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Background
Antipsychotic-induced weight gain (AIWG) is a substantial con-
tributor to high obesity rates in psychiatry. Limited management
guidance exists to inform clinical practice, and individuals with
experience of managing AIWG have had no or minimal input into
its development. A lack of empirical research outlining patient
values and preferences for management also exists.
Recommendations addressing weight management in psych-
iatry may be distinctly susceptible to ideology and sociocultural
values regarding intervention appropriateness and expectations
of self-management, reinforcing the need for co-produced
management guidance. This study is the first to ask: how do
individuals conceptualise preferred AIWGmanagement and how
can this be realised in practice?

Aims
1. Explore the management experiences of individuals with
unwanted AIWG. 2. Elicit their values and preferences regarding
preferred management.

Method
Qualitative descriptive methodology informed study design. A
total of 17 participants took part in semi-structured interviews.
Data analysis was undertaken using reflexive thematic analysis.

Results
Participants reported that clinicians largely overestimated AIWG
manageability using dietary and lifestyle changes. They also
reported difficulties accessing alternative management

interventions, including a change in antipsychotic and/or
pharmacological adjuncts. Participants reported current man-
agement guidance is oversimplified, lacks the specificity and
scope required, and endorses a ‘one-size-fits-all’ management
approach to an extensively heterogenous side-effect.
Participants expressed a preference for collaborative AIWG
management and guidance that prioritises early intervention
using the range of evidence-based management interventions,
tailored according to AIWG risk, participant ability and participant
preference.

Conclusion
Integration of this research into guideline development will help
ensure recommendations are relevant and applicable, and that
individual preferences are represented.
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Background

Antipsychotic-induced weight gain (AIWG) is commonly cited as
one of the most distressing treatment side-effects and a frequent
cause of non-adherence.1,2 Clinically significant weight gain has
been linked to almost all antipsychotics3 and contributes signifi-
cantly to the two- to three-fold higher obesity rates seen among
those with a severe mental illness (SMI).4 Consequently AIWG
and its impact on the risk of cardiometabolic disease contributes
appreciably to the poorer physical health,4 reduced number of
healthy years lived5 and the 10- to 20-year premature mortality
seen among those with an SMI.6,7 Given the personal, social and
healthcare costs, effectively managing AIWG is a key priority for
patients, clinicians and policymakers.

However, successfully managing AIWG is challenging.8

Although inter-individual variability in the prognosis of AIWG is
an important factor, limited management guidance for clinicians
invariably increases management complexity.7,9,10 Although a
very limited number of recommendations exist within larger guide-
lines,11–13 a rigorously developed clinical practice guideline dedi-
cated to AIWG management is notably absent.10 This includes
guidance informed by consultation with varying stakeholder

groups, and recommendation development to align with inter-
national standards.14,15 The absence of a quality guideline is an
important barrier to timely, systematic and equitable patient
access to evidence-based AIWG management across cohorts and
settings.16,17

Calls are increasing for standardised guidance dedicated to
AIWG management.10,18 Aside from concerns regarding inequit-
able individual access to management interventions, reasons under-
pinning such calls include the need for guidance for clinicians
regarding the role of non-pharmacological and pharmacological
management interventions specific to AIWG management.12,16,19

This is particularly important in the case of dietary and lifestyle
interventions, where evidence of efficacy diverges from that demon-
strated in the general population.16 Accumulating evidence addres-
sing novel anti-obesity medications, including glucagon-like
peptide 1 (GLP-1) analogues, in psychiatric populations also
requires due consideration.20 Guideline development, however,
requires evidence addressing criteria beyond intervention effective-
ness. This includes individual values and preferences for manage-
ment interventions and views regarding the acceptability,
feasibility and transferability of ensuing recommendations.15,19,20

One challenge in developing relevant and applicable AIWG man-
agement guidance is the lack of empirical research assessing these
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criteria. To date, the scope and endorsement of management recom-
mendations have largely been informed by expert opinion of guideline
development groups with no or minimal patient input.12,21,22 The
prognosis of AIWG is extensively variable,3 and thus patient prefer-
ences and priorities for management are likely similarly variable.

Healthcare providers can (often unconsciously) endorse stereo-
typical assumptions and stigmatising attitudes about those living
with obesity.23,24 Obesity management among those with an SMI
may be particularly liable to such implicit biases, where the experi-
ence of a ‘dual stigma’ has been described by those living with both
obesity and an SMI.25,26 Recommendations addressing weight man-
agement in those with an SMI may be distinctly susceptible to ideol-
ogy and sociocultural values regarding the appropriateness of
interventions, including use of anti-obesity medications and expec-
tations of self-management.27 These concerns reinforce the need for
explicit patient engagement during guideline development.

This study is the first to ask: How do patients conceptualise
preferred management of AIWG and how can this be realised in
practice? Qualitative research methods are particularly helpful in
ascertaining individual values and preferences for treatment inter-
ventions, while also acquiring evidence addressing other key guide-
line decision-making criteria.15 The World Health Organization
recently reinforced the importance of considering qualitative
evidence during guideline development to ensure that the views,
needs and preferences of people with lived experience are consid-
ered during recommendation development and in designing imple-
mentation processes.15

Aims and objectives

Figure 1 outlines the study aims and objectives. Eliciting acceptability
of previousmanagement experiences will inform feasibility and imple-
mentation considerations, including the impact of wider social, con-
textual and personal factors on effective AIWG management.

