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Abstract: This study was performed to evaluate the effects of exercise on positive and negative
symptoms and depression in patients with schizophrenia through a systematic review and meta-
analysis focusing on randomized controlled trials (RCTs). PubMed, Embase, CINAHL, MEDLINE,
Cochrane Library, PsycINFO, and Web of Science were searched from their inception to 31 October
2022. We also conducted a manual search using Google Scholar. This meta-analysis was conducted
according to the PRISMA guidelines. The methodological quality of the studies was assessed using
the Cochrane risk-of-bias tool for randomized trials. To identify the cause of heterogeneity, subgroup
analysis, meta-ANOVA, and meta-regression analyses were performed as moderator analyses. Fifteen
studies were included. The meta-analysis (random-effects model) for overall exercise showed a
medium significant effect (standardized mean difference [SMD] = −0.51, 95% confidence interval
[CI]: −0.72 to −0.31) on negative symptoms, a small significant effect (SMD = −0.24, 95% CI: −0.43
to −0.04) on positive symptoms, and a nonsignificant effect (SMD = −0.87, 95% CI: −1.84 to 0.10) on
depression. Our findings demonstrate that exercise can relieve the negative and positive symptoms
of schizophrenia. However, the quality of some included studies was low, limiting our results for
clear recommendations.
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1. Introduction

Approximately 1% of the global population suffers from schizophrenia. Schizophrenia
is a persistent mental health problem worldwide, and long-term care and management are
crucial throughout life [1,2]. Patients with schizophrenia experience various psychiatric
problems, including positive symptoms, such as delusions or hallucinations, and negative
symptoms, such as apathy, isolation, or decreased social functioning [3].

Positive symptoms can cause violent behavior and influence patients’ social interac-
tions and daily functioning [4]. These factors are also associated with social stigma and
a high hospitalization rate [5]. Negative symptoms can occur at any stage in schizophre-
nia [6]. Previous studies have shown that negative symptoms play a role in and contribute
greatly to disability in patients with schizophrenia [7]. Moreover, positive and negative
symptoms not only affect patients themselves, but also burden the families who take care
of these patients [5].

Patients with schizophrenia frequently have comorbid mental illness, such as depres-
sion [8]. The prevalence of depressive disorders in schizophrenia is reportedly approxi-
mately 40%. Previous studies have demonstrated that the prevalence of various depressive
symptoms in schizophrenia ranges from 6% to 75% [6]. Depressive symptoms can interact
with the clinical symptoms of schizophrenia, especially the negative symptoms [9], with
comorbid depression possibly associated with suicide in these patients [10].

Therefore, health providers have tried to treat and care for the positive and nega-
tive symptoms of schizophrenia, in addition to other psychological problems such as
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depression. In clinical practice, pharmacological approaches, including antipsychotics, are
the first-line treatments, and they have been used to treat clinical symptoms in patients
with schizophrenia. However, a study on the effectiveness of antipsychotics for treating
schizophrenia reported symptom reduction of only approximately 60% following antipsy-
chotic treatment [11]. Positive symptoms of schizophrenia are effectively treated, but the
negative symptoms are more difficult to diminish with antipsychotics [12]. Moreover, these
medications result in side-effects such as weight gain and metabolic syndrome [13], and
many patients are reluctant to take them because of these side effects.

Although the main treatment for schizophrenia is antipsychotic medication, other
modalities such as cognitive therapy and exercise have been proposed as adjuvant treat-
ments [3]. Nonpharmacological strategies such as physical activity lead to psychiatric and
physical health problems in patients with schizophrenia. Physical activity can improve
cognition, and socio-occupational functioning could provide valuable adjunctive treatment
for schizophrenia [14,15]. Physical exercise, such as aerobic exercise and yoga, is considered
an adjuvant treatment for schizophrenia [16,17] and may be required to achieve better
outcomes [18].

Several studies have shown that physical activity can significantly improve positive
and negative symptoms and other psychological symptoms in this population [19]. In
contrast, lower physical activity has been associated with greater negative symptoms, and
reduced exercise capacity has been associated with more severe negative and depressive
symptoms [20].

Evidence indicates that physical activity can affect symptoms of schizophrenia. Low
levels of brain-derived neurotropic factor (BDNF) are related to schizophrenia symptoms.
There may be a remarkable association between psychotic symptoms and BDNF levels in the
cognitive functioning areas [21]. In addition, the positive symptoms of schizophrenia have
been associated with excessive dopamine activity in the mesolimbic pathway, while the
negative symptoms have been associated with reduced dopamine activity in the prefrontal
cortex; dopamine dysregulation may induce symptoms of schizophrenia [3]. Physical
activities may improve the symptoms of schizophrenia by increasing neurotrophic and
neuroprotective mechanisms [18,22], and increased BDNF can mediate the effects of exercise
through synaptic plasticity [3,21].

The hippocampus is a brain region associated with depression, and physical activity
may contribute to a decrease in depressive symptoms by inducing an increase in BDNF
levels in the hippocampus [23]. Furthermore, according to the biopsychosocial model [24],
biologic, psychologic, and social processes function interdependently and reciprocally, and
they are all integral to and are interactively involved in health and illness. According to
this model, the mechanisms interacting at the organism, interpersonal, and environmental
levels result in illness. Therefore, as physical activities are based on biological, social, or
psychological factors, they may affect symptoms related to schizophrenia [21].

Previous systematic reviews and meta-analyses have investigated the effects of physi-
cal activity on the positive and negative symptoms in patients with schizophrenia. However,
some of these reviews included both randomized controlled trials (RCTs) and non-RCT stud-
ies [22], and some focused on specific exercises [25] or only on negative symptoms [26]. Fur-
thermore, these previous reviews also included patients with other mental disorders or with
psychosis [27]. Therefore, the present study attempted to include only recently published
RCTs and focus on the positive and negative symptoms of schizophrenia and depressive
symptoms, which is an additional psychological issue in individuals with schizophrenia.

