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ABSTRACT
Objective Recent studies have shown that people with 
mental illnesses have higher mortality and morbidity rates 
due to long- term conditions and lifestyle diseases. This 
knowledge has led to health promotion initiatives in mental 
health care to improve the physical health of people with 
mental illness. This article explores how mental health 
nurses experience working with health promotion activities 
in mental healthcare practices.
Design We adopted a qualitative research design using 
an interactive approach. Qualitative content analysis was 
used to develop the analytical framework.
Participants Focus groups (n=7; n=5) were conducted 
with two groups of mental health nurses who attended 
health specialist training sessions in Denmark in the spring 
and fall of 2018.
Results The findings showed that working with health 
promotion activities in mental health care created two 
dilemmas for the mental health nurses: (1) dilemmas 
related to health promotion that involved discrepancies 
between the health promotion activities that were offered 
and patients’ autonomy and wishes, and (2) system- 
related dilemmas stemming from working with screening 
for risk factors and documentation programmes. The 
mental health nurses developed different strategies to 
navigate these dilemmas, such as devising interview 
techniques for the screening questions and bending 
guidelines.
Conclusions Mental health nurses found it challenging 
to implement health promotion activities in mental health 
care, although they generally found these activities 
meaningful. The findings show that new health promotion 
activities need to be adapted to nurses’ existing mental 
healthcare practices; however, this may require some 
adaptation of existing nursing practices.

INTRODUCTION
Currently, there is increased focus on health 
promotion in mental health.1 The reason 
for this is the disturbing fact that people 
suffering from serious mental illness face a 
high risk of lifestyle- related health problems, 
and higher mortality and morbidity rates 
than the rest of the population.2–6 Numerous 
studies have identified that the prevalence of 
risk factors and long- term diseases is much 

higher among people with mental illness than 
the general population.5 7 8 The general life 
expectancy of people with mental illness has 
been estimated to be up to 25 years shorter 
than the general population,9 and while 40% 
of this higher mortality can be attributed to 
external causes (primarily suicide and acci-
dents), approximately 60% relates to phys-
ical health.4 10

These major challenges in the mental 
health area call for action among healthcare 
providers. The solution to the problem has 
been to integrate health promotion initiatives 
into mental health care to a higher degree,11 
and it has been suggested that mental health 
nurses should play an active role in such 
initiatives.12 According to the Ottawa Charter, 
health promotion is a “resource for everyday 
life, not the objective of living”.13 Health 
promotion concerns physical, mental and 
social well- being in a broad sense.13–15 This 
definition provides a value basis for health 
promotion16 and addresses individuals’ 
quality of life and also demands for mental 
health in health services and health policies.15

Strengths and limitations of this study

 ► Focus groups enabled unique insights into mental 
health nurses’ experiences of health promotion ini-
tiatives in mental healthcare practices.

 ► The focus groups were based on mental health 
nurses’ case descriptions of everyday clinical prac-
tices, which allowed for questions directly relating to 
their work experiences.

 ► A limitation of this study is the low number of focus 
groups which prevented us from achieving full data 
saturation.

 ► Although one researcher was involved in teach-
ing health promotion to the mental health nurses, 
transparent discussion and iterative data analysis 
reassured us that multiple interpretations had been 
considered.
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However, implementing health promotion initiatives in 
healthcare practice has not been a simple task. Studies 
have explored how implementing health promotion in 
mental health care involves numerous challenges such 
as resource shortages, organisational culture and inad-
equate designs.17 Barriers exist both from patients’ and 
nurses’ perspectives, which may hinder meaningful 
care interventions.5 18–21 This is not surprising, as health 
promotion researchers have pointed out that health prob-
lems relating to lifestyle are morally complex by nature.22

In 2011, the Danish regions introduced a new health 
promotion strategy in psychiatric hospital departments.23 
The strategy comprised a screening procedure for risk 
factors (such as diet, smoking, alcohol and physical 
activity) and consultation interviews with people with 
mental illness. In most of these departments, mental 
health nurses are asked to screen for risk factors in their 
first consultation interview with patients admitted to 
the hospital. If patients are interested in changing an 
unhealthy lifestyle, mental health nurses should support 
this. These screenings and consultation interviews are 
categories in the departments’ registration system where 
mental health nurses document their work, and are tied 
to the funding system of the department. As such, every 
time a mental health nurse documents a screening, it 
counts as a service for which the department receives 
funding.