Method

The consolidated criteria for reporting qualitative health research
checklist (COREQ) informed research reporting and are contained
within the Supplementary Appendix available at https://doi.org/10.
1192/bjo.2024.725.28

Study design and setting

Qualitative descriptive methodology was employed, given that study
aims were not to provide an increasing theoretical, conceptual or

highly abstract understanding of the topic, but rather to provide a
descriptive summary of the informational content of the data that
could be easily understood and implemented by stakeholders.29,30

Quality standards consistent with the application of qualitative
descriptive methodology were adhered to. Philosophical assump-
tions underlying the methodology have been previously outlined.29

Participants attending out-patient services of a psychiatric second-
ary care setting in the Republic of Ireland were included. Although
recruited through one centre, participants were explicitly asked to
reflect on all experiences of managing AIWG to capture varying
experiences over time and across settings. Participants were primar-
ily recruited via advertisement where participants were asked to
respond to advertisements placed in out-patient settings.
Clinicians could also highlight the study to potentially relevant indi-
viduals. Five participants were known to one researcher (I.F.)
through a prior clinical relationship.

The study involved semi-structured interviews lasting 45–60 min.
Interviews took place primarily online because of COVID-19 restric-
tions in place during project planning. Following the subsequent
lifting of restrictions, two interviews took place in person. Interviews
were audio recorded only and supplemented with field notes taken
during interviews. All interviews were conducted by one researcher
(I.F.), a female senior pharmacist working within the recruiting
centre, with expertise in conducting qualitative interviews. All proce-
dures involving participants were approved by St Patrick’s Mental
Health Services (SPMHS) Research Ethics Committee (Protocol 02/22).
All procedures complied with ethical standards of the relevant national
and institutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. Written informed
consent was obtained from each participant prior to enrolment.

Participant recruitment

Table 1 outlines inclusion and exclusion criteria.
Purposive sampling guided the sampling strategy whereby

participants with diverse experiences of SMI and AIWG and its
management were purposely recruited. We also purposely included
participants with varying sociodemographic characteristics to
increase credibility and transferability of results. This included
age, gender, employment status and living supports. Furthermore,
concepts arising from data analysis following early interviews
drove subsequent recruitment to test emerging concepts. Thus, par-
ticipant sample size was not determined a priori. Recruitment ces-
sation was based on the concept of ‘data sufficiency’ i.e. sufficient
data were available to meet study aims.31,32 Data sufficiency was
conceptualised as consensus among researchers that a sufficiently

Aim 1 - Explore the management experiences of those
who have encountered unwanted AIWG.

Aim 2 - Elicit the values and preferences of
those who have experienced unwanted AIWG

regarding preferred management.

Objective 1 - Identify the acceptability of interventions
availed of by participants to manage AIWG.

Objective 2 - Explore participant experiences of
interacting with clinicians and services when managing
AIWG; identify aspects that align with patient-centred

management ideals.

Objective 4 - Identify factors influencing effective
implementation of AIWG management

interventions.

Objective 3 - Explore participant acceptability
regarding current AIWG management

algorithms and recommended interventions.

Fig. 1 Overview of study aims and objectives. AIWG, antipsychotic-induced weight gain.
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detailed and rich aggregate account of AIWG management experi-
ences and preferences for management was reached.

Data collection

An interview guide was drafted with reference to existing literature
and study aims. The guide was reviewed by individuals within a
local Service User Advisory Network (SUAN), representing those
with lived experience of both SMI and AIWG management. The
guide was amended based on their feedback before study com-
mencement, and thus was not piloted. The interview guide was
also updated iteratively throughout data collection to incorporate
questions addressing emerging concepts. The final version is con-
tained in the Supplementary Appendix. Verbatim transcription of
interview audiotapes and redaction of identifying information was
undertaken by one researcher (I.F.). Transcript verification was
offered to all participants. Participant sociodemographic data
were collected including information on age, gender, diagnosis
and duration of diagnosis, living arrangements, employment
status, duration of diagnosis and body mass index (BMI).

Data analysis

Thematic analysis was conducted according to the principles of
Braun and Clarke, specifically their reflexive approach,33,34 involv-
ing six phases: familiarisation with data, generating initial codes,
generating themes, reviewing potential themes, defining and
naming themes, and producing the report. Initially three researchers
(I.F., E.C. and L.S.) double-coded anonymised transcripts independ-
ently using NVivo (Release 1.7.1 for Mac). Both semantic and latent
codes were developed, largely inductively.33 Subsequently, a code-
book was developed and used by all members of the research
team to discuss emerging findings, develop themes and discuss add-
itional recruitment needs. Themes were developed separately for
each aim for greater clarity in result presentation. To enhance
study rigour, negative cases analysis was conducted whereby cases
that appeared to contradict or challenge emerging themes were
actively pursued, and theme development evolved accordingly.
Once agreed upon by all researchers, participants were offered the
opportunity to member-check themes for accuracy and validity.
Final themes were reviewed and updated accordingly.

Results

Seventeen participants were interviewed. Participant clinical and
sociodemographic information is contained in Table 2.

Aim 1: Explore the management experiences of those
who have encountered unwanted AIWG

An overview of themes outlining participants’ experiences of man-
aging AIWG can be found in Fig. 2.

Heterogeneity – the absence of systematic
management

Significant heterogeneity in experiences of AIWGmanagement was
apparent at the level of the participant (e.g. responsiveness to inter-
vention), clinician (e.g. experience of a collaborative management)
and psychiatric service (e.g. participant access to exercise interven-
tions). A systematic approach to management appeared largely
absent, with participant reports of experiences ranging from
minimal support to shared management between psychiatric and
endocrinology services. Weight gain secondary to antipsychotic
treatment not being systematically seen as the responsibility of
psychiatric services to collaborativelymanage was identified as a sig-
nificant source of heterogeneity. Participants across varying settings
reported a prevailing narrative that the burden of responsibility of
AIWG management was left with them to navigate unsupported.

