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Exercise and mental health: It’ s just not psychology!
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Exercise has been suggested as an eþ ective adjunctive treatment for a range of mental health conditions. In this
study, we explored the perceptions of exercise held by course directors of doctoral training programmes
in clinical psychology in England. Given the exploratory nature of the study, we used a qualitative design
incorporating semi-structured interviews. Although most participants held favourable attitudes regarding
exercise, this was related more to exercise being seen as a positive lifestyle activity that is worth encouraging,
rather than exercise being recommended as an adjunctive treatment for mental health problems. Inductive
analysis identi® ed four themes that underpinned such a response: inconsistent positions on the evidential criteria
used to evaluate the role of exercise, which masked themes regarding the perceived `simplicity’ of exercise interventions, a practical adherence to a mind± body dichotomy, and the incompatibility of exercise with traditional
models of understanding and treating clinical conditions. The barriers we have highlighted will continue to
hinder the consideration of exercise as a common therapeutic adjunct at present. Although further research is
required to examine the relationship between exercise and mental health, consideration must also be given to
how such research should be disseminated to mental health professionals.
Keywords: clinical psychology, exercise, perceptions, therapy.

Introduction
One of the noticeable trends in the sports sciences over
the past decade or so has been the interest shown
in physical activity and exercise for health. This is not
only re¯ ected in the addition of the word `exercise’ to
some journal titles and professional organizations, but a
clear reference to exercise as a legitimate focus for
research in journals that do not refer to exercise in their
title, such as the Journal of Sports Sciences. Biddle’s
(1997) analysis of research trends in two international
sport and exercise psychology journals during the 1990s
showed that the topic of `exercise and mental health’
increased in frequency by 400% from the late 1980s to
the early 1990s. In addition to such research trends,
sport and exercise scientists have increasingly been
concerned with the professional application of their
work, such as sport psychologists applying principles
of psychology for the enhancement of performance
in sport. Some of this work has been conducted so
* Author to whom all correspondence should be addressed. e-mail:
g.e.j.faulkner@exeter.ac.uk

that it leads to appropriate evaluation and dissemination in research journals. In the same way, those
working in exercise science are reinforcing their
links with health professionals. This increasing diversity
is a sign of maturation and has involved greater
collaboration between researchers and practitioners
from diþ erent disciplines within and outside the sport
and exercise sciences. The application of sport and
exercise knowledge, therefore, needs to address both the
sports science community and those working in other
associated ® elds.
For example, the authors of a recent review were
left questioning why exercise had not become a more
popular treatment alternative considering the strength
of their reviewed evidence (Tkachuk and Martin,
1999). The case for exercise and physical health is
widely accepted by medical authorities. In addition,
there is growing research evidence that exercise can
promote mental health and serve as an adjunctive
treatment for various conditions, such as depression,
anxiety and schizophrenia. Although methodological
concerns exist, there is cautious optimism regarding the
potential eý cacy of exercise as a therapeutic possibility
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(Martinsen, 1995; Burbach, 1997; Craft and Landers,
1998). It has been estimated that the cost of mental
health problems for 1996± 97 was over £32 billion (NHS
Executive, 1996). At any time, one in seven adults
is experiencing a mental health problem (OPCS,
1995). The potential role of exercise in alleviating this
® nancial burden and improving quality of life deserves
attention.
The recently released Physical Activity and Mental
Health Consensus Statements (Biddle et al., 2000;
Mutrie, 2000) suggest, among other assertions, that
there is support for a causal link between exercise
and reduced depression in clinical groups. However,
as Lomas (1991, p. 55) remarked, `words, whether
credible or not, rarely ¯ ow automatically into action’ . In
reviewing the dissemination of consensus statements,
Lomas concluded that consensus recommendations
have little impact on the behaviour of practitioners,
since their dissemination generally relies on the
existence of information-seeking practitioners who are
rational and highly motivated.
Regardless of any mental health bene® t, exercise
should be promoted, since the physical needs of
psychiatric clients are often underserved (Karasu et al.,
1980) and there is little evidence that health promotion
eþ orts are being targeted at mental health populations
(e.g. Brown et al., 1999). Currently, the inclusion
of physical activity in structured rehabilitation programmes or as a component of care programmes is
not a nationally applied standard in the UK. Hale
(1997) failed to mention exercise at all in discussing the
treatment of depression in the UK, and the American
Psychiatric Association has not endorsed the role of
exercise in treating mental illness such as depression
(Dishman, 1995). As in the broader context of health
promotion research, such reluctance is probably
due to an overemphasis on eý cacy studies, with
little attention being given to the development and
evaluation of eþ ective methods for broader dissemination and diþ usion of related ® ndings (Oldenburg
et al., 1999).
This is essential, as research suggests that most individuals do not evaluate a change in practice solely on the
basis of scienti® c studies of its consequences (Rogers,
1995). Rather, the consistency of the innovation with an
individual’ s attitudes and beliefs might become critical
to understanding how an evidence-based adjunctive
therapy, such as exercise, is to become a more popular
treatment alternative. We need to understand how
exercise is viewed through the eyes of those who may act
on the evidence supporting exercise. However, little
research exists concerning the perceptions of such
evidence held by mental health professionals, the
barriers to application or even how such research would
be applied.
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Attitudes regarding exercise as therapy
Limited research in the United States has explored
therapists’ attitudes to exercise and their own exercise
involvement (Royak-Schaler and Feldman, 1984;
Barrow et al., 1987; Burks and Keeley, 1989; McEntee
and Halgin, 1996). These studies were all small
self-report surveys that used diþ ering de® nitions of
exercise. However, it is encouraging that `exercise as
therapy’ was considered appropriate by many therapists,
with the most signi® cant exercise promotion occurring
through those who exercised regularly themselves
(McEntee and Halgin, 1996). Finally, there may be
diþ erential attitudes towards exercise depending on
therapeutic orientation (Barrow et al., 1987). Barrow
and co-workers found that cognitive-behavioural and
humanistic psychologists were more likely to recommend exercise to patients than those with psychodynamic and psychoanalytic orientations.
In the most comprehensive study to date, McEntee
and Halgin (1996) concluded that `many therapists
simply do not see their work as pertaining to the body’
(p. 55) and that `topics such as exercise are viewed as
unimportant by some mental health workers who fail
to appreciate the relationship between physical and
psychological health’ (p. 58). They suggested this may
be due to increased specialization in the health ® elds.
While greater connections are made between various
health behaviours in general, many physicians and
psychologists retain a narrow scope of specialization,
failing to appreciate the interrelationship between the
body and the mind. As Baerveldt and Voestermans
(1996, p. 693) suggest, `the body as such is hardly a
subject matter for psychology. Psychology is a science
ª buried in thoughtº ’ . Furthermore, psychology, with its
emphasis on positivistic, scienti® c methods of research
(Nicolson, 1995; Murray and Chamberlain, 1998),
can serve to reinforce mind± body dualism through
its objectivist stance (Yardley, 1999). Accordingly,
the body and, possibly by implication, exercise, may
be ignored in traditional formulations of treatment
(Faulkner and Biddle, 1999).
In the UK, clinical psychologists can be key stakeholders in the therapeutic process and are often involved
in the development of treatment programmes. They
may be essential in legitimizing the inclusion of exercise
within care packages for clients and supporting access
to physical activity. The aim of this exploratory study,
therefore, was to assess perceptions of the use of exercise
as an adjunct therapy. Speci® cally, course directors of
doctoral training programmes in clinical psychology
were targeted to delimit sample selection. Their courses,
in partnership with clinical placement, are the primary
sources of treatment dissemination. Although not the
goal of qualitative research, we hoped our results would
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illuminate how exercise could be perceived by mental
health professionals in general rather than by clinical
psychologists in particular. These professionals will
be an important resource for community interventions
designed to increase physical activity in a neglected
population and will be essential in legitimizing the
inclusion of exercise within care packages for clients
and supporting access to physical activity. Fox (2000)
concurs that exercise is rarely used as a form of treatment for mental disorders such as depression and that
the reasons for this are not entirely clear. This paper
seeks to redress this gap in our knowledge.