This study aimed to determine the effect of physical activity on positive symptoms
and negative symptoms, alongside depression, one of the most common mental health
issues in people with schizophrenia, through a systematic review and meta-analysis of
controlled trials. We also explored the impact of various intervention characteristics that
affect the outcomes of physical activity. The findings of this study can be used as basic data
for developing interventions to manage symptoms and psychological problems in people
with schizophrenia.
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2. Methods
2.1. Eligibility Criteria

The eligibility criteria for this review were as follows: (1) participants: patients aged
18 years or older who met the diagnostic criteria for schizophrenia or schizoaffective dis-
order; (2) interventions: any type of exercise (aerobic, resistance, multicomponent, and
neuromotor exercise); (3) intervention in the control group: usual care, no intervention,
and stretching; (4) outcomes: positive symptoms, negative symptoms, and depression;
(5) study design: RCTs only. We excluded studies that combined other types of interven-
tions with exercise, studies that evaluated exercise without a control group, studies that
included participants with schizophrenia and other diagnoses, and studies with missing
data essential for the meta-analysis. We included all studies published in English between
2011 and 31 October 2022. This review was performed in accordance with the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines. The
review protocol was registered in the International Prospective Register of Systematic
Reviews (PROSPERO) (CRD42022318841).

2.2. Search Strategies

We performed a literature search in the following international databases in the
period of 18 September 2022 to 31 October 2022: PubMed, Embase, Cumulative Index of
Nursing and Allied Health Literature (CINAHL), MEDLINE, Cochrane Central Register
of Controlled Trials, PsycINFO, and Web of Science. Additionally, to identify literature
that was not identified through the search strategy, we conducted a manual search on
Google Scholar.

A search strategy was formulated using Medical Subject Headings (MeSH) and Embase
Subject Headings database (Emtree) terms, synonyms, free text, and truncations. The
search terms were the following: (schizophrenia or schizoaffective disorder), (exercise),
and (positive symptoms or negative symptoms, or depression), as well as derivatives of
these terms (Appendix A).

2.3. Study Selection and Data Extraction

Two reviewers independently searched the databases and performed the eligibility
assessments. The titles and abstracts of the studies were screened according to the eligibility
criteria. The full text of the studies was reviewed, and eligible studies were selected.
We then extracted the data independently using a standard data extraction form, which
included information on the authors, publication year, country, study design, sample size,
and intervention (type of exercise, outcomes, duration, sessions per week, time, comparator,
and follow-up). Discrepancies during inclusion of studies in the final review were resolved
by discussion between the two reviewers or, if unresolved, by a third reviewer.

2.4. Risk-of-Bias Assessment and Quality Appraisal

This study assessed the risk of bias using the revised Cochrane risk-of-bias tool
(Cochrane Training, London, UK) for randomized trials (ROB 2) [28]. Two reviewers
independently performed assessments and determined the ROB rating. Any discrepancies
in ratings were resolved through discussion among the authors.

2.5. Data Synthesis

The meta-analyses were performed using the R software package Meta version 4.0.3
(R Foundation for Statistical Computing, Vienna, Austria). We used a random-effects
model assuming that the true effect samples may differ across studies. The effect size was
estimated on the basis of the standardized mean difference (SMD; Hedges’ ĝ) with a 95%
confidence interval (CI). The effect size was represented according to Cohen’s classification
(small < 0.40, medium = 0.40 to 0.70, large > 0.70) [29]. We analyzed the heterogeneity
by χ2 and I2 statistics. An I2 value greater than 50% and a p-value less than 0.1 indicated
substantial heterogeneity according to the criteria of the Cochrane Handbook for Systematic
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Reviews of Intervention. In addition, the interpretation of the I2 value depends on many
factors, but a rough guide for the same in a meta-analysis of randomized trials is as follows:
0–40%, might not be important; 30–60%, may represent moderate heterogeneity; 50–90%,
may represent substantial heterogeneity; 75–100%, considerable heterogeneity [28]. To
investigate the cause of heterogeneity, we performed subgroup analysis according to the
exercise type, duration, and session. Funnel plots and Egger’s regression tests were used to
identify publication bias. The pooled effect size after excluding the study with the greatest
contribution to the pooled effect size was evaluated through sensitivity analysis.

3. Results
3.1. Study Selection

A total of 1109 studies were identified in the database and manual search. After
removing 816 duplicate articles, the titles and abstracts of 286 studies were screened, and
246 studies were excluded. Next, 40 studies were sought for retrieval, and six studies
were excluded as they were not retrieved. After excluding 23 studies that did not meet the
inclusion criteria, 11 studies were reviewed. Meanwhile, we identified seven additional
studies from websites and through a manual search of citation; after excluding three of
them, four were included in the review. Finally, we selected 15 studies in the systematic
review (Figure 1) [1,17–19,30–40].
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3.2. Characteristics of the Studies

Fifteen RCTs were included in this study. The characteristics of the included studies
are presented in Table 1. Most of these studies were performed in Asia (eight studies):
Japan (four studies), Taiwan (two studies), India (one study), and Hong Kong (one study).
The remaining studies were performed in the United States of America (two studies), Serbia
(one study), Greece (one study), Iran (one study), the Netherlands (one study), and Brazil
(one study). A total of 1642 participants were randomized to the exercise groups (n = 884)
and control groups (n = 758). On analyzing the negative and positive symptoms, the
withdrawal rate was found to be 16.67% in the exercise group and 11.68% in the control
group; according to the depression analysis, it was 11.87% in the exercise group and 12.65%
in the control group.

In the intervention group, the types of exercises included aerobic exercise in 10 studies,
neuromotor exercise in four studies, and multicomponent exercise in three studies accord-
ing to the criteria presented by the American College of Sports Medicine (ACSM) [41].
Exercise duration was 20 weeks or more in three studies, 12 weeks in seven studies, and
8 weeks in five studies. The sessions per week of exercise included 1–2 sessions per week in
eight studies, 3–4 sessions per week in five studies, and five sessions or more per week in
two studies. Participants in the control group received standard pharmacological therapy,
routine care, standard treatment, stretching, or no intervention. The effectiveness of exercise
in the improvement of negative or positive symptoms was assessed in 15 studies, whereas
that on the reduction of depression was assessed in four studies (Table 1).

The outcomes of negative and positive symptoms in 15 studies were measured using
the Positive and Negative Syndrome Scale (PANSS). The outcome of depression was
measured using the Chinese version of the PANSS, Montgomery and Åsberg Depression
Scale (MADRS), and Calgary Depression Scale for Schizophrenia (CDSS).

