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Research Abstract: 

 

Research title: Educate to care - A training needs analysis of Irish registered mental 

health nurses in physical health and physical health skills. 

 

Author: Brendan Power (Student Number: 10232854) 

 

Background to the Problem: Persons with serious mental illness (SMI) suffer 

significant excess mortality as compared to the general population (Ronis, 2008). 

Mental health service users, particularly those with SMI, have poorer physical health 

than that of the general population due to: Unequal access to health services; Poverty & 

social deprivation; Life-style factors; adverse effects of psychotropic medications (Nash, 

2010). Mental Health Services have a key role in promoting the physical and mental 

well-being of their patients (Cormac et al, 2006). 

 

Aim of Survey: 

Utilizing a survey questionnaire (Nash, 2005) the aim of this study was to: 

• To determine how many mental health nurses had previous training in physical 

healthcare. 

• To explore do mental health nurses provide physical healthcare to individuals 

with in their care and what physical health conditions do they encompass in 

practice 

• To ascertain if mental health nurses would like further training in 

physical/general healthcare and what specific areas would they prefer to gain 

new knowledge in. 

• To identify the preferred methods of learning and associated barriers that would 

inhibit the process. 

• To examine and estimate the frequencyof physical health conditions and 

associated exposure on weekly work routines. 
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Methodology: A quantitative non-experimental descriptive survey design was utilised 

with a purposeful sample of 153 (n =153) registered mental health nurses working 

within varying mental health settings of a service in the Dublin West/South West region. 

 

Results: Survey results were analysed with the Version 18 of the Statistical Package for 

the Social Sciences (SPSS). Preliminary findings indicated nurses working in 

community (59.3%) and hospital settings (84.2%) provide physical health care to 

individuals with a serious mental illness (SMI).  Hospital settings (approved centre) 

reported a higher level of impact of physical illness on practice occurring daily (68.4%) 

and weekly in community areas (48.1%).  Nurses in hospital settings had higher 

experience (73.7%) and training (42.1%) in physical healthcare when compared to 

nurses in community areas where there was a higher incidence of nurses with a general 

nursing qualification (33%). Hospital nurses provided physical care in such areas as: 

Pain relief (84.2%), skin conditions (78.9%), diabetes (73.7%), heart conditions (68.4%) 

and chest/lung conditions (57.9%). Community areas provided physical healthcare in 

such areas as: Diabetes (44.4%), heart conditions (29.6%), chest/lung conditions 

(11.1%) and skin conditions (18.5%). A total of 89% of nurses working in both areas 

expressed an interest in obtaining knowledge in physical healthcare with the preferred 

method of training through formal traditional teaching methods (hospital 68.4% and 

community 71%). The least favourable method learning was through audio taped 

methods (hospital 89.5% and community 92.6%). Perceived barriers to training were 

identified as: staff shortages; lack of funding; local service opposition; poor course 

content and the perceptions of other nursing disciplines. Hospital based nurses strongly 

agreed (73.7%) training in physical healthcare would be advantageous and 55.6% of 

community nurses agreed in the same context. 
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Conclusions: Results conclude that high rates of various medical conditions are 

common among mental health service users and nurses are exposed to these on a daily 

basis, concluding that ongoing professional development and knowledge advancement is 

required in the area of physical health and physical healthcare. Research in this area is 

ongoing and it is hoped to renew competence and establish training in this area of care 

for practicing mental health nurses in the Dublin West/South West area. 
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Chapter 1: Introduction 

 

Nursing as a healthcare profession has evolved and flourished since its beginnings in the 

late Victorian era (Robins, 2000). The evolutionary process of nursing has resulted in a 

mitotic effect of differing nurse specialities encapsulating a strong link to its heredity 

beginnings. Nursing has developed and evolved with the changes of societies, health and 

technology. The socio-political climate of Ireland in the early twentieth required Irish 

nurses to adapt to the new postcolonial catholic Ireland of that era (Sweeney, 2010). 

Irish psychiatric nursing has endured continuous changes and developed to suite the 

need of the ever changing field of psychiatry. This fluidity has moved psychiatric 

nursing roles from the older asylum watchers and keepers of lunatics (Brennan, 2011) to 

modern day mental health practitioners in varying environments. This modernisation has 

moved nurses from subordinate subservient drones to independent autonomous 

professionals. The knowledge base of Irish psychiatric nurses also evolved from the 

regimental subordinate drone-like role of doing and observing to becoming independent 

critical subjective practitioners. Florence Nightingale emphasised that good nursing 

needed to encompass both a strong thinking and doing approach (Jamieson et al, 1999). 

 

This practice of thinking and questioning has given rise to nursing establishing itself as a 

professional discipline with its own body of knowledge through research. The differing 

domains of nursing although sharing the same heredity have begun a transition of 

questioning their origins and future. Such a quest has given rise to the question of 

mental health nursing departing from the shadows of its psychiatric forefathers (Barker, 

2003; Buchanan-Barker et al 2005; Barker et al, 2011). The gradual movement from the 

empirical world of science and psychiatric medicine into the subjective world of 

phenomenology and individual subjectivity has created a divide. A divide of two 

entities: medicine and nursing; the seen and unseen; objectivity and subjectivity; body 

and mind. 
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Mental health nursing of yesteryear centrally concentrated on the body and objectivity 

of patients with little regard for the individuality of the person. In contemporary nursing 

practice the divide has shifted in opposing directions where the subjectivity and 

individual experience of recovery have superseded the physical characteristics of a 

person. This change in approach has unconditionally changed the knowledge base of 

mental health nursing resulting in an imbalance for the care of service users with a 

serious mental illness (SMI). Mental health nurse training should educate nurses to be fit 

for practice and have adequate knowledge in the causes of ill health (Anderson et al, 

2011). Unfortunately the opposing shift of knowledge has created a knowledge deficit 

for mental health nurses in physical health (Nash, 2005). 

 

Individuals with a SMI have significant higher mortality rates, in comparison to the 

wider population, due to untreated or under recognised physical conditions (Harris et al, 

1998; Ronis, 2008; Gray et al, 2009).  Many factors inhibit individuals with SMI from 

receiving adequate physical healthcare (Phelan et al, 2001; De Hert, 2010; Hardy et al, 

2010) although there is little evidence suggesting such individuals having no access to 

healthcare (Leucht et al 2007). 

 

A community based approach to mental health been has been emphasised over the last 

twenty years in Ireland (Department of Health, 1984; Department of Health and 

Children, 2006). This approach has includes the use of acute hospitals, determined on a 

needs basis, and the needs of people with SMI should be identified through research 

(Health Service Executive, 2010). The Dublin West/South West mental health service 

has always been at the forefront of community mental healthcare innovation within an 

Irish context (Bowe et al, 2011). Such innovation has ensured advancement through 

evidence based medicine and care interventions. Unfortunately psychiatrists often 

neglect their skills in recognizing and treating physical illness (Leucht et al, 2007) 

resulting in physical conditions being treated as they become life threatening (Bishop et 

al 2004). Irish mental health service users should have their physical health needs met 

(Udo et al, 2011) and nursing has a responsibility to undertake this as being the largest 

professional group employed in worldwide mental health services (WHO, 2011). 
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Unfortunately the segregation of physical health and mental health has been further 

compounded by the gradual fragmentation of nursing from psychiatry (Buchanan et al, 

2005). 

 

The physical health of individuals with a SMI is a serious clinical issue in both modern 

Irish nursing and psychiatry. This contemporary issue needs exploration to identify if 

nurses are exposed to physical health conditions and if the deficit in knowledge needs to 

be addressed. Knowledge may have been forgotten over time but nurses require 

knowledge to enhance practical manual skills (Jamieson et al, 1999). A research 

problem can be identified when a gap of knowledge requires a solution that can be 

described to improve practice (Norwood, 2000). Solutions generate new knowledge and 

this enhances clinical practice (Schmidt el al, 2009). The aim of a review of literature is 

to develop an understanding of the divide within mental health of the physical body and 

unseen mind. An understanding of the origins of mental health nursing knowledge will 

aid in the quest to generate a new understanding on the body being as important as 

mind. This is essential as people with a mental health condition are three times more 

likely to due to illnesses affecting the respiratory, cardiac and endocrine systems (Brown 

et al, 2000; Udo et al 2011). 
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Chapter 2: Review of the Literature 

 

2.1: Introduction 

 

Conducting a literature review is partially similar to undertaking a research study where 

a reviewer starts with a question, begins to formulate and implement a plan and then 

interprets and analyzes the information (Polit et al, 2008). A literature review helps to 

identify any gaps around a subject and suggests on how these gaps may be filled by 

undertaking further research (Couglan et al, 2007).  To accurately analyze and integrate 

the wide variety of research material of topics a systematic technique will be utilised. 

This process allows for the integration and analysis of subject information pertaining to 

the topics of physical health knowledge in mental health nursing. An analysis of 

literature aids by merging findings from several studies to determine what is known 

about a phenomenon (Burns et al, 1995). Good literature analysis aims for complete 

coverage of all relevant studies, aids in overcoming bias and is precise and transparent 

(Crombie et al, 2009). Literature reviews undertaken in a systematic manner (Polit et al, 

2008) are a rigorous process of obtaining and reviewing the literature to answer 

theoretical and practice questions (Schmit et al, 2009). Such reviews aid by summarising 

research material and may involve mixed method reviews, examining quantitative and 

qualitative data (Hemingway et al, 2009). Quantitative and Qualitative methodologies 

differ yet one approach is not superior over the other (Carr, 1994) but examining mixed 

method information (Hemingway et al, 2009) enriches the literature review. 

 

Literature for this study was sourced through a wide variety of mediums including 

electronic databases and hardcopy formats. The utilisation of older hardcopy 

information proved to be as effective with library books, research dissertations and other 

hardcopy materials providing a wealth of pertinent information. A systematic three tier 

approach was undertaken which included the search of published/unpublished subject 

matter, a search of health information specialists (Schmidt et al, 2009) and additional 

information through the ancestry approach.  The ancestry strategy is undertaken by 
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reviewing the reference lists of primary source information and selecting pertinent 

information to aid in the review process (Schmidt et al, 2009). Secondary reference and 

cited references selected were rechecked to ensure accuracy. Unfortunately some 

academic authors may pay more attention to ideas rather than reference structure 

resulting in inconsistent and poorly structured reference material (Meyer, 2008). 

 

Digital subject matter was sourced through online electronic databases such as 

CINAHL, Medline, Google Scholar and Lenus (The Irish Health Repository). Each 

electronic database has differing strategies to search information so what worked in one 

particular database does not work quite so well in the other. Initially a basic word search 

was undertaken then associated searches restricted and limited to include key words and 

or author names. Search terms may have been in various combinations to further 

enhance the search process.  Secondary material of key studies pertaining to the 

searched content would also be suggested within some electronic systems enhancing the 

process further.  A systematic search of key words included: physical health in mental 

health, physical health in psychiatry, mental health nurses knowledge, physical health in 

mental health. Following the ancestry approach further keywords included: co-

morbidity, mental health in primary care, physical health tools in mental health, mind 

body and Cartesian dualism. The names of authors and health information specialists 

(Schmidt et al, 2009) included: Barraclough, Cohen, Hardy, Lawrence, Marmot and 

Nash. The application of health information specialists to source information pertaining 

to relevant studies and subject matter further enriched the process. 

 

 

The main evaluation of literature was aimed specifically at the knowledge deficit of 

mental health nurses in physical health. The concept of physical health in this context is 

an umbrella term encompassing both physical illnesses and associated care of such 

disorders. The core underpinning theme evident from the associated literature was a 

knowledge deficiency in physical health care skills of mental health nurses (Jones, 2003; 

Nash, 2005; 2009; 2010).   Yet what has been the cause of this deficiency of physical 

health skills, not alone on nursing but also psychiatry (Leucht et al, 2007). 
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A variety of core topics from the philosophies of mind and body (Holden, 1991; 

Schimmel, 2001; Paley, 2002; Cox Dzurec, 2003; Targalia, 2004; Bennet, 2007; 

Shannon, 2008; Leiber 2011) to the systematic changes of psychiatry (Berrios, 1994, 

1999; Radden, 2004; Sheridan, 2008; Boschma, 2012) and its impact on nursing were 

evaluated. Further topics included the lifestyles, treatments and habits of individuals 

(Brown et al, 1999; McCreadie, 2003) with serious mental illness (SMI) and the impact 

of these factors on physical health. The diversity of such information helped identify the 

core aim of the study pertaining to the knowledge requirements of mental health nurses 

in physical care skills. The training needs of mental health nurses in physical health and 

physical healthcare skills is a serious clinical issue in Irish healthcare. A strong literature 

review provides a sound basis for implementing a change in practice through research 

(Burns et al, 1995).Therefore in order to understand the concept of physical health the 

origins of mind and body must be explored and evaluated. The mind body divide goes 

far beyond the physical characteristics of the human body to a divide of the conceptual 

understanding of knowledge itself. 

 

 

The knowledge of health nursing has been immature (Meadows, 2003) and in psychiatry 

compelled forward with the development of medical expansionism (Barker et al, 1989). 

In Ireland, it was not until the nineteen sixties that mental health facilities were manned 

by fully trained personnel (Department of Health and Children, 1998). This enforced 

knowledge expansion has ensured nurses fulfilled their role as competent observational 

keepers and subordinate educated handmaidens (Buchanan et al, 2005; Sheridan, 2008). 

This could be argued as the development of professional development encouraged by 

professional regulatory bodies (An Bord Altranais, 2000) and the birth of mental health 

nurses quest of enquiry.  This quest of nursing enquiry and the need to move from the 

shadows of psychiatric medicine (Barker, 2003) has compounded a knowledge divide. 

The divide of the seen and unseen, mind and body. 
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2.2: Mind-Body and Knowledge 

 

The concept and discussion of mind and body has spanned through millennia. Ancient 

philosophers such as the Greek philosopher Aristotle (382 – 322 BC) have made 

reference to the concept of the body being strongly linked to the heart (Shives, 2005). In 

more recent times the phenomenon of Mind and Body can be associated with the 

seventeenth century French rationalist philosopher, René Descartes. Rationalism is 

defined as philosophy of science where reason is central to the development of 

knowledge and truth (McKenna, 2003). Descartes writings elicited the message that 

most of what we learn is undertaken through our senses and sometimes these senses may 

deceive us. For example, water in a basin may look cold but in fact when we touch it its 

extremely hot. This is example shows how our senses deceive us from the physical 

observable characteristic of the water being hot when we touch it with our finger. This 

simplistic explanation highlights the explanation put forth by Descartes of learning 

through the sensors can actually be misleading therefore should be dismissed. The 

dismissal of the senses in turn relies only on what can be seen and observed. Descartes 

publication titled Meditations on First Philosophy (1641) emphasised in order to arrive 

at new knowledge one must cast doubt on former experiences (McKenna, 2003). Once 

these personal subjective historical experiences are dismissed by an individual then new 

knowledge and truth can be built upon deductively (McKenna, 2003). 

 

This divide of forgetting our previous and historical accounts to build on new 

knowledge could be applied to nursing. Nursing is striving to build its own identity 

through a body of knowledge (research). The historical role of nurse being a 

handmaiden should therefore be dismissed, if adopting the Cartesian approach. Yet this 

approach makes a mockery of nursing and the holism, subjectivity and individuality of a 

person that nurses encompass in their practice. Nurses’ care and this is a central 

component to the delivery of nursing (Cook, 2003) and relies heavily on our senses and 

emotions. The concept of empathy, the power to think and project oneself into the 

feelings of another (Roper et al, 2001; Weller, 2001), is another area that relies on our 

senses yet would be dismissed if adopting a rationalistic approach. The denial of 

subjectivity or matter makes a complete mockery of nursing (Holden, 1991) yet nursing 
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does circumstantially embrace objectivity within practice. The enquiry of subjectivity 

and individual experience form the basis of the naturalistic paradigm, where reality is 

subjective and constructed by individuals (Polit et al, 2008). This approach is more 

congruent with modern nursing practice yet nursing cannot solely place an emphasis on 

this approach. 

 

The concept of mind and body goes far beyond divided physical characteristics of the 

mind (brain) and body and encompasses concepts of the seen (objectivity) and unseen 

(subjectivity). Unfortunately nursing knowledge cannot dismiss the Cartesian approach 

as being both an art and science (Holden, 1991) we rely heavily on the seen and unseen. 

Speciality nursing has followed a similar path to medicine gaining new knowledge into 

the observable parts, leading to nursing specialities like obstetrics and psychiatric 

nursing (Young Brockopp et al, 2003). In order to promote wellness and recovery, both 

physically and mentally, we must rely on the seen (observable). For example, the 

pyrexia of someone with an infection or the response to auditory stimuli from a 

psychotic patient is all observable. The worsening or improvement of a condition is 

generated through the observable nature of the patients’ condition emphasizing the 

importance of seen matter. A decrease in body temperature and a decrease in the 

emotional distress from auditory stimuli are both observable characteristics of an 

individual and their physical bodily illness. Nursing, like its medically derived cousin 

psychiatry, is grounded in applied science especially when some areas utilise advanced 

technologies in daily practice (Holden, 1991). 

