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Abstract

The purpose of this pilot study was to explore the feasibility of an intervention designed to 

facilitate partner support for lifestyle change among overweight and obese adults with serious 

mental illness (SMI). Fifteen adults with SMI enrolled in a lifestyle intervention at community 

mental health centers participated with a self-selected partner in an additional 12-week 

intervention component designed to facilitate social support for health behavior change. 

Participants reported that the program was useful, convenient, and helped them reach their goals. 

Approximately two-thirds (66%) of participants were below their baseline weight at follow-up, 

including 27% achieving clinically significant weight loss. Participants reported significant 

increases in partner support for exercise and use of persuasive social support strategies. Partner 

support interventions that promote exercising together and positive communication may be 

effective for helping individuals with SMI initiate and sustain health behavior change necessary to 

reduce cardiovascular risk.
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Introduction

Obesity is nearly twice as prevalent in people with serious mental illness (SMI) compared to 

people without mental illness (Scott and Happell 2011), and is associated with 
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cardiometabolic disorders and a reduced life expectancy of 8–32 years in this population 

(Colton and Manderscheid 2006; Walker et al. 2015). Although the probability of attaining 

normal body weight is low for individuals who are obese (Fildes et al. 2015), significant 

reductions in cardiovascular risk factors can be attained from modest amounts of weight loss 

(Wing et al. 2011). A series of randomized controlled trials of lifestyle interventions have 

demonstrated that individuals with SMI can achieve clinically significant weight loss by 

making positive changes in diet and exercise (Bartels et al. 2013, 2015; Daumit et al. 2013; 

Green et al. 2015). However, the long-term maintenance of weight loss remains elusive for 

the vast majority of obese individuals, even among those who receive gold standard 

behavioral treatments (Diabetes Prevention Program Research 2009). Developing new 

approaches to increasing the potency and long-term effectiveness of lifestyle interventions 

targeting weight loss and decreased cardiovascular risk in individuals with obesity and SMI 

is a public health priority (Suetani et al. 2015).

Bolstering natural support may be an effective solution to increasing the potency and long-

term effectiveness of lifestyle interventions targeting weight loss and improved 

cardiovascular health in individuals with SMI. Research with general population samples 

has shown that family members and friends positively influence health behavior change in a 

variety of ways including practical support, verbal encouragement, exercising together, and 

by offering choices and options for healthy behaviors (Gorin et al. 2014; Latkin and 

Knowlton 2015). Randomized controlled trials have shown that enrolling family and friends 

in weight loss programs leads to greater weight loss for participants, with the added benefit 

of weight loss among partners (Wing and Jeffery 1999; Gorin et al. 2014). Support partners 

have been successfully trained to increase positive forms of social support (e.g., persuasion) 

while decreasing negative social support (i.e., criticism) toward participants enrolled in a 

lifestyle intervention (Sorkin et al. 2014). However, lifestyle interventions for overweight 

and obese individuals with SMI have yet to systematically leverage close relationships, such 

as family members, friends, and significant others, to support healthy eating and exercise 

behaviors in daily life where these behaviors take place.

Facilitating support from friends and family members for health behavior change could be 

beneficial for individuals with SMI who experience challenges to healthy eating and 

physical activity, including negative perceptions of healthy eating (Barre et al. 2011) and a 

lack of exercise self-efficacy (Shiner et al. 2008). Health promotion coaches delivering 

lifestyle interventions to individuals with SMI have identified the potential benefits of 

significant others as facilitators and reinforcers of healthy food choices and exercise 

behaviors in daily life (e.g., evenings and weekends) (Aschbrenner et al. 2015). Participants 

with SMI enrolled in lifestyle interventions have reported that friends and family members 

were essential to their success by providing reminders and encouraging messages, and by 

joining them in making healthy dietary changes and exercising (Aschbrenner et al. 2013; 

Yarborough et al. 2015).

