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Abstract

 

People with mental illness have higher mortality and morbidity rates than the general 

population. There is a raft of reasons why this occurs but includes stigma and discrimination, 

poorly connected health services with unclear professional role clarification and the illness 

itself.  Adolescence is a common emergent stage for mental illness development and is 

therefore a target stage for health education, promotion and wellbeing into adulthood.  

Habits formed during adolescent are highly likely to be carried through into adulthood. 

The aim of this study was to explore and describe the views that adolescents hold in regard 

to their physical wellness. The objectives were to: assess the knowledge of adolescents 

receiving treatment for a mental illness on their views of physical activity and its importance 

into adulthood, establish the support and education adolescents might require from the 

multi -disciplinary team to maintain physical health into adulthood and determine any 

strategies that would serve an education purpose on maintaining physical health into 

adulthood. 

A qualitative study using an exploratory descriptive design has been undertaken. 

Convenience sampling was used to interview six adolescents who had been admitted to a 

mental health facility. Open coding was used to identify categories, themes and sub-themes. 

The categories identified from the themes were 1) Knowledge of the body 2) Exercise impact 

on mental state and 3) Motivation to exercise or not. The finding indicated that adolescent 

mental state and motivation levels have a major impact on their levels of physical activity of 

which they require additional support from health professionals to complete. Adolescents 

are knowledgeable on how physical activity can improve their mental state and wellbeing 

however this group had little interest in how physical activity affected their physical 

functioning. Though they were concerned and interested in how physical activity could affect 

their physical appearance. 
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1 Chapter One - Background 

1.1 Introduction 

In this chapter, the researcher will provide the background to this thesis, as well as the 

operational definitions. I will then discuss the altered life course that developing a mental 

illness during adolescents can have on all aspects of life and the importance of taking action 

early to promote better health outcomes into adulthood.  From this will emerge the 

identified research problem and study purpose. The research methodology will be 

introduced including sampling strategies, data collection, analysis and ethical consideration 

and a short explanation of what Chapters Two to Five will contain will be provided. 

Twenty years working in mental health is a long time, sadly in this time it seems that little 

has changed to improve the physical health of those dealing with mental illness. A lot of work 

has gone into what is wrong with mental health and the trajectory that many patients find 

themselves on such as co morbidities, reduced life expectancy and less than ideal treatments 

for their physical health. The reduction in life expectancy today remains largely unchanged 

for people with a major mental illness when compared to those people that do not have a 

mental illness. 

1.2 Operational Definitions 

The following operational definitions are provided for terms that are central to this thesis 

and will enable the reader to grasp the context of the study.  

Equally well is defined by Te Pou (2015) as a framework for collaborative action to improve 

the physical health of people who experience mental health and addiction problems, and it 

will be referred to as such in context of this study. 

Adolescent is a term that is not well defined with varying inconsistencies between countries. 

Typical adolescent years relate to age and roles in communities and can range from 10 to 24 

years (Sawyer et al., 2012). For the purpose of this study adolescent will refer to 16 and 17-

year olds. 

Multidisciplinary team (MDT) is a team that facilitate a holistic approach to treatment and 

care for patients (Ministry of Health, 2012). The Child Adolescent and Family MDT consists of 
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Nurses, Medical Staff, Social Workers, Occupational Therapists Psychologists, Pukenga 

Atawhai (Māori Mental Health Advisor and Assessor), Physiotherapists and Dietitians.  

Leave status is a term used following a risk assessment to determine if a person is “safe” to 

have leave or not. Varying degrees of leave include independent leave on one’s own and 

leave off the unit accompanied by staff. 

Baseline refers to a measure or evaluation of a person’s health or understanding at a point 

in time, to enable determination of improvement or decline in mental health at later stages 

of assessment/evaluation. 

Child Adolescent and Family unit refers to a regional inpatient unit providing care for children 

and adolescents with emotional, psychiatric, learning and anxiety disorders that cannot be 

managed or effectively treated within the community setting (Service Provision Framework 

(SPF), 2016). 

Physical Wellness can be defined as the active process of awareness and choices toward a 

healthier lifestyle (van Rebsburg, Surujlal & Dhurup, 2011) along with the ability to cope with 

life stressors. 