 

Rationalist philosophy was highly influential on science, medicine and nursing for many 

years (Mantzorou, 2011). The objectivity of the medical model categorising an 

individual as being made up of differing anatomical parts and systems has its origins in 

the mind-body philosophy of Descartes (McKenna, 2003). The medical model views 

person as just a collection of mechanical systems composed of various cells and tissues 

not exploring the individuality and subjectivity of illness (Benner, 2000; Merritt et al, 

2010). It has been suggested that when nurses undertake their practice in an objective 

manner concentrating on the physical and pathological characteristics of a person and 
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paying little focus to the emotional factors they are practicing Descartesian dualism 

(McKenna, 2003). Descartes did view mind and body as separate entities but what he 

meant by mind did not incorporate such things as emotion, images, pain, sensations or 

memories, these factors belonged to the body (Paley, 2002). 

 

Descartes concluded the human mind was a separate entity distinct from the body 

(Goldberg, 2001) yet there are arguments that there is no such separation of mind and 

body yet people continue to act as if there is (Wade, 2006). On further analysis 

Descartes did outline there was an interaction between mind and body with animal 

spirits (blood) coming into contact with the thinking substances of the brain which 

helped animate muscles and other parts of the body (McKenna, 2003). This can be 

explained through the circulatory system of the body propelling blood (animal spirits) 

throughout the body, including the mind (brain) helping organs and muscles to function 

(animate).   

 

The link of mind and body is well publicised with some deficiencies in the human 

immune system are thought to predispose an individual to such psychiatric conditions 

such as psychosis, depression and schizophrenia (Muller et al, 1996). Depression has 

been found to affect heart rate regulation and also fuel cancer by damaging T-cells that 

combat disease (Wand et al, 2008). The works of Charcot (1825-1893) in defining 

multiple sclerosis and Aloysius Alzheimer (1864-1915) in the correlation between the 

degeneration of cells in the cortex and loss of psychological capacities both highlighted 

the compounding truth of physical disorders of the mind do effect the body (Bennett, 

2007). Mind and body directly effect each other with physical problems causing mind 

related disturbances and mind-related disturbances causing physical problems (Holden, 

1991).  Such a correlation between these two areas has been highlighted in numerous 

publications (World Federation for Mental health, 2004; Australian Institute of Health 

and Welfare, 2007; Ronis, 2008; Naylor et al, 2012). 
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It has been argued that the mind-body debate has been manipulated and adopted to serve 

as rules of force and applied to science and health-care professions (Holden, 1991). 

Descartes outlined knowledge is developed by casting aside former opinions and 

experiences to build new foundations (McKenna, 2003) so could the development of 

psychiatry be viewed in this context? Asylum based care in Ireland and the development 

of psychiatric nursing developed as new knowledge into psychiatric conditions and the 

need to house (or control) the insane was needed (Sheridan, 2003). Prior to the 

establishment of the Irish asylums in 1815 there was no primary provision for the 

indifferent or insane. Once care was provided in Irish public asylums accommodation 

was being provided to approximately seventeen thousand patients (Finnane, 1981). The 

accommodation of such a high amount of people could be deemed as the control and 

social containment of abnormal individuals. It should be noted asylum care and 

provision in Ireland was also provided to individuals with an intellectual disability and 

some elderly with cognitive deficits. Confining such individuals with other patients with 

serious mental health illnesses was no more than a form of social containment. The 

work of Szasz has identified the role of psychiatry in the social containment of 

differential behaviour that is illicit from mental illnesses (Clarke, 2007). Such arguments 

have often been reaffirmed by mental health professionals who see mental illness as a 

myth, as an illness should exhibit some physical observable visual charateristics like a 

lesion and mental health does not (Szasz, 1972). Sigmund Freud suggested mental 

illness was due to problems arising from personality development, sexuality and the 

individuals’ subconscious (Peplau, 1989). The concept of adapting mind-body has been 

encouraged specifically in nursing practice (Cox Dzurec, 2003), with regard to theory 

development and research. As medical knowledge and science advanced nurses needed 

to know about the causes and treatments of physical conditions (Sheridan, 2008), 

underpinning such learning through the application of the medical model. This approach 

and adoption of empirical medical knowledge was embraced to an extent in psychiatric 

nursing throughout the twentieth century. During this period the world of psychiatry 

went through a drastic change, including nursing. 
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2.3: Psychiatry and Psychiatric Nursing: Systematic and professional 

changes 

 

The beginnings of public asylums in Ireland began as a means of housing and caring for 

the insane (Sheridan, 2008). The post-war era of the twentieth century seen a radical 

change to both healthcare and psychiatry alike (Leydon, 1980). There were three main 

changes that occurred within this era: The evolution of psychopharmacology, the 

deinstitutionalisation of asylums and the focus of international policies around 

psychiatry (Boschma, 2012). In most industrialised countries the reformation of 

psychiatric care has led to the demise of psychiatric hospitals and the development of 

community mental health services (Phelan et al, 2001). This emphasis for the 

deinstitutionalization of psychiatric hospitals and reorientation to community mental 

health services has been strongly advocated in numerous Irish mental health policies and 

strategies (Department of Health 1984; Department of Health and Children, 2006). The 

evolution of mental treatment and the evolution of psychopharmacology (Boling, 2003) 

aided in the treatment of mental health illnesses. Over the last fifty years the treatment 

of many mental health illnesses heavily depended on a group of drugs known as 

neuroleptics, now known today as antipsychotics (Healy, 2005). An Irish 

autobiographical account of the experience of life with a mental illness Scott (2002, 

p.26) describes the introduction of medication to aid in the treatment of his 

schizophrenia 

 

“In St Patrick’s (hospital) I was put on Largactil pills…Within a few weeks I stopped 

hearing ‘voices’ and generally became my old self”. 

 

Although new advances in treatment like medication and a change in public opinion was 

responsible for the downfall of asylums it was different in Ireland. As the new Mental 

Health Treatment Act became law in Ireland in 1945 the number of patients in Irish 

psychiatric hospitals still was excessively large being 19,500 (Department of Health, 

1984). As the western world of psychiatry underwent a change from asylum to 

community based care there was an opposite effect in Ireland. 
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 Between the years of 1945 to 1958 there was an increase of 1500 inpatients, to a total of 

21,000 in 1958 (Department of health, 1984). An autobiographical account of a female 

incarcerated in a psychiatric hospital in the Irish midlands around the same time 

describes the facilities and treatment of that era (Greally, 2008, p. 56). 

 

“The straight-jacket was used in the Hold and sedatives and other special drugs. Long 

Trench block was joined to No Hope Hold by a slanted passage. It was like the hold of a 

ship with caged windows…If you were in Long trench, it was said, and you as much as 

raised your voice, you might be seized immediately by four or five nurses and rushed to 

No Hope Hold. There, you were tamed or shamed, to become dispirited and hopeless”. 

 

During the psychiatric metamorphosing period of the twentieth century a rebirth of 

terminology was beginning. A language change like this had been noticed before with 

the terminology of asylums and lunatics being interchanged for psychiatric hospitals 

and patients. The language and terminology of psychiatry develops with the changes 

occurring globally within the discipline (Hundert, 1990; Berrios, 1994). Nursing also 

adopted this new rebranding (Buchanan et al, 2005) of language, moving from 

psychiatric to mental health nursing. However, Irish nursing still encapsulates itself in 

the old terminology with An Bord Altranais (the Irish nursing board) still defining the 

associated register for practicing mental health nurses as the psychiatric division not 

mental health. Even Irish nursing trade union organisations encompass their nurses as 

being a component of psychiatry with the organisation known as the Psychiatric Nurses 

Association (PNA) not the mental health nurses association. Irish third level settings, 

such as the renowned Trinity College Dublin, advertise their prospective undergraduate 

mental health nursing course as psychiatric nursing. Even after so much change nursing 

still encapsulates its self to its psychiatric creators. 

 

As change was occurring the need to define nursing as a profession was important as the 

introduction of new treatments and medications was perceived by many as the decline of 

the psychiatric nurse. The need to demonstrate care and compassion could be seen just 

as effective as medical interventions was a priority for nurses of the time (Hunter, 1956). 

Nurses had to move from the subordinate passive observational role of keeper to ensure 
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the survival of the profession. The newly labelled mental health nursing was also 

growing with the development of new nursing theories and the professionalization of 

nursing itself (Boling, 2003). Nursing had to move beyond the rationalist and positivist 

concepts of observational knowledge to encompass the subjectivity and unseen. The 

need to encompass the subjectivity and experience of health was the driving force of a 

new knowledge, nursing research (Young Brockopp et al, 2003). During this period 

Hildegard Peplau, a mental health nurse, observed the need to guide nurses in the 

interactional and collaborative process between nurse and patient (Boling, 2003).  

Peplaus’ Interpersonal Relations in Nursing published in 1952 redefined the pre-

existing nurse patient relationship (Beeber et al, 1998). This relationship between nurse 

and patient had always existed and was previously defined as a working relationship 

between nurses and patients who laboured together in workshops and various generic 

therapies (Nolan et al, 2000). Peplaus work explained mental illness from a 

psychodynamic orientation and not a biological orientation (Jones, 1996). However the 

psychodynamic, although not medically aligned, helps identify client problems and 

creates mutual problem solving (McNaughton, 2005). 

 

The interactional and collaborative process or therapeutic alliance is the cornerstone of 

modern mental health nursing practice (Wilkin, 2003). The therapeutic alliance has 

emphasized the importance of the patient at the very core of care and this has led to a 

move away from the terminology of patient to the rebranding of service-user or 

survivor. The service-user movement has identified the individual as not just a passive 

agent in care but as active agent (Ion et al, 2003).  In the early years of psychiatry the 

individual was no more than a passive object and made no contribution to care as 

observation was the principal mechanism of the ill defined nurse-patient relationship 

(Chung et al 1994). 

 

In an international context service users moved from being observed individuals to 

humans who had subjective stories to tell. The involvement of service users in all 

aspects of healthcare in the United Kingdom (UK) began to build momentum in the 

nineteen eighties and by the nineties service user involvement was at multiple layers, 
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from policies to a component of health service organizational boards (Repper at al, 

2007). Today such service user involvement is common practice in the United States 

(US) and Canada. Here, services users are involved in all levels of organizational 

structures and regulatory bodies, emphasizing a citizen-centred and inside-out approach 

(Health & Social care Regulatory Forum, 2009). The World Health Organization 

(WHO) identified user and family associations being evident in mental health services in 

sixty-four percent of countries and being more frequent in Europe than other regions 

globally (WHO, 2011). In Ireland the involvement of service-users is paramount in the 

development of current mental health strategies and the implementation of training 

programmes in areas of mental health practice. A report by the Irish Mental Health 

Commission (MHC) titled ‘Current education/training available for professionals 

working in mental health services in the Republic of Ireland’ has called for the inclusion 

of mental health service-users and carers in the development, delivery and evaluation of 

education for mental health practitioners (MHC, 2010). Vision for Change (2006) the 

Irish government publication on the framework of mental health service delivery places 

the service user at its centre and emphasizes the need for service-users and carers to be 

involved within every level of service provision (Department of health and Children, 

2006). 

 

This integration of the subjective experiences of service users in modern day mental 

health nursing has placed the service-user at the core of care and treatment planning, 

where possible. The new innovations of community based care and new treatment 

options has moved the emphasis of mental health care to incorporate the strengths of a 

service-user in their own recovery journey, With this movement of self-defined 

strengths and journey mental health nursing has moved away from body with a primary 

focus on the mental health needs (mind) of the individual. The strengths are individual 

unseen subjective matter, differing from person to person which is in opposition to 

rationalism of the observable. The new emphasis on mental health is on recovery, which 

as a concept there is much debate but recovery is both an internal and external process 

(MHC, 2008). Recovery in mental health emphasizes a person-centred care approach 

(Barber, 2012) where central to the concept is inclusion and being an active participant 
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(Currie, 2011). The adoption of the recovery paradigm has often argued the need for 

mental health nursing to move away from the medicalized psychiatric family (Barker et 

al, 2011) but recovery from mental health illness is compatible with concepts of 

recovery from medical illness (Barber 2012). The discussion of movement from the 

psychiatric paradigm (Barker et al, 2011) to the recovery approach places even more 

division between the concept of mind and body. The concentration of focus on mental 

health needs is a primary concern especially when thirteen percent of the global burden 

disease is from neurological and mental disorders (WHO, 2002). However the physical 

element of individuals must not be forgotten if we are encompassing a holistic bio- 

psychosocial approach to the care of mental health service users. After all mental health 

service users are more likely to have higher physical problems from factors including 

respiratory conditions from smoking, heart disease and hypertension, obesity and 

diabetes, and finally stoke (UK Disability Rights Commission, 2006; WHO, 2010). The 

physical health and mental health of an individual are intimately linked (Hardy, 2012).  

The seen (body) is just as important as the unseen (mind). 

 

2.4 Physical health (body), mental health (mind) and mortality 

 

Nash (2010) defined three main determinants influencing on the physical health of 

clients and these are: Lifestyle factors, social factors and adverse drug reactions. Mental 

heath illness, like schizophrenia, may trigger the precipitation of lifestyle and 

socioeconomic factors which in turn can have negative physical health outcomes, 

leading to higher mortality rates (Saha et al, 2007).  In Ireland people who are poor and 

socially excluded have higher rates of ill health and die at a younger age (Public Health 

Alliance, 2007). There is a strong link between inequality and ill-health (Marmot, 1997) 

with subjects from lower social classes having an increased risk of early death in most 

European countries (Nilsson et al, 2005). A mental illness can be a further hindrance to 

an already compromised health status in lower social classes with sufferers of SMI 

having a poorer diet, and higher incidence of tobacco, alcohol and illicit substance use 

(McKeown et al, 2006). 
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In both Northern Ireland and the Republic of Ireland rates of both mental ill-health and 

suicide are proportionately higher in lower socio-economic areas (Public Health 

Alliance, 2007). Social deprivation and inequality has also a profound impact on alcohol 

and cigarette consumption being excessively high in this group (Marmot, 1997; Harrison 

et al 1999). One groundbreaking study focusing on the link of the strong link between 

social class and mortality was the Whitehall study, beginning in 1967, it utilised a large 

cohort of British civil servants between the ages of 20 and 64. This report showed the 

higher incidence of mortality from coronary heart disease for men in the lower civil 

servant ranks (Marmot, et al 1978). The higher mortality rates of lower ranked civil 

servants compared to more senior personnel were often due to risk factors of obesity, 

minimal leisure/physical activities, smoking and hypertension (Ferrie et al. 2002; Kuper 

et al, 2003). Risk factors are a determent for poor health and also poor mental health. 

Social deprivation has also been linked to acts of deliberate self harm in adolescents 

(Ayton, et al 2003) with higher rates in males (Burrows et al, 2011). There can often be 

an even higher risk with individuals with pre-existing mental illnesses, such as 

Schizophrenia (Siris, 2001; Christiansen et al, 2007; Saha et al, 2007). 

 

In Ireland, incidence of deliberate self harm have increased year on year between 2006 

to 2010, with the male rate being up 28% since 2006 and up 10% in females for the 

same period (National Suicide Research Foundation, 2010). Limitations of Irish research 

data on self harm incidence is the lack of clarity in profiles of socially deprived areas. 

Areas are distinguished only by regional health service sector areas. In 2009 the highest 

rate of incidents of self harm in the Republic of Ireland occurred in the Dublin/North 

East region (NSO, 2009) of the Health Service Executive (HSE), Irelands’ national 

healthcare system.  The HSE Dublin/North east region covers a population of 

approximately one million people and covers urban and rural areas incorporating Louth, 

Meath, Cavan, Monaghan and Dublin City (HSE, 2012). The incidence of deliberate 

self-harm is significantly higher in urban areas in comparison to rural areas (National 

Suicide Research Foundation, 2010). However, episodes of self harm for the National 

Suicide Research Foundation are recorded when presented to hospital. Suicide in rural 

areas if often higher than urban areas (Hirsch, 2006) and incidence have been well 
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documented in rural Ireland over the last twenty years (Clarke-Finnegan et al 1983; 

Gallagher et al 1994). A review of deaths in Western Australia between the periods of 

1980 to 1998 found that there was a higher incidence of suicide amongst people with 

mental health illness, but the biggest cause of excess death for that period in that cohort 

of individuals was due to a dual-diagnosis of ischemic heart disease (Lawrence et al, 

2002). 

 

 

2.5 Co-morbidities (Mental health & Physical health) 

 

The incidence of two disorders co-existing with each other is defined as dual-diagnosis 

or co-morbidity, and is often affiliated with mental health and substance use disorders 

such as people with schizophrenia having high rates of substance misuse (Phelan et al, 

2001; Papastavrou et al 2011). Substance use disorders may also contribute to poorer 

health overall (Jones et al, 2004). Individuals with multiple health problems are more 

distressed and disabled and have multiple contacts with healthcare professionals 

compared to individuals with one disorder (Andrews et al, 2002, Australian Institute of 

Health and Welfare, 2011). For over a century there has been a strong association 

between diabetes and schizophrenia, even though the underlying associations are 

unclear (Holt et al, 2005). It has been identified that mental health service users often 

suffer from not only dual diagnosis but triple or quadruple disorders (Ronis, 2008).  In 

the UK, the unmet physical health needs of mental health service users has been an area 

of topic for over seventy years (Phillips, 1934) yet the mortality rates of service users, 

with a diagnosis of schizophrenia, has actually worsened over the last few decades (Saha 

et al, 2007). 

