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ABSTRACT
Lifestyle-related behaviours—such as sedentary 
behaviour, physical inactivity, poor nutrition, disrupted 
sleep and substance use—are increasingly recognised 
as important factors in the onset and persistence of 
mental illness. Evidence for the efficacy and cost-
efficiency of lifestyle interventions in mental health 
is growing, and such approaches are now embedded 
in international guidelines and endorsed by major 
health organisations and associations as ’lifestyle 
psychiatry’. Nevertheless, despite this progress, these 
interventions remain underused in mental healthcare and 
support. One contributing factor is the lack of a shared 
conceptual understanding of ’lifestyle psychiatry’, which 
risks fragmented practice, inconsistency in research 
and uncertainty around its role in policy, care and 
support. This paper presents a conceptual framework 
for lifestyle psychiatry, developed through an iterative, 
collaborative process involving 43 contributors across 
15 countries, representing clinical, academic, policy and 
lived experience expertise. The framework defines core 
domains, outlines key challenges to behaviour change 
specific to mental health populations and emphasises 
multilevel and equity-oriented approaches. It aligns with 
person-centred and recovery-oriented care and serves 
as a shared reference point for practical application 
and future development. With this, we aim to support 
the structured, context-sensitive integration of lifestyle 
psychiatry into mental healthcare and support.

INTRODUCTION
Despite advances in treatment, many people living 
with mental illness continue to face significant 
challenges.1 Preventive strategies have also yielded 
limited progress. Modifiable health behaviours—
such as sedentary behaviour, physical inactivity, 

poor quality nutrition and sleep and substance use 
(including smoking)—are linked to the onset and 
persistence of mental illness.2

Lifestyle interventions hold growing clinical 
and economic value for improving mental health. 
They complement their established role for phys-
ical health conditions—especially relevant for those 
at higher risk for or living with mental illness.3 
They may support recovery, prevent deterioration 
and improve long-term stability.2 This has led to 
the inclusion of lifestyle strategies in mental health 
guidelines across global, regional and national 
levels.4–11

While lifestyle medicine has traditionally focused 
on chronic physical conditions,12 13 its application 
to mental health remains limited. The growing 
attention to ‘lifestyle psychiatry’—reflected in 
recent initiatives by the World Psychiatric Associ-
ation, WHO and national bodies11 14–17—signals 
momentum for change. However, consensus on 
what constitutes ‘lifestyle psychiatry’ is still lacking. 
Previous definitions have helped shape the field 
by situating lifestyle psychiatry within lifestyle 
medicine and offering pragmatic frameworks 
that highlight key lifestyle domains and the rele-
vance of behaviour change across mental health 
contexts.12 13 18–20 However, they reflect varied, 
often emergent perspectives and differ in emphasis 
and scope. The term ‘lifestyle’ itself has different 
meanings across cultures and sectors, from personal 
behaviour to wellness trends, further complicating 
consistent use in clinical and policy settings.18 
Without a clear conceptual framework, lifestyle-
related approaches risk remaining vague, overly 
broad or misinterpreted, either by implying personal 
blame or becoming distorted by commercial, ideo-
logical or popular media narratives that undermine 
their clarity and role in care and support.
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A shared conceptualisation can help prevent conceptual 
drift and foster alignment across scientific, clinical and policy 
domains. Therefore, we aimed to provide a conceptual founda-
tion to guide the development and integration of lifestyle psychi-
atry in research, practice and policy.

METHODS
The development of this framework was guided by an iterative, 
participatory consultation process involving 43 coauthors across 
15 countries, representing diverse expertise in mental health-
care, research, policy and lived experience. Grounded in earlier 
work within lifestyle medicine and its definitions, this initiative 
aimed to translate these foundations into a field-specific frame-
work for lifestyle psychiatry.

