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ABSTRACT
Individuals with severe mental illness (SMI) have
significant health disparities. Wellness services
embedded in community mental health organizations
could lessen these disparities. This case study
illustrates the integration of the Diabetes Prevention
Program (DPP) lifestyle intervention into a community
mental health organization. The Diffusion of
Innovations Theory was used as a model for
integration, which included a collaboration between
researchers and the organization and qualitative work,
culminating in a small pilot of the DPP led by peer
specialists to test the feasibility of the DPP in this
setting. Fourteen individuals with SMI participated in
the 19-week intervention. Three dropped out, but the
remaining 11 demonstrated 92% attendance. Weight
loss was minimal, but the participants reported benefit
and showed continued interest in the intervention. The
use of a peer-led DPP in a community mental health
organization is feasible and warrants further
investigation to demonstrate efficacy.
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INTRODUCTION
Mortality rates among people with severe mental
illness (SMI) are significantly higher than the
general population, mostly due to their increased
risk of chronic diseases. Seventy-five percent of
people with schizophrenia will die of cardiovascular
disease and about 25 years earlier than average [1].
Psychotropic medications used to treat SMI predis-
pose them to obesity and related medical conditions
[2–5]. Individuals with SMI also demonstrate higher
rates of unhealthy lifestyle behaviors such as
physical inactivity and an unhealthy diet [6–8].
Lifestyle intervention is recommended as the first-

line treatment for obesity in patients with SMI and is
one of the eight psychosocial treatments recommen-
ded by the Schizophrenia Patient Outcomes Research
Team [9]. Two systematic reviews of lifestyle inter-
ventions concluded that they were effective in pre-
venting and reducing antipsychotic medication-

induced weight gain in adults with SMI [10, 11].
Alvarez-Jimenez and colleagues [10] reviewed ten
studies, four were focused on weight gain prevention
(i.e., at the initiation of a second-generation antipsy-
chotic (SGA) medication regimen) while six were
focused on weight loss (i.e., following an SGA-
induced weight gain). The weighted mean difference
across all ten studies was a 5.6-lb weight loss, which
the authors estimated is equated to a 2.5–4.0% differ-
ence from baseline. Gabriele and colleagues [11]
reviewed 16 studies focused specifically on atypical
antipsychotic-induced weight gain, six nonrandom-
ized controlled trials (RCTs) and ten RCTs. Conclu-
sions were consistent in that lifestyle interventions
were effective in preventing and treating atypical
antipsychotic weight gain. The authors suggested that
a weakness of this literature is that few trials use
behavioral interventions with established efficacy in
non-SMI populations, such as the Diabetes Preven-
tion Program Lifestyle Group (DPP). They also note
the need for the implementation of behavioral weight
loss programs in real-world settings [11]. The present
study aims to address these limitations by describing
the implementation of the DPP for individuals with
SMI in a community mental health organization.
Few mental health settings provide lifestyle inter-

ventions, possibly due to the lack of implementation
research that demonstrates how to do so, lack of
resources and training, and the misperception that
individuals with SMI are unable or unwilling to
participate in weight loss treatment [12]. Organiza-
tions that serve individuals with SMI may become
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increasingly interested in providing assistance with
physical health issues such as weight loss, as national
mental health agencies increase their focus on physical
health. In 2010, the Substance Abuse and Mental
Health Services Administration (SAMSHA) launched
its 10 by 10 Wellness Campaign, which focuses on
increasing the life expectancy of individuals with SMI
by 10 years in 10 years [13]. To begin addressing
wellness, community mental health organizations
need guidance on the process of implementing
evidence-based programs in their settings, with mini-
mal cost and resource allocation.
This manuscript describes the process of imple-

menting a peer-led, evidence-based lifestyle weight
loss group (DPP) into a community mental health
organization. The implementation process was put
into context of the Diffusion of Innovations Theory
[14]. The Diffusion of Innovations Theory includes
five stages: knowledge, persuasion, decision, imple-
mentation, and confirmation. We describe how the
community organization, ServiceNet and local obe-
sity researchers collaborated throughout these
stages, protocol modifications, the challenges to
program implementation and lessons learned, as
well as the factors to facilitate sustainability and
further dissemination of the program.