Physical Activity is defined as any bodily movement produced by skeletal muscles (Caspersen, 

Powell & Christensen, 1985). 

Physical Health is the ability of the body to mount a protective response in order to reduce 

harm and maintain health status (Huber, Knottnerus, Green, van der Horst, Jadad, Kromhout, 

Leonard, Lorig, Loureiro, Schnabel, van der Meer, Smith, van Weel & Smid, 2011). 

Exercise is physical activity that is planned and purposively undertaken in order to maintain 

or improve physical fitness (Caspersen, Powell & Christensen, 1985). 

Mental Illness is the diagnosis of Schizophrenia, Major Depressive Disorder, Bipolar Disorder, 

Schizoaffective Disorder and / or addiction (Te Pou, 2014). 

1.3 Background 

Equally Well is a programme of collaborative action to address longstanding and 

unacceptable inequities in health outcomes between people with mental health problems 

and their counterparts in the general populous (Te Pou, 2016). Currently, people with a 

mental illness have a life expectancy of up to 25 years less than those who do not. In providing 

mental health care patients with education, treatments and follow up care for their physical 
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health, equivalent and possibly greater than that of the general population, will allow this life 

expectancy gap to be reduced. 

The World Health Organisation (WHO) (2014) points out that anything that happens during 

a particular life phase has greater impact in the following life phase and beyond. For example, 

the events that happen in childhood affect adolescence and what happens in adolescence 

affects adulthood. Therefore, if health promotion and education were targeted during 

adolescence, this potential would be recognised in adulthood and lifestyle choices. 

Mental illness often strikes during adolescent development and can interrupt education, 

which has long-term impact on employment, income, resources, self- esteem and social 

connectedness. Psychosis specifically, has an immediate impact on a young individual’s 

development of sense of self, personal life direction and future health outcomes (Curtis, 

Newall, & Samaras, 2012). Adolescents make positive or negative lifestyle choices and during 

this time, they are susceptible to unacceptable risky behaviour, which can be imprinted.  

Thus, the presence of psychosis in adolescence has the potential to impact on a lifetime of 

physical health outcomes.  

Adolescent patients within the Child Adolescent and Family Mental Health Service (CAFMH) 

at a regional facility of a DHB can develop metabolic syndrome regardless of their young age. 

This may result in them dealing with risk factors that greatly increase the likelihood of 

developing serious physical health complications much earlier in their lives. When left 

untreated metabolic syndrome reduces life expectancy.  Metabolic syndrome is a 

constellation of interrelated risk factors of metabolic origin that appear to directly promote 

the development of atherosclerotic vascular disease (Grundy et al., 2005, p.2735) and are 

evidenced by high cholesterol, high blood pressure and elevated blood glucose levels.   

Adolescents receiving treatment in a mental health facility are often prescribed medications 

that contribute to rapid weight gain and often exhibit lifestyle factors that contribute to poor 

health outcomes such as type 2 diabetes, cardiovascular complications, inactivity, smoking 

and high fat diets, which heighten the possibility of developing metabolic syndrome. 

Laugharne and Waterreus (2009) propose that early screening of metabolic syndrome can 

facilitate interventions and lifestyle modifications to reduce the risk of early morbidity and 

mortality from complications of metabolic syndrome. 
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1.4 Authorial Declaration 

Caelli, Ray, and Mill (2003) have suggested that in qualitative descriptive studies, the 

theoretical positioning of the researcher should be made explicit, which can be done by 

describing the researcher’s disciplinary affiliation; what brought them to the research topic, 

and any assumptions they make about the topic of interest. These factors have been 

incorporated into the researcher's authorial declaration.  

The motivation for this research topic has come after more than 20 years of full time mental 

health nursing, starting as a Registered Nurse in a regional rural adult inpatient unit, through 

to the position of Charge Nurse Manager for a regional South Island Child Adolescent and 

Family Inpatient Unit. My current role resembles many similarities within mental health that 

existed when I first commenced work in this field. These similarities include the blinkered 

split between mental health and physical health facilities, the less than optimum treatment 

of mental health patients in such places as the emergency departments, stigma and 

discrimination, which comes about often from a lack of understanding. Mental health 

patients can be labelled with, not wanting to help themselves and often behave in ways that 

are not socially unacceptable. These people would certainly not behave in this manner if it 

were not for an illness or altered mental state. 

