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Abstract

Effective and scalable interventions are needed to reach a
greater proportion of individuals with serious mental
illness (SMI) who experience alarmingly high rates of
obesity. This pilot study evaluated the feasibility of
translating an evidenced-based professional health
coach model (In SHAPE) to peer health coaching for
overweight and obese individuals with SMI. Key stake-
holders collaborated to modify In SHAPE to include a
transition from professional health coaching to individual
and group-based peer health coaching enhanced by mo-
bile health technology. Ten individuals with SMI were
recruited from a public mental health agency to partici-
pate in a 6-month feasibility pilot study of the new model.
There was no overall significant change in mean weight;
however, over half (56 %) of participants lost weight by
the end of the intervention with mean weight loss 2.7+
2.1 kg. Participants reported high satisfaction and per-
ceived benefits from the program. Qualitative interviews
with key stakeholders indicated that the intervention was
implemented as planned. This formative research showed
that peer health coaching for individuals with SMI is
feasible. Further research is needed to evaluate its
effectiveness.
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INTRODUCTION

Cardiovascular disease attributed to obesity and
smoking is the leading cause of the estimated 25-30-
year reduced life expectancy among individuals with
serious mental illness (SMI) [1]. The prevalence of
obesity among individuals with SMI is about twice
as high as in the general population [2]. Individuals
with SMI experience numerous challenges to achiev-
ing and sustaining weight loss, including the metabolic
effects of psychoactive medications, poor nutrition,
low participation in physical activity, and problems
with motivation and depression. While there has been
an upsurge in health promotion interventions adapted
for individuals with SMI [3-6], the most effective treat-
ments are time intensive, delivered by highly trained

Implications

Practice: Peer health coaching is a promising
model for supporting health behavior change
among individuals with serious mental illness.

Policy: Peer-led health promotion may offer inno-
vative, cost-effective, and scalable interventions
that require less intensive resources while deliver-
ing effective behavior change strategies that reach a
greater proportion of at-risk individuals with seri-
ous mental illness

Research: Research is needed to evaluate the po-
tential effectiveness of peer health coaching inter-
ventions for promoting fitness and weight loss
among individuals with serious mental illness.

professionals and typically available to only a subset of
the eligible population [3, 5]. As the burden of obesity
grows in this population, innovative, cost-effective,
and scalable interventions are needed that require less
intensive resources while delivering effective behavior
change strategies for at-risk individuals with SML

Peer health coaching is a promising model for
extending the capacity of health promotion initiatives
for individuals with SMI. Peer support is a proven
strategy for motivating and sustaining behavior
change in general health care populations [7-12].
Combining reduced intensity behavioral weight loss
interventions with peer health coaching holds promise
as a cost-effective approach to obesity treatment in the
general population [13, 14]. Peer health coaches build
trust with participants by sharing their lived experien-
ces of coping with health conditions along with giving
advice, sharing problem-solving strategies, role mod-
eling, and providing emotional support for behavioral
change [15, 16].

Increasing recognition that mental health recovery
and physical health are intertwined has contributed to
the development of novel roles for peers in health
promotion for individuals with SMI. Druss and col-
leagues developed and pilot-tested a peer-led medical
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self-management program for individuals with SMI
adapted from the Chronic Disease Self-Management
Program [17]. The brief intervention was associated
with improved patient activation in primary care visits
as well as improvements in self-efficacy, illness self-
management, physical and emotional well-being, and
health functioning [18]. In addition, a pilot study by
our group found that peer-co-led patient education
and skills training was associated with improved pa-
tient activation and communication skills for medical
visits [19]. Similarly, a peer navigator intervention
targeting health care engagement and self-
management among individuals with SMI contributed
to improvements in self-reported health and decline in
pain severity [20]. These studies suggest that peer
health coaching may be an effective approach to
addressing the physical health of individuals with SML

However, little is known about the potential role of
peers in health promotion interventions aimed at re-
ducing cardiovascular risk in adults with SMI. Many of
the core principles, strategies, and activities of peer
support in mental health recovery (e.g., instilling hope,
expressing empathy, role modeling strategies to over-
come barriers, and experiential learning) have direct
relevance for motivating and empowering overweight
and obese individuals with SMI to engage in healthy
eating and exercise to better manage their weight. In
addition, emerging mobile health technologies facili-
tated by peers may offer the frequent and personalized
support needed to help consumers initiate and sustain
behavior change. Peer health coaching may be an
effective way to deliver evidenced-based behavior
change strategies in public mental health care systems
facing resource constraints. This report describes the
process of translating an evidence-based professional
health coach model for overweight and obese individ-
uals with SMI to peer health coaching enhanced by
mobile health technology. We present results from an
initial feasibility study evaluating how key stakehold-
ers (fitness trainers, peers, and participants) responded
to the new model.