In a prior proof of concept study we explored the initial feasibility of developing and 

implementing a partner support intervention (Fit Together) for overweight and obese 

individuals with SMI to augment and extend the evidence-based In SHAPE healthy lifestyle 

program (Aschbrenner et al. 2016). Participants enrolled in the In SHAPE program were 
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presented with the option to nominate a friend or family member to participate in an 

intervention component designed to increase social support for their health goals in their 

home and social environments. Feedback from the initial pilot study led to the refinement of 

Fit Together, including the addition of a more interactive format to dyadic health promotion 

learning sessions. Building on this formative work, the primary purpose of the present 

feasibility pilot study was to evaluate the acceptability and potential health benefits of the 

refined Fit Together model. As the Fit Together program is designed to facilitate social 

support for health behavior change, we also examined whether there were changes in this 

hypothesized intervention mechanism of action.

Methods

Participants

The study was conducted in collaboration with two community mental health agencies in the 

Northeastern United States. Health coaches from the In SHAPE lifestyle intervention 

approached participants by telephone or in person who had been enrolled in the program at 

least 3 months to inquire whether they would be interested and willing to be contacted by 

our research team to learn about a new study of an additional program component designed 

to increase support for health behavior change from friends or family in their daily lives. 

Participants were eligible for the Fit Together study if they were age 18 or older; had a chart 

diagnosis of schizophrenia, schizoaffective disorder, major depressive disorder, or bipolar 

disorder; and a body mass index (BMI) ≥ 25. Excluded persons had medical contraindication 

to weight loss; pregnant or planning to become pregnant within the next 6 months; prior or 

planned bariatric surgery; or current diagnosis of an active alcohol-use or substance-use 

disorder. Research staff described the study to referred In SHAPE participants and invited 

them to attend a screening appointment at the community mental health center where their 

cognitive status was assessed (using the Mini-Mental State Examination cut-off score < 24) 

along with their perception of the availability of a close friend, family member or significant 

other who would be willing to participate in the study as a self-selected support partner. 

Support partners had to be 18 years of age or older and have at least weekly in-person 

contact with the participant. There were no BMI criteria for the participants’ support 

partners.

Fit Together Intervention

Fit Together was designed to augment the evidence-based In SHAPE healthy lifestyle 

intervention for individuals with SMI by increasing support from participants’ family 

members, friends, and significant others for the fitness and weight loss goals they set in the 

In SHAPE program. In SHAPE is an individualized fitness intervention consisting of weekly 

1-hour supported exercise sessions with a certified personal fitness trainer at a local fitness 

facility, education and guidance on healthy eating and nutrition, and support for coping with 

mental health symptoms that interfere with health behavior change (Van Citters et al. 2010). 

In two separate RCTs, In SHAPE achieved reduced cardiovascular risk in approximately 

half of participants, defined as either ≥5% weight loss or clinically significant increase in 

walking distance (Bartels et al. 2013, 2015). One challenge for many In SHAPE participants 

has been finding the support needed to continue making health behavior changes while 
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transitioning from intensive one-on-one contact with the health coach. Fit Together was 

designed to augment and extend the In SHAPE individualized health coaching model with a 

complementary component designed to facilitate natural supports for healthy eating and 

exercise from participants’ friends and family members as needed in home and social 

environments. The long term goal beyond the scope of this feasibility research is to evaluate 

the potential of Fit Together to help participants sustain lifestyle changes after participation 

in a lifestyle intervention.

The Fit Together intervention consisted of 12 weekly 1-hour dyadic sessions run 

concurrently with the In SHAPE program with a Fit Together health coach who facilitated 

and reinforced partner support for the fitness and weight loss goals that participants set in 

the In SHAPE program. The Fit Together coach provided the participant-partner pair with 

basic education about healthy eating, exercise, and weight loss. This included 

acknowledging additional challenges to health behavior change and weight loss experienced 

by people with SMI (e.g., depressive symptoms, psychiatric medications), while 

emphasizing that many people with SMI are able to lose weight and improve their 

cardiovascular health through healthy eating and increased exercise. The coach helped the 

participant-partner pair identify social support strategies for health behavior change, 

including practical support (e.g., transportation to gym, reminders to exercise), emotional 

support (e.g., encouragement, positive feedback), and informational support (e.g., guidelines 

about healthy eating). The pair identified shared health goals where there was opportunity 

for collaborative behavior change.