3.3. Risk of Bias in Included Studies

The findings of the risk-of-bias (RoB) assessment are presented in Figure 2A. Eleven
RCTs were judged to have a low RoB, and four studies had some concerns overall. Concerns
regarding the randomization process were identified in three studies, which had insufficient
information regarding the random allocation sequence. Concerns related to outcome
measurement were identified in one study as it was unclear whether the outcome assessors
were aware of the interventions. Overall, the RoB assessment of the 15 included studies
showed that 73.3% were at low risk, 26.7% had some concerns, and none were at high risk
(Figure 2B).
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Table 1. Characteristics of included studies on the effect of exercise.

No.
First Author

(Year),
Country

Study Design Sample Size
R = E:C; A = E:C Intervention Outcome

(Instrument)
Duration
(Weeks) Sessions/Week Time

(Min) Comparator Follow Up

1
Andrade e Silva

(2015),
Brazil [31]

RCT R = 17:16;
A = 9:13

Multicomponent
(concurrent

exercise)

NS, PS
(PANSS),

depression
(CDSS)

20 2 60 Minimum loading
exercise

10th, 20th
weeks

2 Behere (2011),
India [30] RCT

E1: R = 31:16;
A = 17:22

E2: R = 34:26;
A = 27:22

E1: Aerobic (brisk
walking, jogging)
E2: Neuromotor

(yoga)

NS, PS
(PANSS) 8 7 60 No intervention 2nd, 4th

month

3 Curcic (2017),
Serbia [32] RCT R = 40:40;

A = 40:40
Aerobic (walking

and running)
NS, PS

(PANSS) 12 4 45
Standard

pharmacological
therapy

Post
intervention

4 Ho (2016),
Hong Kong [1] RCT, non- blind

E1: R = 51:51;
A = 51:49

E2: R = 51:51;
A = 51:49

E1:
Multicomponent
E2: Neuromotor

(Tai-chi)

NS, PS,
depression
(Chinese

version of the
PANSS)

12 1 60 Routine care 3rd, 6th month

5 Ikai (2013),
Japan [33]

RCT, single
blind

R = 25:25;
A = 23:21

Neuromotor
(yoga)

NS, PS
(PANSS) 8 1 60 Regular day-care Post

intervention

6 Kaltsatou (2015),
Greece [34] RCT R = 16:15;

A = 16:15 Aerobic (dancing) NS, PS
(PANSS) 32 3 60 No intervention Post

intervention

7 Khonsari (2022),
Iran [35] RCT R = 20:20;

A = 20:20
Aerobic (cycling,
jumps, jogging)

NS, PS
(PANSS) 8 3 30

Standard
pharmacological

therapy

Post
intervention

8
Kurebayashi

(2022),
Japan [36]

RCT R = 5:17;
A = 4:14 Aerobic NS, PS

(PANSS) 8 2 60 Treatment as
usual

Post
intervention

9 Massa (2020),
USA [37] RCT R = 21:17;

A = 9:6

Aerobic
(stationary bicycle

ergometer)

NS, PS
(PANSS) 12 3 45 Stretching and

balance training.
Post

intervention

10 Scheewe (2013),
Netherlands [38] RCT R = 31:32;

A = 20:19

Aerobic (cardio-
respiratory

fitness)

NS, PS
(PANSS),

depression
(MADRS)

24 2 60 Occupational
therapy

Post
intervention
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Table 1. Cont.

No.
First Author

(Year),
Country

Study Design Sample Size
R = E:C; A = E:C Intervention Outcome

(Instrument)
Duration
(Weeks) Sessions/Week Time

(Min) Comparator Follow Up

11 Shimada (2019),
Japan [19] RCT R = 21:17;

A = 16:15
Aerobic (treadmill,

stationary bike)
NS, PS

(PANSS) 12 2 60 Treatment as
usual

Post
intervention

12 Shimada (2020),
Japan [39] RCT R = 20:21;

A = 20:20
Aerobic (treadmill,

stationary bike)
NS, PS

(PANSS) 12 2 60 Treatment as
usual

6th, 12th
month

13 Su (2016),
Taiwan [40]

RCT, single
blind

R = 30:27;
A = 22:22 Aerobic

(treadmill)
NS, PS

(PANSS) 12 3 40 Stretching and
toning 3rd, 6th month

14 Visceglia (2011)
USA [17] RCT R = 10:8;

A = 10:8
Neuromotor

(yoga)

NS, PS,
depression
(PANSS)

8 2 45 No intervention Post
intervention

15 Wang (2018),
Taiwan [18]

RCT, single
blind

R = 33:29;
A = 25:23 Aerobic NS, PS

(PANSS) 12 5 40 Stretching Post
intervention

Note. RCT, randomized controlled trial; E, experimental group; C, control group; R, randomized; A, analyzed; NS, negative symptoms; PS, positive symptoms; PANSS, Positive and
Negative Syndrome Scale; MADRS, Montgomery and Åsberg Depression Scale; CDSS, Calgary Depression Scale.
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3.4. Results of Individual Studies and Synthesis of Results

We conducted a basic meta-analysis for each outcome: negative symptoms, positive
symptoms, and depression.
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3.4.1. Negative Symptoms

As shown in Table 1, the studies of Behere et al. [30] and Ho et al. [1] can be presented
by dividing each study into two experimental groups and two control groups. There-
fore, although 15 studies were included, more than 15 studies were analyzed. Seventeen
RCTs reported the effects of exercise on the negative symptoms (Figure 3). The exercise
group showed better improvement in negative symptoms than the control group in seven
studies. The largest effect size was −1.35. The SMD (Hedges’ ĝ) was −0.51 (95% CI:
−0.72 to −0.31), thereby showing that exercise can improve negative symptoms among
schizophrenia patients.
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According to the criteria of the Cochrane Handbook for Systematic Reviews of Inter-
vention [28], 45% of the included studies presented moderate heterogeneity (I2 = 45.0%,
p = 0.02). Therefore, we conducted a subgroup analysis and meta-analysis of variance to
investigate the potential causes of heterogeneity. First, a subgroup analysis based on the
effect of negative symptoms by exercise type revealed a mean effect (Hedges’ ĝ) of −0.68
(95% CI: −1.19 to −0.16) for multicomponent exercise, −0.53 (95% CI: −0.82 to −0.23) for
aerobic exercise, and −0.41 (95% CI: −0.84 to 0.03) for neuromotor exercise. However, the
type of neuromotor exercise did not significantly improve the negative symptoms in pa-
tients with schizophrenia. The meta-analysis of variance showed no significant differences
across the types of exercises (Q = 0.62, df = 2, p = 0.733).