P16 – ‘There was just a complete emphasis on personal respon-
sibility and very little appreciation from staff of what you were
dealing with, because maybe they had never had that experience of
having those intense cravings.With several different doctors, never
once was anything other than diet and lifestyle recommended.’

Absence of collaborative management responsibility was also
perceived by participants through the absence of preparative infor-
mation on antipsychotic weight gain liability and management
methods, continued clinician recommendations to implement
self-led behavioural interventions, independent of success of prior
trials, and clinician reluctance to intensify management.

P6 – ‘A lot of the answers that were being offered, well go away
and try this yourself and you know, if you try this yourself, come
back to us, sure some people don’t gain the weight at all, or that’s
a pity you just happen to be in the group that do.’
P7 – ‘I haven’t been given any advice, whether it’s alternative
medication, or training, or anything like that… I’m left to
row my own boat.’

Whereas a largely self-led management approach was accept-
able among participants with comparatively minor weight increases,
this approach led most to feel that failure to effectively manage
AIWG was within their control.

P13 – ‘I always felt like a bit of a failure really and having to
apologise and justify my weight gain.’

Table 1 Study inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

• Adults ≥18 years of age.
• Those with a diagnosis of a severe

mental illness (SMI) including bipolar
affective disorder, schizophrenia (or
other enduring psychotic illness) or
major depression and who were
prescribed an antipsychotic for any
period of time.

• Those with experience of unwanted
antipsychotic-induced weight gain.

• Those receiving in-patient
care.

• Cases where weight gain
was not primarily because
of antipsychotic treatment.

• Those prescribed an
antipsychotic for an illness
other than an SMI.

Table 2 Summary characteristics of participants (n = 17)

Characteristic Summary

Female 76%
Age in years

Mean (range) 51.5 (26–66)
Body mass index (BMI)

Mean (range) 31.2 (22.5–40.6)
Employment status

Employed 65%
Unemployed/state support 35%

Living arrangements
With family (independent of family of origin) 76%
With family of origin 18%
Alone 6%

Primary diagnosis
Schizophrenia or associated subtype 24%
Bipolar affective disorder 35%
Major depression 41%

Duration of mental illness
<1 year 6%
1–5 years 29%
5–10 years 6%
>10 years 59%
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Beyond minor weight increases, participants reported that
behavioural changes alone were insufficient to manage AIWG.
Where pharmacological adjuncts were available, participants with
experiences of moderate or severe AIWG reported finding these
interventions as more helpful than lifestyle modifications alone.

P11 – ‘I would not have been able to lose that weight on my own
… it would have taken years to lose what I’ve lost with
Ozempic®’.

Participants reported that use of metformin specifically was
helpful in plateauing continuing AIWG and in reducing food crav-
ings, both of which were valuable outcomes to participants in add-
ition to weight reversal.

P5 – ‘I think the metformin obviously helps because I don’t have
that urge to come in and eat lots of stuff.’
P11 – ‘It [metformin] didn’t really have a massive effect, but it
keeps things stable… it does play a role in weight management
in terms of antipsychotics. It’s better for prevention more than
an actual therapy to reverse.’

However, participants with experiences of severe AIWG
reported that changing to a lower-risk antipsychotic treatment or
stopping antipsychotic treatment had the most significant impact
upon AIWG manageability, including effectiveness of behavioural
changes.

P14 – ‘They switched the olanzapine to Seroquel® and although
it’s not perfect, it’s much, much better, much less weight gain…
for somebody who would be on olanzapine, that [lifestyle] course
would be inappropriate because you wouldn’t be able to get out
of it what you needed’.

Many participants described being unaware of the option of
changing antipsychotic or the use of pharmacological adjuncts to
manage AIWG.

P3 – ‘You saying those three things, the diet and lifestyle, switch-
ing to another medication or trying an add-on, I was not aware
that that existed. I didn’t even know that there were alternatives
to quetiapine.’

Participants with experiences of different psychiatric services
reported that access to intensified management was dependent
upon care being provided by clinicians or teams who adopted a hol-
istic approach.

P6 – ‘Now I’m under the care of [service] and they reviewed my
medication, and the team did listen to me about the weight gain
being a factor and part of my unwellness and they swapped the
olanzapine for quetiapine to try and change that.’

Among those with experiences of collaborative management,
engagement with multi- and interdisciplinary clinicians experi-
enced in AIWGmanagement was identified as particularly valuable.

P5 – ‘It was great when I was able to speak with a pharmacist
and I felt, I think I have a voice now, somebody can hear
what I’m concerned about.’
P13 – ‘There’s no judgement, I just feel able to relax around
[endocrinologist] and just be honest and open about how I
feel… I kind of hang on to that, really valuable.’

In cases of positive experiences of managing AIWG, aspects of
management approaches reported as effective and preferable are
summarised in Fig. 3.

Manageability of AIWG – clinician perception versus
lived experience

All participants spoke about the uniqueness of managing weight
gain induced by antipsychotic treatment specifically, including
intensity of food cravings and loss of appetite control. Table 3
gives an overview of participants’ experiences of managing anti-
psychotic-induced appetite increases in cases of both mild AIWG
(P5, P9) and severe (P1, P13) AIWG.

Participants described a disconnect between what they per-
ceived to be the clinicians’ perception of their ability to manage
AIWG through self-intervention, and their experience of AIWG
management without additional clinician intervention.

P6 – ‘You’re trying to get across, I’m really trying my best here
you know, but feeling that maybe they didn’t think you were
making enough of an effort.’