The pairs were also taught communication skills to increase positive support and problem 

solving strategies to resolve challenges through role-play exercises. To encourage exercising 

together, participants and their support partners received free gym memberships and 

wearable physical activity tracking devices (Fitbit Zips). The Fitbit Zip is an accelerometer 

that tracks steps and distance walked worn by clipping to clothing. Participants and support 

partners could view their steps on the Fitbit LCD display and compare their daily steps. To 

overcome negative perceptions about healthy eating, nutrition guidelines were introduced 

through a series of food-centered activities. Each activity was designed to help participants 

and their support partners discover that planning and sharing healthy meals and snacks could 

be a mutually beneficial and positive experience.

The Fit Together coach held a bachelor’s degree in psychology and participated in a 2-day In 

SHAPE training with instruction on healthy eating strategies and nutrition as well as training 

in motivational interviewing and tailoring wellness plans to meet the needs of persons with 

SMI. The coach also participated in a half-day training on the principles of behavioral 

family therapy (Mueser and Glynn 1999), including dyadic communication skills training. 

Throughout the study, the Fit Together coach received weekly 60-minute supervision 

sessions with the study’s principal investigator, a researcher with expertise in health 

promotion for individuals with SMI. The coach communicated any concerns about 

participants’ involvement in the Fit Together program as well as their successes to the In 

SHAPE health coach on a weekly basis.
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The participant-partner pairs received the 12-week Fit Together program in an uncontrolled 

pre-post design in order to evaluate the acceptability and potential health benefits of the 

intervention. The once weekly dyadic sessions with the Fit Together coach lasted 1 h. 

Participants were not compensated for participating in the Fit Together intervention, but did 

receive $20 for completing a 2-hour baseline assessment and $30 for completing a post-

intervention assessment. Support partners received $10 for completing a 45-min baseline 

assessment and $20 for completing a post-intervention assessment.

Data Collection

Measures were included to assess the acceptability and possible benefits of the intervention. 

Acceptability data were collected from a satisfaction and feedback form that each 

participant-partner pair completed at the end of the intervention. Participants and their 

partners were assessed at baseline and post-intervention. Demographic characteristics were 

obtained from both participants and their support partners using self-report. Participant 

outcomes included cardiorespiratory fitness, weight loss, body mass index, self-reported 

physical activity, and stage of change for weight loss related behaviors. Measures of 

perceived social support for health behavior change were included to explore the 

hypothesized intervention mechanism of action underlying health behavior change. Data 

were collected on the support partners’ weight, body mass index, and self-reported exercise 

to explore possible secondary benefits of the intervention.

Primary Outcome Measures

Weight and Body Mass Index (BMI)—Weight was measured in pounds (lbs.) on a flat, 

even surface with the use of a high-quality, calibrated digital scale, with the participant 

wearing indoor clothing and no shoes. Change in weight (lbs.) over time was reported. The 

proportion of participants who achieved ≥5% decrease from baseline weight was calculated 

because that is an accepted standard for clinically significant loss (Blackburn 1995), and is 

associated with improvements in cardiovascular risk factors in overweight and obese 

individuals (Wing et al. 2011). BMI was calculated by the formula: Weight (kg)/Height(m)2.

Cardiorespiratory Fitness—Cardiorespiratory fitness was assessed with the 6-Minute 

Walk Test (6-MWT), which measures the distance an individual can walk in 6 min (Balke 

1963). In obese adults, the 6-MWT is a reliable and valid measure of cardiovascular fitness 

with acceptable test–retest and discriminant validity, and has been used to assess fitness 

levels among adults with a variety of chronic health conditions (Beriault et al. 2009; Larsson 

and Reynisdottir 2008). Change in this measure was reported as change in feet compared to 

baseline. An increase in distance of >50 m (about 164 feet) on the 6-MWT is considered 

clinically meaningful among people with medical conditions such as heart failure, chronic 

obstructive pulmonary disease, and pulmonary arterial hypertension (Rasekaba et al. 2009). 