An initial structure and conceptualisation were drafted by the 
first author, informed by a narrative scoping of relevant liter-
ature—including back-and-forward citation tracking to iden-
tify key sources and foundational concepts—supplemented by 
clinical experience and engagement with emerging discussions 
in the field. The written output was shared with the broader 
author group for reflection, discussion and input. Across seven 
iterative feedback rounds—including written feedback through 
comments or direct edits, as well as consensus-driven editing—
authors refined the framework’s core domains, underlying 
principles and key barriers to implementation in mental health 
contexts. This process was collaborative, multidisciplinary and 
grounded in shared expertise, transparency and critical dialogue. 
In addition to group-wide review rounds, targeted discussions 
in smaller groups or one-on-one were held as needed to address 
specific content areas or feedback points. Key decisions were 
documented and circulated with each draft.

Although no formal consensus methodology (eg, Delphi 
or nominal group technique) was used, the process followed 
key principles of collaborative framework development. The 
resulting structure reflects a synthesis of shared experiences, 
literature-based reasoning and interdisciplinary dialogue, with 
a focus on supporting conceptual clarity, clinical relevance and 
cross-contextual applicability.

PRESENTATION
Lifestyle medicine as a basis for informing lifestyle psychiatry
Lifestyle psychiatry is considered a branch of lifestyle medicine 
that focuses on the context of mental healthcare and support. 
Therefore, it is helpful to first briefly outline the broader princi-
ples of lifestyle medicine before delineating the scope and direc-
tion of lifestyle psychiatry.

Multiple definitions of lifestyle medicine are in circulation, 
with two predominant interpretations emerging. One by Egger 
et al,21 informing the Australasian Society of Lifestyle Medicine 
(ASLM),22 and Guthrie,23 underpinning the American College of 
Lifestyle Medicine (ACLM) and the Lifestyle Medicine Global 
Alliance24 25 (see table  1). Both position lifestyle medicine as 
a foundational component of conventional care rather than a 
separate or alternative discipline.

Despite shared principles, they differ in emphasis. For 
example, Egger et al included public health, explicitly recog-
nising structural and societal influences on health, helping to 
avoid simplistic views of individual responsibility or ‘choice’. 
This reduces the risk of individual ‘blame’ often associated with 
lifestyle-related illness.21 26 Guthrie placed greater emphasis on 
chronic disease and the importance of evidence-based interven-
tions, helping to protect the field from commercial distortion or 
poorly supported practices.26 A synthesis of both approaches—
for example, evidence-based interventions and involving envi-
ronmental factors—is preferable.23 Recognising environmental 
factors and the necessary quality assurance, both the ASLM and 
ACLM add social connectedness and involvement of trained 
professionals as important factors.22 24

Conceptualising lifestyle psychiatry
Lifestyle psychiatry applies the principles of lifestyle medicine to 
support the health and well-being of people at higher risk for or 
living with mental illness, integrating interventions that promote 
a healthy lifestyle across all phases of care and support, while 
being responsive to their unique needs and lived experiences.

To support the need for a clear conceptualisation of lifestyle 
psychiatry, as proposed in this paper, figure  1 visualises key 
barriers to lifestyle change commonly faced by people at higher 
risk for or living with mental illness. While some also apply 
to other vulnerable populations, such as individuals living in 
poverty or facing chronic physical illness, they tend to be more 
pronounced and interrelated in the context of mental illness—
underscoring the need for a dedicated approach. Grounded 
in ecological models of health behaviour, the figure illustrates 
how lifestyle behaviour is shaped by individual, interpersonal, 
community/environmental and policy/societal influences, rein-
forcing the need for multilevel action. While not all barriers are 
detailed here, they reflect recurring themes drawn from clinical 
experience, implementation research and perspectives from 
health professionals and lived experience2–4 6 7 27 and highlight 
potential leverage points for intervention within mental health 
systems. Addressing these barriers effectively often requires 
tailored approaches to fluctuating motivation, cognitive capacity, 
self-stigma, discrimination and structural limitations—factors 
especially relevant to the sustainability of lifestyle interventions 
in the context of mental healthcare and support. Building on the 
definition of lifestyle medicine, we propose a conceptual defini-
tion of lifestyle psychiatry below, which we subsequently break 
down into its core components to clarify the rationale behind 
each element.