Knowledge stage
The knowledge stage involves gaining an awareness of
an innovation, often via the conduct of a literature
review and needs assessment. Struck by the substantial
physical health problems their consumers faced, as
well as increasing state and national priorities toward
addressing physical health issues, in 2006, ServiceNet
launched an innovative wellness initiative to improve
the health of their consumers. ServiceNet is a non-
profit human services organization located in Western
Massachusetts that serves approximately 500 adult
consumers with SMI through outreach and community
treatment programs. Funding for ServiceNet comes
from a variety of sources, including government and
private contracts, foundations, insurance reimburse-
ments and donations, and funding for wellness services
comes from an existing department of mental health
contract and a private foundation grant. The goal of the
wellness service is to engage, motivate, and support
consumers in the adoption of health and wellness
activities to reduce risk factors for co-occurring diseases
and to improve compliance with medical treatment.
Given scant research on how to improve the

health status of individuals with SMI, ServiceNet
competed for and received a grant from the Blue
Cross and Blue Shield Foundation of Massachusetts
to conduct key informant interviews with consumers
to gather information on their needs, their relation-
ship with their health care provider, their ideas
about health, and their interest in healthy lifestyle
behaviors that could be used to develop wellness
programs. These interviews and research highlighting
the success of system approaches with other popula-

tions and health behaviors (e.g., [15]) led to the
creation of a systems approach to addressing the
health and wellness of this population. This systems
approach included: (1) the designation of direct care
staff as “Wellness Specialists,” (2) improving commu-
nication between ServiceNet and healthcare pro-
viders, (3) raising awareness organization-wide about
mental health stigma and its effects on physical health,
and (4) adopting evidence-based practices that utilize
peer mentors as delivery agents. ServiceNet recog-
nized the value of delivering evidence-based weight
loss treatment to their consumers and pursued a
relationship with obesity researchers from a nearby
academic institution to elicit their input on how to do
so. Researchers and ServiceNet’s Wellness director
discussed implementing the DPP. The researchers
advocated for the DPP because it is an evidence-based
weight loss program [16] that had been successfully
used with individuals with SMI [17]. ServiceNet
representatives agreed and suggested meeting with
key leaders from ServiceNet to facilitate integration of
the DPP.

Persuasion and decision stages
The persuasion and decision stages occurred in concert
with one another. The persuasion stage involves the
formation of an opinion about the proposed innova-
tion, and the decision stage involves the acceptance or
rejection of the innovation. Following the selection of
the DPP, key leaders from ServiceNet (i.e., the
organization’s CEO, director of Mental Health Reco-
very Services, and Wellness director) met with the
researchers to discuss using the DPP. The meeting was
highly collaborative with the researchers and Service-
Net agreeing to provide the DPP to consumers.
Although one leader from ServiceNet suggested
removing some of the more complex content from
the DPP before implementation, most felt strongly that
minimal changes should be made before proceeding,
rather than assuming that some aspects may be
inappropriate or too difficult for consumers. It was
agreed that no protocol components would be
removed unless informed by the initial pilot group.
Some additional content was added in response to
feedback fromWellness Specialists, as described below.

Implementation stage
The implementation stage involves putting the inno-
vation into practice. Implementation included two
components: training Wellness Specialists in the DPP
and adapting the DPP to the ServiceNet setting.
Wellness Specialists are direct care workers who were
hired through the wellness initiative to work exclu-
sively on wellness. Some Wellness Specialists were
certified peer specialists who completed training and
state certification in peer counseling and are in
recovery from SMI. Peer Wellness Specialists were
employed as the group leaders because, in the key
informant interviews with consumers described ear-
lier, consumers preferred peer facilitators. National
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organizations, such as Mental Health America, advo-
cate for the use of peers in mental health to reduce
social isolation and improvemental health. Moreover,
the use of peers instead of professionals is cost-effective
and has been used successfully with other community
adaptations of the DPP [18, 19].
Wellness Specialists’ responsibilities include assist-

