson CR, Faulkner G, McDevitt J, Skrinar GS, Hutchinson DS, Piette JD.
Integrating physical activity into mental health services for persons with
serious mental illness. Psychiatr Serv. 2005;56:324–31.
Roick C, Fritz-Wieacker A, Matschinger H, Heider D, Schindler J,
Riedel-Heller S, et al. Health habits of patients with schizophrenia.
Soc Psychiatry Psychiatr Epidemiol. 2007;42:268–76.
Rosenbaum S, Tiedemann A, Sherrington C, Curtis J, Ward PB. Physical
Activity Interventions for People with Mental Illness: A Systematic Review
and Meta-Analysis. J Clin Psychiatry. 2014;75(9):964–74.
doi:10.4088/JCP.13r08765.
Savla GN, Vella L, Armstrong CC, Penn DL, Twamley EW. Deficits in domains
of social cognition in Schizophrenia: A meta-analysis of the empirical evidence.
Schizophr Bull. 2013;39:979–92. doi:10.1093/schbul/sbs080.
Scheewe T, Backx F, Takken T, Jörg F, van Strater A, Kroes A, et al. Exercise
therapy improves mental and physical health in schizophrenia:
a randomised controlled trial. Acta Psychiatr Scand. 2013;127:464–73.
doi:10.1111/acps.12029.

Page 12 of 12

52. Schennach R, Meyer S, Seemuller F, Jager M, Schmauss M, Laux G, et al.
Insight in schizophrenia-course and predictors during the acute treatment
phase of patients suffering from a schizophrenia spectrum disorder.
Eur Psychiatry. 2012;27:625–33.
53. Sevincer AT, Busatta PD, Oettingen G. Mental contrasting and transfer of
energization. Personal Soc Psychol Bull. 2014;40:139–52.
doi:10.1177/0146167213507088.
54. Sheeran P. Intention-behavior relations: A conceptual and empirical review.
Eur Rev Soc Psychol. 2002;12:1–36.
55. Soundy A, Roskell C, Stubbs B, Vancampfort D. Selection, use and
psychometric properties of physical acitivity measures to assess individuals
with severe mental illness: A narrative synthesis. Arch Psychiatr Nurs.
2014;28:135–51. doi:10.1016/j.apnu.2013.12.002.
56. Soundy A, Freeman P, Stubbs B, Probst M, Coffee P, Vancampfort D. The
transcending benefits of physical activity for individuals with schizophrenia:
A systematic review and meta-ethnography. Psychiatry Res. 2014;220:11–9.
doi:10.1016/j.psychres.2014.07.083.
57. Stanton R, Happell B. A Systematic Review of the Aerobic Exercise Program
Variables for People with Schizophrenia. Curr Sports Med Rep.
2014;13:260–6.
58. Ussher M, Stanbury L, Cheeseman V, Faulkner G. Physical activity
preferences and perceived barriers to activity among persons with severe
mental illness in the United Kingdom. Psychiatr Serv. 2007;58:405–8.
59. Vancampfort D, De Hert M, Vansteenkiste M, De Herdt A, Scheewe TW,
Soundy A, et al. The importance of self-determined motivation towards
physical activity in patients with schizophrenia. Psychiatry Research.
2013;210:812–818. doi:10.1016/j.psychres.2013.10.004
60. Vancampfort D, Knapen J, Probst M, Scheewe T, Remans S, De Hert M. A
systematic review of correlates of physical activity in patients with schizophrenia.
Acta Psychiatr Scand. 2012;125:352–62. doi:10.1111/j.1600-0447.2011.01814.x.
61. Vancampfort D, De Hert M, De Herdt A, Soundy A, Stubbs B, Bernard P, et al.
Associations between perceived neighbourhood environmental attributes and
self-reported sitting time in patients with schizophrenia: A pilot study.
Psychiatry Res. 2014;215:33–8. doi:10.1016/j.psychres.2013.11.011.
62. Vancampfort D, De Hert M, Stubbs B, Ward PB, Rosenbaum S, Soundy A, et al.
Negative symptoms are associated with lower autonomous motivation
towards physical activity in people with schizophrenia. Compr Psychiatry.
2015;56:128–32. doi:10.1016/j.comppsych.2014.10.007.
63. van Os J, Kapur S. Schizophrenia. Lancet. 2009;374:635–45.
64. Warren KR, Ball MP, Feldman S, Liu F, McMahon RP, Kelly DL. Exercise
program adherence using a 5-kilometer (5 K) event as an achievable goal in
people with schizophrenia. Biol Res Nurs. 2011;13:383–90. doi:10.1177/
1099800410393272.
65. Webb TL, Sheeran P. How do implementation intentions promote goal
attainment? A test of component processes. J Exp Soc Psychol.
2007;43:295–302. doi:10.1016/j.jesp.2006.02.001.
66. Webb TL, Sheeran P. Mechanisms of implementation intention effects:
The role of goal intentions, self-efficacy, and accessibility of plan components.
Br J Soc Psychol. 2008;47:373–95. doi:10.1348/014466607X267010.
67. Wieber F, Sassenberg K. I can't take my eyes off of it. Attention attraction
effects of implementation intentions. Soc Cogn. 2006;24:723–52.
doi:10.1521/soco.2006.24.6.723.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