Furthermore, we performed subgroup analyses based on exercise duration. In the
subgroup analysis based on duration of exercise, the mean effects (Hedges’ ĝ) were −0.60
(95% CI: −0.88 to −0.31) for exercise duration of 8 weeks, −0.55 (95% CI: −0.98 to −0.13)
for 20 weeks or more, and −0.33 (95% CI: −0.52 to −0.15) for 12 weeks. The meta-analysis
of variance showed no significant differences in the duration of exercise (Q = 0.71, df = 2,
p = 0.701). In addition, meta-regression indicated that the duration of exercise did not
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account for the heterogeneity of the mean effect (0%). Lastly, we performed a subgroup
analysis based on exercise session. In the subgroup analysis based on sessions of exercise,
the mean effects (Hedges’ ĝ) were −1.03 (95% CI: −1.39 to −0.68) for 13–24 times, −0.46
(95% CI: −1.39 to −0.68) for 25–48 times, −0.44 (95% CI: −0.75 to −0.13) for 49 times or
more, and −0.10 (95% CI: −1.35 to 0.14) for 12 times or less. Twelve or fewer sessions did
not significantly improve negative symptoms. In addition, a meta-analysis of variance
showed significant differences between the exercise sessions (Q = 17.67, df = 3, p < 0.001).
Moreover, the meta-regression indicated that the exercise session significantly explained
100% of the variation in the mean effects (QM = 17.67, df = 3, p < 0.001).

3.4.2. Positive Symptoms

Seventeen RCTs reported on the effects of exercise on positive symptoms (Figure 4).
The exercise group showed better improvement in positive symptoms than the control
group in four studies. The largest effect size was −1.87. The SMD (Hedges’ ĝ) was −0.24
(95% CI: −0.43 to −0.04), thereby showing that exercise can improve positive symptoms
among schizophrenia patients. The heterogeneity between the studies was moderate
(I2 = 41.0%, p = 0.04). First, to investigate the cause of heterogeneity, we conducted a sub-
group analysis by exercise type, which showed that the mean effect (Hedges’ ĝ) was −0.61
(95% CI: −1.08 to −0.14) for multicomponent exercise. Only the types of multicomponent
exercise significantly improved positive symptoms among patients with schizophrenia.
In addition, the meta-analysis of variance showed no significant differences between the
types of exercise (Q = 3.00, df = 2, p = 0.222).
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In addition, we performed subgroup analyses based on exercise duration. In the
subgroup analysis based on duration of exercise, the mean effects (Hedges’ ĝ) were −0.79
(95% CI: −1.28 to −0.30) for exercise duration of 20 weeks or more, −0.15 (95% CI: −0.39 to
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0.08) for 12 weeks, and −0.11 (95% CI: −0.43 to 0.20) for 8 weeks. Only an exercise duration
of 20 weeks or more significantly improved positive symptoms among patients with
schizophrenia. However, the meta-analysis of variance showed no significant differences
in the duration of exercise (Q = 5.92, df = 2, p = 0.051).

3.4.3. Depression

Four RCTs reported on the effects of exercise on depression (Figure 5). The exercise group
showed a better reduction in depression than the control group in two studies. The greatest
effect size was −2.12 14. The SMD (Hedges’ ĝ) was −0.87 (95% CI: −1.84 to 0.10), thereby
indicating that exercise cannot reduce depression among patients with schizophrenia.
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3.4.4. Publication Bias

The funnel plot prepared to identify potential publication bias for negative symptoms
was asymmetrical, and its lower right area appeared empty (Figure 6A). Therefore, Egger’s
regression test was performed to accurately test the relationship between effect size and
standard error. The p-value of the regression model (t = −3.49, df =15, p = 0.003) indicated
statistical significance and, thus, a potential publication bias. To confirm the effect of this
publication bias on our study outcomes, we used the trim-and-fill method. After correcting
the asymmetrical funnel plot to be symmetric, including six studies that were assumed to
be omitted (Figure 6B), the mean effect size reduced from −0.51 (95% CI: −0.72 to −0.30)
to −0.28 (95% CI: −0.52 to −0.04). This implies that the effect size of negative symptoms
may have been overestimated by −0.23 due to publication bias. However, although the
effect size reduced, exercise still showed a significant effect on the improvement of negative
symptoms in patients with schizophrenia.
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For positive symptoms, the funnel plot of the standard error and effect sizes seemed
symmetrical (Figure 6C). However, we performed an Egger’s regression test for accuracy.
The p-value of the regression model (t = −1.89, df =15, p = 0.077) was not statistically
significant, indicating a significant relationship between the effect size and standard error.
The results confirmed a statistically significant improvement in positive symptoms among
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patients with schizophrenia. Regarding depression, we did not examine for publication
bias because the power of the test was low due to the small number of studies.

3.4.5. Sensitivity Analysis

A sensitivity analysis was performed to investigate whether within-study bias influ-
enced the mean effect of exercise on negative symptoms (Figure 7A). After excluding the
study by Khonsari [42], the overall effect size dropped to −0.46, but there was no significant
difference. Therefore, the results on the effectiveness of exercise in enhancing negative
symptoms in schizophrenia are considered reliable. Moreover, the sensitivity analysis
results regarding whether the within-study biases affected the mean effect of exercise on
negative symptoms showed that, after excluding the study by Andrade and Silva et al. [31],
the overall effect size dropped to −0.17, showing a slight difference. However, in other
studies, the mean effect of exercise on positive symptoms was similar, at −0.24, confirming
the consistency of the overall effect size (Figure 7B).
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4. Discussion

Schizophrenia is a chronic illness often associated with an incomplete recovery of
clinical symptoms. Some symptoms of schizophrenia are difficult to resolve with antipsy-
chotics alone [12]. Clinical symptoms of schizophrenia are related to neuronal plasticity and
cognitive mechanism disorders in the brain [21,42]. Physical exercise induces an increase
in new neurons in the hippocampus [22]. In patients with schizophrenia, physical exercise
can increase the hippocampus size and serum BDNF levels, which can further improve the
symptoms of schizophrenia [3].