Several studies have explored nurses’ perspectives and 
attitudes on health promotion in mental health care. 
Some focus on specific topics such as physical activity,24 
smoking25 and obesity,8 11 while others provide a more 
general perspective on attitudes, practices and knowl-
edge.26–28 The latter studies, in particular, suggest that 
despite mental health nurses having positive attitudes 
towards supporting the physical health of patients with 
mental illness, barriers make it difficult to translate these 
positive attitudes and intentions into practice. Knowledge 
is thus needed about how mental health nurses experi-
ence working with systematic health promotion initia-
tives in the hospital setting. In this article, we focus on 
the procedure of screening for risk factors as an example 
of a health promotion initiative in mental health care 
and the most common health promotion strategy in a 
hospital setting. This study aimed to explore how mental 
health nurses experience performing the screening of 
risk factors among patients with mental illnesses as part 
of their health promotion activities.

METHOD
Design
This study employed a qualitative research design using an 
interactive approach based on focus groups to generate 
data about mental health nurses’ experiences with health 
promotion activities in their everyday practice.29 Although 
individuals might find it hard to discuss work matters, 
group discussions encourage participants to articulate 
their responses30 and respond to each other’s ideas and 
opinions. Thus, focus groups rely on social groups’ inter-
actions31 and make it possible to gain insights into mental 
health nurses’ experiences of the opportunities and chal-
lenges associated with working with health promotion in 
psychiatric institutions.

Participants
Becoming a mental health nurse in Denmark involves first 
undertaking general nursing training, then gaining prac-
tical experience, and finally undertaking 1- year specialist 
training in mental health nursing. Danish mental health 
nurses attending this specialist training in the Central 
Denmark Region between August 2017 and June 2019 
were invited (face- to- face) to participate in a focus group. 
The participants were selected using purposeful sampling 
based on a homogeneity strategy32 33 in order to gain 
rich descriptions of the specific setting. The group of 
participants can be characterised as homogeneous as the 
mental health nurses are a particular group of interest, 
because of their interest in specialist training and health 
promotion, and they were very knowledgeable about and 
experienced in health promotion in mental health care 
practice.33 34 They were recruited from two classes (from 
2017/2018 and 2018/2019) undertaking this 1- year 
specialist training. Twenty- seven nurses participated in 
the first class (1 male and 26 female) and 32 participated 
in the second class (1 male and 31 female). All of the 
focus group participants were female, and their work 
experience ranged from 3 to 10 years (see table 1). The 
mental health specialist training featured a 2- day module 
on health promotion and health pedagogy which was 
taught by the first author. The approach took account of 
the limited time frame, as the participants were recruited 
after the module. Both groups were invited by the course 
manager (independently of the author group) to partic-
ipate. The first group was invited at the end of their 
specialist training, after the second day of the health 
promotion training. The second group was invited after 

Table 1 Charateristics of mental health nurses participating in focus group

Number of nurses 
invited

Number of 
participants

Employment in clinical department

Forensic 
psychiatry

Out patients
clinic

Community 
mental health 
care

Focus group 1 26 7 1 5 1
Focus group 2 23 5 3 1 1
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the first day of their health promotion module and thus 
at the beginning of their specialist training. There was no 
assessment or working relation between the first author 
and the participants.