 

A descriptive study by McCreadie (2003) focused on the smoking, diet and 

cardiovascular risk of 102 Scottish service users with schizophrenia living 

independently in a community context. With a participation rate of about 50%, most of 

the cohort utilized in this study were in receipt of a considerable amount of support from 

healthcare professionals, questioning if participants were coerced into participation or 
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very well mentally, and this could be evident with participants living in independent 

community accommodation and responsible for their own dietary choices.  Findings 

indicated participants had a poor diet, seventy percent (70%) were smokers and majority 

had elevated cholesterol levels. Elevated cholesterol levels increases the incidence of 

developing coronary heart disease, which compromises the functioning of the heart 

often leading to death (Rippe, 2004).  Findings also indicated the majority of patients 

were either overweight or obese, with an elevated body mass index (BMI) (McCreadie, 

2003). The development of type 2 diabetes is often increased with elevated weight gain 

and obesity (Dixon et al, 2000) and the prevalence in schizophrenia is 2 to 4 times 

higher than the general population (Expert group, 2003; Bushe et al, 2004). 

 

A study by Brown et al (1999) in a fifteen year follow-up study of 179 local patients 

with a diagnosis of Schizophrenia in a National Health Service Area (UK) identified the 

lifestyles of this cohort. Findings concluded 39 (22%) died, with 20 deaths (11%) 

attributed to cardiovascular or respiratory diseases. Subjects diet habits were poor and 

102 participants (68%) were smokers. The incidence of elevated BMI was higher in 

females with no significance with the male group. Limitations of this study are the 

possible coercion of participants as it is reported some needed encouragement to 

complete the questionnaire (Brown et al, 1999). Practising mental health nurses may 

utilize coercion in everyday practice but many have ethical dilemmas related to coercive 

measures (Lind et al, 2004). Both studies had similar age brackets, 45 to 55 years of age 

and both cohorts had a high percent of participants supported by mental health services. 

The need to look at younger cohorts and unsupported individuals may be an area for 

future investigations.  All these contributing factors again highlight the fact people with 

a mental health illness have a higher incidence of dying prematurely from natural 

causes, like cardiovascular associated problems (Eaton et al, 2008). 

 

A survey by the Office for National Statistics (2000) in the United Kingdom identified 

62% of individuals with a psychosis reported a physical condition. Similar findings 

include individuals with schizophrenia and bipolar disorder will have physical co-

morbidity, resulting in death of up to four times as frequently as in the normal 
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population due to respiratory or cardiovascular conditions and diabetes (Cohen et al, 

2004).  The need to monitor and prevent such co-morbidity occurring is now an 

important factor in many new mental health clinical programmes. New clinical 

programmes such as the early psychosis intervention (EPI) have a component of 

physical health interventions such as primary care integration as a core component of 

their delivery. Such screening is governed as best practice especially with treatment 

interventions in EPI involves antipsychotic medication which can induce many physical 

conditions after long term use (Western Australian Therapeutic Advisory Group, 2006; 

Nash, 2010; 2011). 

 

 

2.6 Mental health and Physical health interventions 

 

Ideally the approach to monitoring and treating people with SMI, like schizophrenia, is 

clearly needed and should be undertaken in a systematic approach (Saha et al, 2007). 

This is especially justified when individuals a SMI have a 20% shorter life span than 

that of the general population (Marder et al, 2004).  In the UK, the improvement of the 

health of the mentally ill was a recommendation of the UK document ‘Health of the 

Nation’ twenty years ago (Department of Health, 1992) yet the saga continues.  

Guidelines recommend annual monitoring of people with SMI due to the higher risk of 

physical health problems (Vasudev et al, 2010).  The National Institute for Health and 

Clinical Excellence (NICE) guidelines on Schizophrenia indicate general practitioners 

or other primary healthcare professionals should monitor the physical health with 

schizophrenia at least once a year. From this contact, associated health-check results 

should be sent to the other health team members involved in care and placed in 

secondary medical notes (NICE, 2009) . Although NICE does emphasize the need for 

physical health to be maintained by primary care mental health practitioners need to be 

aware of the serious physical health complications and mortality that ensues with SMI. 

To ignore this factor, we are continuing to maintain the divide of mind and body, 

practicing Descartesian dualism (McKenna, 2003). Playing the division game of mind 
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and body territories will ultimately result in the mortality of individuals with SMI, dying 

younger than that of the general population (Brown et al, 2000; Hennekens et al, 2005; 

McKeown et al, 2006). Mental health nurses undertake routine risk assessments and 

often worry about the occurrence of death by suicide of service-users (Gray et al, 2009). 

However, a large proportion of mortality in people with SMI is due to physical diseases 

(Leucht et al, 2007). This physical illness is not the worry of mental health practitioner 

as it is the  role of the primary care team or general practitioner to maintain the physical 

domain of a service user (NICE, 2009). 

 

The UK has approximately half a million individuals with SMI, with the US having in 

the region of 13 million (Gray et al, 2009) and to ignore the physical characteristics of 

these individuals cannot be ignored. Due to insufficient community mental health data 

recordings in the Republic it is unachievable to accurately to define the true figure of 

individuals with SMI in Ireland. The absence of quality mental health community data 

has been highlighted in numerous Irish government and regulatory body documents 

(Vision for Change, 2006; Mental Health Commission, 2008). According to the World 

Health Organisation (2003) about one in four individuals will have a mental health 

problem at some point in their lifespan. Based on these figures Irish health services must 

remove the partition between primary and secondary care to battle this unseen epidemic. 

 

People with SMI are less likely to receive or engage with treatment for physical health 

conditions and even when they do the quality of care is poorer (Miller, 2003; Maj, 2009; 

WHO, 2006).An integrated approach between primary care and secondary specialist 

services is strongly emphasized (WHO, 2010) for people with SMI. Poor health is 

linked to poor lifestyle factors but does include health services falling short of individual 

needs and the division of such services (Lawrence et al, 2010). There is a very strong 

need for a much closer relationship between primary care and mental health services, 

with such integration being cost-effective and improving quality of care (Naylor et al, 

2012). 
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Unfortunately there is no perfect model of practice for integrated care but what is 

essential is focusing care on the individual and what can be undertaken with current care 

provision (Goodwin et al, 2012). The collaboration of primary and mental health service 

is difficult with the already diminishing resources and challenges in the current Irish 

healthcare delivery (Carney, 2010). Collaboration of services is essential as individuals 

with a co-morbidity have higher hospitalization rates (Australian Institute of Health, 

2011) and raised health costs  of 45 per cent for each person with a co-morbid mental 

health problem (Naylor et al, 2012). The co-ordination between mental health and 

primary care services is often poor and fragmented leading to poor communication 

between services (DoHC, 2001; Chadwick et al, 2012). Effective communication 

between primary care and community mental health teams is essential and should be the 

responsibility of both parties (Cohen et al, 2004). Integration of services can be achieved 

through system collaboration and improves outcomes with little to no net costs (Naylor 

et al, 2012). The Irish publication ‘A vision for psychiatric/mental health nursing’ 

identified the needs of needs of mental health services users should be identified through 

research (HSE, 2012) and individuals with SMI have excessively higher mortality rates 

(Harris et al, 1998; Brown et al, 2000; Ronis, 2008; Gray et al, 2009; Nash, 2010). The 

Irish Nursing Board, An Bord Altranais (ABA), makes clear the nurse must at all times, 

ensuring every effort, to preserve human life (ABA, 2000) so this is a current 

contemporary issue in Irish mental health nursing. 

 

Screening tools have been developed to identify physical health problems of individuals 

with a SMI (Phelan, 2004; Shuel, 2010) and numerous programmes (Welthagenel al, 

2004; Ohlsen et al, 2005; Busche 2008) implemented to combat the epidemic. Simple 

screening of physical abnormalities can be undertaken by community mental health 

teams to identify individuals who may be at risk (Cohen et al, 2001). All mental health 

practitioners have a vital role in this identification process, especially mental health 

nurses who have been identified as the largest professional group population working in 

the global mental health arena (WHO, 2011). Mental health nurses should support and 

monitor the physical health of SMI and assist in access to primary care (Blythe et al, 

2012). The most comprehensive approach to ensure the overall well-being of mental 
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health service users involves the recognition of the mind and body connection, this will 

assist a holistic approach to care (Miller et al, 2003). The provision of a holistic 

seamless mental health service is envisaged within the ‘Quality Framework for Mental 

Health Services in Ireland’ (MHC, 2007) yet this is difficult when the segregation of 

mental health versus physical health continues. The concept of holism in healthcare is 

often no more than a myth especially when healthcare facilities have an illness-cure 

philosophy, with a view of health as the absence of disease (Kramer, 1990). 

 

 

2.7 Physical health and Psychiatric knowledge 

 

As modern human socio-political systems evolved nursing knowledge developed 

alongside these changes (Sochan, 2011). Knowledge as a process in nursing borrows 

from the worlds of medical and social sciences (Anderson Hicks et al, 2011). Anchoring 

knowledge in science and research has ensured nursing promotes evidence based-

practice enhancing health outcomes (Scott et al, 2010). There have been numerous 

attempts to define the knowledge specific to nursing (Christensen, 2011) and some 

would define knowledge inherent to nursing as explicit and tacit (Zander, 2007).  

 

A descartesian approach to knowledge is based in rationalism, which incorporates 

reason instead of experience (Mantzorou et al, 2011).  Healthcare professionals must 

identify the strong link between mental health and physical well-being (Younger, 2011) 

but this is difficult when training programmes offer little content on physical health. The 

establishment of asylum based care and the need to train attendants of the time led to the 

training and evolution of the Irish mental health nurse (Sheridan, 2008). In the early 

days of mental health nursing care was task orientated with nurses being more proficient 

in general nursing skills and assisting patients with personal hygiene needs (Robins, 

2000; Sheridan, 2008). Psychiatric nurses of the mid twentieth century preferred caring 

for the physical domain of the body as it could be seen unlike the mind of a person 

(Harmon, 2005). Overtime the need to adapt and be more than attendants changed with 

the development of psychiatry into the new era of mental health. The movement has also 
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seen the movement of nursing knowledge move from the world of empiricism and 

positivism to encompass phenomenology. Phenomenology is the study of phenomena 

and meaning to a particular individual and the subjectivity and experiences of people 

(McKenna, 2003). This movement in focusing on the unseen components of a person 

(mind) and the change of approach to encompass phenomenology has changed the 

knowledge base in mental health nursing. The unseen has become more important than 

the seen, but in actual fact the seen and physical domain is where physical illness lies. 

 

 

The knowledge deficit of mental health nurses in physical care system is similar in with 

other domains of nursing not being familiar or having knowledge on the mental health 

needs of individuals. A study by Hardy (2012) analysing the training of practices nurses 

to improve the physical health of patients with SMI found even practice nurses were 

unaware of the reduced life expectancy of this group. Concluding the physical health 

care needs of individuals aren’t even addressed in primary care (Miller et al, 2003), yet 

the inadequacies of Irish primary care is not a new phenomenon (DoHC, 2001). A 

qualitative study by Happell et al (2012) identified the views of Australian mental health 

nurses (n = 38) views of Physical health of mental health consumers. Nurses did view 

the mental health and physical domains being intimately linked but questioned their 

authority to intervene. Other key findings from this analysis found nurses with a general 

qualification had a greater knowledge base to physical symptoms and mental health 

nurses were at a disadvantage. In a description of a mental health nurse with a general 

nursing qualification versus a nurse without a participant described the following 

(Happell et al, 2012, p.206). 

 

“It’s the standard thing you would do in a medical or surgical unit. You can see 

someone’s unwell. Whereas psych nurses, specifically trained psych nurses, that’s not 

part of their training. You’d learn it at university, you get the basics of it, but it’s not 

reinforced when it comes time to practice”. 
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As nursing knowledge is developed it is imperative to incorporate such findings into 

education for practice (Anderson Hicks et al, 2011). A survey of undergraduate mental 

health nurses (n= 34) in the UK also highlighted the need in a physical health skills 

programme that is specific to mental health (Woods, 2010). General nurses also 

experience a crisis with regards to their knowledge of mental health and associated 

disorders. General nurses often withdraw from interactions with patients with a SMI 

being unsure of what to do when faced with a psychological problem (Castledine, 2004). 

A Qualitative study of general nurses (n=19) caring for mental health patients perceived 

they lacked the required skills to care and manage illness. A key finding from this study 

was participants expressed that individuals with a SMI do not receive the same quality 

of care, either for their metal health problem or physical ailment in comparison to 

individuals without a SMI (Atkin et al, 2005). Even within psychiatry such issues exist 

with psychiatrists reluctant to treat medical conditions and medical practitioners mental 

health conditions (Leucht et al, 2007). Psychiatrists should be able to undertake an 

assessment in physical healthcare and be proficient in skills and knowledge in the 

required skills (Cormac, 2009). 

 

So where does the learning of mental health nurses lie? Is it an organizational issue or an 

individual process. The Irish Scope of Nursing and Midwifery Practice (An Bord 

Altranais, 2000) calls for nurses to engage in continual professional development to 

obtain new knowledge which enhances competence so the nurse may practice 

effectively in the constantly changing health care setting. The Scope of Nursing and 

Midwifery Practice (An Bord Altranais, 2000) does stipulate expansion of must be in the 

best interest of a client or patient but is the physical health needs of individuals essential 

when mental health nursing wishes to depart from the medicalized paradigm of 

psychiatry (Barker et al , 2011)? Mental health nurses should reflect on their own 

individual attitudes towards physical health (Nash, 2010) as service users physical 

health should be addressed in the same way as their psychiatric needs (DoHC, 2006). In 

a community context the mental health nurse must ensure service-users in their care for 

a pro-longed duration should have a full physical health check annually (NICE, 2009). 

This does not lie primarily to the mental health practitioner but such an intervention can 
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aid in the prevention and early detection of physical health issues (Luty et al, 2002). 

Often poor physical health can be outside the control of mental healthcare professionals 

yet the role of the nurse in this instance is still one of health promoter (Nash, 2010; 

2011). 

 

Mental health practitioners need to move far beyond the debates and jurisdictions of 

their domains, whether mind or body and encompass individuals as whole entities. If 

nursing knowledge is embracing its new phenomenological approach then nurses must 

listen to the subjective experiences of mental health service users with regards to 

physical health. Descartes placed an emphasis on the observable and how senses can 

play tricks on us so where does this leave mental illness? Even though symptoms may 

be present the disorder itself is hidden, unobservable, effecting the senses of the body. 

So in this case, as Decartes had emphasised, the senses cannot be trusted and can 

deceive individuals (McKenna, 2003). Yet the senses and experiences of individuals are 

so important as it helps us understand the subjective experiences of an illness to a 

person. The objective rationalist viewpoint is also important as mental health 

symptomology is often assed from the visual and observational context. The 

observational role of nursing is a well documented (Harmon, 2005; Sheridan, 2008) skill 

and nurses are the eye and ears of medical practitioners. The therapeutic alliance 

encourages nurses to listen to the subjective language and life narratives of clients in 

their care (Barker, 2003). So through the observational assessment of a service user and 

listening to the narrative of their experience the nurse is encompassing both the seen 

(body) and unseen (mind), embracing dualism. Or is this just a misinterpretation of the 

Cartesian rationalist approach of mind and body?  Leiber (2011) outlined that in modern 

times Descartes is too familiar and his writings too unread leading to a misconstrued 

view of his writings by scholars and philosophers alike. In modern philosophy the mind-

body problem is defined as a problem that will never be solved (Tartaglia, 2004) and in 

general is a mystery (Shanon, 2008). The philosophy of mind and body are adapted to 

suite the need to distinguish behaviours that might be deemed in appropriate and that 

these behaviours are of mind effecting the body (Cox Dzurec, 2003). 
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The unhealthy lifestyles of service users does contribute to early mortality but this can 

be exacerbated by treatment interventions such as antipsychotic medications (Foley et 

al, 2011; Bradshaw et al, 2012). The adverse drug reactions of medications can also 

result in physical health problems (Nash, 2011). Prior to commencing psychotropic 

medication it is advocated for screening to take place as some physical conditions can be 

exacerbated or developed from some agents (Osborn et al, 2009). 