I believe, as nurses, it is necessary to provide holistic care for patients, which encompasses 

the entire person - mental, physical, psychological, social and spiritual care. Watson’s theory 

of human caring aligns well with my personal view of nursing.    

I started this study in order to understand what adolescents know about physical health so 

that this knowledge could provide a platform for further work to develop, be it the 

adolescence themselves or support and encouragement from staff within the mental health 

setting. Taking action before a health problem develops is easy to say and far more difficult 

to carry out but this does not mean we should not work toward the improvement of 

outcomes. 

1.5 Problem Statement 

It would appear that adolescents within this CAFMH service are less focused on physical 

activity and the benefits it may offer them in the future. It is important to provide education 

on physical activity during this life stage to support the development of physical wellbeing 

into adulthood. This dilemma however is multi-faceted, the nature of adolescents is that they 

take risks and want to make their own decisions about life. WHO (2014) report that 



5 
 

adolescence is the life stage where lifestyle choices that lead to major health problems in 

adulthood often begin such as smoking, alcohol use, inactivity, obesity, and poor diet choices. 

Peer pressure can hugely influence life style choices and if a peer group encourages negative 

life style choices it is very hard to break away. The health system in New Zealand does not 

adequately support and enable people with a mental illness to access and receive the 

healthcare that the rest of the population demand as a right. Stigma and discrimination can 

affect every aspect of health care, right from self-discrimination, family and friends, mental 

health staff and the wider communities. Within the role of the mental health worker there is 

a constant juggle of workload pressures that must be managed in a fiscally responsible 

manner and often physical health promotion is at the end of the list. 

1.6 Purpose of the Research 

The purpose of this research is to explore the knowledge of 16 / 17-year-olds (adolescent) 

who are treated at the Child Adolescent and Family Health Service in a specific District Health 

Board on physical health and suggest strategies that could be implemented to improve their 

physical health. 

1.7  Study Aim 

The aim of this study is to explore and describe the views that adolescents hold in regard to 

their physical wellness. 

1.7.1 Research Question 

The research question for this study is: What would 16 / 17-year-old inpatients within a 

mental health service require to maintain physical wellness into adulthood, and what would 

the strategies be to support them in achieving this goal? 

1.7.2 Objectives 

To answer the research question the following objectives are set: 

• To assess the knowledge of adolescents with mental health illness receiving 

treatment, on physical health and its importance in adulthood. 

• To explore what adolescents with mental health illness and receiving treatment, 

require from the multidisciplinary team to support and educate them in maintaining 

their physical health as adults. 
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• To develop strategies that could be integrated into ward programmes for 

adolescents with mental health illness and receiving treatment, that would serve an 

education purpose on maintaining physical health into adulthood. 

1.8 Significance of the Research 

 Equally well is an obtainable state but remains a difficult and complex situation to solve. To 

do nothing for the physical health of those with mental illnesses is to consider the present 

health inequalities of some adolescents as acceptable. When a physically healthy adolescent 

is exposed to increased physical health risks because of mental health treatment, education 

and support needs to be available to minimise this risk and improve overall health. 

If health-promoting education can be tailored at an early age and stage of illness, better 

overall health outcomes could be achieved.  Early intervention and prevention would provide 

the opportunity to avoid later adult physical health problems and improve personal wellbeing 

and productivity (Kieling et al., 2011, p.1515). Te Pou (2014) believe support needs to be 

offered to make the connection to how people with mental illness are affected physically and 

guidance provided on personal goals and changes to enhance their physical wellbeing. 

It is anticipated that this study will inform and improve the current inpatient education 

programme offered to adolescents within the Child Adolescent and Family service. It is also 

hoped that the MDT will be provided with greater understanding of the physical health 

requirements of adolescents in order to positively affect their health outcomes into 

adulthood.  

1.9 Limitations 

This is a study of limited scope and is intended to provide information for adolescents. It will 

be limited to a small group of adolescents and staff; therefore, it will not be possible to 

generalise the findings to the whole of New Zealand.  