Data collection
As a part of the course, the mental health nurses were 
asked to submit a written assignment consisting of 
one or two case descriptions of challenges they were 
confronted with in their daily healthcare practices as 
health promoters working with mental health patients 
(an example of which is described in box 1). The case 
descriptions were used as a point of departure for devel-
oping a semi- structured interview guide.35 The three 
authors read the 59 case descriptions including those 
of nurses who did not participate in the interviews. The 
prevailing themes informed the semi- structured inter-
view guide (see online supplemental appendix 1). The 
first focus interview took place in February 2018 and the 
second took place in August 2018. The interviews lasted 
about one and a half hours and were conducted by the 
first and third authors in a classroom. The theme was 
“working with health promotion in practice with mental 
health patients” based on the mental health nurses’ case 
descriptions. The interviews began with a brief introduc-
tion to the purpose of the study, encouraging the mental 
health nurses to share their views and experiences, as well 
as information regarding the timeframe and confidenti-
ality issues. The interviews were audio- recorded and tran-
scribed verbatim by the second author.
Data analysis
The interactive approach pays attention to the interplay 
between data and theory.29 The analysis takes data as its 
starting point and we developed a coding structure based 
on the data and used this together with the interpretations 
of health promotion and prevention embedded in theo-
ries of health.13 22 36 We wanted to understand how mental 
health nurses work with screening as a health promotion 
activity. Qualitative content analysis was used to analyse 
the data and the purpose of the content analysis was to 
describe experiences in a conceptual form.37 First, data 
familiarisation was achieved by repeatedly reading the 

transcribed texts. The second step involved organising the 
data with codes. NVivo V.12 software (QSR International, 
Doncaster, Australia) was used to organise the data and 
facilitate the analysis. In this early stage of the analysis, we 
considered all of the data equally before adding codes in 
order to gain an understanding of the variations within 
the material. Investigating variations within one’s data is 
described as one of the key steps to achieving data satura-
tion.38 At this point, the transcripts showed that the mental 
health nurses faced dilemmas which they managed using 
different strategies. Hence, the categories dilemmas and 
strategies were abstracted and sorted into subcodes. In the 
third step, codes that fell under the two categories were 
identified by the three authors. At this stage, analysis went 
back and forth between categories, codes and subcodes. 
In the fourth step, all of the authors discussed subcodes 
and codes before the final version was agreed (see online 
supplemental appendix 2. The coding system). We applied 
the COREQ checklist to ensure comprehensive reporting 
of the study (see online supplemental appendix 3).39

Ethics
Participants were informed about the authors’ confidenti-
ality agreements, and participant anonymity was assured. 
Written informed consent was obtained from all of the 
participants to audio- record the interview. All mental 
health nurses attending the classes provided written 
consent allowing us to use their written assignments.

Patient and public involvement
This research was done without patient involvement. 
Patients were not invited to comment on the study 
design and were not consulted to develop patient- 
relevant outcomes or interpret the results. Patients 
were not invited to contribute to the writing or editing 
of this document for readability or accuracy.

RESULTS
Results are described using the main categories illus-
trating how working with health promotion in mental 
healthcare practice took place: (1) dilemmas that emerged 
and (2) the mental health nurses’ strategies used to navi-
gate the system.

Dilemmas
Our analysis showed that the mental health nurses working 
with the health promotion initiative in their healthcare 
practice experienced two different types of dilemmas: 
health promotion–related dilemmas and system- related 
dilemmas. In the following sections, we provide an anal-
ysis of these dilemmas.

Health promotion–related dilemmas
Discrepancy between the recommended health promotion and 
patients’ wishes
A key dilemma related to respecting patients’ autonomy 
at the same time as promoting health. In the mental 

Box 1 Example of a mental health nurse’s case 
description

“A general challenge is that many of the hospitalized patients smoke 
cigarettes. It is my experience that we do not talk to the patients about 
their smoking habits because we think, and observe, that they already 
face enough problems regarding their mental disease and there-
fore lack the energy to either cut back on their cigarette use or stop 
smoking. Thus, I think it is a challenge to promote health in relation to 
smoking during hospitalization. I also find it challenging talking to the 
patients regarding the possible consequences of smoking, and whether 
they wish to stop smoking and how to support them best. We do not 
have any information material at the ward regarding smoking cessation 
supports they can apply for after hospitalization or have us help them 
start on during their hospitalization.”