Methods
Orientation
An idiographic methodology was considered most
appropriate to understand the views of professionals.
Giving clinical psychologists an opportunity to discuss
their perceptions of exercise was seen as critical to
helping us, as exercise scientists, begin to develop an
understanding of how exercise is framed and how dissemination attempts may be shaped to accommodate a
range of beliefs. Our paradigmatic assumptions consider
reality to be multiple and knowledge to be socially
constructed. Consequently, interpretations will vary
according to the context in which data are collected and
analysed and are ultimately imbued with subjectivity
(Madill et al., 2000). Given the exploratory nature of
the study and the interest in focusing on the words and
meanings of participants, how exercise is `talked’ about
becomes more salient than any suggestion of irrevocable
truth regarding attitudes towards exercise. As Wolcott
(1990, p. 130) suggested, `We are better oþ reminding
readers that our data sources are limited, and that our
informants have not necessarily gotten things right
either, than implying that we would never dream of
reporting an unchecked fact or unveri® ed claim’ . The
interpretations we oþ er are partial and situated, rather
than universal knowledge (Stake, 1994).
As researchers, there were several ways in which we
were ® rmly located within the research process. The
current study was conceptualized after the ® rst author
had worked in a mental health setting and delivered an
exercise intervention (Faulkner and Sparkes, 1999).
The intervention was deemed successful by mental
health colleagues, yet no attempt was made to develop
further opportunities for physical activity. Barriers such
as time constraints were certainly an issue, but more
subtle and complex issues appeared to underline this
reluctance. From this experience and our knowledge of
the research literature, we believe exercise can play a
useful adjunct to traditional forms of treatment for some