As the researcher is working in the environment where this research will be done, she is an 

insider. Insider research refers to people conducting research within their own working 

environment. This has both advantages and disadvantages, which is important to recognise 

when conducting subjective qualitative research (Asselin, 2003). Advantages include a shared 

knowledge and language, a bond between researcher and participant along with an in-depth 

knowledge of the unit culture (Asselin, 2003).  This study will involve the researcher as the 

Charge Nurse conducting research with adolescents who are current inpatients, which could 
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present challenges. Disadvantages of this relationship will include power imbalances 

between Charge Nurse and patient, the risk that strong data will be lost because of 

assumptions already established and a loss of objectivity. Information may be uncovered 

which might be perceived as critical, requiring the researcher to maintain an open mind in 

order to maintain the trustworthiness of the study. It will be essential that bracketing (Sorsa, 

Kiikkala, & Astedt-Kurki, 2015) be applied to prevent bias and promote accuracy. 

1.10 Inclusions  

The participants for this study will be 16 – 17-year olds inpatients, regardless of ethnicity, 

gender and sexual identity within the Child Adolescent and Family Service. The adolescent 

must be assessed at a risk level where they have independent leave or leave with staff. All 16 

– 17-year-old inpatients that meet the inclusion criteria and are inpatients during September 

2017. 

1.11 Exclusions 

• Adolescents younger than 16 years and older than 17 years. 

• Adolescents that receive mental health treatment who also have a moderate to 

severe Intellectual disability, have significant developmental delay or are assessed at 

a higher risk     level where they have no leave from the inpatient unit. 

• Any adolescent presenting with eating disorder cognitions. 

1.12 Research Method  

For this study a qualitative, exploratory descriptive approach has been selected which will 

adopt an epistemological pluralism (different ways of knowing and caring). Sandelowski 

(2000) describes qualitative, descriptive studies as having the goal of a comprehensive 

summary of events in everyday terms of those events.  The nursing theory by Jean Watson 

(1979) will be used as a theoretical model of the holistic science of caring. Watson’s 

theoretical ontological viewpoint of caring is a manifestation of a way of being in the world 

(Watson & Smith, 2002). Watson believes nursing is concerned with health promotion, 

restoration and illness prevention, which aligns well with this research proposal.    

An interpretivist framework will be utilised for this study to interpret the subjective 

information. The truth of a situation can be found in the self-understandings of participants, 

with the truth being discovered by thought rather than observation (Hopkins, 2002). 
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However, Sandelowski (2000) states qualitative descriptive studies stay close to their data 

and to the surface of the words. This study is subjective and adopts inductive reasoning 

meaning that there are multiple realities and through specific findings, a greater 

understanding will develop. Nicholls (2017) describes inductive reasoning as being a 

qualitative methodology principle where theory is developed. This study like other generic 

qualitative studies emerge out of a constructivist philosophy whereby humans construct 

knowledge out of their subjective engagements with objects in their world (Caelli, Ray & Mill, 

2003). 

The aim of qualitative descriptive research is neither thick description (ethnography), theory 

development (grounded theory) nor interpretative meaning of an experience 

(phenomenology), but a rich, straight description of an experience or an event (Neergaard, 

Olesen, Andersen & Sondergaard, 2009). This type of research methodology provides an 

interpretive description of events and presents a comprehensive summary in everyday terms 

(Sandelowski, 2000).  Therefore, it is a suitable methodology when looking to determine 

“what” is known.  

1.13 Research Design 

1.13.1 Population and Sampling 

Convenience sampling will be utilised to select 16 – 17-year olds that are currently receiving 

care from the CAFMH service in Canterbury. The goal of convenience sampling is to obtain 

participants who are readily available and accessible for the purposes of study (Abrams, 

2010).  

1.13.2 Data Collection 

The ideal is to use semi-structured focus interviews. The interviews will be conducted in a 

place determined by the participants. Interviews will be audio recorded and transcribed 

verbatim. Printed copies will be destroyed, and typed transcriptions saved for seven years in 

the researcher’s computer, which is secured by password entry. 

Sandelowski (2000) states that data collection for the qualitative descriptive studies 

techniques usually include minimally to moderately structured open- ended individual and 

or focus group interviews. 
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The interview schedule for this study were based on the following questions: 

• What do you know about physical exercise and what does this mean to you. 

