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Nurses’and patients’ perceptions

of physical health screening for patients
with schizophrenia spectrum disorders:
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Abstract

Background Despite worldwide concern about the poor physical health of patients with schizophrenia spectrum
disorders (SSD), physical health screening rates are low. This study reports nurses'and patients’ experiences of physical
health screening among people with SSD using the Finnish Health Improvement Profile (HIP-F) and their ideas for
implementation improvements.

Methods A qualitative exploratory study design with five group interviews with nurses (n=15) and individual
interviews with patients with SSD (n=8) who had experience using the HIP-F in psychiatric outpatient clinics.
Inductive content analysis was conducted.

Results Two main categories were identified. First, the characteristics of the HIP-F were divided into the
subcategories of comprehensive nature, facilitating engagement, interpretation and rating of some items and
duration of screening. Second, suggestions for the implementation of physical health screening consisted of two
subcategories: improvements in screening and ideas for practice. Physical health screening was felt to increase the
discussion and awareness of physical health and supported health promotion. The HIP-F was found to be a structured,
comprehensive screening tool that included several items that were not otherwise assessed in clinical practice. The
HIP-F was also considered to facilitate engagement by promoting collaboration in an interactive way. Despite this,
most of the nurses found the HIP-F to be arduous and too time consuming, while patients found the HIP-F easy to
use. Nurses found some items unclear and infeasible, while patients found all items feasible. Based on the nurses’
experiences, screening should be clear and easy to interpret, and condensation and revision of the HIP-F tool were
suggested. The patients did not think that any improvements to the HIP-F were needed for implementation in clinical
settings.

Conclusions Patients with schizophrenia spectrum disorders are willing to participate in physical health screening.
Physical health screening should be clear, easy to use and relatively quick. With this detailed knowledge of
perceptions of screening, further research is needed to understand what factors affect the fidelity of implementing
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physical health screening in clinical mental health practice and to gain an overall understanding on how to improve

such implementation.

Keywords Schizophrenia spectrum disorder, Severe mental illness, Physical health, Screening, Monitoring, Interview,

Focus group, Qualitative

Background

The physical health state of people diagnosed with
schizophrenia spectrum disorder (SSD) is a global prob-
lem [1]. Typically, poor physical health results from a
range of issues, including the impact of psychiatric symp-
toms on health behavior, adverse effects of prescribed
medication, difficulties observing physical health con-
cerns, lifestyle, diagnostic overshadowing, and patient
unwillingness to report health problems [2, 3]. These
factors may lead to obesity, metabolic syndrome, coro-
nary vascular disease, diabetes, hypertension, or cancer
[4—6]. High rates of infectious diseases such as hepatitis
and HIV [7] and COVID-19 [8] have also been reported
in patients with SSD. As an outcome of physical health
issues, physical comorbidity is associated with psychiat-
ric readmission [9] and high treatment costs. In Finland,
the total healthcare costs caused by schizophrenia are
approximately 700-900 million euros per year, mostly
as a result of inpatient treatment costs [10]. Due to
poor physical health, the life expectancy of persons with
schizophrenia is approximately 20 years less than that of
the general population [11, 12]. Therefore, it is crucial
that physical health screening is conducted regularly for
patients with SSD. Improving regular screening helps to
support earlier detection of risk factors that can, without
detection and intervention, have deleterious effects on
the physical health of patients with SSD [10].

Several international clinical guidelines have recom-
mended how physical health screening for patients with
SSD should be conducted [10, 13-16]. According to
guidelines persons with SSD who have been prescribed
antipsychotic medication should have annual health
checks focusing on full blood count, lipids, plasma glu-
cose, prolactin, blood pressure, urea, electrolytes, liver
function tests, weight, waist circumference measure-
ment and electrocardiogram examination (ECG) [16].
Being aware of patients’ lifestyle habits, including smok-
ing and use of other substances [10, 13, 15] is important
for directing appropriate behavioral interventions to pro-
mote healthy lifestyles. In addition, a variety of screen-
ing instruments have been developed to assess physical
health among people with SSD. Lamontagne-Godwin
et al. [17] identified in their systematic review 44 inter-
vention studies aiming to increase access to or uptake
of physical health screening. Examples of monitoring
tools in the included studies were Physical Health Check
(PHC) [18]; physical health monitoring sheet [19]; sys-
tematic computerized cardiovascular health screening

[20]; the Metabolic Syndrome Screening Tool (MSST)
[21]; quality improvement (QI) [22] to increase rates of
metabolic syndrome screening and the Health Improve-
ment Profile (HIP), which is a comprehensive nurse-led
profiling tool that assesses physical health risks, identi-
fies unhealthy lifestyle behaviors, and provides associated
recommended actions for health promotion [23]. Despite
the abundance of available instruments, physical health
screening is still poorly implemented in clinical mental
health services [24, 25].

To better understand this rationale for poor physi-
cal health screening, a quantitative study in Uganda [26]
showed, that more than 75% of 28 nurses had a posi-
tive attitude towards metabolic screening and associ-
ated interventions. The same study reported that more
than 50% of nurses were confident in providing physical
activity and smoking cessation advice and nutritional
counseling. However, 57% stated that their heavy work-
load prevented them from doing health screening. Voort
et al. [27] reported in their qualitative study in Nether-
lands, that most nurses perceived physical health screen-
ing to be an important part of their professional role, but
identified a discrepancy between their perceptions and
actual clinical practice. Happell et al’s qualitative study
[28] reported in Australia that although nurses recognize
their responsibility with respect to the physical health
of patients with severe mental illness, they experienced
factors such as staff shortages and lack of knowledge
that prevented them from conducting screening prop-
erly. Further, Mwebe [29] reported in his UK study that
nurses shared a clear commitment regarding their role
in physical health screening in mental health care set-
tings. Four themes emerged as follows: features of cur-
rent practice and physical health monitoring; perceived
barriers to physical health monitoring; education and
training needs; and strategies to improve physical health
monitoring. In the UK, Butler et al’s qualitative study [30]
revealed that patients varied in their awareness of the
association between mental and physical health, but were
engaged in physical health screening.