This study was a systematic review and meta-analysis conducted to confirm the effect
of exercise intervention on positive symptoms, negative symptoms, and depression in the
schizophrenia population. Our review included 15 studies designed only as RCTs, and
all 15 studies were included in the meta-analysis. Although previous meta-analyses were
conducted to evaluate the effect of exercise in patients with schizophrenia, some included
both controlled and uncontrolled studies [22] or selected specific exercises such as mind-
body exercise, aerobic exercise, and resistance training [25]. Another study focused only on
the negative symptoms of schizophrenia [26]. Furthermore, previous review studies did not
include recently published RCT studies until 2022 [43]. By contrast, this study attempted to
include all recently published RCTs until 2022 without being limited to specific exercises
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and attempted to analyze the effects of such exercise intervention not only on negative
symptoms and positive symptoms, but also on depression. As such, our study differs from
previous ones in those mentioned aspects.

Negative symptoms in schizophrenia are defined as the absence or diminution of
normal behaviors and functions and are more difficult to treat than positive symptoms
using antipsychotic medications [12,44]. Some patients are concerned about the side-
effects of the medications, such as weight gain [13]. The present results support the use of
nonpharmacological adjunctive exercise treatment to improve the negative symptoms of
schizophrenia. In our analysis, a medium, yet significant, effect of exercise intervention on
negative symptoms in schizophrenia was found (SMD = −0.51, 95% CI: −0.72 to −0.31).
This was slightly higher than the effect size (SMD = 0.49) of previous research, which
included both controlled and uncontrolled studies [22]. Considering that the uncontrolled
studies had difficulty fully confirming the effects of experimental interventions, the results
of our study, targeting only RCTs, support the effect of exercise intervention on negative
symptoms in schizophrenia. Although Sabe, Kaiser, and Sentissi [26] also analyzed RCTs
only, they showed a small effect size. This differs from our study in that it only dealt with
physical intervention, excluding mind–body exercises such as yoga, tai chi, or complex
interventions such as lifestyle coaches [26]. Our study included aerobic exercise, multi-
component exercise with aerobic and resistance, and neuromotor exercises such as yoga
and tai chi. Our subgroup analysis showed that the effect size of multicomponent exercise
was −0.68, that of aerobic exercise was −0.53, and that of neuromotor exercise was −0.41,
which were not statistically significant. In the study by Vogel et al. [25], the effect size
of aerobic exercise was small (SMD = 0.34) but that of mind–body exercises like yoga or
tai chi was medium (SMD = 0.46). Both our study and Vogel et al.’s study [25] had high
heterogeneity of neuromotor exercises and mind–body exercises; therefore, it should be
considered that the effect size may vary depending on the diversity of the interventions.
Furthermore, some Chinese studies that confirmed the effect of Tai Chi exercise alone in
patients with schizophrenia showed a large effect size (SMD = −0.87) [45]. This seems to
be the result of including all tai chi studies that were not included in our study, which had
Chinese language restrictions. Mind–body exercises, such as yoga and tai chi, improve
long-term memory as well as physical, emotional, and spiritual balance [3,45]. Future
studies should evaluate the underlying mechanisms and effects of mind–body exercise on
the negative symptoms of schizophrenia.

Next, in this study, the effect of exercise intervention on the positive symptoms of
schizophrenia was found to have a small effect size (SMD = −0.24, 95% CI: −0.43 to
−0.04). The systematic review by Dauwan et al. [22], which included both controlled and
uncontrolled studies, showed that the effect of exercise intervention on positive symptoms
was small (SMD = 0.32). However, the effect size of exercise on positive symptoms in
Dauwan et al. [22] was higher than that in our study. Therefore, our study, which included
only RCTs, confirmed that the effect of exercise on positive symptoms is relatively small.
This is comparable to the results of Sabe et al. [26], who studied the effect of overall
exercise intervention on positive symptoms (SMD = 0.18). Because of subgroup analysis
based on the type of exercise, the effect size of aerobic and neuromotor exercises was
not significant (SMD = −0.61) but was found to be only in multicomponent exercise.
Therefore, it was confirmed that the multicomponent exercise intervention with aerobic
and resistance exercises had a major effect on positive symptoms. However, a previous
study demonstrated that the effect of aerobic exercise was significant, but that of nonaerobic
exercise was not significant [26]. In our results, only aerobic exercise was not significant, but
multicomponent intervention with aerobic and resistance exercises was effective. Therefore,
a study comparing the effect of exercise with nonaerobic, aerobic, and other interventions
is required. The positive symptoms of schizophrenia have been associated with excessive
dopamine activity in the mesolimbic pathway [3]. Future research should examine whether
exercise improves positive symptoms through neurotransmitter modulation in patients
with schizophrenia. BDNF, the levels of which increase during physical exercise, has been
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shown to mediate the effects of exercise through synaptic plasticity actions for axonal and
dendritic remodeling [3,21,46].

Lastly, in this study, the effect of exercise on depression in schizophrenia was not
significant (SMD = −0.87, 95% CI: −1.84 to 0.10), whereas other studies showed a significant
effect (SMD = 0.71) [22]. Since this previous study included both RCT and non-RCT studies,
it is necessary to conduct a meta-analysis of RCTs alone to confirm the effect of exercise
interventions considering the depression characteristics and symptoms of schizophrenia
patients. Exercises have been suggested to have an antidepressant effect on patients with
major depression disorder (MDD), which, similar to schizophrenia, is associated with
decreased synaptic plasticity [3]. Increased BDNF levels in the hippocampus following
physical activity may contribute to a decrease in depressive symptoms [23]. Therefore, the
effect of exercise on depression in schizophrenia and depressive symptoms in MDD can be
compared through a meta-analysis including a large number of studies.

Our analyzed studies had at least 30 min/day of exercise time and ranged from one
to seven times per week. Most exercise interventions followed the recommendations of
ACSM [41]. However, future studies are needed to identify appropriate and effective
exercise guidelines for patients [19]. We confirmed that an exercise duration of 20 weeks
or more had a moderate effect size in relieving the positive and negative symptoms of
schizophrenia. Therefore, long-term exercise intervention is recommended to relieve clinical
symptoms in patients with schizophrenia.

The findings of this review indicate that exercise is effective in improving the negative
and positive symptoms of schizophrenia, which is associated with difficulty in cognition
and social functioning. This can be explained by the biopsychosocial model, according
to which physical activity affects an individual’s biological, social, and psychological
factors [21,24].

Eight of our selected studies were performed in Asia. The cultural background and
attitudes of participants in the exercise intervention could not be excluded, and this should
be considered when interpreting our results.