 

 

2.8 Conclusion 

 

The need to identify this contemporary issue in practice is now as important as ever. The 

need to identify the exposure of Irish mental health nurses to physical health conditions 

and the need to analyze the training needs of this cohort is the primary focus of this 

study.  The study aim will be to identify mental health nurses have insufficient 

knowledge in the physical health and associated care skills of people with SMI but 

would like to gain new knowledge in this area. The enhancement of knowledge in 

physical healthcare is a step of integrating both the mind and body philosophy and 

aiding in the integration of primary care and mental healthcare. This study will identify 

the need to integrate physical health into current mental health nursing through 

professional development. This study will also highlight the possible need to implement 

such knowledge requirements into current undergraduate mental health nursing 

programmes.  Ideally nursing curriculum should be driven by developments and 

research in health care delivery (Roxburgh et al, 2008). 
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Chapter 3: Methodology 

3.1 Introduction 

 

The research process aids in the generation of new scientific knowledge through 

methods of inquiry (Young Brockopp, 2003). Nursing research has been evident since 

the establishment of the profession with Florence Nightingale developing new 

knowledge to improve patient care (Hinshaw et at, 1990).  The modern evolution of 

nursing research developed in the Peplau world-war era where new medical 

technologies and social changeswere impacting on healthcare practice (Lahiff, 1998). 

Some would argue that nursing research should be the cornerstone of practice to ensure 

the survival of the profession into the next millennia (Flaherty, 1990).  The purpose of 

research in nursing practice is to develop new knowledge (Watson et al, 2008). 

 

The formulation of a research problem is a quest for new knowledge and generating 

such knowledge is undertaken through varying research methodologies (Schneider et al, 

2004). Methodological approaches in research are often defined by a number of 

ideological and philosophical orientations as well as the practicalities of a research 

design (Robinson, 2002). Nursing research has begun a gradual movement away from 

the shadows of the empirical world of medical knowledge to develop its own system of 

enquiry .The ultimate goal of enquiry therefore is to gain understanding into a 

phenomena, and either quantitative or qualitative research approaches will seek to 

capture the truth of the world in which they are interested (Polit et al, 2008). Qualitative 

and Quantitative research approaches generate differing knowledge types but both 

approaches complement each other enhancing nursing research (Burns, 1995). 

Qualitative research can be defined as the exploration of phenomena, utilising in-depth 

and holistic approaches through a rich collection of subjective narratives using varying 

research designs (Polit et al, 2008). There are varying research approaches in qualitative 

research such as phenomenology, ethnography and grounded theory (Watson et al, 

2008). Phenomenological methodologies analyse the lived experiences of a phenomenon 

or concept described from the meaning of several individuals (Creswell, 2007). 
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Grounded theory is a process of studying social data with the primary aim of 

rationalising a phenomenon (Young Brockopp, 2003). Finally grounded theory, drawing 

from the world of sociology, in simple terminology develops a theory grounded in data 

from the field (Creswell, 2007). In essence Qualitative research is about the subjectivity 

and lived experiences of a phenomena and a valuable approach to gain knowledge about 

varying concepts (Young Brockopp, 2003). 

 

This movement into the unseen world of phenomenology has been an advantage in 

developing new knowledge into the subjectivity and lived experiences of individuals. 

This approach has developed a sound epistemological grounding in this new type of 

knowledge for nursing. The development of phenomenology aids an individual to 

discuss the lived experience of a physical illness but will not provide knowledge into 

‘what is’ unbalanced in the homeostatic function of the body. This knowledge requires 

an objectivity and realism of ‘how things really are’ and ‘what is really going on’ 

(Crotty, 2009). The subjectivity of individuality is a compounding source of information 

yet does not encompass the reality of the ‘seen’ and the ontology of ‘what is’. Ontology 

is a philosophical assumption of the true nature of reality (Creswell, 2007). 

 

Quantitative research methods pertain to the use of numerical data and quantities utilised 

to deductively find a truth, and this approach deems all behaviour can be objectively and 

purposively be measured (Burns et al, 1995, Begley et al, 2008).  As a research 

approach quantitative methodologies include: Randomised trials; surveys and 

observations (Begley, 2008). Survey research design is formulated to obtain specific 

information inregards the interrelations, distributions and prevalence of variables in a 

population (Polit et al, 2008). 

 

Nursing is well established within the scientific paradigm of medicine. Most medical 

research utilises positivist quantitative methods with descriptive approaches being 

applied to studies with patients and human participation (Begley, 2008).  Contemporary 

nursing has avoided the positivist approach to research (Crowe, 1998) yet this move 

away from the empirical seen world has neither enhanced nor inhibited the knowledge 
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deficit of current mental health nursing.  Positivism, a traditional scientific method of 

enquiry, utilises a set of orchestrated, disciplined actions as a systematic approach to 

acquire information (Polit et al, 2012). Information acquired within the quantitative 

positivist approach is undertaken in a deductive manner, moving from a general idea to 

the specific (Mckenna, 2003; Punch, 2005). Most research originates from a problem or 

question or the experiences of the practitioner relating to a specific phenomena 

(Meadows, 2003). When seeking to explore such phenomenon the key question that 

must be asked is what methodology can best answer the research question (Welford, et 

al, 2012). The development of a research question is predominantly a creative 

experience and is dependent on such factors of insight into a specific area of practice 

(Clune-Mulvaney, 2008; Polit et al, 2012). An area of practice is then explored to begin 

a research project with a specific research aim (Schalk Thomas, 1990). Usually it is a 

research question that chooses a research approach not the researcher (Begley, 2008). 

 

Research has shown that people with a SMI have higher mortality rates than that of the 

general population (Harris et al, 1998; Brown et al, 2000;Cohen et al, 2004; Marder et 

al, 2004; Hennekens et al, 2005;  McKeown et al, 2006; Ronis, 2008; Nash, 2010) and 

will receive inferior care when they do seek help in the physical domain (Miller, 2003; 

WHO, 2006; Maj, 2009). A further compounding detrimental factor is the fragmentation 

of primary care and secondary care services, such as mental health services (DoHC, 

2001; Chadwick et al, 2012) and the knowledge deficit of mental health nurses in 

physical health (Nash, 2005). Such a knowledge deficit has evolved with medical 

expansionism and the gradual movement of mental health nursing away from its 

psychiatric forefathers (Barker 2003; Buchanan el al, 2011).  Irish mental health service 

users should have their physical health needs met and mental health nurses are the 

largest professional group employed in worldwide mental health services (Udo et al, 

2011; WHO, 2011). Population focused health research should guide nursing practice in 

mental health (HSE, 2012) and identifying a research question evolves when there is a 

gap to knowledge in an area of practice (Norwood, 2000). 
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When choosing a research methodology issues that should be considered include the 

study purpose; the theory; the research question(s); methods of collecting information 

and sampling (Robson, 2002).  A methodology refers to the very basics of how a 

research study is undertaken and is the nuts and bolts of the process (Coughlan et al, 

2007). The methodology of choice for this study is a quantitative non-experimental 

descriptive survey design. Quantitative research should be objective where the 

researcher should be emotionally detached and uninvolved with the study participants 

and where data and measurements provide outcomes (Johnson et al, 2004; Welford et al, 

2012). This approach is congruent with the Cartesian rationalist ideology of dismissing 

the senses and relying on the observational and seen world. The dualistic approach is 

exploring the phenomena of knowledge in physical healthcare and exploring practicing 

Irish mental health nurses views on this subject. To undertake a study through a 

quantitative approach only studies what is observable and only provides a partial 

glimpse of the phenomenon being revealed (Parahoo, 1997). Nursing being an art and a 

science (McKenna, 2003) does draw from the senses and empirical world of science and 

so similar to the mind body debate what approach should we adopt? Perhaps the seen 

objectivity of quantitative research or the subjectivity narratives of the varying 

qualitative approaches or maybe a mixed method triangulation approach (Parahoo, 

1997). Qualitative and Quantitative research approaches generate differing knowledge 

perspectives yet each approach has varying strengths and weaknesses and both 

approaches complement each other (Burns, 1995; Al-Hamden, et al 2010). 

Approaching from a rationalistic Cartesian approach where reason is a central 

component to the development of knowledge (Shives, 2005) and identifying the real-life 

experiences of practicing nurses a survey design was chosen. Survey designs are flexible 

but information obtained through this medium can be superficial (Polit el al, 1995).  The 

superficiality of the design is congruent with a quantitative approach only giving a 

partial view of a phenomenon (Parahoo, 1997). Being a community mental health 

service the questionnaire approach was utilised being cost effective in a time of scarce 

resources and due to the geographical disparity of respondents. Questionnaires are more 

time efficient for both nurse and researcher which is a large advantage in the busy 

clinical environment (Feher Waltz et al, 1991).    
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The methodology of choice for this enquiry is a quantitative non-experimental 

descriptive design. The quantitative method to research enquiry is composed of two 

approaches being experimental and non-experimental (Davis, 2007). The non-

experimental approach is where data is collected without introducing an intervention 

(Polit et al, 2008). A non-experimental design approach can be a rich source of data and 

conducive to areas not previously examined in any depth and best understood by a 

descriptive approach (Young Brockopp et al, 2003). Experimental approaches utilise 

controlled investigations for the purpose of controlling and predicting phenomena in a 

systematic and objective manner (Burns et al, 1995). A non-experimental design was 

chosen as it was descriptive and practical (Peters, 2009) to the reality of Irish mental 

health nursing today. Descriptive methodologies do not include researcher imposed 

treatments and study variables in natural settings (Burns et al, 1995). Nurses work in 

challenging clinical environments and information on personal phenomena related to 

healthcare is enhanced with the application of a non-experimental design descriptive 

approach, (Peters, 2009). 

 

Although the area had been explored in some detail in the United Kingdom, there was 

no such published material for the subject within the Republic of Ireland. The 

knowledge deficits in physical health care have been widely published (Jones, 2003; 

Nash, 2005; 2009; 2010) but its application to Ireland is often questionable. Ireland is 

one of the only countries in the world to have separate and core undergraduate nurse 

training pathways (Robinson et al, 2007). This structure is somewhat different with 

training in the United Kingdom, having a core foundation learning modules then 

specialization into specific areas (Mental health; adult; child) (Robinson et al, 2007). 

Nurses who trained in such programmes still have a knowledge deficit in physical health 

skills (Jones et al, 2003). An exploration of literature pertaining to the knowledge 

deficits of mental health nurses in physical health skills (Jones, 2003; Nash, 2005; 2009; 

2010) was examined to identify previous research approaches utilised. 
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3.2 Study aims and objectives 

 

The key aim of this study was to investigate the knowledge and training needs of 

registered Irish mental health nurses in the areas of physical health and physical 

healthcare. 

 

The specific objectives of this study were to: 

• To determine the number of mental health nurses who had previous training and 

experience in physical healthcare.  

 

• To explore if practicing mental health nurses provide physical healthcare to 

individuals within their care and what physical health conditions do they 

encompass in their daily work environments. 

 

• To ascertain if mental health nurses would like further training and professional 

development in the areas of physical/general healthcare and what specific areas 

would they prefer to gain new knowledge in? 

 

• To identify the preferred methods of learning and foreseen barriers that would 

inhibit the process. 

 

• To examine and estimate the level of exposure mental health nurses experience 

with regard to physical health conditions on a weekly basis.  
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3.3 Determining the sample 

In simple terminology a sample is a subset or representation of a population (Polit et al, 

2008) participating in a study.  There are two methods of sampling utilised with studies 

and they are probability and non-probability sampling (Meadows, 2003).  The sampling 

of choice in quantitative utilises both random and non-random samples, with descriptive 

studies conducted with a non-random or non-probability sample (Burns et al, 2005). 

Probability sampling is identified when participants of a study population have an equal 

probability of being a component of the study cohort (Schalk Thomas, 1990) 

 

The aim of this study was to identify the physical health knowledge deficits and illness 

exposure of RPNs working in a mental health service in the West/South West region of 

Dublin. This cohort was selected as they work both within both, community and hospital 

settings serving a population of 300, 703 people (HSE Regional Service Plan 2012). 

This study is focusing on the knowledge needs of mental health nurses through a non-

experimental descriptive approach so will utilise a non-random convenience sample. 

The utilisation of the convenience sample was applicable to this study as it was 

inexpensive, accessible and convenient to collect data within (Burns et al, 1995).  The 

selection of a sample which have the required knowledge pertinent to an investigation is 

undertaken through purposive methods (Schalk Thomas, 1990). Limitations of a 

convenience sample include research not being able to be generalised to the wider 

population (Shields et al, 2008) as results obtained are only applicable to the selected 

group (Suresh et al, 2011). 

 

The sampling criteria required for this study was for participants to be registered mental 

health nurses with An Bord Altranias (ABA) with no exclusion of years’ qualified, 

alternate qualifications, gender or ethnicity. This broader approach was utilised not to 

limit the sample in such a small cohort.  If a sample criteria is narrow and restricted than 

a researcher may have difficulty obtaining sufficient results from a select population 

(Burns et al, 1995). The sample was a convenience sample of 153 (n= 153) registered 

mental health nurses working in the Dublin West/South West mental health services. 

Ideally if this research was being conducted with a larger sample of registered mental 
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health nurses a probability sample would be utilised. This approach would utilise a 

percentage of the identified population and with this approach the results could be 

generalised to the wider population (Polit et al, 2008, Gillespie et al, 2010). The sample 

selected (n=153) of registered mental health nurses working in the Dublin West/South 

mental health nurses identified as 1.63% of the total population of registered mental 

health nurses in Ireland. This is based on 9,384 registered mental health nurses on the 

live nursing register with ABA in 2011 (An Bord Altranais, 2011). 

3.4 Collection tool 

 

The collection of information in research is undertaken in a number of ways depending 

on the research design and methodology of choice. Obtaining information using a 

questionnaire is now common practice for activities such as research, audit and service 

evaluation (Meadows, 2003). The collection tool is a mechanism of collecting 

information that can be measured, evaluated and used in determining the outcomes of 

research (Burns et al, 2005). A survey research method was utilised as a method of data 

collection for this study. This approach follows the path of the quantitative approach and 

is non-experimental where analysis is undertaken by statistical testing (Roberts, 2012). 

The reason why the survey method approach was chosen was its flexibility (Polit et al, 

2008; Keough et al 2011) and allowed respondents to complete it at their own 

convenience. 

 

Utilising a non-experimental approach and wanting to assess the training needs of 

mental health nurses in physical care skills the tool utilised was a previously constructed 

survey from a study in the United Kingdom (Nash, 2005). This 16-item self reporting 

questionnaire had explored areas including: previous experience and training; impact of 

physical healthcare on current workload, preferred methods of training and current 

physical care-giving. The survey questionnaire had two editions, one for hospital 

settings (Appendix 1.) and the other for community areas (Appendix 2.).  Full 

permission was obtained from the author (Appendix 6.) and the tool was only amended 

(Appendix 3 & 4.) to suite the area(s) of practice being investigation as the previous 

study was undertaken in the United Kingdom.  
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 There was no indication of a power analysis undertaken in the previous study (Nash, 

2005) and this would identify in advance of how large of a sample is needed (Polit et al , 

2008).  Unfortunately sample size estimations are often ignored and misunderstood by 

researchers (McCrum-Gardner, 2010).  

 

3.5 Reliability 

As nurses appraise the methods of any research article, it is therefore important to 

consider the issues of validity and reliability of a research tool (Roberts et al, 2006). 

When testing instruments for reliability, researchers are interested in three attributes: 

stability; equivalence and internal consistency (Dougherty, 2009).  

 

There was no mention of pre-test reliability and validity in the previous study (Nash, 

2005) but reliability and validity should be undertaken each time a tool is employed 

(Feher-Waltz, 1991). Instruments are deemed reliable when consistent measurements 

are obtained over time and an instrument can be reliable but not valid (Dougherty, 

2009). Reliability pertains to how consistently the measurement technique measures the 

concept of interest and reliability testing is considered a measure of the amount of 

random error in the measurement technique (Burns et al, 1995). There was no pre-test 

evaluation undertaken on this study. Nursing in clinical practice is extremely busy with 

very little time for nurses to even think (Sharp 2010) or be interrupted (Shaffer, 2000). 

The tool was not tested as it was thought that due to staff shortages there would be a 

differing stability if tested for reliability. The stability of an instrument is the extent to 

which similar results are obtained on a tool on two separate occasions (Polit et al, 2008).  

Testing stability has numerous identified problems such as second administration 

participant responses can often be influenced by memory or lack of attention and being 

careless (Polit et al, 1995). 
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3.6 Validity 

Validity refers to the degree an instrument measures what it is suppose to measure and 

encompasses three differing types: content validity; criterion-related validity; construct 

validity (Dougherty, 2009). If nursing practice is based on research with low levels of 

validity then it plausible that nurses are undertaking invalid and unsafe practices 

(Maltby et al, 2007). This survey questionnaire utilised for this study was formulated by 

Nash (2005) and possesses content validity. Content validity is established when 

researchers know that the instrument measures the concept intended to be measured 

(Dougherty, 2009). There is no statistical test for content validity or face validity as it is 

sometimes known (Parahoo, 1997).  Face validity refers to whether an instrument looks 

as though it is measuring the appropriate construct (Polit et al, 1995). When researchers 

commence to obtain face validity the tool is administered to a panel of subject experts 

whom examine and indicate whether the tool appears to measure the concept 

(Dougherty, 2009).  Judgements on content validity are subjective and such judgements 

are generally based on prior research in the field and on the opinions of experts (Young 

Brockopp, 2003). The original author of this questionnaire is an expert in the field of 

physical health in mental health with numerous publications around the concept (Nash, 

2005; 2009; 2010; 2011).  It should be highlighted that no instrument is completely 

valid (Burns et al, 1995) and an instruments’ validity is often difficult to establish (Polit 

el al. 2008).  