METHODS

Our intervention was adapted from the In SHAPE
healthy lifestyle program aimed at promoting physical
fitness, healthy eating, and weight loss in adults with
SMI [21]. In SHAPE is embedded within community
mental health centers (CMHCs) and consists of a fit-
ness club membership and one-on-one sessions with a
health promotion coach who is certified as a fitness
trainer and has received basic training on principles of
healthy eating and nutrition. Health promotion
coaches meet with participants for weekly 1-
h sessions at a local fitness club (e.g., YMCA) and
provide fitness coaching, support, and reinforcement
of exercise and healthy eating. The effectiveness of the
In SHAPE program has been demonstrated in a pilot
study [21], and in two separate randomized controlled
trials in which half of individuals receiving In SHAPE
(49 % in one trial and 51 % in the other) achieved

reduced cardiovascular risk defined as either clinically
significant weight loss (=5 %) or clinically significant
improved fitness (>50 meter increase on the 6-Minute
Walk Test) [3, 22].

PeerFIT health promotion intervention

Despite the demonstrated effectiveness of In SHAPE,
participation is typically open-ended without a specified
protocol or process for transitioning from professional-
ized personal training to independent exercise. Our
team engaged with community partners in a collabora-
tive process of modifying In SHAPE to include a tran-
sition from a professional fitness trainer to peer health
coaching enhanced with mobile health technology in-
volving wearable activity tracking devices and smart-
phones to increase motivation and promote self-
monitoring for weight loss. PeerFIT was conceived as a
partnership between the Dartmouth Centers for Health
and Aging, a peer support agency in Keene, NH, and a
CMHC also located in Keene, NH. Each member of the
PeerFIT team was familiar with the In SHAPE program,
with the majority having had prior experience with the
intervention as participants, fitness trainers, or evalua-
tors. Larry Fricks, a national leader in peer-based health
promotion, provided training and consultation during
planning and implementation of the intervention.

Core components of PeerFIT included the following:
(a) personalized fitness training, (b) one-on-one and
group-based peer health coaching, (c) motivational text
messages, and (d) physical activity sensors for monitor-
ing and feedback. The model emphasized a health
coaching team approach with a transition from fitness
professionals to peer health coaching. Peer health
coaching was delivered by two individuals who self-
identified as experiencing success in both recovery
from mental illness and health behavior change. Peers
received training in the principles of fitness, nutrition,
motivational interviewing, and effective health coach-
ing strategies. Study supervisors conducted weekly 1-
h team meetings to provide a venue for problem solv-
ing and identifying strategies for motivating and mod-
eling behavior change. Peer health coaches also partic-
ipated in weekly 1-h peer support supervision. From
October 2012 to November 2013, our team developed
and evaluated the PeerFIT intervention.

PeerFIT was delivered in three phases over a 6-
month period (see Fig. 1). Phase I (weeks 1-4) in-
volved orientation sessions with the fitness trainer
and peer health coach focused on the following: (a)
setting person-centered weight loss and fitness goals
and (b) identifying barriers and facilitators to exercise
and healthy eating. Fitness trainers and peer coaches
explored participants’ past experiences and preferen-
ces for exercise and healthy eating and readiness to
change behaviors. The session included a structured
fitness and nutrition assessment to establish baseline
patterns. Participants were also taught to use the phys-
ical activity tracking device and smartphone.

Phase II (weeks 5-12) focused on exercise and
healthy eating education and activities. Participants
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PHASE | PHASE I

Weeks 1-4 Weeks 5-12

Engagement Peer Health Coach
and Orientation Enhancement

PHASE llI
Weeks 13-24

Transition to
Peer Health Coaching

| 8-10 sessions with fitness trainer > | Peer health coach led group exercise >

| Individual meetings with peer health coach >
| Peer health coach led group-based support for health goals >
| mHealth technology support facilitated by peer health coach >

Fig. 1| Overview of the three-phase PeerFIT program

met weekly with a fitness trainer for supported exer-
cise sessions at a local gym, while peer health coaching
focused on activities to help participants make healthy
changes in diet and exercise in their daily lives. During
individual sessions, participants chose an activity from
a menu of healthy eating activities, including meal
planning, eating out, budgeting, and grocery shop-
ping. Additionally, peers encouraged participants to
join them in physical activity at the gym or in the
community.