individuals with a mental health concern but that it
is not a panacea. Such an orientation clearly drove the
creation of the present study to understand more about
how mental health professionals view exercise as an
adjunctive therapy.
Participants
The course directors for all English doctoral programmes in clinical psychology (n = 21, as identi® ed by
the clearing house for postgraduate courses in clinical
psychology) were each sent a letter explaining the nature
of the project. All individuals who expressed a willingness to participate were included in the study. In total,
15 course directors were interviewed over a period of
5 months, in addition to one lecturer who was delegated
the task by their course director. Two assistant directors,
two lecturers and a course director of a Doctoral
Conversion programme in clinical psychology were
also interviewed. Course directors representing four
institutions declined to participate and another could
not be contacted. Lack of time was given as the reason
for non-participation. Therefore, the response rate for
courses covered was 76%. In total, 9 women and 12
men were interviewed, who had a mixture of academic
and service experience and wide research interests.
Procedures
A standardized format was initially developed for
the interview schedule (copies available from G.F.),
although the presentation of topics sometimes varied
and ¯ exibility was allowed in probing interesting issues
that arose. In keeping with an emergent design, the
schedule was continuously adapted on the basis of each
interview. Within each interview, three topics were
examined through open-ended questions: (1) general
perceptions of exercise as a therapeutic modality
(e.g. `Would you consider exercise to be an adjunctive
therapy for depression?’ ); (2) the inclusion of exercise
within course curricula (e.g. `Are you aware of
exercise being discussed on your course?’ ); and (3) a set
of questions covering the promotion of exercise in
clinical practice (e.g. `Have you ever recommended
exercise in clinical practice?’ ). A series of secondary
questions and probes was also used when appropriate.
Given the dominance in the literature of studies of
exercise and depression, this clinical condition was often
referred to as a prompt.
Interviews were conducted by the ® rst author over
the telephone. Although face-to-face interviews are
preferable, they can be diý cult to organize and set up.
This may be particularly true when trying to access busy
professionals, maintaining longitudinal contact or when
participants are spread widely geographically making
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travel expensive. Telephone interviews are accepted as
an alternative and suitable mode of data collection
(Marcus and Crane, 1986; Groves et al., 1988).
All participants expressed a preference for a telephone interview and gave verbal consent to having their
interview recorded on audiotape. Con® dentiality was
ensured and a suitable time organized for the interview to take place. Because of the busy schedules of the
interviewees, we believed telephone interviews would
provide a higher response rate and allow a greater
geographical area to be covered at minimum expense. In
addition to the pragmatic reasons for this choice, fewer
negative eþ ects have been reported with telephone
interviewing. For example, social desirability is reduced,
since the visual characteristics of the interviewer cannot
be observed (Groves and Kahn, 1979). Conversely,
there is some evidence that open-ended questions
asked over the telephone produce less detailed answers.
Marcus and Crane (1986) concluded that, at least when
initial contact had been made in person rather than
through `cold calls’ : (1) response diþ erences between
telephone and face-to-face interviews have generally
been modest; (2) for reports of health and illness
behaviours, there is no conclusive evidence that telephone interviews provide less valid data than in-person
interviews; (3) diþ erences in the mode of interview
for response burden and interviewer eþ ects are not
especially noteworthy.
The lack of `face-to-face’ contact is a potential weakness, although it is diý cult to ascertain how interview
studies typically use this information, if at all, in their
analysis procedures. In some cases, this lack of contact
may bene® t data collection. For example, Carr (1999)
reported 29 telephone interviews with patients discussing their experiences of pain 6 weeks after discharge
from hospital. For Carr, the data elicited were of a
richness and depth not achieved with face-to-face semistructured interviews. Three reasons were suggested
for this: the anonymity oþ ered by the telephone; the
distance from care, in that the patients were less worried
about criticizing the system; and less chance of the
interviewer interrupting meant that pauses might have
helped the respondents relax and talk more openly.
In the present context, given the time constraints
on the participants and the good response rate that
was achieved, telephone interviews were considered
acceptable for an exploratory study of the perceptions
held of exercise. Telephone interviews have also been
reported to be satisfactory in collecting data on exercise
prescription scheme participation (Martin and WoolfMay, 1999) and the retirement experiences of elite
gymnasts (Kerr and Dacyshyn, 2000).
As with interviewing face-to-face, several strategies
were tested and developed. Initially, two pilot interviews
were conducted with a mental health professional to
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gain experience of telephone interviewing and speci® c
feedback about the content of the interview and the
process of the telephone recording. Feedback about
the content of the interview and its process was sought;
this allowed the interview technique to be revised. In
particular, further opening questions were introduced
to oþ er respondents suitable time to discuss their own
personal histories, research interests and current roles,
to develop rapport and provide them with time to adjust
to the nature of the interview.
After each interview, re¯ ections about the interview
were noted in a ® eld diary, which was used to inform
ongoing analysis. Three issues need elaboration. Methodologically, initial re¯ ections identi® ed the potential
of rushing through the interview. Given no visual cues,
interactions may be rushed to provide continuity
(Groves and Kahn, 1979). As Marcus and Crane
(1986) suggested, deliberate reminders were given to
respondents to take their time and the number of interview probes was increased. Secondly, the emergent
design allowed ¯ exibility in pursuing new avenues
of inquiry as data collection proceeded. The notion of
`compatibility’ , as discussed below, arose from these
® eld notes and became an issue that was developed
in later interviews. Finally, the ® eld notes raised
issues about the way in which the participants talked
about the evidence for exercise. Examples of show concessions (Antaki and Wetherell, 1999) were noted,
where respondents would make a show of conceding
that exercise may be bene® cial for depression before
reprising initial doubts. Speci® cally, this can be an
oþ ensive conversational structure that acts as a
cheapener ± making something a concession serves
to devalue the opposing case (Antaki and Wetherell,
1999). This study makes no claims to conversation
analysis (Sacks, 1992), but such awareness helped
develop the evidential theme. Nebulous reference to
the `evidence’ was often used to discount the potential
of exercise as an antidepressant.
Analysis
The audiotaped interviews were transcribed and then
scrutinized through a process of close reading so as to
become immersed in the data and understand the participants’ perceptions. Initially, inductive analysis was
used to identify, code and organize themes arising from
the raw data, with quotations serving as units of analysis
(Maykut and Morehouse, 1994; Coþ ey and Atkinson,
1996). The interview transcripts were broken down into
discrete units and coded within each transcript. Each
code was based on the actual words of the respondent.
These codes, tagged by initials, page and line number,
were then examined and organized into themes. This
was done using the constant comparative method
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(Glaser and Strauss, 1967) to compare and contrast
each coded data unit to allow categorization into new
themes. Drawing on ® eld notes and using this constant
comparison approach across responses from all of the
participants assisted the development of plausible interpretations from the data (Wolcott, 1994) concerning
perceptions of exercise. Relationships between these
interpretations were grounded in the data (Strauss and
Corbin, 1994) and form the basis of the `Outcomes’
section in this paper. Throughout the analysis, these
interpretations were also shared and discussed with
the second author as a critical friend to challenge the
identi® ed themes and their connections and to develop
notions of authenticity, ® delity and believability
(Sparkes, 1998). Finally, a report was sent to the participants for their comments on the interpretations made
in a form of member checking (Lincoln and Guba,
1985), which oþ ered an opportunity for re¯ exive
elaboration (Bloor, 1997).
Two participants responded favourably about the
interpretations made by the authors. For one participant
(L12), who was sceptical of the case for exercise, the
interpretations were considered fair and balanced.
This participant also took the opportunity to highlight
his methodological concerns regarding `exercise and
depression’ . The other participant (CD7), who was
very positive about the use of exercise as an adjunctive
treatment, was `not surprised by the resistance, from
some within clinical psychology, to recognize the
importance of the role of exercise in depression’ . Consequently, no changes were made to the interpretations
made on the basis of this limited response. This may
be indicative of some of the barriers described or a
limitation of member checking itself (Sparkes, 1998).