• What do you currently do that you consider as physical exercise? 

• What would encourage you to be physically active? 

• How could the Child Adolescent and Family Unit work with you to improve your 

interest in physical activity? 

• What do you consider to be physical exercise? 

1.13.3 Data Analysis 

Qualitative content analysis is the analysis strategy of choice in qualitative descriptive studies 

(Sandelowski, 2000). Content analysis can be applied to a wide variety of research studies 

and this study will use an inductive approach. Content analysis has three phases – 

preparation, organising and reporting, with the aim of content analysis being to condense 

many transcribed words into smaller and more manageable data categories. In the 

preparation phase, codes are systematically applied, but they are generated from within the 

data (Sandelowski, 2000).  However, content analysis allows for flexibility in the codes and 

coding which can develop and change as the data is digested. Qualitative descriptive 

approaches require low interpretation, so care needs to be taken to allow the data to clearly 

come through. Sandelowski (2000) states that qualitative content analysis is the least 

interpretative of the qualitative analysis approaches in that there is no mandate to re-present 

that data in any other terms but their own. 

1.14 Ethics 

Prior to commencing this study ethical approval were sought through the Health and 

Disability Ethics Committee (HDEC), the research ethics and approval committee (REAC) of 

the Eastern Institute of Technology (EIT) and locality approval sought through the Specialist 

Mental Health Service (SMHS) research committee of the DHB. This approval process aimed 

to ensure that the vulnerable are protected, privacy issues are identified and mitigated, the 

health information privacy code (1994) is adhered to, and benefits and risks outlined.  All 

research will comply with the health and disability service consumer’s code of rights (1996). 

The Treaty of Waitangi and the concepts of protection, partnership and participation were 

considered because a participant could identify as Māori and the findings will need to 

consider the ethnicities of all adolescents. Cultural support and guidance will be provided by 
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the Child Adolescent and Family Pukenga Atawhai (Māori Mental Health Cultural Advisors 

Assessor).  

1.15 Literature Control 

In keeping with a qualitative study design, which is contextual and dynamic process, 

literature searches have been undertaken in response to the findings of the study. This 

literature has been incorporated into the discussion in Chapter 4 to illustrate and 

substantiate the research findings, and to highlight deviations between the findings of this 

and other research studies. This process is expected to enhance the study findings. 

1.16 Outline of the Study 

This was a qualitative exploratory descriptive study using semi-structured interviews with a 

convenient sample of adolescent mental health inpatients over a set period of one calendar 

month. Chapter 1 provides the background for this research. Chapter 2 is a description and 

discussion of the relevant literature related to the study topic. Chapter 3 provides a thorough 

discussion of the research methodology used throughout the study. Chapter 4 reports the 

findings of the study. Finally, Chapter 5 provides a discussion of results with respect to the 

study question; study limitations and recommendations for further research are made. 

1.17 Summary 

In this chapter, the research study is introduced, with specific mention of operational 

definitions. The background to the study and an authorial declaration are provided. A 

problem statement is provided, followed by the purpose, research questions, and aims and 

objectives of the study. The significance of the study is outlined, and exclusions identified. 

The research method is discussed, with reference to design, population sampling, data 

collection and analysis. Ethical requirements are outlined. Chapter Two will provide a 

literature review relating to adolescent physical health within a mental health setting, with 

reference to practice in the Canada, the United Kingdom, Australia, and New Zealand.  
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2 Chapter Two - Review of the literature 

 

2.1 Introduction 

Chapter One has outlined the background and rationale for this study, including the proposed 

research design. In keeping with the nature of a qualitative methodology, major themes from 

published research and professional sources will be reviewed and discussed in this chapter 

to outline the context in which this study has been done.  

2.2 Literature Review Strategies 

A literature search of relevant databases was employed to identify recent knowledge about 

adolescents being treated for a mental illness, views on physical health to establish a 

theoretical framework for this study. Research articles published since 2000 relating to 

adolescence mental health and their physical healthcare needs was accessed. Databases 

used were EBSCO, Cinahl, ScienceDirect, and Google Scholar. The following key phrases were 

used for searches in the databases: “adolescence mental health” AND "physical healthcare".   