 

3.7 Profiles of investigated areas & Data Collection 

The Dublin West/South West (DWSW) mental health service serves a population of 

approximately 276,334 and provides services in community facilities and hospital.  

Under Part 5 Section 62 of the 2001 Irish Mental Act (Mental Health Commission, 

2012) an Approved Centre is defined as a hospital or other inpatient facility for the 

treatment and care of individuals suffering from mental disorder or mental illness.  The 

approved centre located in Tallaght hospital has a total staffing compliment of 54 

registered (n = 54) mental health nurses working within differing units. 
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 The approved centre is divided into 3 wards made up of the following: A 23 bedded 

male ward; 23 bedded female ward; a 6 bedded high observation unit. Being 

predominantly a community based service such care for individuals with mental health 

problems are provided in a wide remit of areas. The community approach to care by the 

DWSW area was innovative when implemented (Bowe et al, 2011) and is made up a 

variety of care settings nurses work within. The wide variety of settings can include: 

Day hospitals; day centres; outpatient departments; homecare teams; community 

residences and specialist areas. The varying areas, community and approved centre, 

have not been inundated with varying research activities. Over researching of some 

populations can be an area of ethical concern as research participants should not be 

overwhelmed by constant research investigations (Long et al, 2007). 

 

Upon approval from the local ethics committee (Appendix 5.) and gate-keepers to each 

area questionnaires were distributed to areas of work in the Dublin West/South West 

area.  Gatekeepers can be identified as individuals who ensure ethical standards are 

upheld and provide access to a population to be studied (Walker et al, 2010). The exact 

number of questionnaires related to the exact number of registered nurses working in 

identified areas within the area of investigation. 

 

This reason was the rationale for utilising the postage reply where nurses would 

complete the self-administered survey questionnaire at their leisure and return it via 

post. Online survey methods of data collection were initially planned but later 

withdrawn due to the identified insufficiencies within community mental health 

information technology systems (DoHC, 2006). Surveys are utilising new technologies 

to distribute questionnaires and collect data yet survey research is still often distributed 

through the mail (Polit et al, 2008). A period of one month was left from when 

questionnaires were left in identified areas to be sent back to the author. A nominated 

contact person was contacted about every eight days to encourage and remind personnel 

in the area of the study and need for responses. Often it is very difficult to analyze if a 

participant would have returned a questionnaire with or without a reminder (Nicholls et 

al, 2011).  Often most survey non-responses by health professionals is not a true refusal  



 

 

46 

but procrastination, members of the sample often intend to respond but simply delay 

until time runs out (O’Rouke, 1999; Ford et al, 2009).  

 

3.8 Data Analysis 

Data analysis is only one component of the research process and gives meaning to data 

(Burns et al, 1995; Pallant, 2010). Descriptive data is often numerical and requires 

analysis to gather clarity and make sense of differing numerical codes utilised. Once 

data was obtained each questionnaire was coded and inputted into the Statistical 

Package for the Social Sciences (SPSS) version 18.  Coding is a mechanism of 

categorizing data and is a symbol or abbreviation utilized to distinguish words, or other 

categories in the data (Burns et al, 1995; Atkinson, 2008). The aim of measurement is to 

quantify data to determine the characteristics of a measured phenomenon (Feher Waltz, 

1991). Once data was digitally inputted it was cleaned as it is very simple to make errors 

when entering data (Pallant, 2010). The cleaning of data was undertaken in two ways: 

firstly by rigourously checking for errors in each dataset; then by amending incorrect 

information in the data file. Once data is cleaned it could then be effectively analysed. 

With data there are varying levels of measurement and include ordinal, nominal ratio 

and interval levels (Atkinson, 2008). Nominal measurement is the lowest form of 

measurement and is more of a system of classification merely being made up of 

narrative materials (Schalk Thomas, 1990; Burns et al, 1995; Atkinson, 2008). Ordinal 

data involves ordering and sorting information based on their ranking is second as a 

means of classifying research information (Young Brockopp, 2003; Polit et al, 2008). 

Descriptive research data for this research study was predominantly nominal and ordinal 

utilising mainly descriptive statistics. Descriptive statistics are utilized to describe 

information and data (Polit et al, 2008). The focus of this study was to describe what 

exists (Young Brockopp, 2003) and this would be described from the analysis of 

nominal and ordinal data obtained from questionnaires. 
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3.9 Ethical Considerations 

Good ethical conduct implies adherence to ethical standards (An Bord Altranais, 2007).  

A basic responsibility of the individual researcher and an ethical review committee is to 

protect all research participants from harm while they are participating in an 

investigation (Young Brockopp et al 2003). Working under the code of professional 

conduct as set by An Bord Altranais (2002), I was aware of all ethical policies and 

procedures and the rights of the research participant was safeguarded and protected at all 

times. There are six main ethical principles that nurses can use to guard their patients 

from harm and include: Beneficence; Non-maleficence; Fidelity; Justice; Veracity and 

Confidentiality (Parahoo, 1997).  

 

Ethical approval was sought prior to the commencement of the study from the St James 

and Tallaght hospital ethical committee.  Ethical review and approval by a research 

committee is a requirement for most research involving human participants (Van der 

Arend, 2003). All questionnaires, community and hospital, sent to respondents had a 

cover letter explaining rationale of study and invitation to participate. The definition of 

participation was taking approximately ten minutes to read through the instruction sheet 

and complete the questionnaire. Instructions on the right of not to engage and purpose of 

data collection was outlined in the associated cover sheet (Appendix 7.). All participants 

had the right to withdraw at any time with no consequences and the principles of 

autonomy were adhered to for those participating in the research study (ABA, 2007).  

A returned questionnaire implied consent of the participant to engage in the study.  

Implied consent is familiar to nursing practice and an example within practice is the 

taking of a patients’ blood pressure (Cole, 2012).  However it has been outlined that this 

type of consent should be abandon in clinical practice as it is inappropriate to rely on 

patients implied consent (Wheeler, 2010).  Participants may complete a questionnaire 

based on the fact they may feel they have to cooperate or failure to do so will result in a 

negative consequence (Polit et al, 2008).  
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Although the researcher is a staff nurse working in the organisation being investigated 

there is no associated negative consequence with non-engagement with the study.  If 

participants refused to engage then this is a function of their autonomy and such 

decisions are respected (Rumbold, 2000).  Any study participant has the right to exit 

from a study at any time with no obligation for a reason (Long, 2007). Competent 

individuals are entitled to choose freely whether to participate in research and to make 

decisions based on adequate understanding of what the research entails (WHO, 2011).  

3.91 Anonymity 

Anonymity was guaranteed and the only possible identification of participants was the 

description of the working environment where respondents are employed. It is important 

for research participants to be confident that their anonymity is upheld especially when 

divulging material of a sensitive and personal nature (Stewart, 2007). It is a fundamental 

for researchers to ensure the privacy and confidentiality of study participants (Long, 

2007). The hardcopy questionnaires were coded and inputted into a laptop for statistical 

analysis. As described previous the only outline for identification was area of work.  The 

use of such information will only be utilized for the purpose of this study keeping in line 

with the National University of Ireland, Galway (NUIG) data protection policy. The 

hardcopy survey questionnaires are stored within a locked area in the department of 

psychiatry for a period of ten years, with only the primary researcher and line manager 

being able to access such information. Digital information will be maintained on a HSE 

laptop computer with a high spectrum encryption package for security purpose.  In 

addition to the encryption software the laptop is password protected and has recent anti-

virus software, as per HSE (2010) encryption policy. Both hardcopy and digital 

information will be maintained for 10 years, as per code of good practice in research 

(NUIG, 2002).  From here digital information will be deleted from the associated laptop 

hard-drive and hardcopy information destroyed according to the recommendation of the 

Irish National hospitals office code of practice for healthcare records management 

(2007). 
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Chapter 4: Findings 

4.1 Research Findings 

 

A total of 153 (n= 153) registered psychiatrics nurses’ (RPNs) were utilised for this 

survey that was not only descriptive but identified areas and methods of training for 

RPNs in physical healthcare. The findings within this section are a representation of the 

keys findings from the questionnaires returned by 46 mental health nurses who work in 

both community and hospital settings.  A total of 19 questionnaires from the approved 

centre and 27 from the community areas were returned.  This provided a response rate of 

35.1% from the approved centre and 27.3% from community areas.   

 

The specific objectives of this study were to: 

• To determine the number of mental health nurses who had previous training and 

experience in physical healthcare.  

 

• To explore if practicing mental health nurses provide physical healthcare to 

individuals within their care and what physical health conditions do they 

encompass in their daily work environments. 

 

• To ascertain if mental health nurses would like further training and professional 

development in the areas of physical/general healthcare and what specific areas 

would they prefer to gain new knowledge in? 

 

• To identify the preferred method of learning and foreseen barriers that would 

inhibit the process. 

 

• To examine and estimate the level of exposure mental health nurses experience 

with regard to physical health conditions on a weekly basis.  
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4.2 Work profile and professional experience 

 

Approved Centre 

The characteristics of respondents from the approved centre can be viewed in table 1 

and community areas in table 2. There was a higher proportion of respondents from the 

female admissions being 47.4% (n=9) compared to the high observation ward of 31.6% 

(n=6) and male admissions with 21.6% (n=4). The mean number of years qualified as an 

RPN for the approved centre group was 11.24 (range 2 to 33 years; Standard Deviation 

(SD) 9.782). The mean length of a nurse in their current working role within the 

approved centre was 6.617 years (range 0.5 to 20; SD 6.9170). 

Table 1.  Approved Centre: Respondent Characteristics 

 

 

 

 

Variable  n % 

Area: 

Male Admissions 4 21.6 

Female Admissions 9 47.4 

High Observation Ward 6 31.6 

Years Qualified as RPN  

0 to 3  3 15.8 

4 to 7  7 36.8 

8 to 11  0 0.0 

12 to 15  2 10.5 

16 and over 5 26.3 

*missing  2 10.5 

Length in Current Role  

0 to 3  7 36.8 

4 to 7  6 31.6 

8 to 11  1 5.3 

12 to 15  1 5.3 

16 and over 3 15.8 

*missing  1 5.3 
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Community Areas 

Respondents from the community areas varied from a maximum of 22.2% (day hospital) 

to a minimum of 7.4% (Other category). The category labelled ‘other’ was made up of 

nurses working in specialist roles and is representative of this smaller cohort of nurses. 

The mean number of years qualified as an RPN in the community area was 15 (range 2 

to 42; SD 11.3849). The mean length of time for a nurse working in their current 

community role was 3.98 years (range 0.5 to 17; SD 4.4166). 

 

Table 2. Community Area Respondent Characteristics 

Variable  n % 

Area:    

Community Mental Health Nurse 5 18.5 

Assertive Outreach 1 3.7 

Homecare 4 14.8 

Day Hospital 6 22.2 

Day Centre 3 11.1 

Community Support Hostel(s) 3 11.1 

Rehabilitation 3 11.1 

Other 2 7.4 

Years Qualified as RPN  

0 to 3  8 29.6 

4 to 7  2 7.4 

8 to 11  1 3.7 

12 to 15  3 11.2 

16 and over 13 48.1 

*missing  0 0 

Length in Current Role  

0 to 3  15 55.6 

4 to 7  5 18.5 

8 to 11  2 7.4 

12 to 15  1 3.7 

16 and over 1 3.7 

*missing  3 11.1 

 

 

 

 



 

 

52 

4.3 Qualifications and physical health knowledge 

 

General Nursing Qualifications 

The characteristics of general nursing qualifications in the varying areas can be viewed 

in tables 3 and 4. Of the total 46 participants (30% of nurses in DWSW area), a total of 

21.1% (n=4) nurses from the approved centre had a general nursing qualification 

compared to 78.9% (n=15) whom did not.  A higher proportion of RPNs in the 

community areas had a dual qualification (general & psychiatric) with 37% (n= 10) 

compared to 63% (n=17) with no general qualification.  Of the 27 nurses working in 

differing community areas 33.3% (n=9) had undertaken further studies to obtain a 

further qualification in ‘community psychiatric nursing’. This was only a component of 

the community questionnaire and not incorporated into the approved centre edition. 

Table 3: Contingency table of area of work and general nursing qualification 

(Community Area). 

 

 

Community Area: Do you hold a General Nursing Qualification? 

 

Category Yes No Total 

Community Mental 

Health Nurse 

n = 2 

40% 

n = 3 

60% 

n = 5 

100% 

Assertive Outreach n = 0 

0% 

n = 1 

100% 

n = 1 

100% 

Homecare Team n = 1 

25% 

n = 3 

75% 

n = 4 

100% 

Day Hospital n = 2 

33.3% 

n = 4 

66.7% 

n = 6 

100% 

Day Care n = 1 

33.3% 

n = 2 

66.7% 

n = 3 

100% 

Community Support 

Hostel(s) 

n = 1 

33.3  % 

n = 2 

66.7% 

n = 3 

100% 

Rehabilitation  n = 2 

66.7% 

n = 1 

33.3% 

n = 3 

100% 

Other n = 1 

50% 

n = 1 

50% 

n = 2 

100% 

Totals:  n = 10 

37% 

n = 17 

63% 

n = 27 

100% 
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Table 4: Contingency table of area of work and general nursing qualification   

(Approved Centre)   

Table 5. General Nursing Qualifications (Collective Findings) 

Variable  n % 

General Nurse Qualification    

Area:    

Approved Centre Yes 4 21.1 

 No 15 78.9 

Community Areas Yes 10 37 

 No 17 63 

Community Psychiatric Nursing Qualification    

Area:    

Community Areas Yes 9 33.3 

 No 17 63.0 

 *missing 1 3.7 

 

                Figure 1. General nursing qualification 

 

 

 

 

 

 

 

 

 

 

 

 

Approved Centre: Do you hold a General Nursing Qualification? 

 

Category Yes No Total 

Male Admissions n = 1 

25% 

n = 3 

20% 

n = 4 

21.1% 

Female Admissions n = 3 

75% 

n = 6 

40% 

n = 9 

47.4% 

High Observation 

Unit 

n = 0 

0% 

n = 6 

40% 

n = 6 

31.6% 

Totals:  n = 4 

100% 

n = 15 

100% 

n = 19 

100% 
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4.4 Training and Experience 

Characteristics of formal training in physical healthcare can be viewed in tables 6 and 7. 

Formal training is defined as both having undertaken undergraduate and postgraduate 

studies where physical health or similar modules were a component of the course. In the 

qualitative component of identifying where nurses received formal training only a small 

proportion identified general nurse and undergraduate training as the source of gaining 

such knowledge.   

 

Formal Training in Physical Healthcare – Approved Centre 

Characteristics of formal training in physical healthcare can be viewed in tables 6 and 7. 

The highest proportion of mental health nurses whom had formal training in physical 

healthcare in the approved centre are presented in Table 6. This table shows a profile of 

the varying wards and amount of nurses (n=18) who have had formal training in 

physical healthcare. The highest proportion of nurses who have had formal training 

within the approved centre were represented in female admissions (n = 6, 75%). Both 

Male admissions (n=3, 30%) and the high observation unit (n=4, 40%) indicated no 

formal training in physical healthcare  

 

Table 6: Contingency table of area of work and formal training in physical healthcare 

(Approved Centre)  

 

 

 

 

 

Approved Centre: Do you have any formal training in physical healthcare? 

Category Yes No Total 

Male Admissions n = 1 

12.5% 

n = 3 

30% 

n = 4 

22.2% 

Female Admissions n = 6 

75% 

n = 3 

30% 

n = 9 

50% 

High Observation 

Unit 

n = 1 

12.5% 

n = 4 

40% 

n = 5 

27.8% 

Totals:  n = 8 

100% 

n = 10 

100% 

n = 18 

100% 
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Formal Training in Physical Healthcare – Community Area 

The highest proportion of mental health nurses who had undertaken formal training in 

physical healthcare in community areas are presented in Table 7. The highest proportion 

of mental health nurses having formal training in physical healthcare is within the group 

of community mental health nurses (n=3) with 33.3% reporting of such training. The 

next highest reported training is within the homecare and rehabilitation categories both 

having 22.2% (n=2) of nurses having such training.  

 

Table 7: Contingency table of area of work and formal training in physical healthcare 

(Community Area)  

 

(*missing n =2)  

 

 

 

 

 

 

 

Community Areas: Do you have any formal training in physical healthcare? 