Peer health coaches also led weekly 1-h group meet-
ings to inspire, guide, and support participants through
the process of setting specific and measurable health
goals, establishing and following a weekly action plan
to create new health habits, and incorporating healthy
changes into their everyday lives. The group-based
curriculum was adapted from the Whole Health Ac-
tion Management (WHAM) training program and
peer support model developed by the SAMHSA-
HSRA Center for Integrated Health Solutions [23].
Our modified curriculum added healthy eating educa-
tion and skills training activities to supplement the
curriculum’s focus on fitness and wellness.

Phase III (weeks 13-24) focused on the transition
from one-on-one sessions with a fitness trainer to peer
health coaching. Participants met one-on-one with
peer health coaches, every other week, to continue
peer modeling and integration of health behaviors into
daily life. Peer-led exercise groups met once per week
for 1-h and involved a variety of low-impact cardio
exercises and team sports. Weekly peer-led groups
also met once per week to reinforce healthy behaviors
through peer support and accountability for goals.
Finally, participants met with their fitness trainers and
peer coaches together once per month for 1-h to re-
view progress and make modifications to health goals
and activities.

Mobile health technology support
Mobile health technology in the form of wearable
activity tracking devices (FitBit or Nike FuelBand)

and smartphones (Apple iPhone 4S) for accessing the
mobile applications for the tracking devices and for
sending and receiving text messages were provided to
participants at the start of the program. The mobile
technology was intended to enhance peer health
coaching and promote health behavior change in daily
contexts. The FitBit and FuelBand are both acceler-
ometers that track steps, distance, and calories burned
and sync wirelessly with smartphone applications
available for the iPhone 4S. Both devices reward mile-
stones such as reaching 10,000 steps with colorful
trophies or animations, and allow users to compare
steps and progress with others through the smartphone
application. A complete description of the mobile
health technology component is available elsewhere
[24].

Participant recruitment
Ten participants were recruited for the study from a
community mental health center in Keene, NH. Inclu-
sion criteria were as follows: age 21 or older; axis I
diagnosis of major depression, bipolar disorder, schiz-
oaffective disorder, or schizophrenia; body mass index
(BMI) >25; and able and willing to provide informed
consent for participation. Individuals who met any of
the following exclusion criteria were not eligible for
the study: currently residing in a nursing home or
group home; terminal physical illness; primary diag-
nosis of dementia, co-morbid diagnosis of dementia,
or significant cognitive impairment as indicated by an
MMSE score <24; inability to speak and understand
English; and pregnant or planning a pregnancy within
the next 6 months. Participants were recruited through
referrals from clinic staff, case managers, and mental
health clinicians. Twenty-four people were referred to
the study. Ten of those contacted were not interested in
the study, two did not meet the study criteria for BMI,
one participant was unable to reach after initial con-
tact, and one participant who was eligible and interest-
ed in the study moved before starting the program.
Committees for the Protection of Human Subjects at
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Dartmouth College and the New Hampshire Depart-
ment of Health and Human Services approved all
study procedures.

Study design

We used an intervention mixed-methods study design
involving quantitative assessments, in-depth inter-
views, and focus groups to assess feasibility from the
perspective of three stakeholder groups: participants,
fitness trainers, and peer health coaches. Using multi-
ple methods allows for a more complete and thorough
understanding of feasibility issues in the target popu-
lation [25, 26]. Feasibility was assessed by program
participation and perceived benefit and satisfaction
with the program. A major objective of the pilot study
was to determine whether modifications and refine-
ments were necessary before conducting further re-
search to evaluate the potential effectiveness of the
intervention [27].

Study measures

Quantitative measures of feasibility included atten-
dance and participant satisfaction. Fitness trainers
and peer coaches tracked attendance during phases
IT and III of the program. These data were used to
calculate individual and overall participation rates for
each intervention component. Program satisfaction
and feedback was assessed using a form completed
by participants at the end of the intervention.

Qualitative interviews

Semi-structured interviews explored participants’ sat-
isfaction, perceived benefits, and recommended mod-
ifications for each intervention component: peer
coaches, fitness trainers, group activities, and mobile
health technology. We used an interview topic guide
that followed a “funnel structure” in which broad
questions were asked first, with the interviewer gradu-
ally proceeding to more specific questions within each
domain [28]. Qualitative interviews lasted 45-60 min
for which participants were compensated $20. Focus
group interviews covering the same domains were
conducted with peer health coaches and personal fit-
ness trainers. Focus group interviews lasted 60-90 min
for which participants were compensated with a $25

gift card. All interviews were audiotaped and tran-
scribed verbatim.