Moreover, Bressington et al. [31] revealed in their
qualitative study, that nurses working in Hong Kong
psychiatric care settings found the HIP (the Health
Improvement Profile) to be comprehensive and perceived
positive changes in their patients’ wellbeing, for example,
by increasing motivation for patients to improve their
health. HIP was developed to increase patient engage-
ment in screening their physical health in collaboration
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with a nurse [32]. Earlier studies in the UK [33], Hong
Kong [34], and Thailand [35] have reported patient
acceptability and clinical utility of the HIP in identifying
health risks where interventions are needed. These find-
ings show that HIP may be feasible in engaging patients
in discussions about physical health and in identifying
areas of health risk [34, 35]. Although Hardy et al. [33]
found support for the usability of the HIP in clinical prac-
tice in a study in the UK, a subsequent RCT study con-
ducted in the UK revealed that nurses found the use of
the HIP unfeasible in a clinical setting due to its length
[36]. In contrast, nurses in Hong Kong [31] found the
HIP to be acceptable, feasible, and potentially useful in
clinical practice. In Finland, our validation study of the
Finnish Health Improvement Profile (HIP-F) supported
this finding by detecting 399 areas of health and health
behavior risk in a sample of 47 patients [37].

Previous international studies have only reported
nurses’ and patients’ general attitudes toward health
checks without detailed perceptions of the importance
of comprehensively assessing different health parameters
together with ideas for improvements. Implementation
of physical health screening is influenced by services
users’ perceptions and experiences. It is of paramount
importance to involve potential users in the design and
implementation of new procedures [38], and thus, when
developing physical health screening for patients with
SSD, the perceptions of both nurses and patients are vital
[38, 39]. Reconciling patients’ and nurses’ perceptions
of physical health and its screening is an important step
in promoting collaborative care and improving physical
health screening rates [40]. Little detailed information is
known about how nurses and patients perceive physical
health screening; particularly, the assessment target areas
and parameters, and how would nurses and patients
improve screening so that it is more likely to regularly
conducted in clinical practice. No previous studies have
aimed to understand detailed perceptions and ideas for
improvements of physical health screening by combining
both nurses’ and patients’ perspectives using qualitative
methods. The contrasting results regarding HIP instru-
ment highlight that the acceptability and feasibility of
HIP might be culturally and clinically context specific,
and more research on patients’ and nurses’ perceptions
of HIP in clinical practice is needed. To fulfill this knowl-
edge gap, the current study sought to explore nurses’ and
patients’ perceptions of physical health screening using
the HIP-F profile as an example of physical health screen-
ing among patients with SSD in psychiatric settings in
Finland and identify possible areas for improvement in
the HIP-F tool and screening procedures.
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Methods

Aim

The aim of this study was to explore (1) nurses’ and
patients’ perceptions of physical health screening using
the HIP-F profile as an example and (2) possible areas
of improvement for implementation of physical health
screening among patients with SSD in psychiatric set-
tings in Finland. The information can be used to identify
possible areas to be improved regarding implementation
of systematic physical health screening activities as a part
of treatment process among patients with SSD.

Study design
A qualitative exploratory study design, with focus group
interviews for nurses and individual interviews for
patients, was used to gain a better understanding of the
real-life experiences of the study participants [41, 42].
The qualitative exploratory design was appropriate for
defining the terms of the research problem and to gain
background information on a topic that little is known
about [42, 43]. For nurses, focus group interviews were
used not only as a way of obtaining individual answers
but also with the group interaction of participants to
allow participants to explore and clarify individual
and shared perspectives of specific phenomena in an
open and flexible way [43, 44]. For patients, individual
interviews were chosen to receive deep insight into the
respondent’s personal thoughts and feelings but also to
ensure privacy, confidentiality, and a comfortable atmo-
sphere, with concern for the vulnerability of patients with
SSD [13] Moreover, individual interviews for patients
were conducted to pursue personal disclosure and with
consideration of the possible cognitive disabilities, such
as attention and memory issues of patients with SSD [45].
Despite the potential for cognitive dysfunction, there is
several benefits, such as receiving patients’ perspectives
affecting engagement, involving consumers in developing
interventions [46]. An exploratory approach was selected
to obtain more detailed descriptions of the experiences of
the participants. With this approach, we aimed to iden-
tify the phenomenon by using open-ended questions to
allow nurses and patients to freely express their percep-
tions so that we could perform an inductive content anal-
ysis on the data without any theoretical framework or
previously produced codes and categories [42, 47].

We adhered to the consolidated criteria for reporting
qualitative studies (COREQ) [48] when reporting the
current study.

Setting

The study was conducted in five psychiatric outpatient
clinics in Southern Finland. These clinics were selected
because they offer a desirable representativeness of the
study population, being part of the largest hospital area
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in Finland with a population of approximately 460,000
inhabitants [49]. The clinics provide mental health care
for approximately 2,300 patients who have been diag-
nosed with a range of schizophrenia spectrum disorders
(F20-29) [50]. The clinics provide both crisis and long-
term mental health care and focuses on recovery and
rehabilitation provided by multidisciplinary teams (psy-
chiatrists, social workers, mental health nurses) as well
as counseling and psychiatric examinations [51]. The
patients’ frequency of attendance at the clinics depends
on their individual treatment plan.