 

Category Yes No Total 

Community Mental 

Health Nurse 

n = 3 

33.3% 

n = 2 

12.5% 

n = 5 

20% 

Assertive Outreach n = 0 

0% 

n = 1 

6.3% 

n = 1 

4% 

Homecare Team n = 2 

22.2% 

n = 2 

12.5% 

n = 4 

16% 

Day Hospital n = 0 

0% 

n = 5 

31.3% 

n = 5 

20% 

Day Care n = 1 

11.1% 

n = 1 

6.3% 

n = 2 

8% 

Community Support 

Hostel(s) 

n = 1 

11.1  % 

n = 2 

12.5% 

n = 3 

12% 

Rehabilitation  n = 2 

22.2% 

n = 1 

6.3% 

n = 3 

12% 

Other n = 0 

0% 

n = 2 

12.5% 

n = 2 

8% 

Totals:  n = 9 

100% 

n = 16 

100% 

n = 25* 

100% 
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Figure 2. Formal training in physical health care 

 
 

 

Experience in Physical Healthcare 

Characteristics of respondents experience in physical healthcare can be viewed in tables 

8 and 9. In the qualitative component of exploring where mental health nurses had 

received such experience in physical health the following areas were identified: Current 

mental health role; previous employment; previous training and experience.    

 

Experience in Physical Healthcare – Approved centre 

The highest experience within the approved centre of formal practice/experience in 

physical healthcare was represented in the female admissions with 57.1% (n = 8) of 

nurses having such experience. Next was the high observation unit with 28.6% (n = 4) 

and finally male admissions with 14.3% (n = 2). 

 

The lowest reported experience in physical healthcare was represented in the male 

admissions area with 50% (n = 2) of respondents having no experience. Both the female 

admissions and high observation unit reported similar findings with 25% of participants 

having no experience in physical healthcare.  
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Table 8: Contingency table of area of work and formal practice/experience in physical 

health care (Approved Centre)  

 

Experience in Physical Healthcare – Community Area 

The highest levels of having formal practice/experience in physical healthcare were 

reported in the areas of homecare, day care, day hospitals and rehabilitation.  

Table 9: Contingency table of area of work and formal practice/experience in physical 

health care (Community Area) 

 

Do you have any formal practice/experience in physical healthcare? 

Category Yes No Total 

Male Admissions n = 2 

14.3% 

n = 2 

50% 

n = 4 

22.2% 

Female Admissions n = 8 

57.1% 

n = 1 

25% 

n = 9 

50% 

High Observation 

Unit 

n = 4 

28.6% 

n = 1 

25% 

n = 5 

27.8% 

Totals:  n = 14 

100% 

n = 4 

100% 

n = 18 

100% 

Do you have any formal practice/experience in physical healthcare? 

Category Yes No Total 

Community Mental 

Health Nurse 

n = 1 

9.1% 

n = 4 

25% 

n = 5 

18.5% 

Assertive Outreach n = 0 

0% 

n = 1 

6.3% 

n = 1 

3.7% 

Homecare Team n = 2 

18.2% 

n = 2 

12.5% 

n = 4 

14.8% 

Day Hospital n = 2 

18.2% 

n = 4 

25% 

n = 6 

22.2% 

Day Care n = 2 

18.2% 

n = 1 

6.3% 

n = 3 

11.1% 

Community Support 

Hostel(s) 

n = 1 

9.1  % 

n = 2 

12.5% 

n = 3 

11.1% 

Rehabilitation  n = 2 

18.2% 

n = 1 

6.3% 

n = 3 

11.1% 

Other n = 1 

9.1% 

n = 1 

6.3% 

n = 2 

7.4% 

Totals:  n = 11 

100% 

n = 16 

100% 

n = 27 

100% 
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  Figure 3. Formal practice/experience in physical healthcare 

 
 

 

4.5 Physical Care Provision 

 

Approved Centre 

The provision of physical healthcare and areas of care can be viewed in table 10 and 11. 

It was identified that a sum total of 84.2% (n=16) of nurses provide physical healthcare 

to clients admitted within the approved centre.  

 

The highest areas (≥ 50%) of RPNs providing physical healthcare were in the areas of:  

Pain relief (84.2%), skin conditions (78.9%) diabetes (73.7%), tissue viability (63.2%), 

heart conditions (68.4%), Chest/lung conditions (57,9%) and substance detoxification 

(57.9%). 

Table 10. Provision of physical healthcare. 

Variable  n % 

Do you provide physical healthcare to clients?    

Area:    

Approved Centre Yes 16 84.2 

 No 3 15.8 
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Table 11.  Areas of care in approved centre. 

Variable  n % 

Approved Centre: Areas providing healthcare in    

Area:    

Diabetes Yes 14 73.7 

 No 5 26.3 

Tissue Viability Yes 12 63.2 

 No 7 36.8 

Heart Conditions Yes 13 68.4 

 No 6 31.6 

Chest/Lung Conditions Yes 11 57.9 

 No 8 42.1 

Skin Conditions Yes 15 78.9 

 No 4 21.1 

Pain Relief Yes 16 84.2 

 No 3 15.8 

Detoxification Yes 11 57.9 

 No 8 42.1 

 

 

 

 

 

 

 

Community Area 

 

The provision of physical healthcare and areas of care can be viewed in table 12 and 13. 

It was identified that a sum total of 59.3% (n=16) of nurses provide physical healthcare 

to clients within varying community areas.  

 

Community areas yielded significantly lower findings (≤50%) providing care in the 

following areas: Diabetes (44.4%), Tissue viability (0%), heart conditions (29.6%), 

chest/lung conditions (11.1%), skin conditions (18.5%), pain relief (33.1%) and 

substance detoxification (25.9%). 
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Table 12. Provision of physical healthcare. 

Variable  n % 

Do you provide physical healthcare to clients?    

Area:    

Community Areas Yes 16 59.3 

 No 10 37 

 *missing 1 3.7 

Table 13. Areas of care in community areas 

Variable  n % 

Community Areas: Areas providing healthcare in    

Area:    

Diabetes Yes 12 44.4 

 No 15 55.6 

Tissue Viability Yes 0 0 

 No 27 100 

Heart Conditions Yes 8 29.6 

 No 19 70.4 

Chest/Lung Conditions Yes 3 11.1 

 No 24 88.9 

Skin Conditions Yes 5 18.5 

 No 22 81.5 

Pain Relief Yes 9 33.3 

 No 18 66.7 

Detoxification Yes 7 25.9 

 No 20 74.1 
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  Figure 4. Provision of physical healthcare to clients 

 
 

 

Other areas reported by nurses in both areas provide included: Epilepsy; health 

promotion; medication education; metabolic screening; palliative care; weight 

management; infection control and continence care. 

 

  Figure 5. Comparison of care areas provided by mental health nurses 
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4.6 Training needs 

 

Approved Centre 

The identified areas of training in physical healthcare for the approved centre can be 

viewed on table 14. 

 

Areas identified (≥ 50%) by staff in the approved centre in which they would like 

further development and knowledge were in the areas of: Diabetes (68.4%); health 

education and promotion (52.6%); managing minor illness (52.6%); coronary artery 

disease (52.6%).  

 

 

  Figure 6. Approved centre training needs 
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Table 14. Identified training needs from staff in approved centre 

Variable  n % 

Approved Centre: Which area would you like to receive training?    

Assessment skills for physical health Yes 9 47.4 

 No 10 52.6 

Smoking cessation skills Yes 3 15.9 

 No 16 84.2 

Diabetes management Yes 13 68.4 

 No 6 31.6 

Tissue viability Yes 9 47.4 

 No 10 52.6 

Continence care Yes 8 42.1 

 No 11 57.9 

Asthma management skills Yes 8 42.1 

 No 11 57.9 

Public Health Yes 6 31.6 

 No 13 68.4 

Health education and promotion Yes 10 52.6 

 No 9 47.4 

Infection control Yes 5 26.3 

 No 14 73.7 

Managing minor illness Yes 10 52.6 

 No 9 47.4 

Palliative care Yes 7 36.8 

 No 12 63.2 

Chronic disease management Yes 8 42.1 

 No 11 57.9 

Coronary heart disease Yes 10 52.6 

 No 9 47.4 

Obesity Yes 6 31.6 

 No 13 68.4 

Nurse Prescribing Yes 7 36.8 

 No 12 63.2 

Family planning/contraception advice Yes 2 10.5 

 No 17 89.5 

Sexual health/HIV/AIDS Yes 7 36.8 

 No 12 63.2 

Cytology Yes 2 10.5 

 No 17 89.5 

Oral health Yes 4 21.1 

 No 15 78.9 
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Community Area 

The identified areas of training in physical healthcare for the approved centre can be 

viewed on table 15.Areas identified by staff in the community areas (≥ 50%) included: 

Assessment skills for physical health (70.4%); diabetes management (59.3%); obesity 

(51.9%). 

 

Both areas reported of low findings in the area of smoking cessation (≤20%) with 15.9% 

of staff from the approved centre wishing to learn more in this area and 14.8% from 

community areas. The areas with least interest for professional development (≤11%) 

were in the areas of cytology (approved centre 10.5%; community area 3.7%) and 

family planning (approved centre 10.5%). 

 

 

 

            Figure 7. Community area training needs 
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Table 15. Identified training needs from staff in community area 

Variable  n % 

Community Areas: Which area would you like to receive training?    

Assessment skills for physical health Yes 19 70.4 

 No 8 29.6 

Smoking cessation skills Yes 4 14.8 

 No 23 85.2 

Diabetes management Yes 16 59.3 

 No 11 40.7 

Tissue viability Yes 5 18.5 

 No 22 81.5 

Continence care Yes 5 18.5 

 No 22 81.5 

Asthma management skills Yes 4 14.8 

 No 23 85.2 

Public Health Yes 9 33.3 

 No 18 66.7 

Health education and promotion Yes 11 40.7 

 No 16 59.3 

Infection control Yes 9 33.3 

 No 18 66.7 

Managing minor illness Yes 8 29.6 

 No 19 70.4 

Palliative care Yes 8 29.6 

 No 19 70.4 

Chronic disease management Yes 8 29.6 

 No 19 70.4 

Coronary heart disease Yes 6 22.2 

 No 21 77.8 

Obesity Yes 14 51.9 

 No 13 48.1 

Nurse Prescribing Yes 8 29.6 

 No 19 70.4 

Family planning/contraception advice Yes 5 18.5 

 No 22 81.5 

Sexual health/HIV/AIDS Yes 3 11.1 

 No 24 88.9 

Cytology Yes 1 3.7 

 No 26 96.3 

Oral health Yes 4 14.8 

 No 23 85.2 
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Participation in training & professional development 

Both areas, community and approved centres exhibited a high regard for the 

participation in physical/general health training (≥88%). The approved centre showing a 

slightly higher need (89.5%) compared to community areas (88.9%). Characteristics of 

participating in training can be viewed in table 16. 

Table 16. Participation in physical/general healthcare training. 

Variable  n % 

Would you be willing to attend training in physical/general health 

issues in mental health care 

   

Area:    

Approved Centre Yes 17 89.5 

 No 1 5.3 

 *missing 1 5.3 

Community Areas Yes 24 88.9 

 No 1 3.7 

 *missing 2 7.4 

 

 

In a qualitative exploration of barriers inhibiting staff from undertaking training and 

professional development staff reported such barriers as: Financial funding; present staff 

shortages; perceptions of registered general nurses; local service opposition; in proper 

course content and lack of qualification. 
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  Figure 8. Approved centre participation in physical training 

 
 

 

 

  Figure 9. Community Area participation in physical training 
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4.7 Perceptions & Views 

 

Survey characteristics of training and health profiling can be viewed in tables 17 to 19. 

This section pertains to the views of staff in both areas (approved centre and community 

areas) with regards to the advantages of training in physical healthcare, and the profiling 

of physical health conditions on work and practice.  

 

Profiling the occurrence of physical health conditions on work and practice is essential 

especially when the incidence and prevalence of physical illness in clients with a SMI is 

so high (Nash, 2010) leading to high mortality rates (Harris et al, 1998; Brown et al, 

2000; Hennekens et al, 2005; Cohen et al, 2004; Marder et al, 2004; McKeown et al, 

2006; Ronis, 2008; Nash, 2010). 
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Question: Training in physical/general health would be advantageous to my daily 

work? 

Table 17. Views of staff of training in physical healthcare 

Training in physical/general health would be advantageous to my daily work: 

 Strongly 

Agree 

Agree Disagree Strongly 

disagree 

No 

comment 

Missing 

Approved 

Centre 

73.7% 21.1% 0% 0% 0% 5.3% 

Community 

Areas 

33.3% 55.6% 3.7% 0% 0% 7.4 

 

 In a survey of the views of physical healthcare training and the advantage of this to 

daily work, 73.7% of nurses in the approved centre strongly agreed it would be 

advantageous. Within community areas 33.3% strongly agreed and 55.6% agreed of 

physical health being advantageous to daily work.  A minority of 3.7% of nurses in 

community areas disagreed that physical health training would not be an advantage to 

current work routines. 

 

  Figure 10.  Views of staff training being advantageous to daily work 
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Question: Physical/general healthcare profiles of clients would be advantageous to 

my work? 

Table 18. Views of staff and profiling being advantageous to work 

Physical/general healthcare profiles of clients would be advantageous to my work: 

 Strongly 

Agree 

Agree Disagree Strongly 

disagree 

No 

comment 

Missing 

Approved 

Centre 

73.7% 21.1% 0% 0% 0% 5.3% 

Community 

Areas 

25.9% 63% 3.7% 0% 0% 7.4% 

 

 

Knowing the physical and general healthcare profiles of clients for work and practice 

yielded significantly similar findings as training being advantageous to work. The 

respondents in the approved areas viewed the profiles on work (Stongly agree: 73.7%; 

Agree: 21.1%) as important.  Community areas again showed a lower scoring with 63% 

of participants agreeing the profiling of the physical health profiles of clients would be 

an advantage to work. A sample of 3.7% of nurses working in the community disagreed 

viewing such profiling as not being advantageous to their work.  

 

  Figure 11.  Views of staff and profiling being advantageous to work 
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Question: Physical/general healthcare profiles of clients would be advantageous for 

my practice? 

 

Table 19. Views of staff and profiling being advantageous to practice 

Physical/general healthcare profiles of clients would be advantageous for my practice: 

 Strongly 

Agree 

Agree Disagree Strongly 

disagree 

No 

comment 

Missing 

Approved 

Centre 

68.4% 26.3% 0% 0% 0% 5.3% 

Community 

Areas 

29.6% 59.3% 3.7% 0% 0% 7.4% 

 

 

The highest views of profiling the physical health of clients and this being an advantage 

to practice was viewed higher within the approved centre in comparison to the 

community areas. A total of 68.4% of nursing staff in the approved centre strongly 

agreed in comparison to just 29.6% of community staff in the strongly agree category.  

 

 

Figure 12.  Views of staff and profiling being advantageous to practice 
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4.8 Estimated level of exposure to physical health conditions and 

impact on practice on a weekly basis. 

 

The characteristics of estimated level of impact of physical health conditions on practice 

can be viewed on table 20. The level of impact of physical health conditions on practice 

was reported as higher in the approved centre in comparison to community areas. Level 

of impact was highest at impacting daily (68.4%), then alternate days (10.5%) and 

weekly (10.5%). The community areas showed higher impact of physical conditons 

occuring on a weekly occurence (48.1%), then alternate days (22.2%) and occasionaly 

(14.8%). 

 

Table 20. Level of impact of physical/general health conditions on practice 

Variable  n % 

What is the level of impact of physical/general 

healthcare problems on your practice (estimated)? 

   

Area:    

Approved Centre A great deal 

(daily) 

13 68.4 

 A lot (2 to 3 days) 2 10.5 

 Some (weekly) 2 10.5 

 Occasional (2 

weekly) 

0 0 

 Rare (monthly) 0 0 

 *missing 2 10.5 

    

Community Areas A great deal 

(daily) 

2 7.4 

 A lot (2 to 3 days) 6 22.2 

 Some (weekly) 13 48.1 

 Occasional (2 

weekly) 

4 14.8 

 Rare (monthly) 0 0 

 *missing 2 7.4 
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Figure 13. Level of impact of physical/general health conditions on practice. 

 
 

 

 

 

 

4.9 Preferred methods of training 

 

The characteristics of the preferred methods of training for nurses in the approved centre 

and community areas can be viewed in table 21 and 22.  The highest method of 

preferred training was under the formal teaching method (approved centre: 68.4%; 

community areas: 71%). Community areas then defined their next preferred method of 

training was through face-to-face interation (29.6%) followed by group work (22.2%).  

The method of audio tapes was the least favourable method of training (92.6%), 

follwowed by video tapes (88.9%) and leaflets( 88.9%). 