Aim 1 − AIWG
management
experiences

Heterogeneity – 
the absence of

systematic
management

Manageability of
AIWG − clinician

perception
versus lived
experience

Dichotomised
healthcare −

mental versus
physical

Fig. 2 Thematic map of the identified themes relating to antipsychotic-induced weight gain (AIWG) management experiences.
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P16 – ‘There was the sense that this was simple if you only follow
this certain number of steps. The problem is that those steps, in
the context in which people find themselves, can be incredibly
difficult, if not impossible, to follow.’

Many participants described difficulties in implementing
behavioural changes due to contextual factors, including anti-
psychotic side-effects, fluctuating psychological health and physical
consequences of AIWG. Participants reported that the impact of
these variables was frequently unaccounted for in management
advice received.

P2 – ‘ People say shake it off and try and go out and get a bit of
exercise, but when I was up at the weight I was, it was 95 kg I
went up to, that’s 49 kg up to 95 kg. I found it hard to go out
walking for exercise because physically my knees couldn’t take
it because of my body weight.’

Among participants with experiences of being on low-,
medium- or high-risk antipsychotics relating to risk of AIWG, an
absence of differentiated clinician advice was reported. This con-
trasted starkly with participant experience of manageability when
prescribed different antipsychotics.

Shared
responsibility

for
management   

Includes peer
support 

Readily
accessible 

Delivered by
experienced
clinicians  

Inclusive
Recognises

heterogeneity
in AIWG

presentation
and

responsiveness

Provides
individualised
intervention  

Includes multi-
and inter-

disciplinary
support 

Provides
specific,

actionable
advice   

Includes
longitudinal
follow-up  

Fig. 3 Participant descriptions of aspects of effective antipsychotic-induced weight gain (AIWG) management interventions.

Table 3 Descriptions of experiences of weight gain and appetite increases secondary to antipsychotic treatment

Participant 1 ‘It’s a hunger you just can’t do anything about, you know, food doesn’t, food doesn’t satisfy it. So, it’s insatiable, you just can’t. I couldn’t
find way really, any other way really other than be hungry. I could eat twice the amount of dinner and you’re still as hungry as when you
started.’

Participant 5 ‘Often at night when I was going to bed, I was sneaking in food to the bedroom, which I never did in my life before and it was like, I kept
saying “What is going on here?”’

Participant 9 ‘I mean you are out of control in your thoughtswhen you’re psychotic but then you’re given this drug that taints these thoughts, but then
your physical self is out of control because you’re just filling that need within you [to eat].’

Participant 13 ‘Zyprexa® seems to just make me balloon out… I just couldn’t get enough of the food, I just couldn’t get enough. I was just completely
out of control, there was no satiety. There was no, I just couldn’t get enough. It was fatty foods; it was carbs and as much as possible.’

Informing the development of antipsychotic‐induced weight gain management guidance
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P16 – ‘When you’re not on these drugs or when you’re on less of
them, or when you’re on ones that don’t have quite that effect,
you’re just simply not as hungry. Your appetite isn’t as
intense. I don’t know if I would be able to do all those things [life-
style changes] as well or stay at a healthy weight if I was on a
larger dose, if I was on the medicines that I was on when I
gained a lot of weight.’

The difference between clinician perception and participant
experience of AIWG manageability potentially contributed to diffi-
culties participants encountered in accessing management interven-
tions requiring clinician collaboration, including changing
antipsychotic and accessing pharmacological adjuncts.

P4 – ‘Even my own doctor when I said to him about this this
injection [semaglutide]… he knew everything I’d been
through, why is he making me wait when he knows this is
going to be an issue?’
P16 – ‘Is there still something of a stigma as in why that’s
[pharmacological adjuncts] the absolute last resort, is it
because of the potential side-effects or is it because we feel that
people should be handling this themselves?’

Continual clinician recommendations to implement self-led
behavioural changes could worsen participants’ sense of isolation
and internalised stigma, and reduce the likelihood of future help-
seeking due to anticipated stigmatising interactions.

P10 – ‘ It leaves me feeling kind of isolated as well because how it
looks is that I am not making an effort to improve my position
and then I don’t want to see people and be judged for it… being
overweight and having mental health issues, I just don’t want to
be perceived as lazy’.

Where participants perceived that clinicians displayed an
understanding of the unique challenges of managing weight gain
induced by antipsychotic treatment, participants reported reduced
psychological distress.

P6 – ‘To hear from a professional that actually this is really hard,
this can happen, it has happened in your case, there are things you
can do to lessen it, but you may always have a bit of a battle on
your hands… just to take some of the shame away’.

Mental versus physical healthcare – a false dichotomy

Dichotomisation of physical and mental healthcare within psychi-
atric services was an additional barrier that participants described
in accessing AIWG management support. Many participants
reported that clinicians minimised concerns about AIWG liability
or occurrence.

P3 – ‘Any time I brought it up… it would be kind of invalidated
in that like, don’t be so silly, look at how well you’re doing, don’t
be worrying about gaining a few pounds’.

Some participants reported perceiving there to be, or explicitly
being presented with, a choice between physical and mental
health when discussing the impact of AIWG with clinicians, par-
ticularly when requesting a change in antipsychotic.

P11 – ‘My experience over the 12 years was there’s your medica-
tions, take them and be happy. The whole “Would you rather be
skinny and unstable or overweight and stable?” and you’re just
like, come on!’

Participants described a bidirectional relationship between their
physical and mental health and the impact that unmanageable
AIWG could have on their recovery from mental illness.

P4 – ‘OK, my mental health is bad, but this [weight gain] is a
mental health problem too… it’s a huge thing for me’.