Outcomes
The outcomes are presented in two sections (for all
quotes, the following codes apply: CD = course director,
AD = assistant director, L = lecturer; numbers refer
to speci® c participants). First, general perceptions
of exercise and its marginalized status are discussed.
Secondly, to understand low exercise promotion, four
key thematic barriers that emerged from the data are
presented as underpinning these perceptions. In particular, inconsistent positions on evidential criteria
used to evaluate the role of exercise mask the themes
of incompatibility, practicality, dualistic tendencies and
simplicity. In presenting the outcomes, quotations are
used to illustrate key points and allow the participants
to speak for themselves (Wolcott, 1994). This allows
`naturalistic generalization’ by the reader in determining how transferable the ® ndings are to one’ s own
context or experience (Strean, 1998). Providing insight

rather than any de® nitive `truth’ becomes paramount.
Eventually, the reader must decide whether the study
has anything to oþ er. Although our own interpretations
will be oþ ered, readers will also `add and subtract,
invent and shape’ in the construction of their understanding (Stake, 1994). In telling our realist tale (Van
Maanen, 1988), theory and data will be woven to
illuminate, contrast and develop links with wider issues
of theory and practice. These references also oþ er a
context as to how our own interpretations of the data
were formed.
General perceptions
Half of the participants were very positive about the
potential role exercise could play in the treatment or
rehabilitation of clinical mental health conditions.
Exercise was most often associated with antidepressive
and anxiolytic eþ ects. In addition, direct changes in
mood were also mentioned, as well as elements of
distraction and exercise providing `structure to the
day’ . However, there was a general sense in which
exercise would be useful across a range of conditions,
`almost all of them where self-esteem, self-eý cacy and
mastery helps people to empower themselves’ (CD1).
One director was uncertain how you could argue that
exercise was not bene® cial:
It’ s a bit like saying, this is part of the diý culty, why could
breathing be eþ ective? It’ s such an integral part of being
which is very often taken away from us either by the lifestyle that leads to the onset of depression or whatever or
the nature of the side-eþ ects that make people sedentary
(CD7).

The common-sense view that physical activity is an
integral aspect of `being’ , often expressed in the hollow
incantation of `the healthy body, healthy mind’ cliché,
may hinder its acceptance as an adjunctive therapy.
As Glenister (1996, p. 8) concluded when reviewing
the exercise and mental health literature, `common
sense suggests exercise would be useful [as therapy] but
despite this, or because of this, the role of exercise in
the management of minor psychiatric problems has
received little attention’ (emphasis added).
Conversely, the other half of the respondents considered exercise more as a potential (and eþ ective)
`normalizing’ strategy, which may be included in some
form of activity scheduling. More than one participant
downplayed the connotations of exercise as therapy:
A lot of our people [clinical psychologists] are clearly
trying to enable them [clients] to join in activities, but
it’ s more with a social emphasis, it’s the social emphasis,
not sending someone on the marathon, it’ s not sending
someone on an individualized programme of exercise. It’ s

438

Faulkner and Biddle

much more to do with treating what could be seen as
social dysfunction as opposed to anything else (CD3).

normal life and we decided on a programme of exercise
and that was a speci® c part of his care plan (CD18).