Sampling

For nurses, a purposive sampling method was used to
recruit enough participants and generate enough rich
data to understand the studied phenomenon [52]. All
47 nurses who had previously been asked to use the
HIP-F to assess the physical health of their patients, were
invited to join the focus group interviews. These nurses
had diverse backgrounds of various ages, education,
and length of working experience and had the poten-
tial to provide relevant and diverse data pertinent to
the research question [53, 54]. The inclusion criteria for
nurses were that they had professional education (regis-
tered nurse, mental health nurse), that they had perma-
nent or long-term temporary employment and that they
were currently working in mental health clinical practice
as a patient’s primary nurse in coordinating and provid-
ing care. The exclusion criterion was being a nursing
student. We aimed to sample a total of 5 focus groups,
one from each study clinic, with 6-10 nurse participants
in each focus group, which is close to an optimal size in
focus groups to promote discussion. The sample size esti-
mation was based on previous literature suggesting that
at least four focus groups would be sufficient to identify
new issues (code saturation), but more groups may be

Table 1 HIP-F items
BMI Feet
Waist circumference

Smoking status
Pulse Exercise
Blood pressure Alcohol intake
Temperature

Liver function tests (in last 3 months)

Lipid levels

Diet: 5 portions a day
Diet: fat intake

Fluid intake

Glucose Caffeine intake

Cervical smear (female) Cannabis use

Prostate and testicles (male) Safe sex
Menstrual cycle (female) Urine

Sleep Bowels

Teeth Sexual satisfaction
Eyes Breast self-exami-

nation (female and
male)
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needed to completely understand these issues (meaning
saturation)” [52].

For patients, a purposive sampling method was used to
recruit eligible participants for the individual interviews.
To be eligible to be invited to participate, the patients
needed to have a diagnosis of a schizophrenia spectrum
disorder, to have been treated as an outpatient in a clinic
and to have been previously targeted for physical health
screening with the HIP-F to elicit feedback on their expe-
riences and perceptions [55]. We aimed to recruit 10
patients for the individual interviews since this number
of interviews in qualitative content analysis was believed
to allow us to reach a saturation of themes [56]. The
inclusion criteria for patients were a minimum age of 18
years, being treated in outpatient clinics, having the abil-
ity to understand and speak Finnish, and a diagnosis of
schizophrenia or another schizophrenia spectrum disor-
der F20-29 (ICD10) [50]. The exclusion criteria were hav-
ing an acute psychosis or a very disturbed mental state,
where participation would distress the patient or put
nurses at risk.

Interview questions
Participants were asked to give their responses to open-
ended questions, which focused on physical health
screening with the HIP-F. The original HIP instrument,
a physical health screening tool, was developed in the UK
[32] and validated in Finland [37]. The HIP is a 27-item
(28 for females) gender-specific profiling tool focusing on
physical health and health behavior items (see Table 1).
It enables nurses and patients to work together to assess
physical health among patients with SSD. Health items
(e.g., smoking status) are evaluated by categorizing them
as green (e.g., nonsmoker) or red (e.g., passive smoker/
smoker) depending on the result. If the health item
is assessed as red, recommended actions (e.g., advice
that all smoking is associated with health risks, refer to
smoking cessation service) can be selected to produce a
health care plan. The HIP is intended to be completed at
least annually, which is the recommended frequency of
screening for patients with SSD [12, 50]. This assessment
together with regular discussions with a nurse familiar
with the patient might decrease barriers, for example, in
talking about sensitive topics [17]. In this study, the per-
ceptions of recommended actions have not been reported
because we aimed to study only the nurses’ and patients’
experiences and perceptions of the screening procedure.
The interview questions were based on the process
observation method used in a UK-based cluster-ran-
domized controlled trial with HIP [36] and a qualitative
descriptive HIP study in Hong Kong [31]. An overview of
the open-ended questions is as follows:
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+ How did you experience the physical health
screening with the HIP-F?

+  What did you think about the physical health
screening?

+  Which elements of assessing physical health with the
HIP-F did you find most and least feasible?

+ How long did it take to complete the HIP-F?

+  What improvements could be made to physical
health screening?

Recruitment

First, for potential nurse participants, one researcher
(CL) provided information sessions about the study to
each study clinic twice via Teams meetings. Information
was given about the rights, voluntariness and confiden-
tiality, and purpose of the study, as well as the process
and the risks and benefits of participating. The main risk
of participating would be the time spent participating in
the research. The research would not produce immediate
benefits for the nurse participants, but it would give an
opportunity to influence the improvement of the usability
of the HIP-F profile by giving feedback and suggestions
for changes. Nurses were informed about what to expect
from the focus group interviews to increase the likeli-
hood of honesty. Participants also received written infor-
mation by email before they gave their written informed
consent. Nurses expressed verbally their possible desire
to participate to the researcher during the information
sessions and the researcher collected the consent form
from the participating nurses from the study clinics at
the agreed time. Of the 47 eligible nurses, 16 agreed to
participate. However, one of the agreed nurses withdrew
before the interview. The researcher regularly visited the
study clinics (once a week), obtained informed consent
from participants, and contacted the participating nurses
to agree on dates for the focus groups.