Given the high rates of chronic comorbid medical conditions among individuals with SMI, 

we used the >50 m criteria to assess clinically significant increases in cardiorespiratory 

fitness among study participants.

Physical Activity—Physical activity was measured using the short-form International 

Physical Activity Questionnaire (IPAQ) (Faulkner et al. 2006). The reliability and validity of 
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the IPAQ for use among persons with SMI is comparable to that in the general population 

(Faulkner et al. 2006). Summary scores were calculated for vigorous and moderate physical 

activities obtaining an estimate of weekly metabolic equivalent expenditure (MET) minutes 

of vigorous physical activity. Self-report data were also collected on number of days per 

week participants exercised.

Stage of Change for Weight Loss Related Behaviors—The weight loss behavior 

stage of change scale was used to assess participants’ readiness to change dietary and 

exercise behaviors (Sutton et al. 2003). Participants rated their perceived stage of change 

ranging from 1 = pre-contemplation to 5 = maintenance for each of four behavioral domains: 

(1) fruits and vegetables; (2) fat intake; (3) portion control; and (4) physical activity. An 

average score was calculated for each domain. This measure has been used to assess stage of 

change among overweight and obese individuals treated for chronic disease in a clinical trial 

(Logue et al. 2005).

Exploratory Secondary Measures

Measures of social support included the Sallis Social Support Surveys (Sallis et al. 1987), 

Health Related Social Control (Stephens et al. 2013), and the Important Others 

Questionnaire (Williams et al. 2006) in relation to the supportive behaviors of partners. The 

Sallis Support scales have adequate reliability and validity and have been utilized in previous 

weight loss studies (Gorin et al. 2014). Two versions of the Sallis scales were administered

—one for diet and one for physical activity—with participants asked to rate the behaviors of 

their partner participating in the study over the past 3 months. Participants rated items on a 

5-point Likert scale ranging from 1 = none to 5 = very often. Subscales used in the present 

study included Encouragement for Healthy Eating, Discouragement for Healthy Eating, and 

Participation in Exercise. Partner encouragement of healthy eating included five items (e.g., 

“encouraged me not to eat high-salt, high-fat foods when I’m tempted to do so,” “discussed 

my eating habit changes with me).” Partner discouragement for healthy eating included five 

items (e.g., “ate high fat, or high salt foods in front of me,” “offered me foods I am trying 

not to eat”). Partner participation in exercise included nine items (e.g., “exercised with me,” 

“gave me encouragement to stick with my exercise program”). An average score was 

calculated for each subscale.

Two types of health-related social control were assessed with a measure used in prior studies 

of partner support for lifestyle change (Stephens et al. 2013; Sorkin et al. 2014). Persuasive 

social support strategies involving efforts to prompt or persuade another person to improve 

his or her health behaviors have been found to elicit positive health behavior change 

(Stephens et al. 2009), whereas control strategies that involve the use of pressure, such as 

criticizing or expressing doubts about the person’s health behavior, have been found to 

undermine behavior change (Martire et al. 2013). Participants were asked to indicate the 

frequency with which their partner used social persuasion (3 items) and social pressure (4 

items) to influence their health behaviors. Responses were made on a six-point scale (0 = not 

at all, 5 = everyday), and an average score was calculated for each domain. An example of a 

persuasion item is: “Over the past month, how often did your partner let you know that your 

poor food choices or physical inactivity worry them?” An example of a pressure item is: 

Aschbrenner et al. Page 6

Community Ment Health J. Author manuscript; available in PMC 2018 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



“Over the past month, how often did your partner restrict you from making poor food 

choices?”

An adapted version of the Important Other Climate Questionnaire (IOCQ) assessed 

participants’ perceptions of autonomy supportive behaviors from their partners (Williams et 

al. 2006). Autonomy support for health-related change involves acknowledging personal 

values, providing choice and relevant information, and minimizing controlling behaviors 

(Williams et al. 2009). The adapted IOCQ consists of 15 items that were rated 1 = not at all 

true to 7 = very true. Two subscales were calculated: (1) autonomy support (9 items) and (2) 

direct support (6 items). A sample item for autonomy support included: “My partner 

conveys confidence in my ability to make changes towards my goals.” A sample item for 

direct support included: “My partner has been problem solving about my plans to achieve 

my goals.” An average score was calculated for each domain.