Many participants described self-reducing or stopping anti-
psychotic treatment to reverse AIWG.

P10 - ‘I came off that [olanzapine], I was having a hard time
managing my mental health, but I’d lost a lot of the weight,
and it was kind of down to… yeah, I, I stopped it’.

Aim 2: Elicit the values and preferences of those who
have experienced unwanted AIWG regarding preferred
management

Figure 4 provides an overview of the four themes of individual-
centred AIWG management described by participants.

Individualised management

Participants were presented with the current stepwise AIWG
management approach, beginning with behavioural/dietary and
exercise interventions as the standard management intervention,
followed by consideration of changing antipsychotic and
subsequent use of pharmacological adjuncts e.g. metformin, if the
preceding options are ineffective.11,13 Participants reported that
recommendation of behavioural interventions as a uniform
first-line intervention oversimplified the complexity of managing
AIWG.

P14 – ‘It’s easy enough to say you need to lose weight, try diet
and lifestyle, but you’re saying that at a time when a person is
at a low… it has to be very structured and what sick person is
going to be able to do that?’

Participants collectively spoke of individual-centred manage-
ment requiring a more individualised approach.

P9 – ‘You could talk about all the different options and then
together with the patient decide what’s the best for them,
rather than the robotic steps, so to make it a more individual
approach.’

Individualised management included avoidance of uniform
treatment pathways endorsing hierarchical intervention use. One
repeated argument against this management approach was hetero-
geneity in AIWG prognosis and response to intervention.

P16 – ‘If somebody comes and they’ve gained three or four stone
over the course of a year, that would seem to be a much different
issue than if somebody had gained a few pounds. The same
answer shouldn’t be the case.’

Those with a personal history of obesity were particularly con-
cerned about recommendations supporting hierarchical interven-
tion use, and the assumption that all management interventions
are equally applicable to presenting individuals.

P1 – ‘I wouldn’t really think that option one [diet and lifestyle]
alone will work in practice. It might work for a week but it’s not
sustainable, particularly if you are big to begin with, I can cer-
tainly put on a stone in a week.’

Disagreement with uniform recommendation of behavioural
changes as first-line management was also present among partici-
pants who were severely unwell at antipsychotic initiation.

P6 – ‘If you were dealing with psychosis, if somebody has been
very ill, they may not be able to make diet and lifestyle
changes. In their case, the tailoring may involve more preventa-
tive use of metformin because they just may not be in that pos-
ition to make those decisions for themselves that really require
being very proactive at a time when you are recovering.’

Other participants expressed concern that recommendations
endorsing diet and lifestyle interventions lacked specificity and
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reinforced their perception that management was primarily their
responsibility.

P13 – ‘You can feel totally dismissed if someone says “Oh diet
and exercise,” you just end up going, OK, here we go again.
Someone that doesn’t give you direct, specific, measurable and
achievable advice… you just feel like you are getting fobbed
off again’.
P16 – ‘Option one [diet and lifestyle] is a fob-off, definitely…
you feel like a fly and the person is trying to swat you away.
What does this mean, diet and lifestyle, what should a
person’s first step be?’

Participants who preferred initial use of behavioural interven-
tions recommended that these be structured interventions and
resourced within psychiatric services, and that their initial use
should be agreed collaboratively, following due consideration of
alternative management options.

P3 – ‘It’s getting some support on the diet and the lifestyle, but it
is more understanding you have options, for me it’s that, it’s
understanding that you have options.’
P16 – ‘There could be a structured programme in place, things that
people can follow… a shared burden in terms of diet and lifestyle’.

Participants said that a preferred management option would be
for a change of antipsychotic to be explicitly discussed with them,
given the significant differences they experienced in manageability
when prescribed different antipsychotics.

P10 – ‘I would probably say switch to lower-risk first and then
diet and lifestyle.’

Participants viewed pharmacological adjuncts as relevant and
acceptable interventions, and requested that these be offered
earlier than currently endorsed.

Interviewer – ‘Do you think we should be offering other options
like metformin earlier in treatment or not?’
P4 – ‘100%. That would be like if you had cancer, the chemo-
therapy or radiation or whatever is making you sick, there is
immediately an anti-sickness drug… it’s not something you
wait to be told about’.
P15 – ‘Well, that would be the option I would want because then
I’d know I’m sticking with the medication that’s working and
trying to help with the cravings.’

Many participants, particularly those with experiences of AIWG
secondary to high-risk antipsychotics and those with a personal

Theme 2 − Proactive

• Readily accessible education on

antipsychotic weight gain risk and

management methods

• Frequent weight monitoring

• Contingency plan development

• Environmental changes to model

   importance of proactive intervention

Theme 3 − Collaborative

• Shared responsibility within

   psychiatry for AIWG

management

• Supports self-advocacy and

shared decision-making in

antipsychotic treatment

choices

Goals of AIWG management

Patient-centred management involves
healthcare providers and systems
supporting the person to achieve the
healthiest weight possible for the
individual. Holistic assessments of
intervention effectiveness should also
be undertaken, including intervention
impact on other health measures in
addition to weight and BMI
measurements.

Theme 1− Individualised

• Recognises heterogeneity in

AIWG prognosis and response

to intervention

• Avoids hierarchical use of

interventions

• Avoids over-reliance on

behavioural changes

• Aligns choice of management

method with preferences, clinical

needs and capabilities

Theme 4 − Holistic

• Avoids dichotomised mental and

physical care

• Recognises the importance of

integrated care within psychiatric

services

• Access to multi-and interdisciplinary

support

Fig. 4 Participant view of pillars encompassing improved antipsychotic-induced weight gain (AIWG) management practices.
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obesity history, expressed a preference for preventative use of
pharmacological adjuncts.