Second, patients were recruited by nurses during their
regular meetings in study clinics after they had been
screened with the HIP-F. Nurses informed patients about
the voluntariness and confidentiality as well as the pur-
pose of the study, the process, and the risks and benefits
of participating. There would be no direct benefit to the
patients from participating, and no other disadvantages
than the time spent on the interview. It was deemed
unlikely that patient participants would experience any
distress as a result of participating. Patients were given
both oral and written information from nurses that par-
ticipation or refusal to participate would affect their
treatment in the clinic or their relationship with the
clinical staff. Since cognitive problems may be associated
with SSD [13], we aimed to ensure that each nurse would
recruit familiar patients using an assessment of their cog-
nitive ability and their capacity to give informed consent
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for participation [13, 45]. Altogether, eight patients par-
ticipated and gave their informed consent to a nurse who
informed the researcher of the patient’s participation.
The researcher contacted the patients to agree on dates
for the individual interviews.

Data collection

Interviews were conducted using a semi-structured for-
mat to encourage participants to talk about issues that
would answer the research question [57, 58]. Before the
interviews, participants gave their background informa-
tion regarding gender and age. Nurses were also asked
about their education and work experience in mental
health care. The researcher guided the participants in the
focus group interview and encouraged them to interact
with each other [59]. The focus groups were preexist-
ing work groups from clinics, and this facilitated open
discussion and interaction with shared experiences in a
comfortable and familiar setting [57].

All interviews were conducted between October and
December 2022 by one female researcher (CL), a regis-
tered nurse (PhD student) with a long working experience
with patients with SSD, who was working as a nurse man-
ager in another unit. The researcher knew one nurse par-
ticipant from an earlier HIP validation study. Participants
knew that the research was a part of the researcher’s PhD
study. Only the researcher and study participants were
present during the interviews. Consent for recording
was obtained from all participants. No pilot interviews
were used. Altogether, four group interviews with nurses
with two to six participants in each interview were con-
ducted. One nurse was individually interviewed because
the other consenting participant withdrew. Four of the
nurses’ interviews occurred in clinic meeting rooms,
and one was held via Microsoft Teams meeting. For the
patients, eight individual interviews were conducted:
seven by phone and one in Microsoft Teams meeting
after the researcher called the patient with Microsoft
Teams application. These approaches were chosen so that
the subjects would experience as little harm as possible
from participating in the study, for example an extra visit
to the research outpatient clinic. When conducting the
interviews, the current restrictions due to the COVID-19
pandemic also had to be taken into account. The duration
of the interviews with nurses varied from 25 to 56 min,
and the patients’ interviews lasted from 8 to 32 min. Dur-
ing the first two interviews, the researcher evaluated
whether the questions were clear and relevant according
to the information received. As no participant asked for
clarification and the data were considered relevant, the
questions were used in all interviews. No field notes were
made during the focus group interviews and the patient
interviews, but records were made about observations of
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nonverbal responses and reflections in the nurses’ inter-
views as soon as possible after each interview [60].

Data analysis

The data analysis was conducted concurrently with the
interviews. The interviews, original transcriptions, and
overall data analysis were in Finnish. An inductive con-
tent analysis method for audio-recorded interviews was
chosen since there are no previous qualitative studies on
the topic in Finland [61]. When conducting exploratory
research in an area where little is known, content analy-
sis might be suitable for the reporting of general issues
in the data [62]. Furthermore, content analysis was well
suited for analyzing our study topic, which is a sensitive,
important, and multifaceted phenomenon of nursing [58,
63]. Since we aimed to generate complementary percep-
tions and an enhanced understanding of the phenom-
enon, focus group and individual interview data were
combined for analysis [64]. All interviews were tran-
scribed in Word 2021 and analyzed using the five-step
method by Graneheim and Lundman [65]. This approach
enabled a systematic, reliable, and valid data analysis
[58], which was led by research questions [66]. No soft-
ware was used for coding in the analysis. First, all inter-
views were transcribed verbatim by one researcher (CL).
Second, the researcher initially familiarized herself with
the data through multiple careful readings of the tran-
scripts to gain an understanding of the whole. Third, a
sentence was selected as an analysis unit. Fourth, the text
was distributed into meaning units, which were further
condensed into sentences, and the condensed meaning
units were abstracted and labeled with a code. Fifth, all
18 codes identified from the data were compared with
each other for similarities and differences and sorted into
six subcategories. The tentative categories were discussed
between all authors and revised. A process of discussion
and reflection resulted in an agreement on how to sort
the codes.

Table 2 Examples of meaning units, codes, subcategories, and
main categories

Meaning units Codes Subcategories  Main
categories

Screening is im- Importance Comprehensive  Character-

portant because nature istics of the

it includes health HIP-F

parameters that

would not be as-

sessed otherwise

The question- Condensation Improvements in - Sugges-

naire could be screening tions for the

condensed implementa-
tion of Physi-
cal health
screening
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Finally, the subcategories that were similar in terms
of meaning and content were sorted into two main
categories. Quotations from study participants were
translated into English by one author (CL), checked by
another bilingual researcher (MV) for equivalent mean-
ing, and presented to illustrate the results (N as nurse,
P as patient). From the first to the third nurses’ inter-
view a total of 13 codes were added, and no further new
codes were developed after the fourth interview. Based
on code identification (88% of codes had been identi-
fied), code prevalence (90% of high-prevalence codes
were identified) and codebook stability (94% of code-
book changes were made), code saturation was reached
after four interviews. Meaning saturation was reached at
the last interview in which a new dimension of the code
was identified. [52.] From patients’ interviews, code satu-
ration was reached after the fourth individual interview
and meaning saturation was achieved after the eighth
interview as the repetition of content became obvious
[52, 67]. Examples of meaning units and codes are pre-
sented in Table 2.