Lifestyle psychiatry is the application of individually tailored, single 
or multiple evidence-based lifestyle interventions, including—but 
not limited to—a healthy diet, regular physical activity, adequate 
sleep, stress management, reduction and avoidance of harmful sub-
stance use, and meaningful social connectedness—for the preven-
tion, treatment, and recovery support of individuals at higher risk 
for or living with mental illness. These interventions may be self-led 
or delivered by qualified professionals and supported by systems 

Table 1  Definitions of lifestyle medicine

Egger et al21* The application of environmental, behavioural, medical and motivational principles to the management (including self-care and self-management) 
of lifestyle-related health problems in a clinical and/or public health setting.

Guthrie23† The use of evidence-based lifestyle therapeutic approaches, such as predominantly whole food, plant-based diet, physical activity, sleep, stress 
management, tobacco cessation and other non-drug modalities to prevent, treat and, oftentimes, reverse lifestyle-related chronic diseases.

*Basis for, for example, Australasian Society of Lifestyle Medicine.
†Basis for, for example, American College of Lifestyle Medicine and Lifestyle Medicine Global Alliance.
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and policies that address both individual and broader socioecolog-
ical factors, aligned with existing mental healthcare and support.

The application of individually tailored, single or multiple evidence-
based lifestyle interventions
The conceptual foundation of lifestyle psychiatry rests on 
evidence-based interventions. As discussed earlier, this anchors 
the field in approaches with demonstrated clinical relevance and 
avoids inclusion of practices that are poorly supported or diluted 
by commercial, ideological or popular narratives. At the same 
time, evidence should not be interpreted too overly narrowly. 
Particularly in the context of lifestyle interventions, spanning 
multiple domains and system levels, there must be room for 
innovation, cultural relevance and adaptation to reflect the 
diversity of human experiences.

Lived experience plays a key role in this regard. Individ-
uals at higher risk for or living with mental illness often face 
fluctuating motivation, self-stigma, discrimination and access 
barriers, which directly affect effectiveness and implementation 
in real-world settings. Experiential evidence from lived experi-
ence should inform the design of interventions to ensure they 
are acceptable, accessible and feasible across diverse contexts. In 
addition, valuable theoretical and practical insights may also be 
drawn from other medical fields in which lifestyle management 
forms a cornerstone of treatment and prevention.12

Including—but not limited to—a healthy diet, regular physical 
activity, adequate sleep, stress management, reduction and 
avoidance of harmful substance use, and meaningful social 
connectedness
These domains represent modifiable behaviours with robust 
evidence for their influence on physical and mental health 
outcomes in people at higher risk for or living with mental 

illness.2–4 6 7 27 While the listed behaviours are core targets in 
line with lifestyle medicine, the phrasing ‘but not limited to’ 
signals the field’s evolving nature and accommodates addi-
tional health-related behaviours where relevant and supported 
by evidence, such as work-directed activities and green 
prescriptions.4

Another critical consideration is that in some condi-
tions, lifestyle-related behaviours are deeply interwoven 
with psychopathology and require nuanced application. 
For example, people at higher risk of or living with mental 
illness are more vulnerable to developing substance depen-
dence,28 29 and eating disorders involve disrupted relation-
ships with food, weight and body image. While lifestyle 
psychiatry emphasises healthy behaviours, these domains 
must be approached with caution in such contexts to avoid 
oversimplification or unintended harm.3 4 6 When appropri-
ately applied, lifestyle psychiatry can complement special-
ised care by fostering structured, health-oriented routines 
that support symptom management, improve functioning 
and contribute to recovery.