P5 – ‘If it’s a known drug for weight gain, it [metformin] should
be offered at the beginning… rather than wait six months down
the road and then somebody feeling awful about the drug and
deciding they want to come off it’.

Proactive management of AIWG

Participants cited proactively addressing AIWG as crucial to effect-
ive management and highlighted that recommendations addressing
prevention and early intervention were missing from current guid-
ance. Contingency planning was one suggestion to operationalise
proactive management.

P6 – ‘Where are the contingency plans so when it happens, as is
often the case, it’s not an if, it’s a when it happens… that word
proactive is what’s really the key.’

Use of markers or thresholds to prompt early consideration of
intensified management by clinicians was also suggested.

P6 – ‘If somebody’s BMI has radically increased maybe there
should be some marker that identifies that person as somebody
that the health service gets involved with quicker.’

Participants wanted to be supported in being proactive, and
highlighted that information and education on AIWG risk are
important in their preparedness for management.

P15 – ‘I didn’t realise that the medication I was on could cause
weight gain…. if I had been educated a little bit more about
what my medication side-effects were, I would have been able
to handle it a bit better. I probably would have considered my
diet and lifestyle a bit better.’

Information on AIWG risk and management interventions
being accessible and readily available was also highlighted
consistently.

P8 – ‘Definitely more education on the management options, I
think the earlier in the process the better.’

Accessible information was also described as important in redu-
cing potential power asymmetry in discussions between patients
and clinicians, which could be worsened by experiences of over-
weight and obesity.

P4 – ‘Knowledge is powerful… if you have the background, it
makes you feel like you’re being listened to, and you’re being
recognised’.

Participants also spoke of the importance of services and environ-
ments modelling the importance of proactive weight management.

P17 – ‘It highlights for you the importance of your ownmanage-
ment of the situation and the fact that there is something to be
cognisant of, something to be aware of .’

Collaborative management

Participants reported an expectation that psychiatric clinicians
should be involved in AIWG management and reported that for
management to be effective, it needs to be seen as collaborative.
This includes being initiated within services where antipsychotics
are prescribed.

P6 – ‘I think they have a shared responsibility… I think it can’t
be entirely on them [psychiatrists], but they have expertise and
with that comes an authority and a responsibility that the
patient doesn’t have… if it was seen as such, it would be less
easy to dismiss concerns’.

A fundamental aspect of collaborative AIWG management
endorsed by participants was shared decision-making in the
choice of antipsychotic treatment, particularly the choice to con-
tinue the causative antipsychotic. This should include explicit
engagement with individuals’ assessment of the risks of continued
AIWG versus the risks of changing antipsychotic.

P15 – ‘When I started to notice the weight gain, I was well
enough to try another medication.’
P17 – ‘I would have changed from Seroquel® completely if I had
known there was an alternative.’

Holistic service provision

Participants described the importance of a holistic approach to care
within psychiatric settings. This included integrated care models
addressing physical and mental health needs, given the burden of
risk factors participants faced for living with overweight or obesity.

P6 – ‘That dichotomy of, this is the psychiatric services and then
you go over here for the physical services, if it’s more integrated
from the get-go I just think you wouldn’t feel abandoned and
there would be a much greater chance of you staying compliant
with the medication which is for the psychiatric side of things
and your well-being in general would be better.’

Integrated care would also allow for more prompt access to clin-
icians experienced in weight management in acute care settings to
align with participant preferences for AIWG management.

P8 – ‘Earlier in the process to actually engage with the dietician
and get advice to guide you in the hospital, because I was kind of
working that out myself.’

Where participants had experiences of individualised behav-
ioural interventions being provided by experienced clinicians,
their acceptability increased.

P13 – ‘… referred me to a dietician along the line and that was
terrific, as that was really specific and helpful advice from
someone who knows, that’s their whole area of expertise’.

Participants also requested longitudinal weight management
supports within psychiatric services.

P1 – ‘I think the big difference would be to formally have some
kind of continuation of the supports that work. So, maybe a
check in after three months and a check in after six months.’

Among those with experiences of severe AIWG, integration of
endocrinology services into psychiatry settings was advocated to
improve access to intensified supports, including anti-obesity med-
ications and psychological support.

P6 – ‘Going to the endocrinologist and being listened to and
being started on the drug [semaglutide] and even having the
empathy of the endocrinologist who kind of, not kind of, but
did understand how difficult it is to lose this weight, that was
really reassuring. They understood that obesity is a lot more dif-
ficult to beat, more than sometimes the GP or the psychiatrist
understood.’

Participants also expressed a preference for assessment of man-
agement effectiveness to look beyond weight measurement alone
and towards holistic assessments of health.

P16 – ‘Should our aim really be to maximise a person’s well-
being, their mental and physical well-being and to what
extent can that be done in a way that allows people to be differ-
ent shapes and sizes while being still healthy?’

An overview of changes suggested by participants in manage-
ment guidance, alongside cultural and structural changes required

Fitzgerald et al

8
https://doi.org/10.1192/bjo.2024.725 Published online by Cambridge University Press

https://doi.org/10.1192/bjo.2024.725


within services to support implementation of patient-centred
AIWG management, is contained in Fig. 5.