Although depression has received the most support in
the literature, it was for depression that these critical
participants expressed most concern. One director
associated any bene® t from exercise with speci® c
aþ ective states rather than speci® c clinical conditions
such as depression. The possibility of exercise being
used to de¯ ect attention from other problems was
reported, particularly in the sense of the `complexity’
of factors underlying depression in some clients.
Diversionary activities with which exercise was equated
were also described as not being bene® cial for depression. Most prominent were concerns over long-term
bene® ts: `I’ m less certain about depression . . . because
I’m not sure whether what’ s being talked about is a
short-term endorphin burst or whether you’ re talking
about something that’ s longer-term restructuring’ (CD
6). Exercise was often related to more short-term
mood changes or changes in aþ ective states rather than
long-term cognitive bene® t. By implication, exercise
was deemed lacking in sophistication to tackle the complexity of factors underlying depression in some clients.
Evidence does exist that suggests exercise can have
enduring eþ ects on depression (Mutrie, 2000).
The participants suggested that it was rare to promote
exercise as an adjunct treatment for depression. Some
oþ ered approximate percentages, ranging from not at
all to 25% of clinical psychologists who might suggest
`part of the treatment regime should include exercise’ .
However, one director was very positive about using
exercise:

An overall feeling that suggesting exercise was not
common easily outweighed such positive responses.
For example, one participant was quite adamant in his
perception of the extent of recommending exercise:
`Good psychologists, I would say not that much’ (L12).
Perceptions of exercise may be broadly positive but
recommending exercise as an adjunctive therapy was
rare. Alternatively, promoting `recreation’ or a `healthy
lifestyle’ , rather than exercise itself, was perceived by
some to be more common.

De® nitely, I mean certainly for patients that I see myself,
I have to say that in about 75% of those with depression
who I see, there will be many diþ erent things I may
suggest to them. One will always be to do with physical
exercise of some kind, but a trip down to the gym and
a visit to the GP for a check-up is one of several things I
might suggest (CD13).

One director speci® cally mentioned the bene® ts
he had found in using exercise with angry and violent
clients, which was `very useful signi® cantly often for
me to think of it as one of the major arms of working
with clients who have that amount of anger’ (CD14).
Clinical psychologists will consider a variety of activities
that an individual might be able to engage in. It was
clear that, for some directors, when a client had a history
of interest in exercise, this could be used to advantage:
I’ ve got somebody now who we’ ve started getting
involved in the gym who’ s got a very severe psychosis.
Used to be a footballer, put on a lot of weight and was
feeling like he was beginning to want to get back into

Barriers
Examining initial perceptions of the possible use of
exercise as an adjunctive therapy does indeed reveal
that exercise is extremely marginal in the treatment
of mental health conditions. Generally, exercise was
inconsistent with most psychodynamic approaches, in
comparison with more cognitively oriented therapies
(Barrow et al., 1987). Some saw exercise as possibly
being readily congruent with cognitive-behavioural
therapy. However, the nature of one’ s training was seen
as most in¯ uential:
Well, what one believes and what knowledge one has
depends upon one’ s experience and everybody’ s experience is diþ erent and everybody’ s teaching what they’ ve
been subjected to in terms of their teaching programmes
and training, therefore they’ ll think diþ erently (CD9).

Exercise is absent from this occupational socialization. Only two directors were aware of exercise being
mentioned as an adjunct therapy for depression within
their course, with a third emphasizing the teaching
of exercise as a stress management technique. Ten
directors suggested that there was no mention of
exercise, while the remainder were unsure or suggested
that exercise may be brie¯ y mentioned in relation to
cognitive-behavioural therapy, activity scheduling or in
student case studies. It is important to recognize that
course directors will not be familiar with the entire
course content of their programmes. However, as it
would appear that exercise is not addressed on most
courses, it is hardly surprising that its potential has
not been realized in practice or research (Tkachuk and
Martin, 1999).
Time constraints understandably ensure that only
the `core psychological models’ are covered. Although
necessary, this tends to suggest that material which is
not covered is unimportant. There was another sense
in which physical health and, by association, exercise
clearly fell under the remit of health psychology, in that
coronary rehabilitation and pain management were
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often mentioned. The links between exercise and mental health were not always readily perceived, revealing
an uneasy dichotomy in which physical treatment was
perceived as being compatible for health psychologists
but not for clinical psychologists. In a climate of everincreasing specialization, the structural division made
between health psychology and clinical psychology
tends to narrow the appropriate treatment strategies
that are speci® c to that profession and which contribute
to promoting a unique identity. One course director was
actively trying to break this norm:
I think that the psychology of health care incorporates
physical and mental health. I know there’ s a discipline of
health psychology, but in terms of client practice, we
don’ t want health psychologists and clinical psychologists, we just want the clinical applications of psychology
(CD12).

For others, the mental health bene® ts of a `physical’
treatment such as exercise were not strongly endorsed;
after all, that was someone else’ s niche.
Evidence
Awareness of the exercise and mental health literature
was extremely limited, with most participants being
unfamiliar with existing research. Given the variety
of each individual’ s interests and specialities, this is
not surprising. However, this lack of awareness was
interpreted by many to imply that there was not
much evidence in the ® rst place, as the following show
concession suggests (Antaki and Wetherell, 1999):
There is no evidence. Although you might ® nd the odd
paper which says that exercise is eþ ective here and there,
as far as treating clinical problems, populations with
psychological and psychiatric problems, to my knowledge
there is no evidence (L12).