Finally, the inclusion of meaningful social connected-
ness is particularly salient to mental health. This domain is 
increasingly recognised in clinical guidelines for its impor-
tance to mental health.4 Beyond interpersonal relationships, 
emerging models highlight connections to nature, commu-
nity, culture, spirituality and self as essential subcompo-
nents.30 We also emphasise meaningful connection, as digital 
technologies like smartphones and social media increasingly 
shape how people relate to others. While they can offer 
support, they may also increase the risk for depressive 
symptoms, anxiety and lifestyle disruption, particularly in 
young people.31–34 Lifestyle psychiatry must therefore not 
only promote engagement, but also help individuals develop 

Figure 1  Conceptual model informed by ecological frameworks of health behaviour,47 48 illustrating selected (non-exhaustive) barriers and example 
interventions at different levels relevant to lifestyle psychiatry, reflecting key insights from consolidated findings of recent evidence syntheses and 
expert guidance.2–4 6 7 27 *Evidence-based, multiphase application (from prevention to recovery), self-led and/or professionally supported, person-
sensitive and context-sensitive delivered.
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forms of connection that are meaningful, appropriate and 
supportive of mental well-being.

For the prevention, treatment and recovery support of individuals at 
higher risk of or living with mental illness
Lifestyle psychiatry spans the full continuum from prevention 
to treatment and recovery support for individuals at higher risk 
of or living with mental illness. Lifestyle-related behaviours 
contribute to both the development and treatment of mental and 
physical health conditions. In mental healthcare and support, 
these interventions have been shown to influence not only core 
psychiatric symptoms but also broader outcomes such as quality 
of life and psychosocial and cognitive functioning.2–4 7

In practice, lifestyle psychiatry is typically applied in secondary 
and tertiary prevention, treatment and recovery support. This 
includes settings ranging from clinical care to community-
based services, including those supporting people with severe 
and persistent mental illness.7 Interventions may be delivered 
at different levels (see examples in figure 1) to support protec-
tive lifestyle behaviours. Examples include peer-led activity 
groups in inpatient settings, tailored nutrition education in early 
intervention services, or social prescribing (ie, referral to non-
clinical services such as walking clubs or community gardens). 
Supporting recovery also requires attention to psychosocial and 
cultural dimensions that—although extending beyond lifestyle 
alone—substantially shape health behaviour. An individual’s 
sense of meaning and purpose, experiences of social exclusion, 
discrimination or perceived loss of identity or cultural connec-
tion can profoundly affect their motivation and capacity for 
behaviour change.35 These factors often determine whether, how 
and why individuals engage with any form of care—including 
lifestyle-based approaches. Actively considering these influences 
improves personal and cultural relevance and enhances sustain-
ability and impact across diverse settings.35

Taken together, this highlights that lifestyle psychiatry is not 
solely about symptom relief, but also about enabling people to 
pursue well-being and meaningful participation in daily life.

These interventions may be self-led or delivered by qualified 
professionals
These interventions may be self-led or facilitated by professionals, 
depending on individual needs, preferences and capacities. 
Self-led strategies are consistent with chronic care models and 
include behaviour changes initiated and maintained by individ-
uals themselves. These approaches can be effective, particularly 
when supported by accessible resources such as psychoeducation, 
peer-led programmes and tools providing feedback, monitoring 
or reinforcement of progress (eg, digital applications, structured 
self-reporting or community-based programmes).