Our study had some limitations. Firstly, the percentage of heterogeneity ranged from
moderate to high. Although meta-analysis and subgroup analyses were attempted, they
did not account for this heterogeneity. This could be explained by the high variety of
the different exercise protocols. Secondly, some of the included studies were concerning
for their methodological quality of randomized controlled trials. Thirdly, not all studies
were included in our analysis because of language limitations. Lastly, it is difficult to be
sure whether the changes in symptoms and depression scores were the result of exercise
interventions only because all confounding factors related to experimental studies were
not excluded.

5. Conclusions

This study aimed to evaluate the effects of exercise on positive symptoms, negative
symptoms, and depression in patients with schizophrenia through a systematic review and
meta-analysis focusing on RCTs, including recently updated studies. Our findings suggest
that exercise interventions, including aerobic, multicomponent, or neuromotor exercises,
can help improve clinical negative and positive symptoms. In particular, multicomponent
exercise intervention combined with aerobic and resistance exercises had a moderate effect
size in improving the positive and negative symptoms of schizophrenia. In addition, an
exercise duration of 20 weeks or more had a moderate effect size in relieving the positive
and negative symptoms. We recommend future reviews focusing on the level of clinical
symptoms in patients with schizophrenia. It is proposed to compare the effect size between
physical exercises and mind-body exercises on the symptoms of schizophrenia.
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Appendix A. Search Strategy (PubMed)

Appendix A.1. Search Strategy

(Schizophrenia OR Schizophrenias OR Schizophrenic Disorders OR Schizophrenic Dis-
order OR Disorder* Schizophrenic OR Dementia Praecox OR Schizoaffective Disorder* OR
Disorder* Schizoaffective OR Schizo*) AND (Exercise OR Exercises OR Physical Exercise*
OR Exercise* Physical OR Physical Activity OR Physical Activities OR Activity Physical
OR Activities Physical) AND (Mental Health OR Health Mental OR Mental Hygiene OR
Psychiatric Symptom* OR Positive symptom* OR Negative symptom* OR Psycho* OR
Depression OR Depressive Symptom* OR Symptom Depressive OR Emotional Depression
OR Depression Emotional)

Appendix A.2. Synonyms

Appendix A.2.1. “Schizophrenia” [MeSH Terms]

• Schizophrenias
• Schizophrenic disorders
• Disorder, schizophrenic
• Disorders, schizophrenic
• Schizophrenic disorder
• Dementia praecox

Appendix A.2.2. “Exercise“ [MeSH Terms]

• Exercises
• Physical activity
• Activities, physical
• Activity, physical
• Physical activities
• Exercise, physical
• Exercises, physical
• Physical exercise
• Physical exercises

Appendix A.2.3. “Depression“ [MeSH Terms]

• Depressive symptoms
• Depressive symptom
• Symptom, depressive
• Emotional depression
• Depression, emotional



Int. J. Environ. Res. Public Health 2023, 20, 3719 16 of 17

References
1. Ho, R.T.; Fong, T.C.; Wan, A.H.; Au-Yeung, F.S.; Wong, C.P.; Ng, W.Y.; Cheung, I.K.; Lo, P.H.; Ng, S.M.; Chan, C.L.; et al.

A randomized controlled trial on the psychophysiological effects of physical exercise and Tai-chi in patients with chronic
schizophrenia. Schizophr. Res. 2016, 171, 42–49. [CrossRef] [PubMed]

2. Salomon, J.A.; Vos, T.; Hogan, D.R.; Gagnon, M.; Naghavi, M.; Mokdad, A.; Begum, N.; Shah, R.; Karyana, M.; Kosen, S.; et al.
Common values in assessing health outcomes from disease and injury: Disability weights measurement study for the global
burden of disease study 2010. Lancet 2012, 380, 2129–2143. [CrossRef] [PubMed]

3. Girdler, S.J.; Confino, J.E.; Woesner, M.E. Exercise as a treatment for schizophrenia: A review. Psychopharmacol. Bull. 2019, 49,
56–69. [PubMed]

4. Coid, J.W.; Ullrich, S.; Kallis, C.; Keers, R.; Barker, D.; Cowden, F.; Stamps, R. The relationship between delusions and violence:
Findings from the East London first episode psychosis study. JAMA Psychiatry 2013, 70, 465–471. [CrossRef]

5. Ruiz-Castañeda, P.; Santiago Molina, E.; Aguirre Loaiza, H.; Daza González, M. Positive symptoms of schizophrenia and their
relationship with cognitive and emotional executive functions. Cogn. Res. Princ. Implic. 2022, 7, 1–19. [CrossRef]

6. An der Heiden, W.; Leber, A.; Häfner, H. Negative symptoms and their association with depressive symptoms in the long-term
course of schizophrenia. Eur. Arch. Psychiatry Clin. Neurosci. 2016, 266, 387–396. [CrossRef]

7. Villalta-Gil, V.; Vilaplana, M.; Ochoa, S.; Haro, J.M.; Dolz, M.; Usall, J.; Cervilla, J.; NEDENA Group. Neurocognitive performance
and negative symptoms: Are they equal in explaining disability in schizophrenia outpatients? Schizophr. Res. 2006, 87, 246–253.
[CrossRef]

8. Hausmann, A.; Fleischhacker, W.W. Differential diagnosis of depressed mood in patients with schizophrenia: A diagnostic
algorithm based on a review. Acta Psychiatr. Scand. 2002, 106, 83–96. [CrossRef]

9. Roder, V.; Mueller, D.R.; Mueser, K.T.; Brenner, H.D. Integrated psychological therapy (IPT) for schizophrenia: Is it effective?
Schizophr. Bull. 2006, 32 (Suppl. 1), S81–S93. [CrossRef]

10. Upthegrove, R.; Birchwood, M.; Ross, K.; Brunett, K.; McCollum, R.; Jones, L. The evolution of depression and suicidality in first
episode psychosis. Acta Psychiatr. Scand. 2010, 122, 211–218. [CrossRef]

11. Kahn, R.S.; Fleischhacker, W.W.; Boter, H.; Davidson, M.; Vergouwe, Y.; Keet, I.P.; Gheorghe, M.D.; Rybakowski, J.K.; Galderisi, S.;
Libiger, J.; et al. Effectiveness of antipsychotic drugs in first-episode schizophrenia and schizophreniform disorder: An open
randomised clinical trial. Lancet 2008, 371, 1085–1097. [CrossRef] [PubMed]