The methodology for the qualitative assessment in-
volved a rapid assessment process described by Beebe
[29] as an intensive, team-based qualitative inquiry using
triangulation and iterative data analysis. In contrast to
traditional qualitative methods that tend to be long-term,
descriptive and broad-based, rapid qualitative methods
are time-limited, targeted, and often more explanatory
in nature. This technique is particularly useful when
there is a pragmatic need for qualitative data to inform
services and intervention development [30].

Data analysis

Descriptive statistics, including means and frequen-
cies, were used to summarize program attendance
and satisfaction. Statistical analyses were performed
using SPSS software, version 19.0. The qualitative data
analysis involved data reduction [31] and matrix anal-
ysis techniques [32]. Four members of the research
team independently reviewed interview transcripts
and noted key themes within each domain. Our ob-
jective was to generate primary feasibility findings
within each domain for each type of respondent (i.e.,
participant, peer health coach, fitness trainer) and
across respondents.

RESULTS

The 10 participants were individuals with SMI (r=2
schizophrenia; n=1 schizoaffective disorder; n=1 bi-
polar disorder; n=6 major depression) ranging in age
from 30 to 57 years (mean=46.6; SD=8.7) with a
mean body mass index of 42.3 kg/m” (SD=15.3) and
mean weight of 108.8 kg (SD=37.6). Participants were
predominantly white (90 %) and most were women
(90 %). All participants were single or never married.
One participant dropped out after 4 weeks because of
a medical concern unrelated to the study. Attendance
rates for each of the components of the program are
listed in Table 1.

There was no overall significant change in mean
weight; however, over half (56 %) of participants lost
weight by the end of the intervention with mean
weight loss 2.7£2.1 kg. Participants reported a favor-
able response to the intervention on the satisfaction
questionnaire administered at the end the program

Table 1| Cohort attendance for components of the PeerFIT program (N=9)

Program component Percentage
Phase I
Weekly one-on-one meetings with peer health coach 79.9
Weekly one-on-one meetings with fitness trainer 81.0
Weekly WHAM group sessions 69.5
Phase IlI
Bi-monthly one-on-one meetings with peer health coach 77.8
Weekly nutrition group sessions 57.8
Weekly exercise group sessions 28.6
For each component, individual attendance was calculated prior to averaging cohort attendance
TBM
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(Table 2). The majority of completers reported that the
program was useful and convenient and helped them
reach their goals. Interestingly, 33 % (n=3) of com-
pleters reported that the groups were not helpful. The
majority of completers reported that they would rec-
ommend the program to a friend.

Key stakeholder interviews
From the perspective of all stakeholder groups, the
combination of fitness trainers, peer health coaching,
and mobile health technology created a “system of
support” for health behavior change. Participants
reported benefits from both the structured workouts
with a fitness trainer and peer health coaching for
healthy eating and exercise. They learned to set and
work towards health goals and benefited from opportu-
nities to socialize with each other during peer-led group
sessions. Many participants adopted a new exercise or
increased the amount or intensity of exercise. Increas-
ing fruit and vegetable intake and cutting back on high-
calorie snacks and sugar-sweetened beverages were the
most common types of nutritional changes reported by
participants. Wearable activity monitoring devices mo-
tivated participants to increase their physical activity,
while text messages from peer health coaches encour-
aged them to make healthy changes on a daily basis.
Peer health coaching complemented the gym-based
fitness trainer model by providing emotional support
and modeling exercise and healthier food choices in
home and social environments. Peer health coaches felt
they could relate to participants on a personal level and
believed that peer sessions were the most “natural”
component of the program. Fitness trainers reported
that the peers were particularly helpful at addressing
participants’ barriers and challenges to healthy eating
(e.g., perceived cost, lack of time, and cooking skills).
Major feedback from peer health coaches was that
they were uncomfortable as “coaches” and “instructors”
and they expressed a strong desire to engage in mutual

peer support in which the focus of sessions is negotiated
between the peer and participant and co-learning is
emphasized. They were reluctant to use many of the
coaching techniques outlined in the study protocol due
to concerns that doing so would create a power imbal-
ance in their relationships with participants. In contrast,
participants reported that a major strength of the pro-
gram was peer instruction, modeling, and assistance with
planning weekly exercise activities, and sharing “what
works.” Participants did not express a desire for recip-
rocal relationships with peer health coaches; however,
many participants wanted more opportunities to culti-
vate relationships with other participants in the program.