https://dx.doi.org/10.1136/bmjopen-2019-036403
https://dx.doi.org/10.1136/bmjopen-2019-036403
https://dx.doi.org/10.1136/bmjopen-2019-036403
https://dx.doi.org/10.1136/bmjopen-2019-036403
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health nurses’ experience, addressing an unhealthy life-
style was often at odds with the interests of the patient or 
even opposed the patient’s autonomy, and this created 
conflict, as witnessed in the following dialogue excerpt 
between two mental health nurses:

Nurse 1: But some of my patients say, ‘I am so unhap-
py about my life. I am happy when I sit and watch tele-
vision, and I don’t want to go out for a walk’. So, the 
talk about a better and longer life for mental health 
patients at the same time as ensuring patient cen-
teredness is difficult. It’s difficult for me to make the 
point ‘It would be good for you if you could just walk 
to the grocery store’, if it’s followed by them saying, 
‘No, I can just get them delivered.’ You know?

Nurse 2: Yes, who defines the good life in these situ-
ations, right?

(Focus group 2, Nurse 4)

The discrepancy between patients’ perceptions of 
and wishes for a good life and the mental health nurses’ 
aims of promoting health was a recurrent pattern in 
the interviews, and they often found that their efforts 
to promote health were rejected by the patients. Even 
the very mention of topics like smoking, obesity or drug 
abuse could result in a strong reaction from the patients, 
jeopardising the mental health nurses’ efforts to build a 
relationship and alliance with the patients. They stressed 
how a good nurse–-patient relationship is the cornerstone 
of any work they undertook with patients with mental 
illnesses and how the health promotion initiatives threat-
ened this relationship because the patients perceived 
them to be dictating how they should live their lives.

Prioritising between health promotion and patient care
Another dilemma associated with health promotion activ-
ities was prioritising health promotion activities at the 
same time as performing other healthcare tasks. Often, 
mental health nurses found that health promotion was 
not the most relevant activity to take into consideration:

I think that we need to weigh up what we do all the 
time. We know that smoking is unhealthy, but may-
be something else is more important for the patient? 
We constantly need to evaluate what to dig into. We 
know we have to promote health, but we must at the 
same time minimise any coercion. (Focus group 2,  
Nurse 2)

Occasionally, promoting health was felt to be meaning-
less and even wrong. This was due to the clinical context 
of the psychiatric hospital department. Patients in these 
departments were often perceived to be too mentally ill 
or struggling with such serious psychiatric problems that 
asking about lifestyle seemed irrelevant and sometimes 
even unethical. As one mental health nurse put it:

We’ve got a lot of patients in psychiatry who’ve 
smoked like chimneys for years. And that puts us in a 
dilemma, if we are to live up to the National Health 

Board guidelines because that means that we need to 
focus on ways of making the patients stop smoking. At 
the same time, when patients are admitted, they are 
doing very poorly, and it seems unethical to talk to 
them about smoking. (Focus group 1, Nurse 5)

This was a recurrent finding. Mental health nurses 
felt ambivalent, frequently finding themselves in situa-
tions where health promotion did not make sense. This 
dilemma was described as trying to help patients achieve 
better health through health promotion activities, at 
the same time as this seemed useless—if not directly 
damaging the patients by making them feel bad about 
habits they did not wish to change:

We ask: ‘Do you feel like stopping smoking?’ ‘No’. 
Then we document that the patient is not interested 
in stopping smoking at this point in time. ‘Are you 
interested in quitting drinking [alcohol]?’ ‘No’, the 
patient is not interested in quitting drinking. The pa-
tient knows that he or she ought to do more physical 
exercise… So despite the best of intentions, what we 
end up doing is upsetting people who already feel re-
ally bad about themselves. (Focus group 1, Nurse 3)

In addition, many hospital departments instructed 
mental health nurses to ask patients about risk factors 
(eg, diet, smoking, alcohol and physical activity) during 
the first consultation interview, timing that accentuated 
the feeling that asking such questions was morally inap-
propriate, given the patient’s situation.