ing participants with nutritional, physical activity,
and smoking cessation goals, coaching consumers
before or during medical appointments and provid-
ing support in medication and psychosocial treat-
ment. Wellness Specialists were not required to have
health care or wellness training, and thus did not
have previous knowledge in weight loss treatment.
Two authors (KLS and SLP), who have significant
experience with the DPP lifestyle intervention, [20–
22] and a registered dietitian provided the DPP
training. Training was delivered to the entire peer
and non-peer Wellness Specialist staff over five half
day sessions and included: (1) information on the
history of the DPP and the rationale underlying the
protocol, (2) detailed instruction on the structure of
the intervention, (3) basic behavioral counseling for
health behaviors, (4) an orientation on using the
DPP facilitator manual and protocol materials,
intervention delivery methods and tools, and (5)
discussion of difficult patient situations such as
noncompliance. All training materials were taken
from the DPP Research Group’s website, which
provides materials free of charge for noncommercial
purposes (http://www.bsc.gwu.edu/dpp/manuals.
htmlvdoc). Wellness Specialists were encouraged to
use the skills themselves and to discuss barriers they
anticipated in using the content with their consumers.

Adaptations based on Wellness Specialist feedback
After receiving the DPP training, feedback was elicited
from the Wellness Specialists about their opinions of
the feasibility of the DPP. Several concerns emerged.
First, Wellness Specialists were concerned that con-
sumers may find some of the DPP strategies over-
whelming and require more time to process the
information and practice strategies. To address this
concern, we added three sessions to allow for repeti-
tion of concepts and extra practice. Additionally, the
DPP was supplemented with weekly 1 h individual
meetings with a Wellness Specialist. During these
meetings, Wellness Specialists were instructed to
review the content covered during the group session,
discuss the participant’s weekly goal, address barriers,
and model healthy behaviors by engaging in physical
activity, cooking healthy meals or going grocery
shopping with the participant. Second, Wellness
Specialists were concerned that, given their fixed
income, consumers could benefit from information
regarding shopping on a budget, using food stamp
benefits and cooking with a microwave; content in
these areas was added. Third, a concern arose about
the extent to which consumers, who are largely
unemployed and isolated, would identify with the

examples in the materials relevant to work or family.
Scenarios in the facilitator’s script were revised to
reflect the lives of the consumers (e.g., describing the
dining experience in group homes). Table 1 lists the
topics by week with examples of how topics were
amended.

Adaptation based on institutional resources
ServiceNet’s health and wellness service has a
limited budget for programs, thus program cost
was a concern. To address issues related to cost and
facilitating sustainability, the following changes were
made. First, the DPP was delivered in a group
setting by two peer Wellness Specialists who were
certified peer specialists, rather than via the indivi-
dual visits with case managers that occurred in the
original DPP. After the DPP training, two peer
Wellness Specialists were chosen to lead the group
based on their interest and enthusiasm for the DPP.
These peer Wellness Specialists reported that they
began applying strategies in their lives and reported
significant weight loss, diet improvements, and
increased physical activity. More importantly, they
gained real life experience with the DPP they could
share with the group.
Another adaptation to reduce expense was modifi-

cation of the toolbox provided in the original DPP,
which included a wealth of resources including
exercise equipment, paid cooking and exercise classes,
and liquidmeal replacements. Our “toolbox” included
cooking lessons, pedometers, therabands, and healthy
snacks during group sessions. Finally, the ServiceNet
DPP did not include exercise classes or the 6 months
of monthly maintenance sessions included in the
original DPP, but ServiceNet consumers have free
access to a fitness facility owned by ServiceNet, which
caters to the needs of its consumers.

Confirmation stage
The confirmation stage includes integrating the inno-
vation into routine practice, assessing the benefits of
implementation, and promoting the innovation to
others [14, 23]. The confirmation stage is currently
ongoing. We began assessing the benefits of the
ServiceNet DPP by obtaining funding from the
University of Massachusetts Medical School to con-
duct a pilot study testing the feasibility of the DPP in
consumers.