The final phase of PeerFIT included a transition from
individual sessions with a trainer to peer-led group
exercise. Participants reported that they enjoyed the
“fun” aspect of peer-led group exercise and interacting
with other participants. They also liked having a variety
of activities to choose from. Participants noted several
barriers to participating in the group exercise, includ-
ing schedule conflicts and concerns about physical
limitations. Peer health coaches recommended that
exercise groups be introduced at the beginning of the
program at the same time as individual fitness training
sessions to increase engagement and attendance. Fit-
ness trainers agreed that 8-10 training sessions was
sufficient time to learn how to exercise, but they com-
mented that it was “difficult” for them to disengage
with participants once the series of sessions were over.
However, neither peer health coaches nor participants
expressed a desire for more involvement by the fitness
trainer during the final phase of the program.

DISCUSSION

The PeerFIT program appeared to be feasible as
evidenced by participation rates, perceived benefit,
and satisfaction with the program. Participation rates
were high or satisfactory for most intervention compo-
nents with the exception of peer-led exercise groups.

Table 2 | Program feedback from intervention completers (N=9)

Number Percentage Number Percentage Number Percentage
Very Somewhat Not at All
Program helped 6 66.7 3 333 0 0
reach goals
Usefulness of 6 66.7 3 33.3 0 0
training
materials
Helpfulness of 4 44.4 2 22.2 3 333
program
groups
Convenience of 7 77.8 2 22.2 0 0
participation
Overall 5 55.6 4 44.4 0 0
satisfaction
with program
Yes Maybe No
Recommend 6 66.7 2 22.2 1 11.1

program
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Attendance rates at one-on-one sessions with fitness
trainers and peer health coaches were similar (81 vs.
79 %, respectively), and the majority of participants
attended weekly peer-led nutrition sessions and one-
on-one meetings with peer health coaches during the
final phase of the program. PeerFIT was feasible to
implement as a collaborative effort between a commu-
nity mental health center and a peer support agency
and showed promise for improving healthy eating,
exercise, and weight loss among individuals with SMI

Our study contributes to the growing body of re-
search indicating a promising role for peers in health
promotion for individuals with SMI [17, 18, 20, 33].
Research on peer support to date has primarily fo-
cused on the peer’s role in improving recovery-
oriented outcomes such as quality of life, self-esteem,
and life satisfaction [34-36]. However, peers in mental
health recovery may be just as well suited to address
health behavior change. Our study involved peers
who were trained to guide participants towards health
behavior change and use self-disclosure to inspire
hope and support—a technique also used for peer
health coaching in non-mental health contexts—while
also attending to the challenges associated with mental
illness.

An important finding from our qualitative inter-
views with the peer health coaches was their strong
preference for more mutuality in their relationships
with participants and their desire for co-learning op-
portunities. They did not feel comfortable in the role of
“instructor” or “coach,” because they believed this
created a hierarchy that interfered with their ability
to establish reciprocal relationships. Of note, the peers
in this pilot study were from a peer support agency that
trains peers to provide “Intentional Peer Support” in
which all participants are seen to benefit from learning
from each other [37]. The role of a teacher or coach is
seen as contradicting this core value when peers are
viewed as more skilled or experienced than partici-
pants. Interestingly, although the peer health coaches
reported feeling uncomfortable providing “coaching”
(as opposed to support), participants did not express
concerns about the peers’ role in the program and
instead noted the benefits of the peer modeling healthy
behaviors and providing ideas for getting more exer-
cise and improving eating habits.

These contrasting perspectives may reflect a long-
standing debate among peer support advocates about
the appropriate role for peers, particularly as peers
have assumed paid roles within the mental health
system as service providers where patient outcomes
are routinely monitored [34, 38]. This issue has been
characterized as weighing the comparative merits of
complete reciprocity in contrast to asymmetrical rela-
tionships that are professionally oriented (presenting
the advantage of eligibility for Medicaid reimburse-
ment) in which there is a designated peer service provider
and a designated client who is a service recipient. A
hybrid variation of this professionalized peer role pro-
posed by Swarbrick and colleagues consists of
“wellness coaching” role that assumes that most peers

in recovery will need to develop specialized health-
related knowledge and coaching skills in order to
adopt the role of a paid wellness coach [39]. Based
on our initial feasibility study, a collaborative coaching
and learning model may occupy a middle ground
where peers help guide participants to develop and
obtain healthy lifestyle goals while leading activities
that offer direct experiences in healthy eating (e.g.,
grocery shopping, cooking) and exercise (e.g., walk-
ing, group fitness classes). This hybrid role consisting
of coaching and peer support may provide the right
combination of reciprocity and targeted support to
achieve clinically significant cardiovascular risk reduc-
tion in individuals with SMI.