Results

Demographic characteristics of study participants

A total of 15 nurses participated in the study (11 females
and four males). The distribution of nurses was as fol-
lows: in the first interview there were three males and
one female; in the second group there were two females;
in group three there was one male and one female; the
fourth interview contained one female and in the fifth
interview there were six female nurses. The ages of the
participants varied between 43 and 61 years, with a mean
age of 49.47 years (SD 5.99). The majority were registered
nurses. The length of their work experience in mental
health nursing varied from one and a half years to 38
years, with a mean working experience of 21.73 years (SD
8.18). Among the patients, seven females and one male
participated in the study. The ages of the participants var-
ied between 21 and 65 years, with a mean age of 43.87
years (SD 17.27). The demographic characteristics of the
study participants are presented in Table 3.

Nurses’ and patients’ perceptions of physical health
screening with the HIP-F and suggestions for improvement
of screening in psychiatric settings

Both nurse and patient participants perceived physical
health screening among patients with SSD to be impor-
tant and the screening with HIP-F as an example screen-
ing tool to be comprehensive, but also highlighted some
areas for improvement for conducting screening in psy-
chiatric settings. Two main categories were identified
from the analysis. First, the characteristics of the HIP-F
were divided into subcategories: comprehensive nature,
facilitating engagement, interpretation and rating of some
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Table 3 Characteristics of study participants

Nurses n=15 Patients n=8
Age
20-30 years - 3 (37.5%)
30-40 years - -(-)
40-50 years 8 (53.4%) 1(12.5%)
50-60 years 5(33.3%) 3(37.3%)
> 60 years 2 (13.3%) 1(12.5%)
Gender
Female 11 (75.0%) 7 (87.5%)
Male 4(25.0%) 1(12.5%)
Professional background
Registered nurse 12 (80.0%) -
Mental health nurse 3 (20.0%) -
Length of experience in mental health nursing
< 10 years 1(6.7%)
10-20 years 2(13.3%) -
20-30 years 10 (66.7%) -
> 30 years 2 (13.3%)-

Table 4 Codes, subcategories and main categories

Codes Subcategories Main categories
Importance Comprehensive- Comprehensive  Characteristics of
ness Feasible items nature HIP-F
Positive experience Regular- Facilitating Characteristics of
ity Interactivity Increased engagement HIP-F

discussion of health Increased
information on health Possibility
for health promotion

Arduous Ambiguity Infeasible Interpretation and  Characteristics of

items rating of some HIP-F
items

Broadness Time consuming Duration of Characteristics of
screening HIP-F

Condensation Revision of
assessment

Improvements in
screening

Suggestions for
the implementa-
tion of physical
health screening
Suggestions for
the implementa-
tion of physical
health screening

Educational needs Filling in the
HIP-F beforehand

Ideas for practice

items, and duration of screening. Second, suggestions for
the implementation of physical health screening con-
sisted of two subcategories: improvements in screening
and ideas for practice. The summary of codes, subcatego-
ries and main categories is presented in Table 4.

Characteristics of the HIP-F

Comprehensive nature

The patients and nurses considered the HIP-F tool to be
important, structured and able to comprehensively evalu-
ate physical health. Patients found alcohol intake, activity
and smoking status to be extremely important to assess
among patients with SSD and expressed that it was the
first time nurses had asked about several of the important
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items in HIP-F, including urine, caffeine intake and sexual
satisfaction. Participants stated that the HIP-F includes
several items, such as urine, caffeine intake, feet, and
sexual satisfaction, which would not be assessed other-
wise. Nurses expressed that in clinical practice a range of
different nurses evaluate patients’ physical health param-
eters dependent on the clinical setting, however there is
a current lack of appropriate structured, comprehensive
screening tools. Based on the experiences of most nurses
and all patient participants, all HIP-F items were consid-
ered feasible. Most of the nurses expressed that all items
assessed with laboratory tests as well as body mass index
(BMI), waist circumference, diet, activity, alcohol intake,
teeth, smoking status, eyes, and caffeine intake were par-
ticularly feasible in physical health screening. However,
despite the importance and feasibility, some HIP-F items
were considered potentially challenging to talk about
(e.g., sexual satisfaction) because of their sensitive nature.

The items are kind of structured here, because there
is a lot, a lot of things we are asking, but they are
being asked scattered in different situations, in dif-
ferent phases...yes, the comprehensiveness is good.
(N5)

Yes, there was the alcohol intake and smoking status
and activity, they seemed essential. (P6)

Yeah, well, it could be that for some people, the
things related to their own sexual life are the same,
which they don’t necessarily want to discuss. (P5).

Facilitating engagement

All participants found the physical health screening with
HIP-F to be an overall positive experience. Patients were
fully aware of the significance of the relationship between
physical health and mental health and were happy to
have their physical health assessed. All study participants
stated that physical health monitoring with the HIP-F on
an annual basis is a relevant timespan for regular health
checks. Based on the nurses’ and patients’ experiences,
the participants felt that conducting the HIP-F together
in an interactive way facilitates engagement with physi-
cal health screening and health promotion. The partici-
pants described this working model to be more desirable,
making health checks easier and enabling patients to
have feedback on their state of health immediately. Fur-
thermore, nurses stressed the importance of engaging
patients with SSD in their own care, something that is
supported with HIP-F screening. The patients and most
of the nurses expressed that the screening increased
discussion in general, and discussion about physical
health between nurses and patients in areas that would
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otherwise not be discussed. According to the study par-
ticipants, screening improved information, raised some
thoughts and increased awareness of physical health and
health behavior in general and particularly about the
items that affect patients with SSD. Nurses experienced
that especially with patients with SSD it is more benefi-
cial to conduct the screening together during a discus-
sion because of patients’ potential cognitive challenges.
The participants described that screening helped to iden-
tify physical health illnesses which helped them to start
adequate treatment for the patient. Based on the par-
ticipants’ experiences, screening might motivate patients
to increase their activity, support physical health, and
strengthen already healthy life behaviors.