PILOT STUDY
Methods
Participants were recruited by posting flyers and
making presentations to consumers at recreation
groups and clubhouses. Clinical case managers and
Wellness Specialists also invited their consumers to
attend the DPP group. Of the consumers approached,
about 65% were not interested. Primary refusal
reasons include that they were not interested in
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attending a group, not interested in lifestyle changes,
and had a conflict with the group time. Interested
individuals were called by the Wellness director to
discuss the program and screened for eligibility. The
inclusion criteria were minimal and included being
overweight or obese (body mass index>24), capable
of providing informed consent, and primary care
provider clearance (only two could not obtain this).
Participants then attended a group session where they
provided written informed consent and had their
weight measured. They also completed questionnaires
on eating and activity habits and physical health.
The DPP groups were delivered to two cohorts at

two agency locations to accommodate participant’s
commuting distances. Participants attended 19 weekly
90-min group sessions. They also received an addi-
tional hour of individual support from a Wellness
Specialist trained in the DPP content. The director of
Wellness for ServiceNet and the two peer Wellness
Specialists who led the group received biweekly tele-
phone supervision from two of the study authors. The
director of Wellness provided supervision to the Well-
ness Specialists conducting the individual sessions.

Participants completed the baseline questionnaire
upon conclusion of the group and were weighed
again. After the conclusion of the group, two study
authors conducted 60-min key informant interviews
with interested participants to obtain qualitative
feedback on the group. Interviews were also con-
ducted with the group leaders and individual Well-
ness Specialists. Procedures were approved by the
institutional review board of the University of
Massachusetts Medical School.

RESULTS
Pilot results—Fourteen participants agreed to partic-
ipate in the DPP group (50% female). Participant
characteristics are described in Table 2. Three
participants (21%) dropped out of the program;
one after session 4 and two after session 7. Reasons
for dropping out included feeling that the group was
disorganized, not being ready to make healthy
changes, and interference from mental and physical
health issues. Of the remaining 11 participants, the
mean attendance rate was high (92%). Due to the

Table 1 | List of the session topics and examples of modified content

Session Topic Example of modified content

1 Welcome to the Lifestyle
Balance Program

Discussion of how Wellness Specialists can support diet and
activity changes

2 Getting started being active
and move those musclesa

No modifications

3 Being active: a way of life Examples of ways to make sedentary activity more physically
active were tailored to the population (e.g., getting a ride to the
bank)

4 Getting started eating
healthierb

No modifications

5 Healthy eating No modifications
6 Exploring serving sizesb No modifications
7 Be a fat detective No modifications
8 3 Ways to eat less fat No modifications
9 Jump start your activity plan No modifications
10 Taking charge of what’s around

you
No modifications

11 Problem solving No modifications
12 Making our favorite meals

healthierc
Practiced making meals typically eaten by participants healthier

13 Shopping on a budgetc Creating a shopping list based on specials or coupons, using food
stamps

14 4 Keys to healthier eating out Examples of healthier menu substitutions from restaurants the
consumers frequent

15 Talking back to negative
thoughts

No modifications

16 Slippery slope of lifestyle
change

No modifications

17 Making social cues work for
you

No modifications

18 Managing stress Examples of ways to manage stress specific to the population
(e.g., problem solve situations with your wellness specialist)

19 Ways to stay motivated No modifications
a Combined the physical activity content from session 1 into “Move those Muscles”
b Separated some content from a session of the original DPP to provide additional time for review
c Not an original DPP session
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small sample size, adequate power does not exist to
find significant differences from baseline to the end
of the treatment (week 19). However, participants
who completed the group lost an average of 2.5 lb.
They also self-reported that their physical health
interfered less with their life and reported improve-
ments in their overall health and healthier eating
habits.
Key informant interviews with participants—Two