Propositions and reprise are indicated in italics and
contrast marker in bold. The speaker has ® rst made a
proposition ± `There is no evidence’ ± which is very easy
to discon® rm. Consequently, the speaker then moves to
defend against the possibility of being challenged by
making an explicit show of conceding ± `Although, you
might ® nd’ ± and then reprising the original proposition. Antaki and Wetherell (1999, p. 11) suggest that
`making a show of conceding ® reproofs something
in the speaker’ s own position, making it less liable to
challenge, upset or rebuttal’ .
Conversely, the lack of randomized control trials
involving exercise was raised. In the climate of evidencebased practice, these are a necessity. This is despite the
general distaste of the interviewees for randomized controlled trials, who questioned the ecological utility of
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such trials, the multitude of inputs in many treatment
`packages’ and the diý culty of non-random dropout.
However, there were several conundrums. First, for
more than one director, evidence-based practice was
not the sole arbiter of treatment choice:
The biggest factor out there is probably personal bias
. . . the degree of personalized faith about whether a
particular kind of therapy is a good thing to do. I think
that’ s probably the strongest factor out there in deciding
how most clinicians actually go about their work (CD6).

Questions are then raised about what informs this personal bias or prompts exploration of new avenues in the
research literature. The socializing in¯ uence of training
programmes is certainly important where, as previously
discussed, exercise is rarely addressed. Five directors
cited personal exercise behaviour as the most important
factor in deciding whether exercise was perceived as a
bene® cial therapeutic modality.
Secondly, ® ve directors suggested that qualitative
research ± in the sense of `suggestive’ evidence ± would
be welcome. Studies with reasonable design features,
such as quasi-experimental studies, would also be
acceptable. Such research is relatively abundant. In
the words of one director, `We might want to ask the
question, if there’ s evidence for exercise, why is noone mentioning it? That would be a more interesting
question to us, to be honest’ (CD4). An interesting
question! Hughes (1984) reported 1100 published
articles exploring exercise and mental health, with at
least a further 250 since then (Plante, 1993). More
recently, Craft and Landers (1998) identi® ed 30 studies
on exercise and clinical depression in a meta-analysis,
while Mutrie (2000) reviewed ten randomized control
trials examining exercise and clinical depression.
Thirdly, for many participants, very few psychological
studies met the demands expected of evidence-based
practice:
I suppose where we can get good evidence it’ s used but
there are vast tracts of things that we’ re asked to deal
with where the evidence is certainly not of the quality of
something like a Cochrane review would require with
randomized controlled trials. There just isn’ t the bulk of it
in vast areas of psychology (CD2).

Another director reinforced such thinking: `Well, I must
say, if the evidence for it was as strong or as weak as
some of the other aspects of intervention, then I
certainly wouldn’ t have any objection to that at all’
(CD4).
In the case of exercise, more stringent evidential
criteria are being applied and this is a ready-made
defence for something that may be seen as `unnatural’ .
However, the participants were unable to oþ er critical
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insight into the nature of existing research because they
were unaware of its existence in the ® rst place. The
burden of proof still remains on researchers in the ® eld
to undertake experimental trials. More importantly,
journals from disciplines other than sport and exercise
science should be sought for the dissemination of
research into exercise and mental health, although this
will not in itself guarantee implementation. Selective
attention exists to research that is moulded through
more subtle in¯ uences. As one director remarked,
`My intuition is that there’ s a reasonable evidence base
for exercise, I probably have a suspicion that it’ s not
exploited enough’ (CD17).
Compatibility/models
This lack of `exploitation’ may be due to the possible
incompatibility that exercise is perceived to have with
the traditional roles and values of clinical psychologists
regardless of therapeutic orientation. Although perceptions of exercise, particularly in relation to depression,
are varied, a recurring theme throughout these discussions focused on the notion of being at the `forefront’ .
Given the models used to understand and develop
interventions for clinical conditions, exercise would not
be at the forefront of thinking:
I think the problem with things like depression and
anxiety is that the theoretical constructs that have been
used to try and understand these problems and then treat
them, exercise or the need for bodily activity isn’t particularly prominent . . . it’ s just not within the constructs of
most psychologists as they think about disorders (CD2).

More speci® cally, `Clinical psychologists generally
tend to think as science-practitioners and until we have
evidence that exercise aetiologically is implicated in
depression, treatment will not address it’ (L12).
According to one director, there is `a tendency for us
[clinical psychologists] to remain married to our own
models and preferences and not to shift’ (CD2). If
exercise is seen as tangential to the core psychological
models of the day, it then follows that recommending
exercise is incompatible with what one perceives (and is
exposed to believe) clinical psychology to be. Drawing
on innovation diþ usion research, the compatibility of an
innovation (an idea, practice or object) with accustomed
roles and values is signi® cantly related to its possible
adoption (Rogers, 1995). Diþ usion is much slower if the
innovation (in this case, exercise) requires the prior
adoption of a new value system. This incompatibility
was re¯ ected in many guises:
Because we’ re taught to do things that tend to favour
cognitive type interventions . . . they’ re all the same,
they’ re to do with people’ s thinking and a little bit of
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doing. But the emphasis on the doing, it’s been a lower
emphasis, so I think historically no, I don’ t think exercise
is necessarily seen to be a ® tting intervention oþ ered by a
clinical psychologist (CD13).