Well, I wouldn’t mind if this assessment would be
conducted once a year. (P5)

Yes, it is very good, especially with our psychosis
patients, that we are engaging them in treatment,
especially in somatic health. (N5)

Yes, it raised at least a little discussion about physi-
cal health. (P1)

In fact, we caught quite a hypertension disease, so
that was the end of it. (N2).

Interpretation and rating of some items

Most of the nurse participants experienced HIP-F as
arduous to conduct and challenging in screening, espe-
cially without routine. Nurses described the HIP-F to
be too complicated and too precise and that some items
were difficult to assess; for example, items pertaining
to urine, fat intake (diet), five portions a day (diet), and
activity were found to be difficult to assess. Nurses stated
that the amount of urine passed is difficult to assess just
by asking patients about it. Nurses also experienced that
screening with HIP-F was too precise because nurses
believed that their main work task is to evaluate men-
tal health state, not physical health. Furthermore, some
nurses were not familiar with the measurement units
for some HIP-F items. However, patient participants
expressed that HIP-F was easy to conduct. Moreover,
nurses experienced that the HIP-F was ambiguous and
partly difficult to interpret. Nurses described that some
items, units of measure, and cutoff values were unclear;
for example, the items for fluid, caffeine and alcohol
intake, as well as the items concerning feet and urine,
were overall experienced to be strange, and the signifi-
cance of urine as an item remained unclear. Nurses stated
that for some items, they could not find an adequate
alternative to the cutoff values. This made most of the
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nurses consider the HIP-F to be ambiguous, which made
conducting it frustrating. Some of the nurses experienced
that the HIP-F also included items that were not feasi-
ble in physical health screening, such as safe sex, breast
examination (men), body temperature, five portions a day
(diet), caffeine intake, liver function, sexual satisfaction,
BMI and feet check.

Some items felt weird, perhaps I didn’t quite under-
stand why these were being asked so precisely in a
mental health care context. (N10)

I think one challenge was for example those...there
are lipids or blood sugar, so, how was it, it’s quite a
long time since you have done these...I had to check
from the patient record how they are assessed in Fin-
land, are they millimole or what, to find the congru-
ent values and what are they then. (N1)

The item alcohol intake is weird, there is no alterna-
tive to choose if you don’t use alcohol at all. (N9)

It was a quite an easy questionnaire. Yes, it felt like
that, and truly clear. (P6).

Duration of screening

Nurses found the HIP-F too broad and time consum-
ing to be used in clinical practice in a psychiatric setting
and not feasible to be implemented in Finnish mental
health services. Nurses described that although physi-
cal health screening among patients with SSD is crucial
and the HIP-F includes important health items, it is too
long to be used in clinical practice. Even those nurses
who were first motivated to conduct screening, did not
continue screening with several patients when they found
out how long the screening took. Nurses reported the
heavy workload of caring for many patients and their
main tasks in the mental health treatment setting. Nurses
experienced that the screening with HIP-F took all the
time from the scheduled appointment and no time was
left for discussion about the mental health of the patients,
so they decided to choose to assess possible psychotic
symptoms or patients’ functioning ability. Furthermore,
nurses described that during screening, it was found
that some health parameters, for example, annual labo-
ratory tests, had not been conducted on patients, even if
they should have been conducted according to the clin-
ics’ regular procedures, and this challenged and delayed
the screening. Nurses stated that conducting the HIP-F
screening takes from 45 to 60 min, which they felt was
too much for patient meetings, especially if patients only
seldomly have appointments. Some nurses experienced
the HIP-F to be easy to use but still too time consuming.
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Whereas, some of the patients had been prepared for a
longer assessment and expressed that the HIP-F screen-
ing was suitable in length.

Well, I made one at the beginning, and when I
noticed that it was arduous and how much time it
takes, maybe that's when the enthusiasm faded. (N9)

I'm guessing 45-60 min, I haven'’t recorded it, but
usually we have 45-minute appointments and some-
times it takes slightly more, and it took me the whole
time to do it. (N10)

I was prepared for a longer questionnaire, but it
wasn’t. (P5).

Suggestions for the implementation of physical health
screening

Improvements in screening

Nurses suggested lightening and condensing the con-
tent of the HIP-F. They described that screening could
be shorter and that some HIP-F items could be left out.
For example, one nurse expressed that asking about tem-
perature in physical health screening is pointless unless
the patient has a cold. However, some of the nurses and
all patients felt that no improvements were needed in
screening for implementation. Some nurses suggested
that the cutoff values could be removed, and the items
could remain just as a checklist for discussion. How-
ever, other nurses thought that the cutoff values should
be retained in screening and that there was nothing to
develop or leave out. In addition, some nurses stated
that items, such as blood pressure, could be assessed
numerically but that there could be additional space for
open narrative text. On the other hand, some nurse par-
ticipants expressed that the assessment might be inef-
fective without cutoff values. Furthermore, participants
expressed that some items could be assessed differently.
Nurses suggested that, for example, instead of asking
patients about their amount of urine output, patients
could be asked about hematuria, and instead of asking
about teeth checks, patients could be asked if they are
brushing their teeth regularly. One patient suggested
that instead of assessing activity levels, patients could be
asked what kind of activity they prefer. Another patient
suggested that sexual satisfaction could be assessed more
broadly, taking sexual diversity into account. In addition,
nurses suggested that the layout and order of the items
could be different: the green and red areas could appear
in green and red on the HIP-F form, and a yellow area
could be added. This was considered to be more effec-
tive in demonstrating to patients their physical health
state and highlighting possible areas which should be
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improved, rather than just discussing about the results
of the HIP-F screening. Nurses stated, that adding yel-
low areas in HIP-F would show patients that although
the result is still in a healthy area, if no improvements are
made, subsequent physical health problems are likely.