However, self-led efforts may require guidance and monitoring 
to ensure they are safe, effective, evidence-based and clinically 
appropriate—particularly in complex or comorbid presenta-
tions. Challenges such as symptom burden, fluctuating motiva-
tion or difficulty navigating health information may otherwise 
limit effectiveness. Individuals at higher risk for or living with 
mental illness often face additional, non-volitional barriers 
complicating self-management. These include symptoms such 
as fatigue, low motivation, cognitive impairment, side effects 
of psychotropic medication (eg, weight gain, sedation, appe-
tite dysregulation) and functional limitations that interfere with 
healthy routines (see figure 1). These challenges are consistently 
reflected in lived experience accounts, which emphasise the need 
for tailored, proactive support in lifestyle change.2 3 6 27 36

Therefore, the role of qualified professionals remains essen-
tial in promoting equitable access and sustainable outcomes. 
Interventions led by qualified professionals tend to show greater 
adherence and effectiveness than more generalist involve-
ment.2 6 7 11 37–40 While backgrounds of ‘qualified professionals’ 
vary by context, their expertise ideally spans three domains: 
knowledge of lifestyle behaviours (eg, physical activity, nutri-
tion), understanding of mental illness and its functional impact, 
and skills in behavioural change. Examples include allied health 
professionals (eg, dietitians, physiotherapists, exercise physiol-
ogists), mental health professionals (eg, psychologists, psychia-
trists, nurse practitioners) trained in lifestyle behavioural change 
and trained peer workers with lived expertise. Their involve-
ment helps tailor interventions to individual capacities and 
preferences and adapt to complex needs across settings, thereby 
improving access, feasibility and impact. Recent global policy 
highlights the need for broader workforce inclusion in systems 
providing mental healthcare and support—including profes-
sionals with expertise in lifestyle-related interventions.17 Task-
sharing, in which specific responsibilities are redistributed across 
this wider professional base, is especially relevant to lifestyle 
psychiatry. It can enhance implementation, reduce the burden 
on overstretched traditional roles and enable more contextually 
appropriate and sustainable delivery.6 Within this model, refer-
ring or prescribing professionals—such as general practitioners, 
psychiatrists, psychologists or nurse specialists—continue to play 
a central coordinating role. Rather than delivering every compo-
nent themselves, they are vital in identifying opportunities for 
lifestyle interventions, initiating referrals, facilitating interdisci-
plinary collaboration, supporting training efforts and advocating 
for system-level integration.

To be most effective, this tailoring should be informed by 
co-design with people with lived experience. This enhances 
individual, cultural and contextual fit across life stages and 
service settings.6 Importantly, individual support must be paired 
with awareness of structural factors that shape behaviour. This 
helps avoid narratives of personal blame and acknowledges that 
mental health and lifestyle outcomes arise from complex, inter-
secting causes. Attributing responsibility solely to the individual 
can be unhelpful, inaccurate or even unjust.2 Recognising this 
complexity is crucial in building more inclusive and supportive 
models of care and support, as also discussed in the following 
section.

Supported by systems and policies that address both individual and 
broader socio-ecological factors
To be truly effective and equitable, lifestyle interventions must 
be embedded within environments that make healthy choices 
more accessible, achievable and sustainable. Determinants 
such as poverty, food insecurity, housing instability, discrimina-
tion, unemployment, poorer health literacy and limited access 
to healthcare and safe and health-supporting environments 
exert strong influence on both mental health and lifestyle risk 
behaviours.2–4 6 12 41–43 These determinants often lie beyond 
individual control and disproportionately affect people expe-
riencing or vulnerable to mental illness. If lifestyle psychiatry 
interventions focus solely on individual behaviour, they risk 
widening existing health inequalities: those with fewer barriers 
tend to benefit more, while those in greatest need are excluded 
or underserved.3 6 26 44 Following the principle of proportionate 
universalism (ie, providing universal interventions scaled to 
need), achieving equity and impact requires action on both indi-
vidual and structural levels (see figure 1 for examples).42
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Health and social care systems share responsibility for 
reducing contextual obstacles and creating supportive struc-
tures for health-promoting behaviour. Yet in many contexts, 
these systems still fall short, particularly for individuals facing 
intersecting disadvantages. Addressing this requires coordinated 
efforts across healthcare, community and policy sectors.2–4 6

While broader policy and societal shifts are essential for 
long-term sustainability, it is important to recognise that mean-
ingful systemic action can start within the immediate context of 
support and care. Teams and community-based services—across 
healthcare, social care, education and outreach contexts—can 
start adapting local practices, workflows, policies and environ-
ments to better support healthy behaviour. Many successful 
initiatives have emerged in such local settings, gradually building 
momentum for broader structural shifts.