System-related dilemmas
The participants described types of dilemmas that orig-
inated from structural factors and working conditions. 
There was a discrepancy between what one might call the 
system logic of screening and the mental health nurse 
logic of health promotion. This is to be understood on 
several levels. First, the system framework where depart-
ments received money for their work with health promo-
tion focused solely on screening for risk factors and a 
limited range of specific activities. The mental health 
nurses, however, expressed that this by no means gave 
a realistic picture of actual health promotion activities. 
They repeatedly stated that health promotion in psychi-
atry is a much broader, more long- term process than what 
is possible to document and thus receive payment for 
in the departments. However, the mental health nurses 
experienced that their real health promotion work with 
patients was not acknowledged by the system, financially 
or professionally:

I think it’s a paradox that we address the importance 
of talking about risk factors (KRAM [Danish acronym 
for nutrition, physical activity, alcohol consumption 
and smoking]), when maybe both for the patients 
and us it’s more meaningful to talk about things that 
matter to the patient, which s/he finds difficult and 
hopes to work with. Things like loneliness or social 
relations. But I cannot document such things in the 
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‘KRAM screening’, because it is not part of that sys-
tem/document. So I am not measured in terms of 
actually talking to the patient about the things that 
are meaningful to him or her—and thus promoting 
health. (Focus group 1, Nurse 2)

Second, working in hospital departments meant that 
the timeframe was limited. The mental health nurses 
identified that they could only initiate a process of change 
in their patients, but they never had the time to follow 
up on or maintain the health promotion process, due to 
patients being discharged from hospital. They depended 
on other health professionals taking over, without having 
a clear opportunity to ‘hand over’ or communicate with 
the patient’s GP, for example:

In my experience, patients don’t contact their GP or 
social psychiatry, because there is no bridging in that 
transition. We can have a good relationship, but the 
next time I see the patient, nothing has happened. 
So we often lose them because we refer them on to 
others, and we expect that our cognitively challenged 
patients make that contact themselves. (Focus group 
1, Nurse 2)

Third, the mental health nurses felt in various ways 
that they could not offer what the patients needed. Some 
described how they lacked sufficient opportunities for 
activities, such as physical exercise or tailored smoking 
cessation programmes. In some cases, the department 
food was considered an invitation to buy a takeaway.

All in all, these system- related dilemmas caused frus-
tration and sometimes even prevented the mental health 
nurses from initiating health promotion activities. They 
expressed the need to go back to working concretely with 
health promotion in the departments in order to work 
with patients about healthy lifestyles:

You sometimes get caught in this feeling of ‘What’s 
the use?’ I sometimes feel like I only have the patients 
for a few seconds, and I risk saying to them: ‘Not only 
do you have all these mental illnesses, but there are 
a lot of things that you aren’t in control of and are 
doing wrong—but have a nice time at the outpatient 
clinic!’ Without any bridging where we meet and talk 
together. So sometimes you just let things lie because 
you only risk opening up Pandora’s box and not be-
ing able to close it again. (Focus group 1, Nurse 4)

Despite these dilemmas, challenges and sometimes 
perceptions of meaninglessness, the mental health nurses 
found that working with health promotion in mental 
health care was important, and that if it were combined 
with more flexibility and closer cooperation across the 
healthcare system, it would be meaningful.

Strategies for navigating the system
The mental health nurses developed and executed 
different strategies for clinical practice and other health-
care tasks. The nurses organised their work and their 

communication to ensure that their patients did not have 
any negative experiences due to the screening. We identi-
fied two strategies used to navigate the system: developing 
interview techniques and finding solutions.

Developing interview techniques
The mental health nurses developed different interview 
techniques that they used when talking to the patients 
to make sense of screening for risk factors—both for 
themselves and their patients. This was because they 
experienced addressing risk factors as potentially confron-
tational or irrelevant. They therefore came up with alter-
native ways of asking the questions that were dictated by 
the screening. One of the mental health nurses explained 
how she tried to make screening as relevant as possible 
for the patients, at the same time as avoiding being 
judgemental:

“[…] I try [to ask, ed.] my patients: what does it 
mean to them when one talks about KRAM? What 
is a good life? You know, making it about how they 
go about their day, if they drink 5 or 6 beers or they 
smoke x number of cigarettes. Because that’s quality 
and health for them, and then I don’t start nagging.” 
(Focus group 1, Nurse 3)

Others expressed how they distanced themselves from 
the screening by letting the patient know that they did 
not approve of it, for example, by referring to screening 
for risk factors as a ‘must- do’ task:

I usually tell the patients I have known for a long 
time: “this is a ‘must- do’ task, so should we not just 
get it done?” (Focus group 1, Nurse 5)

Especially questions about substance abuse created 
challenges during screening.