There was also some resistance to a strict reliance on
`models’ in viewing exercise as another arm of any integrative multimodal treatment package. Using a holistic
package, perhaps delivered within a multidisciplinary
team, exercise was considered compatible, dependent
on the needs of a particular client.
Practical adherence to a mind± body dualism
There was a long tradition of holistic approaches to
health, stemming from the ancient Greeks, before René
Descartes proposed a mind and body split. Cartesian
dualism assumes no signi® cant interaction between
mind and body, which allows each component to be
addressed by separate and distinctive disciplines in
isolation. This has encouraged the development of
a focus on disease and illness that is separate from
other dimensions of the person (Tudor, 1996). Dualist
tendencies, inherent in psychology, have already been
noted (Nicolson, 1995; Baerveldt and Voestermans,
1996; Murray and Chamberlain, 1998).
All participants in this study stated that they had
dispensed with such a false dichotomy. However, it
was unclear how such a belief informed their practice,
particularly if physical activity was not considered
appropriate in practice or worthy of inclusion on
courses. Although Rejeski and Thompson (1993)
believed that dualism was slowly losing in¯ uence,
Mutrie (2000) suggested that a dualistic tendency still
persisted in treating the mind (mental health) and body
(physical health) as separate issues. This results in a
failure to see as a priority the mental outcomes of a
physical treatment such as exercise (Beesley and
Mutrie, 1997). This statement is supported in the context of the current study. For example:
I suspect it’ s [the body] certainly not considered as much
as it should be. The tradition is that we’ re psychologists,
we deal with minds. And our ® rst priority is that (CD19).
If you take clinical psychology as a group per se, then I
think you would say the focus is purely on the mind and
how that functions (L8).

Some directors accepted that the `incongruency’
between recognition and active consideration was of
concern:
I mean there’ s an awful lot of complaints from people,
from clients, they actually talk about their bodies . . . and
that’ s often seen as a kind of sideline, as something well if
only we could get them to understand what their thoughts
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are doing or their feelings or something. But actually, it
might be something that we could address more directly.
Say if people actually did feel better about their bodies,
then they would feel better about themselves (CD4).

In the literature, this incongruency is also problematic. Seedhouse (1998) suggested that a pervasive
curse of Western culture is the belief that health workers
should specialize exclusively in the `physical’ or the
`mental’ . At times, exclusivity may be necessary. Such a
split between body and mind allows for `diþ erential
diagnosis’ (Yardley, 1999) but goes against our natural
sense of what holistic approaches to treatment should
entail. As in this context, attempts to overcome such
dualism might often be characterized more by rhetoric
than reality (Ogden, 1997). Lip service is paid to holistic
treatment at the same time as a practical adherence to a
mind± body dualism shaped through clinical psychology
focusing on mental illness through the gaze of `psychological’ methods of treatment:
I think a lot of traditional psychologists probably focus on
the mental health problem, that’ s the primary reason why
the person is being referred . . . they re¯ ect the presentation of the problem as primarily psychological so they
re¯ ect psychological methods of treatment (L21).

Simplicity
The ® nal theme concerned issues of legitimacy and
de-professionalization if exercise was used as a speci® c
adjunct rather than as a general `normalizing’ activity.
As commented by one director (CD13), exercise does
not appear as a `terribly glamorous solution’ , neither
`clever enough’ nor `psychologically based enough’ . It
is important to stress the meaning of simplicity within
this context, since the behaviour in question ± exercise ±
has been remarkably hard to sell to the community at
large. Two directors pinpointed the concern:
I think there’ s an issue almost of legitimacy, like you’ ve
done all this training with quite sophisticated models and
interventions and psychological work, and you’ re asking
people to go out for a run. It’ s almost too simple (CD18).
One barrier will be almost the fear of being involved with
something that isn’ t psychological enough. This isn’ t our
territory, so leave it to the sports people. I think there
could be quite a bit of that, almost as if it’ s a barrier of
almost intellectual snobbery, that this is just too basic
(CD7).

Martinsen and Stephens (1994) ® rst speculated that,
in psychiatry, the status of exercise intervention was
low. They suggested, as did these course directors, that
this was in part due to exercise interventions being
so `simple’ . Therapists who spend years learning a
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therapeutic technique are resistant to the concept that
possibly analogous results could be achieved through
exercise (see Craft and Landers, 1998). Given concerns
about evidence and the possible incompatibility of
exercise with common conceptual models that tend
to ignore the body, simplicity becomes the ® nal
problematic issue:
There is this sort of great wish to well, get mentalistic
about mental health problems . . . most people tend to
attribute problems like depression to a very profound,
unobservable historic reason and therefore they might
well ® nd straightforward physical remedies to be absurd
at one end and trivial and inconsequential nearer the
bottom end (CD20).

At the same time, this perception of simplicity was seen
as being potentially de-professionalizing in giving back
some control to the individual with mental health
concerns:
I believe there is some resistance to what might be termed
kind of common sense or folk ways of intervening. I think
that because those kinds of things are common sense, and
something people can take control over themselves, I
think sometimes professionals without meaning to . . .
might not actually be as welcoming of some of those,
because in a sense it gives people back control over their
own problems (CD4).