I would remove temperature. It should be normal if
you don’t have cold. (N12)

I wouldn’t directly remove anything. (N5)

Yes, I said that I could take all these cutoff values out
of here and keep it just as a check list so these would
be checked with a patient at least once a year. (N3)

However, if there were no cutoff values for activity,
sleep and smoking, then... I think these traffic light
systems would be good if you could get it in color so
that if it is shown to the patient who you now have
this in red, that you should probably do something
about it. (N1)

Therefore, it could be three-part if there were the
traffic light like you said just now, if it was the yellow
light in between as well. (N4,).

Ideas for practice

Most of the nurses expressed that the HIP-F includes
basic physical health items and that conducting health
screening with the HIP-F in clinical practice does not
require any additional training. However, one nurse
expressed that education for talking about sensitive top-
ics, such as safe sex and sexual satisfaction with patients,
is needed. Some of the nurses suggested that the HIP-F
could at least partly be completed beforehand by the
patient before their clinic appointment so the screening
would not take too much time from the appointment.
One nurse suggested that this could happen by using an
electronic version (i.e., a software application) instead
of a paper questionnaire, especially for younger patients
with technical skills. In addition, some of the nurses sug-
gested a separate, longer appointment for patients in the
clinics for physical health screening.

These are just basic things, there is no need for addi-
tional training. (N9)

Yes, some could be doing it in advance, and some
would be that who you would measure the blood
pressure or something together...I think it would be
reasonable, that it would already be...the patient
would have already filled it in beforehand as best
they could and perhaps thought about these things
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in peace at home, so that would speed it up in the
appointment. (N10).

Discussion

As far we are aware, this study is the first study to explore
perceptions among nurses and patients with SSD of
physical health screening. We used the HIP-F profile as
an example of a physical health screening tool. We aimed
to identify possible areas for improvement in the tool and
screening procedures. The study reveals several impor-
tant aspects of how nurses and patients perceive physical
health screening. At the same time, the HIP-F tool was
also found to be arduous and time consuming, which led
to recommendations on key improvements to the tool
and physical health screening procedures.

Our study showed that nurses perceived physical
health screening to be important [27, 68] and that they
appreciated the comprehensive physical health screening
with HIP-F [28, 31]. Nurses expressed that several HIP-F
items were particularly feasible. Patients also found
physical health screening beneficial in improving their
awareness of physical health, which can potentially trig-
ger health promotion conversations between nurses and
patients [18, 28, 31]. Patients in our study were interested
in and satisfied with having regular assessment of their
health status [30, 33, 69-71]. Indeed, the theme ‘facili-
tating engagement’ was identified as a crucial factor for
successful health screening in both nurses’ and patients’
data [26, 27, 30]. Our results are encouraging since previ-
ous studies have revealed that negative attitudes among
nurses and a lack of support may restrict systematic
health checks in mental health services [30, 31]. In some
countries, for example Turkey [72], nurses have stated
that patients are not interested in participating in health
checks. Positive perceptions among nurses towards any
new intervention, including physical health screening,
are important in facilitating the integration of new prac-
tices into patient care [73, 74].

Some divergent perceptions were also found in nurses’
and patients’ perceptions in our study. Patients did not
identify any infeasible or unclear items in their physical
health assessment while nurses identified items regarding
urine, caffeine intake, temperature, safe sex, or sexual sat-
isfaction not meaningful or difficult to complete [37]. The
finding regarding urine problems in patients with SSD
is interesting as polydipsia may lead to water intoxica-
tion [75]. Patients with SSD are also 29 times more likely
to get a urinary tract infection, which is a precipitating
factor for acute psychosis [76, 77]. Sometimes nurses
perceive their subjective clinical view as more crucial in
assessing patients’ health status than using the objective
results of a standard screening tool [78]. In the future,
the core reason for this discrepancy should be explored
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to fully understand nurses’ avoidant behavior in con-
ducting systematic health screening with patients. This
is important because our current results may be con-
tradictory with the reality. For example, although health
screening was seen as an important task in patient care,
the nurses complained that using HIP-F took too much
time, which made them avoid patient health screening.
For example, in the current study out of 47 nurses who
had been asked to conduct HIP-F screenings with their
patients, only 16 were willing to use the HIP-F screen-
ing tool and monitor their patients’ physical health. This
finding is interesting as it highlights the benefit of col-
laboration between nurses and patients when conduct-
ing screening together, as reported in previous studies
[35, 36, 79]. At the same time, nurses expressed that the
screening process was unclear and difficult to follow [17,
29, 80]. To adopt healthy lifestyles, e.g. physical activity
and nutrition, nurses should integrate improvement ini-
tiatives for patient physical health into daily practice by
making small changes [71]. In this study, however, nurses
perceived assessment of patient physical health using
HIP-F as a separate task, which caused double recording
in patients’ health records. This finding concurs with ear-
lier studies that health screening is poorly implemented
into mental health practice [24, 25].