These strategies were used to navigate this particular 
issue, and some mental health nurses even ‘intentionally 
forgot to ask’ questions so as to prevent patients refusing 
to talk with them.

Finding solutions
Another strategy involved developing concrete activities 
that deviated somehow from the guidelines and activities 
normally offered. Some mental health nurses labelled 
these ‘under the counter’ solutions or described them 
as ‘bending the rules’. These referred to things such as 
organising training possibilities and outdoor activities for 
patients beyond what was actually allowed in the system, 
or finding ways of keeping in contact with patients after 
discharge, despite the hospital not being paid for this, in 
order not to ‘lose the patients’ but instead facilitate their 
gradual transition to everyday life.

Part of the mental health nurses’ risk factor screening 
involved registering the information obtained in the data 
system. However, this approach did not align with their 
professional judgements and their views on focusing 
on individual patients’ special needs. Thus, the mental 
health nurses felt forced to bend the rules in order to 
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maintain a relationship with their patients and provide 
good care.

Another kind of deviation happened when the mental 
health nurses promoted a non- healthy lifestyle to the 
patients. For example, the mental health nurses would 
occasionally provide the patients with cigarettes to help 
them to calm down or if they thought it would somehow 
improve the patient’s mental health.

It is primarily patients with severe depression that are 
hospitalized at my ward, so sometimes you ask, just to 
get the patient out of bed: ‘Are you not going out to 
smoke?’ Simply to get the patient up. And I actually 
think that is okay even though I know that it is un-
healthy to smoke. It’s not what the patient is there for, 
smoking, it’s because of their mental illness. Acute 
psychiatry is our focus, not smoking. (Focus group 1, 
Nurse 1)

The nurses did not think their primary role was to 
make their patients stop smoking but to take care of 
their mental illness. Because of this, they acted against 
the system’s aims to make mental health patients adopt 
a healthier lifestyle. Several mental health nurses called 
this necessary ‘civil disobedience’.

Yes, you learn to bend the rules. You do what they say 
and still avoid the patient getting into trouble. (Focus 
group 2, Nurse 1)

One mental health nurse told about her success in navi-
gating the system and using opportunities for government 
funding. She applied for and received extra funding for 
a project to promote health among patients who over-
used drugs. Initially, it was a temporary project financed 
by the government that provided her and her colleagues 
with resources to follow up on discharged patients whom 
the mental health nurses considered needed support 
with settling into everyday life outside the hospital. In 
the project, a small group of patients met once a week 
and received assistance and help from the nurses. After 
the project period, local management made the project 
a permanent offer. The mental health nurse could thus 
offer patients the type of assistance after discharge that 
everyone agreed to be most beneficial, but that was not 
more generally available:

Nurse 3: I was lucky that when I told the manage-
ment about my interest in continuing to work more 
long term with the patients, they let me. It requires 
management support. So, after the patients are 
discharged, we meet with a group of 7–12 patients 
one hour every week. That’s all it takes.

Nurse 4: That makes so much sense. Then it [health 
promotion, ed.] is meaningful, instead of just point-
ing out ‘you ought to quit smoking and drinking.’ 
(Focus group 2)

This was an example of how health promotion activities 
were meaningful. However, it took extra effort from the 

individual nurse, management support and luck to make 
it happen.

The aforementioned strategies and ways of navigating 
the system were employed to overcome dilemmas that 
emerged because of discrepancies between health promo-
tion aims and healthcare practices. The mental health 
nurses sought to create, maintain and confirm a relation-
ship with their patients through using these strategies.