Another director related a further implication of a
`common-sense’ strategy that gives back `control’ to
clients: `It wouldn’ t take that much training and work . . .
it would be more of a sort of, not a profession speci® c
type of intervention’ (CD18). That is, anyone could
do it!
The central remit of clinical psychology programmes
is to deliver the knowledge and skills to treat mental
illness rather than the knowledge and skills to promote
mental health. It logically follows that courses are
geared to the prevailing models used for understanding
and alleviating mental illness. This has important
implications. First, treatments that are `tangential’ to
traditional models can be sidelined by waving the wand
of evidence-based practice. Secondly, considering the
adjunctive role of exercise, it may be that it is more
suitably considered a strategy for promoting mental
health rather than treating mental illness.
A shift in emphasis towards mental health rather than
mental illness has subtle but inarguable rami® cations as
to who delivers and what is delivered to individuals with
mental illness. If exercise is perceived purely in terms
of mental health rather than mental illness, then it
does become `too simple’ , `something people can do
for themselves’ and `not particularly glamorous’ . At the
extreme, if the evidence for exercise were perceived
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to be conclusive, then there would be wide-ranging
implications: `It couldn’ t be a treatment on its own. I
mean I wouldn’ t be doing clinical psychology if that’ s all
I did’ (CD20).
In contrast to feelings of de-professionalization, other
directors felt that, given the diý culty in helping clients
to be more active and maintain participation, there
was still plenty of work to be done. Another would be
quite happy to use whatever treatment worked, whether
exercise or a new `wonder’ drug, particularly if it was
based on ® rm evidence. At which point we have turned
full circle. For many participants, exercise just was not
`psychological’ enough.

Summary
To our knowledge, this is the ® rst qualitative study
to examine perceptions of exercise as an adjunctive
treatment for mental health concerns. A continued
adherence to a dualistic notion of mental illness and
mental health, compounded by increasing specialization
in health in general, serves to limit acceptance or awareness of the evidence for exercise and the consideration
of exercise as a common therapeutic adjunct at the
present time. Rather, exercise was interpreted as a
possible normalizing strategy and generally an activity
to be provided by other health professionals. Despite a
growing evidence base, the application of exercise as a
therapeutic adjunct remains problematic.
Although the telephone interviews provided a rich
source of data, as others have found (e.g. Ziebland et al.,
1998; Carr, 1999), the study was weakened by the
`snapshot’ nature of the perceptions taken. Follow-up
interviews would have allowed greater re¯ ection for
both interviewer and participants as to the meanings
oþ ered and interpreted during the research process.
Mutrie’ s (2000, p. 3) claim, however, that there may be
`a lot of work to be done to convince those who deliver
mental health services to focus on the links between
mind and body and to look more positively on the role
of exercise in mental health issues’ rings true. How to
change this current state of aþ airs is a diý cult question.
As Gauvin and Spence (1995, p. 445) observed, `there is
no established infrastructure for the translating of
research into practice in exercise-related psychology’ .
This is clearly exacerbated by the diþ erent corporate
goals, accountabilities and reward structures held by
academic groups and practitioners (King et al., 1998).
If there is conviction in the current research evidence,
as exempli® ed by the UK National Consensus Statements (Biddle et al., 2000), then it is time that greater
consideration is given to sophisticated forms of dissemination, which will necessitate addressing some
of the barriers revealed in this study. British exercise

Faulkner and Biddle
scientists could play an instrumental role in this
dissemination process.
The results of this study suggest that enhancing
compatibility between exercise and common therapeutic strategies may facilitate such dissemination. For
example, many participants cited diý culty in motivating depressed clients to exercise. This was connected
with a lack of awareness of the current exercise guidelines, which are more ¯ exible and less vigorous. Greater
activity, which can be accumulated throughout the
day, can also be promoted and easily ® ts into notions
of activity scheduling in which many mental health
professionals are already involved. Similarly, cognitivebehavioural therapy was the current treatment of
choice for many participants, yet possible links with
exercise were often not made. Exercise is an excellent
behavioural modi® cation that can in¯ uence cognitions.
There is clear evidence that becoming physically active
changes people’ s perceptions of their physical self and
identity in a positive way (Fox, 1999). Such changes
can also generalize to global self-esteem and other
markers of well-being. Framing `exercise’ within the
commonly used strategies of cognitive-behavioural
therapy and activity scheduling may make it a more
common consideration. This enhances compatibility
with existing modes of clinical practice and allays
perceptions of simplicity.
There is still much to learn about exercise as an
adjunctive therapy. Further research is needed to
examine the therapeutic and ® nancial utility of exercise
interventions. How such research is to be disseminated
to health professionals must also be considered. At
the same time, there is a need to examine how exercise
is best delivered as an adjunctive treatment and what
the role of mental health professionals will be. Until
it is easier for mental health professionals to access
opportunities for their clients, the use of exercise as a
therapeutic medium will rely on serendipity, perhaps
dependent on the personal interests and exercise
behaviour of the clinician (McEntee and Halgin, 1996;
McKenna et al., 1998). Although an imperfect science
(Dance and Neufeld, 1988), aptitude-treatment interaction research is also needed to guide mental health
professionals in their decisions to consider exercise for
particular clients.
Given time, psychology may begin to ful® l a promise
made clear by the APA Task Force on Health Research
as early as 1976:
No other discipline is better suited and equipped than
psychology to discover, delineate, and demonstrate the
organismic nature of humans and to encourage an everbroadening realization that humanity’ s total functional
health is threatened whenever either side of the interactive mind± body equation is neglected. Any program
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for health care and illness management can achieve comprehensiveness and integration only as there is respect for
the functional unity of the individual (p. 271).

In answer to the original question posed by Tkachuk
and Martin (1999), conceptual barriers ± towards which
dissemination attempts have rarely been addressed ±
may continue to hinder the acceptance of exercise as
a common therapeutic treatment at present. The
challenge remains for both exercise and mental health
professionals to seek a more uni® ed approach to
treatment.
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