Data Analysis

Statistical analyses were performed using SPSS software, version 22.0. Descriptive 

statistics, including means and frequencies, were used to summarize program attendance and 

participant satisfaction ratings. A series of paired sample t-tests were used to test differences 

between the baseline scores and the post-treatment scores for primary and secondary 

outcome measures.

All authors certify their responsibility for the manuscript. None of the authors report any 

financial conflicts of interest. The Committees for the Protection of Human Subjects at 

Dartmouth College and the New Hampshire Department of Health and Human Services 

approved this study.

Results

Participants

A total of 63 In SHAPE participants were referred to the Fit Together study by In SHAPE 

health coaches (see Consort diagram, Fig. 1). Among those participants referred to the 

program, we were unable to reach 19 participants to have an initial conversation about the 

study. The 19 referrals we were unable to reach included participants who were not well 

engaged in the In SHAPE program with the hopes that social support would increase their 

engagement. After conducting the eligibility screening, a total of 20 dyads (i.e., participant-

partner pairs) were allocated to the intervention. As shown in Fig. 1, two dyads withdrew 

before starting the Fit Together intervention and three dyads discontinued their participation 

in the intervention for various reasons. A total of 15 participant-partner pairs completed the 

12-session Fit Together intervention.

The demographic characteristics of participants and their support partners are presented in 

Table 1. The average age of the participants was 39.6 years (SD = 12.5), whereas the mean 

age of their support partners was 49.6 years (SD = 13.6). Most participant-partner pairs were 

comprised of partners who were friends (33%), parents (27%), and significant others (23%), 

with a smaller proportion of spouses (11%) and only one adult child support partner (6%). 

Half of the participant-partner pairs were living together at the time of the study. Over half 
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of the participant-partner pairs (56%) reported daily face-to-face contact, with 39% of pairs 

having at least weekly contact and one pair reporting face-to-face contact 2–3 times per 

month.

The BMI and obesity classification of participants and partners by relationship type is 

presented in Table 2. Participants had a mean BMI of 43.1 kg/m2 (SD = 10.3), with 61% of 

participants meeting the criteria for Class III obesity (BMI ≥40), which is considered 

morbidly obese. In contrast, partners had a mean BMI of 30.2 kg/m2 (SD = 6.5) with over 

half of support partners (56%) classified as normal weight or overweight (not obese).

Satisfaction

Participant-partner pairs rated their satisfaction with the program (see Table 3). On average, 

both participants and their support partners appraised Fit Together positively and the 

majority reported that the program was useful, convenient, and helped them reach their goals 

(see Table 3). All (100%) of the support partners and 93% of participants rated the Fitbit 

wearable activity tracker as very useful, whereas 53% of the participants and their partner 

pairs found the gym membership to be very useful, respectively. Approximately three-

quarters of participants (74%) and 93% of support partners were very likely to recommend 

the program to others.

Primary Outcomes

Table 4 provides a summary of the results for the paired samples t-tests comparing scores 

from baseline to post-intervention. Results show that at the end of the 12-week intervention, 

participants showed significant improvements in readiness to change physical activity, t(14) 

= -2.46, p < 0.05, and dietary fat, t(14) = −2.70, p < 0.05. Although changes in weight and 

BMI from baseline to post-intervention were not statistically significant, approximately two-

thirds (66%) of participants lost weight. Over one quarter (27%) of participants achieved 

clinically significant weight loss (≥5%), and 40% of participants who lost any weight 

achieved clinically significant weight lost (≥5%). Overall changes in cardiorespiratory 

fitness measured by the 6-MWT from baseline to post-intervention were not statistically 

significant. There were no significant changes in weight or BMI for support partners.

Secondary Outcomes

Participants reported significant changes in partner support for exercise over the study 

period, t(14) = −2.60, p < 0.05. However, there were no significant changes in either of the 

subscales related to partner support for eating behaviors. Participants reported a significant 

increase in persuasive social support strategies over the study period, t(14) = 2.86, p < 0.05. 