DISCUSSION
This study showed that while mental health nurses found 
it meaningful to focus on health promotion activities 
in mental health care, these activities created dilemmas 
in their work. One dilemma related to health promo-
tion, which involved discrepancies between patients’ 
autonomy and wishes, on the one hand, and the health 
promotion activities offered, on the other hand. Another, 
system- related dilemma stemmed from working with 
the screening and documentation programme for risk 
factors. The nurses developed different strategies to navi-
gate these dilemmas, developing interview techniques for 
screening questions and finding new solutions to make 
health promotion fit usual practices.

Our study focused primarily on the implementation 
of a particular health promotion initiative (screening 
for risk factors) and not health promotion in healthcare 
practice as a whole. A study with a broader scope (for 
example, using observations of the mental health nurses’ 
practices) could have captured a more nuanced picture 
of how health promotion is embedded in daily practices, 
and also provided more detailed insights into how health 
promotion converges with healthcare practice. An inter-
vention study on smoking cessation from the UK was 
conducted in primary care and showed that long- term 
smoking cessation (after 1 year) was difficult to achieve.40 
Still, our scope enabled us to analyse how screening for 
risk factors as the chosen strategy of health promotion 
affects healthcare practice and creates discrepancies in 
terms of aims.

Our study relates specifically to the Danish context and 
the way health promotion in psychiatric hospital practice 
in Denmark is performed mainly in terms of screening 
for risk factors. The literature reports on similar inter-
national tendencies where health promotion focuses on 
physical fitness and risk factors and not broader under-
standing,22 suggesting that our findings could be transfer-
able more generally.

Our material consists of two focus group transcripts, 
and thus a low number of participating nurses. This 
is a methodological limitation as it prevented us from 
achieving full data saturation. We found repeated themes 
and variations, but we cannot rule out the possibility that 
new themes would have appeared had we conducted 
more focus group interviews. We did not include member 
checking to secure validity, which might also be seen 
as a limitation. Some researchers have criticised the 
value of member checking,35 41 but member checking 
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is considered important, for example, in participatory 
action research. In our design, member checking using 
transcripts from focus groups was not possible as the 
utterances depended on each other and created collec-
tive negotiated meanings, and we did not explicitly ask 
the participants for permission to share the transcripts 
between them. To triangulate and validate the focus 
group interviews, we had written cases from the partici-
pants and the other course participants. Moreover, in the 
Methods section, we described the coding and analysis in 
detail to secure transparency within the research process. 
The use of mental health nurses’ written cases allowed us 
to check consistency in the content of the focus group 
interviews, and thus served to validate these. In addition, 
all three authors coded the material, thus employing 
researcher triangulation to validate the findings. These 
initiatives increased the credibility of our findings.

Using purposeful sampling meant that the included 
nurses had positive attitudes towards health promotion 
and prevention, were experienced in mental health, and 
were interested in obtaining better knowledge and skills 
to provide good healthcare for their patients, because 
they chose to participate in the course. As these nurses 
experienced dilemmas, we anticipate that other mental 
nurses are likely to face similar dilemmas.

The mental health nurses expressed a tension between 
how they would like to work with health promotion 
through broader intervention over time, and what type 
of health promotion work the system allowed them to 
do. Screening for risk factors seemed more or less mean-
ingless in some situations. At the same time, the mental 
health nurses wished to work with health promotion, 
especially in situation where talking about the risk factor 
felt more appropriate to integrated in the conversation 
with the patient. This ambivalence is also known from 
other studies.8 24

This study adds to the findings of the previous study 
by Nash and Romanos25 and Özaslan et al42 where ciga-
rettes were used as an ‘intervention’ aimed at promoting 
socially acceptable behaviour. In the present study, the 
mental health nurses explained that it was not a case of 
being unconcerned with the mental health patients’ phys-
ical health but a matter of prioritisation. They agreed that 
it was more important for the patients to achieve better 
mental health than stop smoking.