A possible explanation for the observed low atten-
dance in the peer-led groups may reflect an uninten-
tional consequence of the sequential design of the
PeerFIT program. The group-based exercise activities
were introduced during the final phase, at the conclu-
sion of the series of individual fitness trainer sessions. It
is possible that participants perceived the shift to peer-
led group exercise as a loss (rather than a gain) follow-
ing a significant period of receiving one-on-one coach-
ing with a professional fitness trainer. In a prior qual-
itative study of In SHAPE, participants reported that a
personal connection with a fitness trainer was a major
incentive to exercise [40]. Future modifications to the
PeerFIT intervention will explore introducing peer-led
group exercise at the beginning of the program as a
complementary component, rather than as a replace-
ment for activities with a fitness trainer. A prior study
of group-based behavioral weight management for
adults with SMI reported low participation rates in
exercise groups, with participation decreasing over
the course of the intervention [5]. Alternative physical
activity interventions could focus on increasing the
amount of planned activity and exercise in partici-
pants’ setting of choice (e.g., home, neighborhood,
gym), using activity tracking devices to increase moti-
vation and facilitate social support for individual and
group goals.

As we have reported previously, the mobile health
technology component of the PeerFIT program
emerged as feasible and highly acceptable to partici-
pants [24]. This was reflected by the sustained use of
the wearable activity tracking devices and smart-
phones over the entire duration of the intervention as
well as participants’ high satisfaction with using the
devices and comments that the devices were both
motivating and helped facilitate goal setting [24]. Con-
sistent with prior studies highlighting the benefits of
supportive and tailored text messages [41-43], partic-
ipants found that the personalized text messages from
their peer health coaches were useful and motivating.
Through the smartphone applications for each device,
peer health coaches could check on participants’ exer-
cise progress remotely and at any time of the day, and
then tailor supportive text messages according to par-
ticipants’ individual needs. Similar peer-to-peer com-
munication techniques involving real-time data col-
lected using mobile devices and shared through a
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smartphone application interface are currently being
evaluated in a weight loss intervention in the early
stages of development [44]. Mobile health technology
facilitates interactions among peers and promotes posi-
tive health behavior change without relying on face-to-
face encounters. We found that mobile health technol-
ogies designed for the general population are not only
feasible for use among this high-risk patient group [24],
but appear to be useful tools for facilitating peer support
activities towards positive health behavior change.

Limitations

This was an initial pilot study of the feasibility to exam-
ine the feasibility of a novel approach to be further
studied in a larger scale trial. Consistent with the intent
of a pilot feasibility study, our study was not designed to
evaluate the potential efficacy of the PeerFIT interven-
tion. The primary purpose was to understand the user’s
experience with the intervention in order to identify
areas for future refinement. The sample size was small,
involving volunteers that were self-selected. In addition,
the peer coaches and participants were representative of
the regional population in rural New Hampshire, and
our sample was limited by a lack of racial/ethnic diver-
sity. Feasibility results do not necessarily generalize
beyond the inclusion and exclusion criteria of the pilot
design and should be interpreted with caution. Despite
these limitations, a unique strength of this study was the
exploration of feasibility from the perspective of stake-
holder groups. Using a mixed methods intervention
framework allowed us to study in depth how partici-
pants and providers experienced the multi-component
intervention and explore their recommendations for
refinements to the model.

CONCLUSION

Peer support and mobile health technologies are prom-
ising strategies for increasing the effectiveness of health
promotion interventions for individuals with SMI. This
study provides preliminary evidence that peer health
coaching and mobile health technology is not only
feasible in individuals with SMI but also that partici-
pants found the program to be useful and helpful in
supporting their behavior change process. Qualitative
reports noted several successful changes participants
had made in exercise and healthy eating. Future refine-
ments to the model should include a greater emphasis
on mutuality and reciprocal learning among peers and
additional opportunities for participants to support one
another’s exercise goals with the introduction of peer-
led group exercise at the beginning of the intervention.
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