Changes in autonomy and direct support were not statistically significant.

Discussion

This feasibility pilot study investigated a novel social support intervention designed to 

augment a healthy lifestyle intervention for overweight and obese individuals with SMI. 

Overall, participants and their partners indicated high satisfaction with the Fit Together 

program. Participants reported significant changes in partner support for exercise over the 
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study period. Although changes in weight were not statistically significant in this small 

sample, approximately two-thirds (66%) of participants were below their baseline weight at 

the 12-week post-intervention assessment, and 27% of participants achieved clinically 

significant weight loss (≥5%) over the 12-week period. There were no significant changes in 

weight or BMI for support partners.

The finding that 27% of Fit Together participants achieved clinically significant weight loss 

is consistent with results from randomized controlled trials of the In SHAPE intervention 

(Bartels et al. 2013, 2015), but the results here were achieved in half the time (3 vs. 6 

months). Findings from this pilot study suggest that augmenting lifestyle interventions for 

individuals with SMI with support from family and friends in participants’ home and social 

environments where health behaviors take place may enhance intervention potency. This 

could ultimately lead to the development of lifestyle interventions that mobilize natural 

support for health behavior change in participants’ day-today environments, thus decreasing 

long-term reliance on professional coaching services in this at-risk population.

Several prior studies targeting partner support for weight loss in general population samples 

have required that support partners be classified as overweight (BMI ≥ 25) and/or be 

interested in losing weight (Wing and Jeffery 1999; Gorin et al. 2013; Sorkin et al. 2014). 

However, given the high rates of obesity and comorbid medical conditions among 

individuals with SMI, we hypothesized that many participants would have close friends or 

family members who would be willing and interested to support the participant’s health 

goals without necessarily having a self-interest in losing weight. The average baseline BMI 

of support partners in this study was substantially lower than participants’ baseline BMI 

(30.2 ± 6.5 vs. 43.1 ± 10.3, respectively), and the majority of partners (56%) met the BMI 

criteria for normal weight or overweight (not obese) at baseline. These individuals were 

likely motivated to join Fit Together to support the participants (who were mostly morbidly 

obese) due to concerns about their health risks, rather than being incentivized to pursue their 

own health goals. Advancing health promotion intervention models that cast a wide net with 

respect to the goals, needs, and preferences of potential support partners may be appropriate 

for high-risk individuals.

A secondary aim of this study was to explore changes in social support for health behavior 

change. Participants reported that partner support for exercise significantly increased over 

the study period, which included participant-partner pairs exercising together. Prior research 

in general population samples has found that couples are highly concordant for health 

behaviors, and that both men and women are more likely to make a positive health behavior 

change if their partner also makes that change (Jackson et al. 2015). The Fit Together coach 

encouraged the participant-partner pair to identify shared health goals. The pairs were given 

free gym memberships and Fitbit wearable activity trackers to incentivize shared physical 

activity. Almost all of participants and support partners, 87% and 100%, respectively, 

reported that the Fitbits were “very helpful” in promoting physical activity. This high 

satisfaction with using wearable devices for activity tracking is consistent with prior studies 

among people with SMI (citation 2015). The use of existing low cost and widely available 

fitness technologies that enable participants to see one another’s achievements and challenge 
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each other to go further may be an ideal tool for facilitating shared physical activity in 

partner-support interventions targeting lifestyle change.

Participants reported significant increases in their partner’s use of persuasive social support 

strategies. Persuasive social support (often referred to as positive social support) is a form of 

health related social control that involves efforts to prompt or persuade another person to 

improve his or her health behaviors as opposed to using pressure, such as criticizing or 

expressing doubts about the person’s health behavior (Stephens et al. 2013; Sorkin et al. 