The study by Verhaeghe et al indicated that mental 
health nurses considered themselves the best suited 
to support mental health patients in changing their 
unhealthy lifestyles.11 However, they reported that lack 
of time was an important barrier to integrating health 
promotion activities into the daily care of patients. In 
keeping with this, the present study found that barriers to 
supporting patients with improving their physical health 
were often system related. For example, mental health 
nurses found that their health promotion work with 
patients was not acknowledged by the system financially 
or professionally, and that working in hospital depart-
ments meant that the timeframe for health promotion 

was limited. Implementation success depends on both 
individual and organisational factors.43 The professionals’ 
attitudes towards change are influenced by their working 
environment, work conditions and organisational char-
acteristics.44 A recent study suggests that new interven-
tions must connect with existing practices, and that local 
management support is important when implementing 
health promotion initiatives in community mental health 
services.20

In the study by Mwebe,5 mental health nurses viewed 
the monitoring and screening of the physical health 
needs of service users as vital, as they acknowledged 
that both physical and mental health needs were equally 
important and should receive the same attention from 
health professionals. Our study provides further nuancing 
to this picture. The mental health nurses described a 
dilemma, as they often experienced that health promo-
tion—defined as screening—was not the most relevant 
activity, or was even meaningless or wrong, for example, 
when activities to improve a healthy lifestyle opposed 
what patients found to be relevant in their lives.

Studies have identified that the attitudes and skills of 
mental health nurses play a role in promoting health 
for patients with mental illness.26 45 Sheals et al found 
that mental health professionals may have attitudes and 
misconceptions that undermine the delivery of smoking 
cessation interventions.46 Other studies show that although 
mental health nurses have positive attitudes to providing 
physical health care to patients with severe mental illness, 
barriers exist that prohibit translating those attitudes and 
intentions to actual clinical practice, for example, lack of 
knowledge and skills to address physical health care.26 47 
Targeting the educational needs of nurses and using prac-
tical guidelines on screening and intervening in mental 
health services have been suggested.47 Our study adds to 
this picture by showing that even though mental health 
nurses have knowledge and positive attitudes, dilemmas 
still occur in daily practice when screening for risk factors.

We add to existing studies by showing how mental health 
nurses developed strategies to overcome the dilemmas 
that emerge when implementing health promotion in 
mental health care, such as opposing the understanding 
of health promotion in terms of risk factors. The nurses 
acknowledge the need for a holistic, person- centred and 
evidence- based approach to both mental health care 
and health promotion activities. In our study, the limited 
understanding of health promotion was embedded in 
the system, as screening was understood as a reductive 
approach to individuals’ mental health care. The nurses’ 
ability to navigate the system thus differs from a study 
showing that nurses’ perceptions of health promotion 
are limited and narrow.48 Future research should address 
the relation between mental health nurses’ knowledge 
and context, and not merely their knowledge. This would 
lead to new insights into the complexity in this field as 
opposed to only partial aspects.

Health promotion strategies are based on a broad 
understanding of health and aim to promote the health 
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and well- being of the population, including both indi-
vidual and structural elements. Thus, successful lifestyle 
interventions for people with severe mental illness have 
multiple components: they are tailored to the individual, 
long- term based and address both the group and the 
system.13 49 50 However, the diagnostics and treatment of 
psychiatric disorders in the Danish healthcare system 
are mainly based on medical and psychological knowl-
edge of disease, psycho- education and medication. The 
dilemmas experienced by the mental health nurses may 
be related to the concept of health being both disease 
oriented and autonomy oriented, which finds support 
in the literature.51 The first one is grounded in biomed-
ical understandings of health, diagnosis and objective 
measures of health outcomes, while the second refers to 
the individual’s ability to be in control and have power 
over their own life situation.36 Screening of risk factors 
can be considered a disease- oriented preventive initiative 
stemming from the biomedical approach that might not 
address the needs of the individual person at a specific 
point in time and enable the person to take control and 
improve their health. Studies suggest that screening of risk 
factors should be coupled with other health promotion 
initiatives. In the analysis, we show how nurses navigate 
the clash between a health promotion and a prevention 
approach.

In conclusion, our findings show that new health 
promotion activities in mental health care need to be 
adapted to nurses’ existing mental healthcare practices; 
however, this may require some adaptation of existing 
nursing practices. Health promotion activities must have 
a broader scope than risk factors and address long- term 
physical and mental health care in order to be meaningful.
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