participants completed a key informant interview.
Participants were uniformly quite positive about
their experience and described how they liked that
they had a choice about what changes they wanted
to make. Despite our concerns about the diet
journals, the participants reported that they liked
using them and found them useful for referring back
to what they had eaten. However, they also reported
that it was sometimes difficult to remember to use
them. In our experience, we did not observe more
difficulty or less enthusiasm with tracking in SMI
consumers than other populations. They stated that
they liked engaging in physical activity during the
groups, but pedometers often fell off. They empha-
sized how helpful it was that the peer group leaders
shared their own experiences with lifestyle changes.
The participants felt valued and supported by the
peer group leaders stating that “they liked us.” The
participants stated that they felt comfortable contri-
buting to the group discussion. Contrary to our
concerns about the length of the 19-week group
program, the participants stated that the program
was “too short,” and that they wished it would
continue. To decrease the complexity of lifestyle
changes, interviewers asked participants about
whether they would prefer focusing on physical

activity or diet only, but not both. Participants stated
that they preferred the combination.
Key informant interviews with peer group leaders—The

researchers also met with the peer group leaders to
solicit feedback. First, they reported that some
consumers had cognitive deficits and/or low intel-
lectual functioning and required more than 19 weeks
to understand and integrate the principles into their
lives. Second, a concern was raised that the 7%
weight loss goal would be difficult for this popula-
tion to achieve in 19 weeks, which could reduce
motivation. An ongoing program was suggested.
Third, they stated that the participant’s knowledge
and intentions did not always translate to behavior.
Participants could identify healthier choices for
snacks and voiced intentions to make these changes
but, in practice, often did not make healthy choices.
Last, when participants encountered a novel food
they often had difficulty determining whether it was
a healthy choice. One participant assumed a frozen
coffee drink was a healthy choice if she did not add
sugar and cream, not realizing that large amounts of
cream and sugar are already in the beverage. More
time on basic nutrition education, label reading, and
reviewing nutrition information from restaurants
may be beneficial.
Key informant interviews with individual wellness

specialists—Wellness Specialists (n=8) who conducted
the individual sessions provided feedback on their
experience with participants. Several themes emerged.
Wellness Specialists reported that one of the main
program benefits was that it increased their partic-
ipant’s awareness of healthy eating and activity
behaviors. They noticed changes in the participant’s
behavior such as planning meals, buying more

Table 2 | Pilot participant’s demographics (n=14)

Number (%)

Sex
Male 7 (50)
Female 7 (50)
Diagnosis
Schizoaffective disorder 5 (35.7)
Schizophrenia 3 (21.5)
Bipolar disorder 2 (14.3)
Posttraumatic stress disorder 2 (14.3)
Mood disorder NOS 1 (7.1)
Unknown 1 (7.1)
Taking antipsychotic medication
Yes 10 (71.5)
Unknown 4 (28.5)
Race/ethnicity
Caucasian 10 (71.5)
African-American 2 (14.3)
American Indian or Alaskan native 1 (7.1)
Unknown 1 (7.1)

Mean (SD)
Age 44.83 (12.26)
Body mass index 37.23 (10.05)
NOS not otherwise specified
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healthy foods at the grocery store, paying attention
to the caloric content of food, increasing physical
activity, and eating out less. Wellness Specialists
stated that walking with participants was helpful.
However, variability emerged among Wellness
Specialists with regard to the amount of time spent
reviewing the DPP content; about half reported that
they reviewed content regularly with participants,
while others reported that their participant was
resistant to discussing content. Training the Wellness
Specialists in dealing with resistance through the use
of motivational interviewing could address this
challenge. Other challenges the Wellness Specialists
noted were similar to what is observed in non-SMI
populations: problems with self-control, emotional
eating, and discouragement with lack of weight loss.
Consistent with the feedback provided by group
leaders, individual Wellness Specialists reported that
the participants had difficulty grasping some of the
complex concepts like counting fat grams. Consis-
tent with the feedback provided by participants,
individual Wellness Specialists stated that the par-
ticipants did not find the pedometers useful.