2014). The Fit Together intervention incorporated communication skills training based on 

principles and techniques of social skills training with families and couples coping with 

mental illness (Mueser et al. 1994; Mueser and Glynn 1999). Behavioral techniques, 

including modeling, behavioral rehearsal, positive reinforcement, and home assignments 

were used to teach the participant-partner pair more effective ways to express positive 

feelings (e.g., recognizing success, expressing gratitude), make requests (e.g., going to the 

gym together, help with transportation), and express negative feelings (e.g., feeling 

disappointed) as they related to health behavior changes. Partner communication about 

health behavior changes such as smoking cessation and weight loss has been the focus of 

prior studies in general population samples (Rohrbaugh et al. 2012; Romo and Dailey 2014), 

and recent intervention studies have attempted to teach partners more effective ways to talk 

with participants about negative and positive health behaviors (Patten et al. 2011; Sorkin et 

al. 2014; McDonnell et al. 2015). Equipping support partners and participants with effective 

communication skills for giving and receiving support for health behavior change may be a 

key mechanism of successful partner-support lifestyle interventions for obese individuals 

with SMI.

Some limitations of this feasibility pilot study include generalizability and inadequate 

statistical power. First, our sample was small involving only volunteers that were self-

selected, thus limiting the generalizability of the findings. Participation was limited to 

participants who were already enrolled in a lifestyle intervention and who had a partner who 

was willing and eligible to participate in the study. We were unable to make initial contact 

with 19 of the In SHAPE participants referred to the study. These referrals included 

participants who were not engaged in the In SHAPE program with the hopes that social 

support would increase their engagement. It is possible that participants enrolled in the Fit 

Together study were generally more engaged and motivated to make health behavior 

changes. Future research could include strategies for making initial contact with potential 

support candidates first who could then help re-engage participants who may stand to benefit 

from a social support component to a lifestyle intervention. Despite the relatively high 

number of referred individuals who were excluded from the Fit Together study (n = 43), 

only 14% of participants were excluded due to the self-selected partner declining to 

participate (n = 6). Our sample was representative of the local population but was racially 

homogeneous. How differences in variables related to culture, race, and ethnicity might have 

an impact on the viability of the intervention in a more diverse sample of people with SMI is 

unknown. Second, this study was not designed to perform formal hypothesis testing and 

thus, the results should be interpreted with caution. The number of participants is consistent 

with the intent of pilot studies as an initial step in exploring the feasibility and potential 

benefits of a novel intervention (Leon et al. 2011). Future studies with larger sample sizes 
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and randomized designs are needed to evaluate the effectiveness of partner-support 

interventions in improving health outcomes for individuals with SMI.

Conclusions

Developing new approaches to increasing the potency and long-term effectiveness of 

lifestyle interventions targeting weight loss and decreased cardiovascular risk among 

overweight and obese individuals with SMI is a public health priority. This pilot study 

investigated a novel partner support intervention designed to augment a healthy lifestyle 

intervention for overweight and obese individuals with SMI. The majority of participants 

reported that the program was useful, convenient, and helped them reach their goals, almost 

one-third of participants achieved clinically significant weight loss, and significant increases 

in partner support for exercise and use of persuasive social support strategies were observed. 

Participants recruited for this study may represent individuals with SMI who are highly 

motivated to change their health behaviors, thus limiting the generalizability of this study to 

similarly motivated individuals. Recruitment and retention in social support components to 

lifestyle interventions could be strengthened in future studies by collaborative efforts by 

providers to inform participants about the study and by leveraging social support partners as 

allies in efforts to increase participant engagement in program sessions and lifestyle change 

behaviors. Social interventions that promote exercising together and positive communication 

may be effective for helping individuals with SMI initiate and sustain health behavior 

change necessary to reduce cardiovascular risk.
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Fig. 1. 
Participant enrollment, allocation, follow-up, and analysis
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Table 1

Characteristics of participants and partners

Characteristic Participants (N = 18) Partners (N = 18)

Age (years), mean (±SD) 39.6 (12.5) 49.6 (13.6)

Female, n (%) 10 (56) 13 (72)

White, n (%) 15 (83) 14 (78)

Hispanic or Latino, n (%) 1 (6) 1 (6)

Education, ≥High School, n (%) 15 (83) 12 (66)

Married, n (%) 2 (11) 5 (27)
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