In our study, nurses suggested condensation of the
screening and revising the assessment with more cul-
turally-understandable units of measurements. Item
terminology should also be better suited into clinical
practice [31]. To improve patients’ ability to understand
the results of their health assessment, nurses suggested
use of ‘a yellow traffic light’ as already used in the Chi-
nese Health Improvement Profile (CHIP) [34]. Therefore,
based on the data, some specific health components need
a special effort, such as oral and general hygiene [72]. In
addition, training in talking about such sensitive topics
was suggested, such as topics around sexual health [81,
82]. In addition, general training is needed to improve
nurses’ understanding of the value of specific health
screening items.

All these development ideas are feasible and realistic,
but still leave us without a conclusion as to why these
good ideas are not realized in daily practice. One reason
for this may be nurses’ training needs [83]. For example,
in our study, nurses had worked in mental health setting
on average for over 20 years and still some health issues,
e.g. adverse effects of medication, patients’ difficulties
observing physical health concerns and lifestyle typi-
cal for patients with SSD, were unclear for nurses [2, 3].
Furthermore, organizational culture can affect nurses’
self-confidence in conducting screenings [84] and our
research results revealed that nurses have to prioritize
the time used on an appointment between mental health
and physical health assessment. Patients with SSD may
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not have the ability to fill the screening assessment by
themself before the appointment [45] and may require
the collaboration with a nurse. Moreover, possibilities of
using digital technology [85] in physical health screening
may be underrated.

Trustworthiness

We reflected on the trustworthiness of our study in terms
of its credibility, dependability, conformability, and trans-
ferability [86, 87] as follows. Credibility was confirmed
by selecting the context and participants who had differ-
ent experiences of the topic. By using focus groups and
individual interviews in the data gathering, we gained
knowledge of various experiences, which increased the
possibility of shedding light on the research question
from a variety of perspectives [40]. Credibility was fur-
ther strengthened through presenting the coding process
by illustrating how the meaning units from the inter-
views, extracted codes and categories were produced.
The similarities and differences of the research findings
are shown with representative quotations from the tran-
scribed text. Dependability was improved through open
dialogue among the authors and consistently during the
data collection by asking all of the participants similar
questions [63]. Conformability was achieved by reporting
the research steps carefully. Transferability was increased
by presenting a clear and distinct description of the con-
text, recruitment and characteristics of the participants
and of the data collection and data analysis.

Study strengths and limitations

The current study has some limitations that poten-
tially impact the trustworthiness and transferability of
the findings. Participants were recruited by a purposive
sampling method, which likely caused bias by recruiting
those more interested in discussing the topic [88, 89].
Although nurses were trained to understand the mean-
ing of specific inclusion and exclusion criteria for the
patients, selection bias may still have occurred in the
patient recruitment process and patient data may be
biased toward those patients who are more motivated,
capable and collaborative to join initiatives. All patient
participants were diagnosed with a psychotic disorder
(F20-29), but the sample size was relatively small and
might limit the transferability of the findings to patients
with SSD. Similarly, participants were recruited in one
hospital only and due to their narrow ethnic background
group, this may also may reduce the transferability of the
findings outside Finland.

The qualitative study design itself might have imposed
some limitations in several phases during the study.
The researcher’s presence during the interviews may
have affected the subjects’ responses, even if this is
often unavoidable in qualitative research [88, 90]. The
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researcher conducting the interviews had a deep under-
standing of the research topic based on her experience in
working with persons with SSD. At the same time, hav-
ing strong pre-assumptions may have caused bias due to
a lack of openness to the topic, hence reducing the cred-
ibility. Furthermore, it is possible that the short duration
of interviews limits the depth of understanding of the
topic. Similarly, the small number of nurse participants
in some of the focus groups is likely to have limited the
potential for productive group discussion. Even though
the interviews were conducted individually with patients,
it is possible that the patients were hesitant to openly
share their views to a person who represents a staff mem-
ber. Moreover, the transcripts of the digitally recorded
interviews were not returned to nurses or patient par-
ticipants, so member checking of transcripts and cat-
egories was not carried out. Formal backtranslation was
not conducted for the data, which might also decrease
the credibility of the results. Regardless of these limita-
tions, the study has some strengths and consists of rich
and informative data regarding the perceptions of nurses
and patients.

Conclusions

Our study results offer a novel diversity of perceptions
from nurses and patients toward physical health screen-
ing in mental health settings. Patients with schizophrenia
spectrum disorders are willing to participate in physical
health screening. Although nurses found the HIP-F to be
too long, they showed interest in assessing their patients’
physical health and suggested improvements to develop
screening to improve its feasibility in clinical practice.
Physical health screening should be clear, easy to use
and relatively quick. Developing and improving health
screening to better suit clinical practice, for example in
their length, would further support professionals in con-
ducting and encouraging patients to participate in physi-
cal health screening. With this detailed knowledge of
perceptions of screening, further research is needed to
understand what factors affect the implementation fidel-
ity of physical health screening in clinical mental health
practice and to gain an overall understanding on how to
improve such implementation.

Implications

Several studies have emphasized the position of nurses
in the assessment of physical health [28, 68, 73]. In order
for patients to benefit from the results of physical health
assessments in clinical practice, it is crucial that the treat-
ment guidelines are followed, assessment results are
available in patient record systems and actions are com-
pleted according to health promotion plans. Our findings
can be used in supporting professionals to collaborate
with patients to participate in physical health screening.
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Our results are also useful in planning curriculums
in nursing education and clinical settings. Finally, our
results should encourage nurses to implement regular
physical health screenings for patients with SSD followed
by appropriate effective health promotion interventions.
For effective physical health screening and preventing
physical comorbidity and premature deaths, the percep-
tions explored in our study can be taken into consider-
ation by those who develop screening procedures and
health screenings for clinical practice.
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