Sustainability
Although the University of Massachusetts Medical
School grant and the Blue Cross Blue Shield grant
only provided funding for one wave of groups, the
positive response from the consumers combined
with strong institutional support led to the continu-
ation of the program, without the involvement of the
researchers. ServiceNet is currently conducting their
second wave of DPP groups, which enrolled 12
participants in two cohorts. The costs to continue
the program include staff time (roughly 3 h per
week) and materials (e.g., binders, food). These costs
were covered by the Wellness services budget.
Health issues among Wellness Specialists became

salient during the implementation process. During
the DPP training, many Wellness Specialists
described their weight struggles and expressed
concerns about their ability to help others. Thus,
the Wellness director began a DPP group for six
staff members. Addressing the lifestyle issues of both
consumers and staff is part of ServiceNet’s institu-
tion-wide commitment to creating a culture of
wellness, which appeared to be the driving force
for sustainability after the research project ended.

DISCUSSION
This case study describes the implementation of the
DPP lifestyle intervention in a community mental
health setting. The partnership between ServiceNet
and academic researchers was successful at training
the Wellness Specialists in the DPP and conducting a
pilot of the DPP with 14 consumers. Although weight
loss was small, the program was feasible as evidenced
by the low dropout rate and high attendance.

The weight loss of 2.5 lb is less than the 4.6 to
5.9 lb observed in trials of individuals with SMI [10,
11]. Those trials typically employed more stringent
eligibility criteria (e.g., excluded mental retardation,
required compliance with antipsychotic medication)
than we imposed in our community setting, which
may have contributed to the observed weight loss
discrepancy. A systematic review reported that the
average weight loss at 6 months was almost double
the weight loss observed between 2.5 and 4 months,
which suggests that a longer intervention may have
improved weight loss [11]. The use of nonprofes-
sional Wellness Specialists (peer and non-peer) to
deliver the intervention, as opposed to the use of
professionals such as psychologists, psychiatric
nurses, and dietitians, which have been used by
most other studies, could have contributed to the
lower weight loss. Participants enjoyed working with
the peer Wellness Specialists, as evidenced by their
high attendance rate, and this model is less expen-
sive and more sustainable making it premature to
abandon for use in community mental health
organizations. Instead, more intensive training of
peer Wellness Specialists and/or training in motiva-
tional interviewing may be warranted. The use of
peer Wellness Specialists as group leaders is a novel
approach to lifestyle intervention with this population
and may have contributed to the high attendance rates.
Peer Wellness Specialists provide authenticity to con-
sumers by connecting with shared experiences. An
alternative approach is to use wellness professionals,
like fitness trainers, but they may lack comfort, knowl-
edge, and familiarity with SMI. The Self-Health Action
Plan for Empowerment program was a pilot study
investigating the feasibility of using healthmentors (i.e.,
fitness trainers) to improve diet and physical activity in
76 individuals with SMI [24]. Health mentors con-
ducted weekly individual meetings with participants
for 9 months to increase their physical activity and
improve their diet, and work on other health goals such
as tobacco cessation. The program demonstrated
feasibility in that over half of the participants reported
that they met weekly with their health mentor.
Participants showed significant increases from
baseline to 9 months in self-reported physical
activity, satisfaction with their health and mental
health functioning, as well as significant decreases
in negative symptoms and waist circumference,
but not in weight. Research is needed to identify
whether fitness professionals who receive training
in working with an SMI population or direct care
workers who receive training in healthy lifestyle
changes, or a combination of both, are more
effective for facilitating weight loss in consumers.
While the DPP, as delivered, provided some benefit

to consumers, further adaptation may be warranted to
facilitate greater weight loss in individuals with SMI.
Other populations with mental illness, such as those
with depression, binge eating disorder, or attention
deficit hyperactivity disorder, demonstrate greater
difficulty losing weight in the DPP lifestyle interven-
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tion [25, 26]. Based on our experience and feedback
from participants, individual Wellness Specialists and
peer group leaders, we recommend the following
modifications. First, increasing the length of the
program to allow repetition of key concepts, more
basic nutrition education, and extra practice appears
warranted. Activities such as rate your plate, problem
solving, and talking back to negative thoughts were
understood by participants during group, but not
typically utilized outside of group. Second, individuals
with SMI may be particularly vulnerable to the
obesogenic food environment due to fixed incomes
and cognitive limitations. Greater practice in com-
munity settings such as grocery stores, convenience
stores and local fitness centers, could enable individ-
uals with SMI to learn through experience. This might
help them learn how to apply the information they
receive in the group into their daily lives. Third, given
the high attendance rates and consumer desire for
continued intervention, increasing the length of the
intervention may assist with behavior change. We
made these changes to the program and will assess
whether they result in greater weight gain.
Future studies should examine changes in out-