Discussion

This study is the first to explore several key decision-making criteria
relevant to the development of high-quality AIWG management
guidance among a purposely diverse lived experience group.
Feedback was sought regarding the relevance and scope of current
AIWG management guidance11,12 alongside contextual factors
that may help or hinder recommendation implementation.
Acceptability and feasibility of management interventions and prac-
tices across a range of contexts was elicited. As in general weight
management,35 heterogeneity in the responsiveness of AIWG to
any intervention was reported by participants. Despite the availabil-
ity of varying management interventions,16 participants were
unaware of, or encountered, difficulties accessing interventions.
Participants reported that clinicians largely overestimated the man-
ageability of AIWG through behavioural changes and underesti-
mated the physical and psychological impacts of AIWG.36 In the
cases of positive management experiences, these were largely attrib-
uted to proactive clinicians who afforded participants access to col-
laborative and holistic care. Thus, an absence of a systematic and
equitable approach to AIWG management was observed here.
Collectively, these experiences reinforce the need for more effective
AIWG management guidance and implementation supports.

Current AIWGmanagement guidance –what works and
what is missing?

Participants reported that current guidance is oversimplified, lacks
the specificity and scope required, and endorses a homogenous
management approach to an extensively heterogenous side-effect,
both in presentation and manageability. Significant changes in
AIWG management guidance was called for by participants
because of the lack of applicability and transferability across indivi-
duals and contexts. Suggested changes include expansion of the rec-
ommendation scope to address prevention and early intervention,
and assessment of intervention effectiveness to align with patient-
important outcomes. Participants emphasised that AIWG is a
unique cause of weight gain, often in unique contextual circum-
stances, and requires an equally distinctive approach to manage-
ment. Improved recommendations in AIWG management
recognise diversity among individuals in the initial risk and subse-
quent trajectory of AIWG and allow for intervention use to be tai-
lored towards the risk of overweight or obesity, individual physical
and mental health capabilities, and their treatment preferences.
Thus, participants strongly disagreed with uniform and hierarchical
treatment algorithms. Participants expressed a preference for all
management options to be considered collaboratively, ideally
early in the experience of AIWG, and as part of contingency plan-
ning when prescribing medium- or high-risk antipsychotics.
Those at high risk of AIWG generally expressed a preference for
more intensive early intervention.

Avoidance of hierarchical use of interventions
• Individualised management plan considering:

Guideline
recommendations

Interactions with
healthcare providers

Cultural and structural
changes

Increase scope of current recommendations

Cultural changes

Structural changes

• Increased focus on prevention and early intervention
• Thresholds for considering intensifying management,
 including speed of early weight gain
• Comprehensive assessment of intervention effects (beyond
 BMI reductions alone), including patient-important outcomes

• Greater specificity regarding:

• Collaborative approach to management

• Increased shared decision-making in antipsychotic
 treatment choice, including initial and continued treatment

• Increased access to patient information on:

• Ease of access to integrated physical health care services
 in psychiatry
• AIWG management by experienced multi-and inter-
 disciplinary clinicians

• Increased focus on holistic care in psychiatric settings

• Recognise heterogeneity in AIWG prognosis and
 responsiveness to intervention
• Recognise the wider impact of AIWG (psychological, social)

• Shared risk-taking approach to changing antipsychotic to
 manage AIWG

• Reduce over-reliance on behavioural interventions

• Earlier consideration of pharmacological adjuncts

• Personal risk of obesity (e.g. personal history,
 prescribed high-risk antipsychotic)

• Treatment of varying degrees of AIWG

• Physical and mental health status and capacity

• Effective behavioural interventions

• Range of pharmacological adjuncts
• Alternative lower-risk psychotropics

• AIWG risk and prognosis
• Range of effective management interventions

Fig. 5 Overview of guideline and strategic changes required to support development and implementation of individual-centred AIWG
management. AIWG, antipsychotic-induced weight gain.
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Behavioural/dietary and lifestyle changes

Participants largely disagreed with endorsement of uniform recom-
mendation of behavioural changes as first-line AIWG management.
Barriers to implementation included the impact of mental illness
and antipsychotic treatment on motivation, cognition and capacity,
intensity of food cravings and the speed of AIWG in at-risk indivi-
duals. Lack of resources within psychiatric services to support imple-
mentation and experiences of differential efficacy when used
alongside high- versus low-risk antipsychotics were also barriers to
uniform endorsement. In line with results of interventional research
demonstrating wide-ranging and often clinically insignificant effect
sizes associated with many dietary and lifestyle interventions,16,36,37

participants reported, with exception, that many of their attempts
to manage AIWG with dietary and lifestyle interventions were inef-
fective. Thus, participants expressed a preference for guideline
recommendations regarding dietary and lifestyle changes to be
reflective of the evidence base in AIWG management. This includes
outlining interventions associated with the largest effect sizes, those
deemed ineffective and their comparative efficacy relative to other
recommended interventions.16,36,37 Avoidance of erroneous recom-
mendation of population-level weight management advice and con-
tinued recommendations to implement non-specific, or previously
ineffective, behavioural changes were highlighted as important,
given the potential impact on internalised weight stigma. Strategies
to support people in effectively implementing behavioural interven-
tions were provided and included longitudinal provision within psy-
chiatric services and involvement of peer-support networks.

Pharmacological management – switching antipsychotic and
pharmacological adjuncts (metformin, topiramate, GLP-1 receptor
agonists)

In contrast to its relegated role in current guidance,11 participants
endorsed the use of pharmacological adjuncts as acceptable inter-
ventions. Among those at high risk of obesity, due to treatment or
personal history, their preference was for pharmacological adjuncts
to be offered as preventative interventions. Participants placed a
high value on their use to maintain weight and low resource cost
associated with oral adjuncts. Earlier consideration of pharmaco-
logical adjuncts was also valuable to participants as it avoided
risks associated with changing antipsychotic. Evidence for preventa-
tive and treatment roles of pharmacological adjuncts is now increas-
ing and aligning with patient preferences for earlier use.17 However,
participants also valued being informed about the differential risk of
weight gain across antipsychotics and the option of switching to
manage AIWG, particularly among participants prescribed high-
risk antipsychotics. Although much of the intervention research
and subsequent guidance in AIWG management is based on effi-
cacy of interventions to reverse AIWG,11,12,38 participants suggested
novel use of pharmacological adjuncts and assessment of additional
outcomes not previously considered, including reduction in food
cravings and weight stabilisation.