 

Nurses in the approved centre also viewed the method of face-to-face teaching as a 

preferable mechanism to gain knowledge (68.4%). Nurses from the approved centre also 

viewed the method of skill sharing and shadowing as a favourable method of knowledge 

facilitation (73.7%). This cohort also viewed the use of audio tapes the least favourable 

method of learning (89.5%), followed by the use of leaflets (78.9%). 
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Table 21. Profile of training needs of staff in approved centre 

Variable  n % 

Approved Centre: Suggested methods of training you would like to 

have regarding physical/general healthcare: 

   

Training Method:    

Self directed Yes 6 31.6 

 No 12 63.2 

Audio tapes Yes 1 5.3 

 No 17 89.5 

Video tapes Yes 5 26.3 

 No 13 68.4 

face to face Yes 13 68.4 

 No 5 26.3 

Leaflets Yes 3 15.8 

 No 15 78.9 

Group work Yes 8 42.1 

 No 10 52.6 

Formal teaching Yes 13 68.4 

 No 5 26.3 

Skills sharing/shadown working Yes 14 73.7 

 No 4 21.1 

    

*missing  1 5.3 

 

  Figure 14. Preferred training methods (approved centre) 
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Table 22. Profile of training needs of staff in community areas 

Variable  n % 

Community Areas: Suggested methods of training you would like to 

have regarding physical/general healthcare: 

   

Training Method:    

Self directed Yes 5 18.5 

 No 20 74.1 

Audio tapes Yes 0 0 

 No 25 92.6 

Video tapes Yes 1 3.7 

 No 24 88.9 

face to face Yes 8 29.6 

 No 17 63 

leaflets Yes 1 3.7 

 No 24 88.9 

Group work Yes 6 22.2 

 No 19 70.4 

Formal teaching Yes 21 77.8 

 No 4 14.8 

Skills sharing/shadown working Yes 5 18.5 

 No 20 74.1 

    

*Missing  2 7.4 

 

 

  Figure 15. Preferred training methods (community areas) 
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Chapter 5: Discussion 

 

Over the last few decades of nursing scholars have been embattled in ongoing 

discussions and debates around the true nature of nursing and the knowledge required 

for practice (Myrick, 2011). The debate on which knowledge is best suited for nursing 

has similar characteristics to the division of mind and body, the seen and unseen. 

Nursing is trying to identify establish itself as a true profession with its own body of 

scientific knowledge but the methods to which its gains knowledge are so complex. The 

differing sources of knowledge in nursing began in the world of science and now have 

moved into the subjective world of qualitative methodologies. This subjectivity is 

exploring the world through the interpretation of meaning by individuals and groups 

(Creswell, 2007). 

 

The evolution of nursing knowledge and research has followed a similar path to that of 

mental health nursing. Irish mental health nursing had its beginnings in the Victorian era 

(Robins, 2000) being spawned from psychiatric medicine. The need to train an adequate 

workforce for the observation and maintenance of the overcrowded asylums is where 

modern mental health nursing had its beginnings (Sheridan, 2008; Brennan, 2011). The 

need for specialist training and knowledge in a required field of practice gave rise to 

differing nurse specialities like obstetric and psychiatric nursing (Young Brockopp et al, 

2003). The knowledge of these new specialist roles was grounded in the scientific world 

of empirics. The knowledge development of Irish mental health nursing has developed 

with the ever changing social-political and medical expansionism that has occurred 

(Barker, 2003; Sweeney, 2010). Such changes have redirected knowledge, especially 

nursing knowledge to encompass differing philosophies and ideologies. General nursing 

adopting the medical model to aid in the treatment of illness of an individual and mental 

health nursing opting for the subjectivity of recovery. Both nursing strands have the 

same core hereditary but differ in their philosophical approaches to knowledge and 

practice. 
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The fall of asylums and introduction of new treatments in the post war era of the 

twentieth century was a game changer for mental health nursing (Leydon, 1980; 

Boschma, 2012). This was a key defining era when the socio-political changed mental 

health nursing knowledge requirements (Sochan, 2011). Nurses could not be the 

subordinate observers anymore but had to identify their role and function. They had to 

truly define their profession and their work being just as effective as the new wave of 

treatments like medication (Hunter, 1956). Such an emphasis on role definition and the 

importance gave rise to the work of Hildegard Peplau and her work in the interactional 

process and interpersonal relationships (Beeber et al, 1998). Peplaus’ approach 

identified the historical relationship between nurse and patient as one of collaboration 

and was not of a biological orientation (Jone, 1996). This approach moved the patient 

from being a passive object (Chung et al, 1994) to being at the very core of a 

interpersonal relationship between practitioner and carer. This new approach moved 

nurses from studying individuals in a scientific objective manner to methodologies of 

encompassing the understanding of experiences (Begley, 2008). 

 

From here the evolution patient to service user began with the movement from passivity 

to activity and integration into a wide remit of areas. In the same era mental health 

nursing began to change from the need to provide physical healthcare and simple 

observational roles to roles based around the subjectivity and objectivity of mental 

health needs. Irish mental nurses moved from being highly proficient in general nursing 

skills (Robins, 2000; Sheridan 2008) to a domain where mental health nurses today do 

not feel comfortable. This moved the approach of care from body to mind, to where the 

contemporary issue exists today. Yet the physical and mental health of individuals are 

intimately linked (Hardy, 2012). 
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The unmet physical needs of individuals with SMI has been the topic of discussions for 

many years (Phillips, 1934) and the mortality rates due to physical ailments continues to 

rise (Saha et al, 2007). Individuals with SMI have significantly higher rates of physical 

health problems such as diabetes (McCreadie, 2003) and cardiovascular problems 

(Eaton et al, 2008). This study also identified similar findings with mental health nurses 

exposed and providing care to individuals within the areas of diabetes (approved centre 

73.7%; community areas 44.4%)  and heart conditions (approved centre 68.4%; 

community areas 29.6%). Medication, the new wonder product in the mid-twentieth 

designed to effectively treat mental illness turned out to be harmful after long term use, 

in some circumstances (Nash 2010; 2011).  Overall the individuals with a SMI have a 

20% shorter life span than that of the general population (Marder et al, 2004). Even with 

such reduce life expectancies individuals with SMI are less likely to be able to afford or 

engage for treatment with their physical ailments. Even when they do engage for 

treatment, the quality of care provided to them is often poorer (Miller, 2003; Maj, 2009). 

Various screening tools have been identified to assist with the screening of physical 

health conditions (Phelan, 2004; Shuel, 2010) and various programmes established 

(Ohlsen et al, 2005; Busche, 2008) but prove ineffective without knowledge. 

 

There have been studies identifying the lack of knowledge mental nurses have in the UK 

(Nash, 2005). This study undertaken showed that even though mental health nurses lack 

knowledge in physical healthcare the reality is 84.2% (n=16)  in the approved centre and 

59.3% (n=16)  in community areas are actually providing physical healthcare. The study 

also revealed physical health impacts on practice daily in approved centres (68.4%) and 

every second to third day in community areas (22.2%). These findings can be identified 

as nurses in the study undertaking regimental routine physical healthcare tasks as part of 

their practice. This cohort of mental health nurses are carrying out physical healthcare as 

routine and have the skills to undertake such tasks but not the knowledge required 

behind it. The ‘know how knowledge’ is the knowledge to do the regimental task where 

‘know that knowledge’ is the theory behind the practice (Rhyl, 1963). Within nursing 

the ‘know how knowledge’ is often based on intuition and is identified as the ‘art’ of 

nursing (Mckenna, 2003). 
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The concept of mind and body has relevance to nursing knowledge as we must 

encompass both formats of knowledge being objectivity and subjectivity; quantitative 

and qualitative methods alike. Mental health nurses have insufficient knowledge in 

physical healthcare skills (Jones, 2003; Nash, 2005; 2009; 2010) and general nurses 

alike lack knowledge in mental health skills (Castledine, 2004; Atkin et al, 2005; Hardy 

2012).  Differing research methodologies have been utilised as a means to identify such 

practice issues and identify this contemporary issue. This study was to focus on the 

experiences of practicing mental health nurses without any manipulation and a 

descriptive design helped to assess current practice (Schmidt et al 2009). The 

phenomena of physical health has been explored through qualitative methodologies 

(Atkin et al, 2005; Happell et al, 2012) yet I chose to explore the practical objective 

nature of the phenomena in practice. Nursing is directed to holism and so the method of 

a research enquiry should reflect this (Young Brockopp,2003).  The physical attributes 

on an individual are within the medicalized realm of science and objectivity but these 

are important attributes to explore. The proper systems of enquiry for generating nursing 

knowledge are fought with controversy and a continuing debate amongst nursing 

scholars (Young Brockopp, 2003). It can be argued that quantitative approaches are 

truly the only acceptable scientific method of conducting research (Watson, 2003). 

 

The focus of the subjectivity of mental health nursing has been highly advantageous 

with the interpersonal relationship between patient and nurse being stronger to that of 

the general practitioner (Adams, 2008). Individuals with a SMI will report and describe 

the reality of physical health problems to mental health nurses (Digel Vandyk et al, 

2012) but the subjectivity overshadows the objectivity of the issue. The gradual 

movement away from our psychiatric forefathers has promoted our own knowledge but 

disintegrated the ontology and objectivity needed for practice. Without this nursing is 

lost in a swampy grey area of what knowledge is best for practice (McKenna, 2003).  

Nursing stands divided, between two domains, the seen and unseen, objective and 

subjective methodologies. 
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In order to enhance the knowledge base of mental health nurses in the physical domain 

the knowledge of nurses should be enhanced through training and education. In the 

context of this study the majority of mental health nurses did report of wishing to 

participate in physical health training (Approved centre 89.5%; community areas 

88.9%). In a short qualitative analysis nurses viewed such barriers as time due to staff 

shortages; financial constraints areas support and the views of general nurses. It is 

important to remember that mental nurses have an advantage over general nurses with 

their knowledge in mental health illness and patient engagement (Castledine, 2004). 

This study also highlighted that there is a presence of dual qualified (mental health and 

general qualifications) nurses working in the DWSW are. These nurses (Approved 

centre 21.1%; Community areas 37%) have knowledge in both realms and should be 

utilised where possible. 

 

 

Ireland has always developed at a slower pace than other countries, yet this is 

advantageous in learning from what has been undertaken before by International 

counterparts. Irish mental health services have reflected this delay to evolve with 

community approaches beginning to take effect from late half of the twenty century 

compared. The socio-political changes (Scohan, 2011) of Irish mental health changed 

the direction of nursing knowledge. The curriculum of Irish mental health nursing 

progressed in the nineteen-eighties of a curriculum orientated towards community-based 

rehabilitation and therapeutic techniques (Boschma, 2012). Education systems for 

nurses need to enhance practice but are falling short on encompassing this into 

curriculum. The development of nurse education was been strongly encouraged since 

the nineteen seventies (Ovalle Bernal, 1990) yet nursing education is continuously 

evolving in an Irish context (Department of Health and Children, 1998; Hegarty et al, 

2008). This constant evaluation and ensuring nurses are effective and efficient for 

practice (Department of Health and Children, 2012) continues today. The evaluation of 

nursing curriculum will be governed by the current crisis the Irish state and healthcare 

system faces and will change the trajectory of nursing knowledge. 
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The scope of practice for Irish nurses (ABA, 2000) calls for local and national policies 

to be developed on evidence based practice literature but remains unchanged in an Irish 

context. This study has identified mental health nurses are exposed to a wide variety of 

physical health conditions and often on a daily basis and evidence suggests individuals 

with a SMI have higher mortality rates (Harris et al, 1998; Ronnis, 2008; Gray et al, 

2009). This study and the analysis of literature helped to provide evidence through 

research and research ideally encourages evidence based practice but has not occurred in 

Irish mental health systems. 

 

A key concept of Peplaus’ therapeutic relationship is the concept of knowing and 

understanding ones’ self (Price. 1998). Nash (2010) outlined individuals should reflect 

on their own attitudes towards physical illness. These two ideologies encourage the 

process of reflection and one’s personal knowing about subject matter. Such concepts 

encourage the process of individual learning and ongoing professional development that 

is inherent in many healthcare professions. 

 

The awareness into the issue of physical and excess mortality into individuals is well 

published. The fragmentation of mental health and primary care must stop the treating of 

an individual in a dualistic manner. Debates must stop of bodily jurisdiction and 

‘somebody’ take responsibility (Leucht et al, 2007). The segregation of nursing from 

psychiatry is not a new phenomenon as divide of nursing from medicine goes further 

back with Florence Nightingale viewing nurses although instructed by doctors  not 

controlled by them (Lorentzon, 1998). Ideally training institutions should be innovative 

and ensure future nurse practitioners are competent to care holistically instead of 

compartmentally. Healthcare organisations lack equipment to aid in the detection and 

diagnosis of physical health conditions (Leucht et al, 2007). This with a knowledge 

deficit of practitioners and the segregation of services serves as a reason why this issue 

is a continuum. 
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This study has highlighted that mental health nurses are exposed to physical illness 

almost on a daily basis and do undertake care to a variety of physical health conditions 

without ongoing professional development. Higher incidences were indicated within the 

approved centre in comparison to community areas. This would highlight the more acute 

phasing of illnesses being treated in a hospital setting and the integration of individuals 

to primary care services within the community. The key focus of nursing practice is to 

address the problems that illness or treatment causes (Peplau, 1952). The treatments and 

lifestyles factors of individuals with SMI cause physical health problems leading to 

higher incidence of mortality. Nursing care must move from the segregated boundaries 

and begin to encompass individuals as holistic entities, incorporating mind and body. 

 

Nursing knowledge can develop by moving away from existing structures of power and 

authority inhibiting its development (Sochan, 2011). The application of this research 

study will aid local nursing knowledge development that is often restricted due to 

personal and organisational issues.  It is hoped this study has highlighted the need for 

knowledge in physical health within the sphere of mental health and mental health 

practice. However this may continue as before as often there are few clinical problems 

in nursing solved by research (Watson et al, 2008). 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

83 

 

5.1 Limitations 

 

The low response rate is a limitation of a survey design (Polit et al, 2008). Due to the 

poor information technology (IT) systems within Irish community mental health 

services and the segregation of hospital settings the use of computers for data collection 

was abandon. Surveys questionnaires were posted back to the lead researcher and a key 

determinate to low response rates is the use of a questionnaire (Feher Waltz et al, 1991).  

However the use of a survey questionnaire design is conducive to convenience samples 

(Schlak Thomas, 1990). 

 

The research design of a quantitative non-experimental descriptive design was 

conducive to what was being explored and this was to describe the phenomena of 

physical health in the real word of practice (Burns et al, 1995). The integration of a 

larger qualitative research component may have enhanced the process of interpreting the 

experiences of practicing mental health nurses in this phenomenon. Such studies have 

been undertaken (Atkin et al, 2005; Happell et al, 2012) utilising a qualitative 

methodology but are limited to the subjective reports of the lived experiences of the 

issue. The aim of this study was to describe the issue of physical health in mental health 

practice and the views of nurses in this area. The descriptive approach aided in this 

process by exploring and describing the real life characteristic of this issue (Burns et al, 

1995). The non-experimental approach further enhanced the process describing mental 

health nurses experiences of physical health as it truly exists (Young Brockopp et al, 

2003). The basic level of data analysis utilising only ordinal and nominal was a limiting 

factor but these are a basic system of classification (Atkinson, 2008), However even if 

the information and data presents as basic researchers must still adhere to strict 

principles and rules that govern in the measurement of research (Feher Waltz, 1991). 
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Chapter 6: Conclusions 

 

6.1 Main Findings 

 

The main issues identified within this study were: 

 

• Between the two differing areas mental health nurses are employed, community 

area (CA) and approved centre (AC), both provide physical healthcare (CA 

59.3%; AC 84.2%). 

 

• Nurses in the approved centre had higher levels of experience (73.7%) and 

training (42.1%) in physical healthcare when compared to the community where 

there was a higher incidence of mental health nurses with a general nursing 

qualification (33% CA, 21.1% AC). 

 

• Most experience of training in physical healthcare was reported occurring during 

training (undergraduate and general), in previous employment and through daily 

work exposure. 

 

• The mean length of time of nurses working in their current roles was 3.98 years 

for community staff and 6.6 years in the approved centre. 

 

• The highest areas (≥ 50%) for nurses providing care in the approved centres was 

in the areas of: Pain relief (84.2%), skin conditions (78.9%), diabetes (73.7%), 

tissue viability (63.2%), heart conditions (68.4%), chest/lung conditions (57.9%) 

and detoxification (57.9%). 

 



 

 

85 

• The highest areas (≤50%) for nurses providing care in the community areas was 

in the areas of:  Diabetes (44.4%), Tissue viability (0%), heart conditions 

(29.6%), chest/lung conditions (11.1%), skin conditions (18.5%), pain relief 

(33.1%) and substance detoxification (25.9%). 

 

• Other areas reported by nurses in both areas provide included: Epilepsy; health 

promotion; medication education; metabolic screening; palliative care; weight 

management; infection control and continence care. 

 

• Areas where hospital staff would like knowledge development are in the areas 

of: Diabetes (68.4%); health education and promotion (52.6%); managing minor 

illness (52.6%); coronary artery disease (52.6%). 

 

• Areas identified by staff in the community areas (≥ 50%) for knowledge 

development included: Assessment skills for physical health (70.4%); diabetes 

management (59.3%); obesity (51.9%). 

 

• Both areas reported low findings in acquiring knowledge into smoking cessation 

(AC 15.9%; CA 14.8%). 

 

 

• Eighty-nine percent (89%) nurses in the approved centre and 88.9% in 

community areas reported they would like to participate in physical 

health/general health training. These nurses subjectively reported such barriers 

that would inhibit training would include: Funding, current staff shortages, local 

service opposition, perceptions of general nurses, poor course structure and the 

lack of qualification after completion. 
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• The current impact of physical health on current practice had the highest 

incidences in the approved centre occurring daily (68.4%) in comparison to 

community areas. Community areas reported the impact of physical health on 

practice occurring on a weekly basis (48.1%). 