12. Lin, C.H.; Huang, C.L.; Chang, Y.C.; Chen, P.W.; Lin, C.Y.; Tsai, G.E.; Lane, H.Y. Clinical symptoms, mainly negative symptoms,
mediate the influence of neurocognition and social cognition on functional outcome of schizophrenia. Schizophr. Res. 2013, 146,
231–237. [CrossRef] [PubMed]

13. Friedman, J.I.; Wallenstein, S.; Moshier, E.; Parrella, M.; White, L.; Bowler, S.; Gottlieb, S.; Harvey, P.D.; McGinn, T.G.; Flanagan, L.;
et al. The effects of hypertension and body mass index on cognition in schizophrenia. Am. J. Psychiatry 2010, 167, 1232–1239.
[CrossRef] [PubMed]

14. Stubbs, B.; Firth, J.; Berry, A.; Schuch, F.B.; Rosenbaum, S.; Gaughran, F.; Veronesse, N.; Williams, J.; Craig, T.; Yung, A.R.; et al.
How much physical activity do people with schizophrenia engage in? A systematic review, comparative meta-analysis and
meta-regression. Schizophr. Res. 2016, 176, 431–440. [CrossRef]

15. Firth, J.; Stubbs, B.; Rosenbaum, S.; Vancampfort, D.; Malchow, B.; Schuch, F.; Elliott, R.; Nuechterlein, K.H.; Yung, A.R. Aerobic
exercise improves cognitive functioning in people with schizophrenia: A systematic review and meta-analysis. Schizophr. Bull.
2017, 43, 546–556. [CrossRef]

16. Lin, A.; Wood, S.J.; Nelson, B.; Brewer, W.J.; Spiliotacopoulos, D.; Bruxner, A.; Broussard, C.; Pantelis, C.; Yung, A. Neurocognitive
predictors of functional outcome two to 13 years after identification as ultra-high risk for psychosis. Schizophr. Res. 2011, 132, 1–7.
[CrossRef]

17. Visceglia, E.; Lewis, S. Yoga therapy as an adjunctive treatment for schizophrenia: A randomized, controlled pilot study. J. Altern.
Complement. Med. 2011, 17, 601–607. [CrossRef]

18. Wang, P.W.; Lin, H.C.; Su, C.Y.; Chen, M.D.; Lin, K.C.; Ko, C.H.; Yen, C.F. Effect of aerobic exercise on improving symptoms of
individuals with schizophrenia: A single blinded randomized control study. Front. Psychiatry 2018, 9, 167. [CrossRef]

19. Shimada, T.; Ito, S.; Makabe, A.; Yamanushi, A.; Takenaka, A.; Kobayashi, M. Aerobic exercise and cognitive functioning in
schizophrenia: A pilot randomized controlled trial. Psychiatry Res. 2019, 282, 112638. [CrossRef]

20. Vancampfort, D.; Knapen, J.; Probst, M.; Scheewe, T.; Remans, S.; De Hert, M. A systematic review of correlates of physical
activity in patients with schizophrenia. Acta Psychiatr. Scand. 2012, 125, 352–362. [CrossRef]

21. Swora, E.; Boberska, M.; Kulis, E.; Knoll, N.; Keller, J.; Luszczynska, A. Physical activity, positive and negative symptoms of
psychosis, and general psychopathology among people with psychotic disorders: A meta-analysis. J. Clin. Med. 2022, 11, 2719.
[CrossRef] [PubMed]

22. Dauwan, M.; Begemann, M.J.; Heringa, S.M.; Sommer, I.E. Exercise improves clinical symptoms, quality of life, global functioning,
and depression in schizophrenia: A systematic review and meta-analysis. Schizophr. Bull. 2016, 42, 588–599. [CrossRef] [PubMed]

23. Cotman, C.W.; Berchtold, N.C.; Christie, L. Exercise builds brain health: Key roles of growth factor cascades and inflammation.
Trends Neurosci. 2007, 30, 464–472. [CrossRef]

24. Engel, G.L. The clinical application of the biopsychosocial model. Am. J. Psychiatry 1980, 137, 535–544. [CrossRef]

http://doi.org/10.1016/j.schres.2016.01.038
http://www.ncbi.nlm.nih.gov/pubmed/26822592
http://doi.org/10.1016/S0140-6736(12)61680-8
http://www.ncbi.nlm.nih.gov/pubmed/23245605
http://www.ncbi.nlm.nih.gov/pubmed/30858639
http://doi.org/10.1001/jamapsychiatry.2013.12
http://doi.org/10.1186/s41235-022-00428-z
http://doi.org/10.1007/s00406-016-0697-2
http://doi.org/10.1016/j.schres.2006.06.013
http://doi.org/10.1034/j.1600-0447.2002.02120.x
http://doi.org/10.1093/schbul/sbl021
http://doi.org/10.1111/j.1600-0447.2009.01506.x
http://doi.org/10.1016/S0140-6736(08)60486-9
http://www.ncbi.nlm.nih.gov/pubmed/18374841
http://doi.org/10.1016/j.schres.2013.02.009
http://www.ncbi.nlm.nih.gov/pubmed/23478155
http://doi.org/10.1176/appi.ajp.2010.09091328
http://www.ncbi.nlm.nih.gov/pubmed/20634363
http://doi.org/10.1016/j.schres.2016.05.017
http://doi.org/10.1093/schbul/sbw115
http://doi.org/10.1016/j.schres.2011.06.014
http://doi.org/10.1089/acm.2010.0075
http://doi.org/10.3389/fpsyt.2018.00167
http://doi.org/10.1016/j.psychres.2019.112638
http://doi.org/10.1111/j.1600-0447.2011.01814.x
http://doi.org/10.3390/jcm11102719
http://www.ncbi.nlm.nih.gov/pubmed/35628845
http://doi.org/10.1093/schbul/sbv164
http://www.ncbi.nlm.nih.gov/pubmed/26547223
http://doi.org/10.1016/j.tins.2007.06.011
http://doi.org/10.1176/ajp.137.5.535


Int. J. Environ. Res. Public Health 2023, 20, 3719 17 of 17

25. Vogel, J.S.; van der Gaag, M.; Slofstra, C.; Knegtering, H.; Bruins, J.; Castelein, S. The effect of mind-body and aerobic exercise on
negative symptoms in schizophrenia: A meta-analysis. Psychiatry Res. 2019, 279, 295–305. [CrossRef]

26. Sabe, M.; Kaiser, S.; Sentissi, O. Physical exercise for negative symptoms of schizophrenia: Systematic review of randomized
controlled trials and meta-analysis. Gen. Hosp. Psychiatry 2020, 62, 13–20. [CrossRef]

27. Pearsall, R.; Smith, D.J.; Pelosi, A.; Geddes, J. Exercise therapy in adults with serious mental illness: A systematic review and
meta-analysis. BMC Psychiatry 2014, 14, 117. [CrossRef]

28. Cochrane Handbook for Systematic Reviews of Interventions Version 6.3 (Updated February 2022). Available online: www.
training.cochrane.org/handbook (accessed on 15 February 2022).