come variables other than weight. Changes in body
composition and cardiometabolic health might
occur even in the absence of significant weight loss.
Given the connection between physical and mental
health, outcomes such as mental health functioning
and quality of life should also be assessed.
Keys to the success of the partnership between

ServiceNet and the researchers include ServiceNet’s
interest in evidence-based treatment, their support
for wellness and use of a community-based partic-
ipatory research approach. While ServiceNet recog-
nized that their consumers are different than the
samples included in most weight loss studies, they
also felt strongly that their consumers should not be
underestimated. They were interested in using data
to drive changes to the intervention instead of
hunches about what consumers could accomplish.
Additionally, the organization provided time for
their Wellness Specialists to attend the training
and covered the cost of peer Wellness Specialists
to lead the groups for the pilot. Lack of institu-
tional support would likely have precluded this
project. Leadership expressed that the SAMSHA
10 by 10 national goal had a tremendous impact
on their care philosophy, which underscores the
importance of these public health initiatives.
Lastly, the mutual respect between the researchers
and ServiceNet facilitated collaboration.
In our experience, challenges to training the

Wellness Specialists included their assumptions that
consumers would not be capable of benefiting from
the DPP and their perception that consumers would
prefer focusing on non-weight-related concerns.
During the training, Peer Wellness Specialists made
suggestions to address these issues. Consumers often
report feeling like they have little control over their
treatment decisions, so peer Wellness Specialists

encouraged the non-peer Wellness Specialists to let
the consumer decide on goals, which may increase
the likelihood that they benefit from the DPP
content. When consumers prefer focusing on non-
weight-related concerns, the Wellness Specialist can
discuss the concern while also encouraging healthy
behavior by going for a walk or preparing a healthy
snack. Despite initial misgivings, the Wellness
Specialists, overall, rated the training as helpful
and by the last session, many were describing how
they used certain skills or techniques with con-
sumers. Some were more enthusiastic than others,
which is another reason why conducting the
training provided an ideal way to assess which
Wellness Specialist might be particularly good for
leading the group. Training the Wellness Special-
ists in the DPP was also helpful in that we realized
their need for assistance with lifestyle changes.
Increasing the health of the Wellness Specialists,
or similar direct care workers, may be a critical
first step toward increasing the health of the
consumers they serve. The training coupled with
the myriad lifestyle challenges we observed in the
Wellness Specialists led to the provision of a staff-
only DPP group. Future research on the value to
consumers of providing lifestyle intervention to
community mental health workers is warranted.
Limitations of the study include the small sample

size, the lack of a longer term follow-up, and the
poor response rate for the key informant interviews.
We opted for a separate session to conduct the key
informant interviews, without the group leaders
present, because we wanted them to feel comfort-
able providing negative feedback about the inter-
vention. For this session, we arranged transportation
and provided incentives (food and gift cards) to
encourage participation in the interviews. In spite of
that, transportation failures still occurred, which is
typical in this setting. However, meeting with
strangers to discuss their opinions generated some
discomfort, which was also a barrier to attendance.
Completing a debriefing at the final group session
may be a more successful approach to obtaining
feedback from participants.

CONCLUSION
This case study illustrates how a peer-led DPP for
individuals with SMI can be implemented in a
community mental health organization. The DPP
was feasible, but weight losses were small. Further
research is necessary to determine how to improve
weight loss outcomes in the SMI population. The
DPP lifestyle intervention appears to be a good
foundation for a program, but likely will require
more extensive modification to be more effective in
the SMI population. We are encouraged that the
program as implemented was sustainable given that
it is still ongoing 1 year later. Research on how to
disseminate intensive lifestyle interventions more
widely is needed.
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