Functional AIWG management guidance

Participants cited patient-centred AIWG management as being
proactive, individualised, holistic and collaborative. Suggestions to
support implementation of these tenets included changes in clin-
ician management guidance, but also changes in clinician education
and themodel of service delivery in psychiatric settings. Participants
discussed the need for greater support implementing interventions
that target individual behaviour change, but also highlighted the
multilevel structural determinants that may lead to, and/or perpetu-
ate, the absence of patient-centred AIWG management in psychi-
atric settings. This included stigmatising attitudes among
clinicians regarding participants’ motivation to manage AIWG,

the absence of accessible patient information to inform collaborative
decisions about antipsychotic treatment choices and availability of
anti-obesity medications, and the absence of integrated physical
healthcare services to support holistic care and early intervention.
Participants requested greater clinician education on the uniqueness
of weight gain induced by antipsychotic treatment, specifically
interference with homeostatic mechanisms mediating appetite
control and the heterogenous nature of its severity.39

Given its impact on AIWG prognosis,40 participants described a
fundamental aspect of managing AIWG being collaborative deci-
sion-making in antipsychotic treatment choices. The decision to
change antipsychotic involves consideration of risk by both prescri-
bers and patients. Participants described the weighting of risks dif-
ferently from their treating clinician. Given their professional
training and the role of legislative and regulatory frameworks in
informing service delivery, psychiatrists may prioritise minimising
safety and relapse risks following a change in antipsychotic.
However, most participants here associated continuing a weight-
gaining antipsychotic with greater risk, and led to many stopping
treatment themselves in an attempt to reduce AIWG. Participants
expressed a preference for a shared risk-taking approach to deci-
sions to change or to continue the choice of antipsychotic treatment,
and described the need for cultural and structural changes in psych-
iatry to support their active engagement in treatment decisions.
Participants valued accessing multi- and interdisciplinary clinicians
when managing AIWG, particularly in managing obesity. Access to
obesity management clinicians has been identified as a facilitator
of greater ownership of obesity management in psychiatry.4,41

Co-produced guidance between psychiatric and endocrinology
professions is one novel way to initially address this need, given
the current absence of integrated care models in psychiatry.42

Co-produced guidance would also facilitate the integration into
psychiatry of new paradigms and practices within weight manage-
ment in general medicine. This includes person-centred management
guidance,42 and addressing the neurobiological underpinnings of
obesity,43 the latter of which has also been associated with AIWG
risk.44

We have produced a framework for guideline developers to con-
sider when constructing patient-centred AIWG management guid-
ance. Aside from use of psychotropic medications, those living with
an SMI face a disproportionate number of risk factors for experien-
cing obesity. This includes high rates of sedentary behaviour,
poverty and stress, and weight bias among clinicians.22 To holistic-
ally support weight management in psychiatric settings, applying a
wider lens of analysis of contributing factors is required.
Implementing effective weight management strategies should
include consideration of structural interventions that address the
multitude of factors within psychiatric cohorts and settings that per-
petuate high obesity rates and suboptimal management practices.

Limitations

Despite intentional recruitment efforts, there is less male than
female representation in this study. Results may be less reflective
of male AIWG management experiences and preferences, although
we are somewhat reassured by the fact that gender has not been
demonstrated to meaningfully impact AIWG risk and trajectory.40

We did not have the opportunity to include a culturally diverse par-
ticipant group which may limit result transferability. Five partici-
pants were professionally known to the researcher conducting
interviews. Although extensive efforts were made to reduce its
impact, this familiarity may have influenced these participants’
responses. Finally, although participants with lived experience
were involved in study planning, they had no role in data analysis.
We attempted to address this by member-checking results with
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study participants. However, involvement of a lived experience
researcher during data analysis may have contributed important
additional insights not reflected within the analysis presented here.

Conclusion

Conceptualisation of patient-centred AIWG management by
research participants contrasted significantly with current manage-
ment algorithms. Participants reported that existing guidance is
oversimplified, lacks the specificity and scope required, and
endorses a ‘one-size-fits-all’ management approach to an exten-
sively heterogenous side-effect. Management algorithms that priori-
tise dietary and lifestyle interventions and endorse restricted access
to pharmacological adjuncts reflect neither empirical evidence nor
patient preference. They can inadvertently contribute to interna-
lised weight bias among patients by framing management as pri-
marily an individual’s responsibility. Participants expressed a
preference for collaborative AIWG management and guidance
that prioritises early intervention using the range of evidence-
based management interventions, tailored according to AIWG
risk, patient ability and preferences. Use of this research in guideline
development will ensure that recommendations are relevant and
applicable, and will provide opportunities to maximise the impact
of recommendations in practice for those funding, providing and
using services. In practice, participants reported that clinicians over-
estimate AIWG manageability using dietary and lifestyle changes,
and reported barriers to accessing endorsed alternative manage-
ment interventions. This included either a change in antipsychotic
and/or prescriptions for pharmacological adjuncts. Thus, aside
from improved guidance informed by lived experience, extensive
efforts will be required to improve uptake of patient-centred and
evidence-based AIWG management recommendations within psy-
chiatric services. This should include efforts to address both explicit
and implicit sources of weight bias among healthcare providers.
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