29. Cohen, J. Statistical Power Analysis in the Behavioral Sciences, 2nd ed.; Lawrence Erlbaum Associates Inc.: Hillsdale, NJ, USA, 1988.
30. Behere, R.V.; Arasappa, R.; Jagannathan, A.; Varambally, S.; Venkatasubramanian, G.; Thirthalli, J.; Subbakrishna, D.K.; Nagendra,

H.R.; Gangadhar, B.N. Effect of yoga therapy on facial emotion recognition deficits, symptoms and functioning in patients with
schizophrenia. Acta Psychiatr. Scand. 2011, 123, 147–153. [CrossRef]

31. Andrade e Silva, B.; Cassilhas, R.C.; Attux, C.; Cordeiro, Q.; Gadelha, A.L.; Telles, B.A.; Bressan, R.A.; Ferreira, F.N.; Rodstein,
P.H.; Daltio, C.S.; et al. A 20-week program of resistance or concurrent exercise improves symptoms of schizophrenia: Results of a
blind, randomized controlled trial. Braz. J. Psychiatry 2015, 37, 271–279. [CrossRef]

32. Curcic, D.; Stojmenovic, T.; Djukic-Dejanovic, S.; Dikic, N.; Vesic-Vukasinovic, M.; Radivojevic, N.; Andjelkovic, M.; Borovcanin,
M.; Djokic, G. Positive impact of prescribed physical activity on symptoms of schizophrenia: Randomized clinical trial. Psychiatr.
Danub. 2017, 29, 459–465. [CrossRef]

33. Ikai, S.; Uchida, H.; Suzuki, T.; Tsunoda, K.; Mimura, M.; Fujii, Y. Effects of yoga therapy on postural stability in patients with
schizophrenia-spectrum disorders: A single-blind randomized controlled trial. J. Psychiatr. Res. 2013, 47, 1744–1750. [CrossRef]
[PubMed]

34. Kaltsatou, A.; Kouidi, E.; Fountoulakis, K.; Sipka, C.; Theochari, V.; Kandylis, D.; Deligiannis, A. Effects of exercise training with
traditional dancing on functional capacity and quality of life in patients with schizophrenia: A randomized controlled study. Clin.
Rehabil. 2015, 29, 882–891. [CrossRef]

35. Khonsari, N.M.; Badrfam, R.; Mohammdi, M.R.; Rastad, H.; Etemadi, F.; Vafaei, Z.; Zandifar, A. Effect of Aerobic Exercise as
Adjunct Therapy on the Improvement of Negative Symptoms and Cognitive Impairment in Patients With Schizophrenia: A
Randomized, Case-Control Clinical Trial. J. Psychosoc. Nurs. Ment. Health Serv. 2022, 60, 38–43. [CrossRef] [PubMed]

36. Kurebayashi, Y.; Mori, K.; Otaki, J. Effects of mild-intensity physical exercise on neurocognition in inpatients with schizophrenia:
A pilot randomized controlled trial. Perspect. Psychiatr. Care 2022, 58, 1037–1047. [CrossRef]

37. Massa, N.; Alrohaibani, A.; Mammino, K.; Bello, M.; Taylor, N.; Cuthbert, B.; Fargotstein, M.; Coulter, M.M.; Boatright, J.H.;
Nocera, J.; et al. The effect of aerobic exercise on physical and cognitive outcomes in a small cohort of outpatients with
schizophrenia. Brain Plast. 2020, 5, 161–174. [CrossRef]

38. Scheewe, T.W.; Backx, F.J.G.; Takken, T.; Jörg, F.; Van Strater, A.C.P.; Kroes, A.G.; Cahn, W. Exercise therapy improves mental and
physical health in schizophrenia: A randomised controlled trial. Acta Psychiatr. Scand. 2013, 127, 464–473. [CrossRef]

39. Shimada, T.; Ito, S.; Makabe, A.; Yamanushi, A.; Takenaka, A.; Kawano, K.; Kobayashi, M. Aerobic exercise and cognitive
functioning in schizophrenia: Results of a 1-year follow-up from a randomized controlled trial. Psychiatry Res. 2020, 286, 112854.
[CrossRef]

40. Su, C.Y.; Wang, P.W.; Lin, Y.J.; Tang, T.C.; Liu, M.F.; Chen, M.D. The effects of aerobic exercise on cognition in schizophrenia: A
3-month follow-up study. Psychiatry Res. 2016, 244, 394–402. [CrossRef]

41. Pescatello, L.S.; Riebe, D.; Thompson, P.D. ACSM’s Guidelines for Exercise Testing and Prescription; Lippincott Williams & Wilkins:
Baltimore, MD, USA, 2013.

42. Pajonk, F.G.; Wobrock, T.; Gruber, O.; Scherk, H.; Berner, D.; Kaizl, I.; Kierer, A.; Müller, S.; Oest, M.; Meyer, T.; et al. Hippocampal
plasticity in response to exercise in schizophrenia. Arch. Gen. Psychiatry 2010, 67, 133–143. [CrossRef]

43. Bredin, S.S.; Kaufman, K.L.; Chow, M.I.; Lang, D.; Wu, N.; Kim, D.D.; Warburton, D. Effects of aerobic, resistance, and combined
exercise training on psychiatric symptom severity and related health measures in adults living with schizophrenia: A systematic
review and meta-analysis. Front. Cardiovasc. Med. 2022, 8, 753117. [CrossRef]

44. Buchanan, R.W. Persistent negative symptoms in schizophrenia: An overview. Schizophr. Bull. 2007, 33, 1013–1022. [CrossRef]
[PubMed]

45. Zheng, W.; Li, Q.; Lin, J.; Xiang, Y.; Guo, T.; Chen, Q.; Xiang, Y. Tai chi for schizophrenia: A systematic review. Shanghai Arch.
Psychiatry 2016, 28, 185–194. [CrossRef] [PubMed]
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