Recent international examples demonstrate that targeted 
lifestyle interventions can be implemented effectively even in 
low-resource or high-risk contexts and among marginalised 
populations, such as inpatient mental health wards, community 
clinics or refugee settings.6 45 46 Nonetheless, sustainable prog-
ress depends on institutional and societal commitment, including 
the removal of systemic barriers, supportive policies, viable 
financial reimbursement models, structural funding mechanisms 
and organisational leadership. Without these foundations, local 
innovations risk remaining fragmented or unsustainable over 
time.

Aligned with existing mental healthcare and support
Lifestyle psychiatry is not a new, separate discipline, but a foun-
dational component of quality care and support for people with 
mental health challenges. While it draws on the broader founda-
tion of lifestyle medicine, it is embedded within the context of 
mental healthcare and support and complements existing thera-
peutic approaches. It offers a structured, evidence-informed way 
to address modifiable behaviours that impact both mental and 
physical health. Rather than an optional add-on, lifestyle psychi-
atry is relevant to all stages and types of mental illness, contrib-
uting directly to treatment, recovery and quality of life. While 
much of the clinical evidence involves adjunctive use, addressing 
lifestyle behaviours is not merely complementary, but essential: 
neglecting factors such as physical inactivity, poor diet, disrupted 
sleep or social isolation can undermine treatment and delay or 
limit recovery outcomes.2 4 6 Rather than operating in isolation, 
lifestyle psychiatry aligns with widely adopted principles in 
mental healthcare and support, such as recovery-oriented care, 
collaborative treatment planning and patient empowerment. 
These approaches share a focus on supporting individuals to live 
meaningful, self-directed lives despite ongoing challenges.

Importantly, lifestyle interventions can be embedded in 
personalised care plans and monitored using structured assess-
ments, outcome measures and documentation practices, just as 
with pharmacological or psychotherapeutic interventions. In this 
way, lifestyle psychiatry complements—not replaces—existing 
approaches and helps ensure care and support better reflects the 
complexity of recovery and well-being.

DISCUSSION
This paper offers a conceptual foundation for lifestyle psychi-
atry—an emerging field that builds on the principles of lifestyle 
medicine, while explicitly addressing the unique barriers and 
opportunities within mental healthcare and support. While the 
development process was participatory and iterative, involving 
experts across 15 countries, it did not follow a formal consensus 

methodology. Moreover, despite broad international involve-
ment, certain regions and perspectives may still be underrep-
resented. A key strength of the framework lies in the diversity 
of its contributors, spanning clinical, academic, policy and lived 
experience perspectives, and the transparency of its develop-
ment process.

By defining its scope and rationale, we aim to foster greater 
clarity, coherence and credibility across research, clinical prac-
tice and policy. Although increasingly recognised by interna-
tional professional organisations, lifestyle psychiatry remains 
underused in mental health systems. Continued efforts are 
needed to embed lifestyle-based approaches in care pathways, 
professional training and structural policies, ensuring that such 
interventions are accessible, sustainable and responsive to the 
needs of people at higher risk for or living with mental illness. 
These efforts must also be grounded in co-design with people 
with lived experience, enabling the development of interven-
tions, environments and policies that are not only effective, but 
also empowering, equitable and relevant to end users. Advancing 
lifestyle psychiatry in this way offers a meaningful path toward 
more holistic, person-centred and health-promoting mental 
healthcare and support that is responsive to diverse lived experi-
ences and needs of the people it aims to serve.
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