 

• The preferred method of learning new knowledge in physical health skills was 

through formal teaching methods (AC 68.4%; CA 71%). 

 

• The least favourite method for acquiring new knowledge in physical health skills 

was the utilisation of audio tape recorders (AC 89.5%; CA 92.6%) 

 

• Staff within the approved centre strongly agreed (73.7%) that training in 

physical/general health would be advantageous to work. 

 

• Staff within community areas agreed (55.6%) that training in physical/general 

health would be advantageous to work. 

 

 

 

6.2 Recommendations 

 

This study was undertaken within a mental health service in the Dublin West/South 

West region of Dublin. Areas of further investigation would be in the areas of 

knowledge acquirement and undertaking experimental studies to identify outcomes 

through new the acquisition of new skills. This study would be a pilot for further 

investigations and studies on the larger population of mental health nurses in Ireland. 
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Appendix 1. Original Inpatient Questionnaire (Nash, 2005) 
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1. Area of Work:  
 

Adult Acute �     Forensic   �   Intensive care/PICU    �   Rehabilitation   �    Child & Adolescent  

�   
 

Eating Disorder   �   Elderly Care  �  Other � (Specify) 
 

2. When did you get your main RMN qualification? (approx): 
 

3. How long have you been in your current role? (approx): 
 

4. Do you hold a General nursing qualification e.g. RGN, EN or 
equivalent?  

Yes   � No    �     

   

5. Have you any formal practice/experience in physical health care? Yes   � No    �     

5a. If yes please explain 
 
 
 

6. Have you had any formal training in physical health care? Yes  � No    �    

6a. If yes please explain 
 
 
 

7. Do you currently provide physical health care to your clients? Yes  � No    �    

8. In which areas do you currently provide physical health care? 
 

Diabetes �     Tissue Viability �      Heart Conditions �      Chest/Lung Conditions �     Skin 

Conditions �  
 

Pain Relief   �   Detox   �  None of these  �  Other (please specify): 
 

9. In which areas would you like to receive training? (tick as many boxes as you like) 
 

Assessment Skills for Physical Health  �       Smoking Cessation Skills   �     Diabetes 

Management    � 
 

Tissue Viability  �     Continence Care    �     Asthma Management Skills     �    Public Health   �             
 

Health Education and Promotion  �    Infection Control  �   Managing Minor Illness  �    Palliative 

Care  �   
 

Chronic Disease Management    �    Coronary Heart Disease  �       Obesity   �       Nurse 

Prescribing   � 
 

Family Planning/Contraception Advice �     Sexual Health/HIV/AIDS    �   Cytology   �       Oral 

Health   �   
 
Other Areas (please specify): 
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10. Would you be willing to attend training in physical/general health issues in Mental health 
Care?   
     

Yes        �              No          �   

11. What barriers to attending training can you envisage? 
 

 
 

 

 
 

Please answer the following questions by ticking the most appropriate response 

 
12. Training in physical/general health issues would be advantageous to my daily work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
13.  Physical/general health care profiles of clients would be advantageous to my work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
14. Physical/general health care profiles of clients would be advantageous for my practice area 
   

    Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
 
15. Roughly, what is the level of impact of physical/general health care problems on your 
practice? 
 

A great amount (daily)  �  A lot (2-3 days) �   Some (weekly) �   Occasional (2 weekly) �   Rare 

(monthly) � 
 

16. Suggest methods of training you would like to have regarding physical/general health care                                                    
 

Self directed � Audio Tapes �  Video Tapes  �  Face to Face �  Leaflets  �  Group work �  
 

Formal Teaching    �       Skill sharing/shadow working       �                                       
 

TThhaannkk  YYoouu  ffoorr  yyoouurr  ttiimmee  aanndd  ppaarrttiicciippaattiioonn,,  MMiicchhaaeell  NNaasshh.. 
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Appendix 2. Original Community Questionnaire (Nash, 2005) 
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1. Area of Work:  
 

Locality CPN �     Forensic CPN   �   Assertive Outreach CPN    �   Home Treatment CPN    �    
A&E  
 

Liaison  �  Crisis Intervention   �   Community Rehab   �   Elderly Care  �  Other � (Specify) 
 

2. When did you get your main RMN qualification? (approx): 
 

3. How long have you been in your current role as a Community Nurse? (approx): 
 

4. Do you have a recognized Community Psychiatric Nursing 
Qualification? 

Yes   � No    �     

   

5. Do you hold a General nursing qualification e.g. RGN, EN or 
equivalent?  

Yes   � No    �     

   

6. Have you any formal practice/experience in physical health care? Yes   � No    �     

6a. If yes please explain 
 
 
 
 

7. Have you had any formal training in physical health care? Yes  � No    �    

7a. If yes please explain 
 
 
 

8. Do you currently provide physical health care to your clients? Yes  � No    �    

 
9. In which areas do you currently provide physical health care? 
 

Diabetes �      Tissue Viability �    Heart Conditions �    Chest/Lung Conditions �     Skin 

Conditions �  
 

Pain Relief   �   Detox   �  None of these  �  Other (please specify): 
 

10. In which areas would you like to receive training? (tick as many boxes as you like) 
 

Assessment Skills for Physical Health  �       Smoking Cessation Skills   �    Diabetes 

Management    � 
 

Tissue Viability  �     Continence Care    �     Asthma Management Skills     �    Public Health   �             
 

Health Education and Promotion  �   Infection Control  �  Managing Minor Illness  �   Palliative 

Care  �   
 

Chronic Disease Management    �    Coronary Heart Disease  �      Obesity   �     Nurse 

Prescribing   � 
 

Family Planning/Contraception Advice �    Sexual Health/HIV/AIDS    �   Cytology   �     Oral 

Health   �   
 
Other Areas (please specify): 
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11. Would you be willing to attend training in physical/general health issues in Mental health 
Care?   
     

Yes        �              No          �   

12. What barriers to attending training can you envisage? 
 

 
 

 

 
 

Please answer the following questions by ticking the most appropriate response 

 
13. Training in physical/general health issues would be advantageous to my daily work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
14.  Physical/general health care profiles of clients would be advantageous to my work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
15. Physical/general health care profiles of clients would be advantageous for my practice area 
   

    Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
16. Roughly, what is the level of impact of physical/general health care problems on your 
practice? 
 

A great deal (daily)  �  A lot (2-3 days) �  Some (weekly) �  Occasional (2 weekly) �  Rare 

(monthly) � 
 

17. Suggest methods of training you would like to have regarding physical/general health care                                                
 

Self directed � Audio Tapes �  Video Tapes  �  Face to Face �  Leaflets  �  Group work �  
 

Formal Teaching    �       Skill sharing/shadow working       �                                       
 

TThhaannkk  YYoouu  ffoorr  yyoouurr  ttiimmee  aanndd  ppaarrttiicciippaattiioonn,,  MMiicchhaaeell  NNaasshh.. 
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Appendix 3. Revised and amended inpatient questionnaire (Approved Centre) 
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1. Area of Work:  
 

Male Admissions   �                        Female Admissions  �                     High Observation Ward � 
 

2. When did you get your main RPN qualification? (approx): 
 

3. How long have you been in your current role? (approx): 
 

4. Do you hold a General nursing qualification e.g. RGN?  Yes   � No    �     
   

5. Have you any formal practice/experience in physical health care? Yes   � No    �     

5a. If yes please explain 
 
 
 

6. Have you had any formal training in physical health care? Yes  � No    �    

6a. If yes please explain 
 
 
 

7. Do you currently provide physical health care to your clients? Yes  � No    �    

8. In which areas do you currently provide physical health care? 
 

Diabetes �     Tissue Viability �      Heart Conditions �      Chest/Lung Conditions �     Skin 

Conditions �  
 

Pain Relief   �   Detox   �  None of these  �  Other (please specify): 
 

9. In which areas would you like to receive training? (tick as many boxes as you like) 
 

Assessment Skills for Physical Health  �       Smoking Cessation Skills   �     Diabetes 

Management    � 
 

Tissue Viability  �     Continence Care    �     Asthma Management Skills     �    Public Health   �             
 

Health Education and Promotion  �    Infection Control  �   Managing Minor Illness  �    Palliative 

Care  �   
 

Chronic Disease Management    �    Coronary Heart Disease  �       Obesity   �       Nurse 

Prescribing   � 
 

Family Planning/Contraception Advice �     Sexual Health/HIV/AIDS    �   Cytology   �       Oral 

Health   �   
 
Other Areas (please specify): 

 
10. Would you be willing to attend training in physical/general health issues in Mental health 
Care?   
     

Yes        �              No          �   

11. What barriers to attending training can you envisage? 
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Please answer the following questions by ticking the most appropriate response 

 
12. Training in physical/general health issues would be advantageous to my daily work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
13.  Physical/general health care profiles of clients would be advantageous to my work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
14. Physical/general health care profiles of clients would be advantageous for my practice area 
   

    Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
15. Roughly, what is the level of impact of physical/general health care problems on your 
practice? 
 

A great amount (daily)  �  A lot (2-3 days) �   Some (weekly) �   Occasional (2 weekly) �   Rare 

(monthly) � 
 

16. Suggest methods of training you would like to have regarding physical/general health care                                                    
 

Self directed � Audio Tapes �  Video Tapes  �  Face to Face �  Leaflets  �  Group work �  
 

Formal Teaching    �       Skill sharing/shadow working       �                                       

 

TThhaannkk  YYoouu  ffoorr  yyoouurr  ttiimmee  aanndd  ppaarrttiicciippaattiioonn,,  BBrreennddaann  PPoowweerr 
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Appendix 4. Revised and amended community questionnaire (Community Areas) 
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1. Area of Work:  

CPN �      Assertive Outreach  �   Homecare Team    �    Day Hospital  �   Day Centre   �       
 

Community Support Hostels  �   Rehabilitation �   Other � (Specify):_____________________ 
 

2. When did you get your main RPN qualification? (approx): 
 

3. How long have you been in your current role as a Nurse in the Community? (approx): 
 

4. Do you have a recognized Community Psychiatric Nursing 
Qualification? 

Yes   � No    �     

   

5. Do you hold a General nursing qualification e.g. RGN?  Yes   � No    �     
   

6. Have you any formal practice/experience in physical health care? Yes   � No    �     

6a. If yes please explain 
 
 
 
 

7. Have you had any formal training in physical health care? Yes  � No    �    

7a. If yes please explain 
 
 
 

8. Do you currently provide physical health care to your clients? Yes  � No    �    

 
9. In which areas do you currently provide physical health care? 
 

Diabetes �      Tissue Viability �    Heart Conditions �    Chest/Lung Conditions �     Skin 

Conditions �  
 

Pain Relief   �   Detox   �  None of these  �  Other (please specify): 
 

10. In which areas would you like to receive training? (tick as many boxes as you like) 
 

Assessment Skills for Physical Health  �       Smoking Cessation Skills   �    Diabetes 

Management    � 
 

Tissue Viability  �     Continence Care    �     Asthma Management Skills     �    Public Health   �             
 

Health Education and Promotion  �   Infection Control  �  Managing Minor Illness  �   Palliative 

Care  �   
 
 

Chronic Disease Management    �    Coronary Heart Disease  �      Obesity   �     Nurse 

Prescribing   � 
 

Family Planning/Contraception Advice �    Sexual Health/HIV/AIDS    �   Cytology   �     Oral 

Health   �   
 
Other Areas (please specify): 
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11. Would you be willing to attend training in physical/general health issues in Mental health 
Care?   
     

Yes        �              No          �   

12. What barriers to attending training can you envisage? 
 

 
 

 

 
 

Please answer the following questions by ticking the most appropriate response 

 
13. Training in physical/general health issues would be advantageous to my daily work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
14.  Physical/general health care profiles of clients would be advantageous to my work 
 

      Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
15. Physical/general health care profiles of clients would be advantageous for my practice area 
   

    Strongly agree  �   Agree  �      Disagree   �     Strongly disagree    �      No comment    � 

 
16. Roughly, what is the level of impact of physical/general health care problems on your 
practice? 
 

A great deal (daily)  �  A lot (2-3 days) �  Some (weekly) �  Occasional (2 weekly) �  Rare 

(monthly) � 
 

17. Suggest methods of training you would like to have regarding physical/general health care                                                    
 

Self directed � Audio Tapes �  Video Tapes  �  Face to Face �  Leaflets  �  Group work �  
 

Formal Teaching    �       Skill sharing/shadow working       �                                       
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Appendix 5. Ethics Approval letter from Tallaght hospital/St James Hospital 

Ethical Committee. 
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Appendix 6. Copy of email correspondence from author (M. Nash) permitting use 

of questionnaires for study. 
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Appendix 7. Questionnaire cover sheet utilised for both areas                           

(Approved centre & Community Areas) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

135 

Template outline for cover letter for surveys to provide informed consent. 

 
Dear Colleague, 

  

I am inviting you to participate in a research project to analyze the educational needs of registered mental 

health/psychiatric nurses in the area pertaining to topics and training in physical care. Along with this 

letter is a short questionnaire that asks a variety of questions about past experience/training in physical 

care, areas of current physical care-giving, impact of physical health care on current workload, skills you 

would like to obtain and methods of training.  I am asking you to look over the questionnaire and, if you 

choose to do so, complete it, place in the attached envelope and place in the associated mail outbox in 

your area. It should take you about 10 minutes to complete. 

 

The results of this project will be statistically quantified and analyzed as part of a research study required 

as part of a Masters in Health Science (Nursing Education). Through your participation I hope to 

understand what practicing mental health nurses experience and need with regards to the areas of physical 

health. I hope that the results of the survey will be useful for identifying the need for ongoing educational 

and professional development in this vital area of practice.  

  

I do not know of any risks to you if you decide to participate in this survey and I guarantee that your 

responses will not be identified with you personally. The identities of each participant and the location of 

employment will not be disclosed in the results. All participants will have complete anonymity and 

confidentiality at all times, during and after the study.  I promise not to share any information that 

identifies you with anyone outside my research group which consists of me my research advisor.  

 

 I hope you will take the time to complete this questionnaire and return it. Your participation is voluntary 

[and there is no penalty if you do not participate].  Regardless of whether you choose to participate, please 

let me know if you would like a summary of my findings. To receive a summary please email me on 
Brendan.power1@hse.ie. 

 

If you have any questions or concerns about completing the questionnaire or about being in this study, you 

may contact me at (086)8788810.  This project has been approved by Colum Bracken , Director of 

Nursing - Dublin West/South-West mental health services and the ethics committee in each identified 

area.  

 

If you have any questions about your rights as a research study participant, you may contact the chair of 

the St James Hospital/Adelaide Meath National Childrens Hospital research ethics committee on (01) 

4142860 / 4142342 or email dan.lynch@amnch.ie . 

 

If you agree to participate, you may keep this form and complete the survey. 

If you wish, you may stop at any time. You do not have to place your name on the survey.  

 

Yours Sincerely 

   

______________________ 

Brendan Power (Reseacher)      
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Appendix 8. Template of letter to gate keeper (Director of Nursing) requesting 

access to areas and study participants (Registered Psychiatric Nurses) 
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To: Colum Bracken 

Director of Nursing,  

Dublin West/South West mental health services, 

St Lomans Hospital 

Palmerstown, Dublin 20 

 

Dear Mr Bracken, 

 

I am currently working as a staff member in the practice development unit within the 

Dublin West/South-West mental health services and currently engaged in year two of a 

Masters of Health Science (Nurse Education) at the National University of Ireland, 

Galway. In partial fulfilment of the course I am required to conduct a piece of research 

and the purpose of this correspondence is to ask permission so I may be granted access 

to the nurses working within this service.  

 

Study title: Educate to care: A training needs analysis of mental health nurses in 

physical care skills.  

 

The study aims to identify the needs of registered psychiatric nurses for ongoing 

education and professional development in physical care skills to enhance their already 

dynamic roles as practitioners in care. I aim to use anonymous survey questionnaires as 

a mechanism of collecting information from registered mental health nurses working in 

both acute inpatient and community based areas. The associated questionnaires take no 

more than ten minutes to complete and can be undertaken at a time convenient for the 

nurse.  There will be a time frame of 3 weeks once questionnaires are administered in 

clinical settings for completion and return via post. There is no known administrative 

cost for the return of questionnaires as a self-addressed stamped envelope for the 

response are included and attached.  

 

With your permission I propose to forward information posters with the attached survey 

quetionnaires to each clinical setting where registered psychiatric nurses are based and 

working. Those nurses who wish to participate read the instruction sheet, complete the 

questionnaire and send it via post. Consent from each nurse is implied when the 

instruction sheet is detatched and the questionnaire returned.  

With this letter I have attached the following supporting documentation: Poster 

presentation; survey instruction sheet; inpatient questionnaire; community questionnaire 

and ethics approvel from the Adelaide and Meath incorporating rhe National Childrens 

Hospital (AMNCH) .  

 

Should you have any queries about any of the following information I am available at 

your convenience to discuss any aspect of the study or to answer any questions you may 

have. 

 

Kind Regards 

_____________ 

Brendan Power 
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Appendix 9. Poster placed in care settings to seek participants for study 
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