Very few research studies found focused on adolescents, and most were more general in 

nature focusing on the adult mental health population.    

2.3 Adolescence Mental Health 

The international human rights treaty for the convention on rights of children (UNCROC) was 

ratified in 1990 by almost all countries including Australia, Canada, United Kingdom and New 

Zealand (Ministry of Social Development, n.d.). This treaty guides governments and policy 

makers to consider the rights of children at all times and uphold the intent of this treaty in 

all aspects of their care. In relevance to this study the convention states that all children are 

required to enjoy the highest attainable standard of health (United Nations General 

Assembly, 1989).    

The adolescent life stage is a relatively new phenomenon in healthcare and as such 

healthcare systems and research has tended to focus more on child and adult health (WHO, 

2014). As we move toward future health planning adolescence has become a key stage to 

predict adult health outcomes (Raphael, 2013) with a substantial proportion of mental health 

problems in adulthood originating early in life (Kieling et al., 2011). The WHO (2014) report 
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on health for the world’s adolescents has prioritised adolescent mental health as an 

emerging priority for health systems worldwide and state that many non-communicable 

diseases begin in adolescence and are reinforced into adult behaviours. Raphael (2013) states 

that poor lifestyle choices such as cigarette and alcohol use, unhealthy diets and a lack of 

physical activity have a serious impact on health outcomes with a direct link to reduced life 

expectancy when left untreated.  This contributes to non-communicable diseases such as 

type 2 diabetes and cardiovascular diseases (John, Koloth, Dragovic & Lim, 2009).  

A focus on adolescent health is central to the success of many public health agendas reducing 

the burden of health problems into adulthood (Catalano et al., 2012), including the emphases 

on mental health, injuries, and non-communicable diseases. Raphael (2013) states that 

health services that wish to avoid later life health issues target adolescent health. Strategies 

that place the adolescent years centre stage provide important opportunities to improve 

health (Sawyer et al., 2012), both in adolescence and later in life (Sawyer et al., 2001). 

Catalano (2012) suggests that adolescent problem behaviours that increase the likelihood of 

morbidity and mortality are largely preventable. The primary approaches to ameliorate these 

behaviour problems are health promotion, prevention, treatment and collaboration between 

health care services (Colton & Manderscheid, 2006). 

Physical health care within a mental health setting is challenging, as is the care of the 

mentally ill in a physical health setting. It has been known for many years that the mentally 

ill have a greater chance of reduced life expectancy than the general population (Robson & 

Gray, 2007, Thornicroft 2011, Colton & Manderscheid, 2006), even though they make similar 

lifestyle choices. Yet little has been achieved in significantly reducing this gap between the 

mentally ill and the general population. Thornicroft (2011) published a paper in the British 

Journal of Psychiatry suggesting that people with mental illness are categorically valued less 

than others in society. Health care barriers that people with mental illness experience include 

a reluctance communicating physical health needs, low motivation and difficulty 

comprehending their physical health conditions (Lambert & Newcomer, 2009) and that they 

have enough to deal with their mental illness. Lawn (2012) points out that health 

professionals just do what they can and the problems relating to inadequate care of physical 

health continues.  People presenting with a physical illness that have a diagnosed mental 

illness often have their symptoms connected to their mental state (Lambert & Newcomer, 

2009) as opposed to their physical state by health professionals (Thornicroft, 2011). This 

judgement is a failing of the health care establishments to provide holistic integrated health 

care between general and mental health sectors (Lambert & Newcomer, 2009). 
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John et al. (2009) believe that when people are aware of the risk of metabolic syndrome and 

their current unhealthy lifestyle factors then a window of opportunity to change exists. This 

window exists during adolescence, as it is a life stage of critical periods of rapid human 

development ideally targeted for health intervention (Robson & Gray 2007) initiated at the 

start of treatment. According to Due et al. (2011) the biological, social, behavioural, and 

relational changes of this life period may lead to special windows of susceptibility and imprint 

behaviour, health, and lives in ways, which profoundly influence future health. This viewpoint 

can support the adoption of positive or negative lifestyle choices. In contrast to Due et al. 

(2011) Taddeo, Egedy and Frappier (2008) state that adolescents who are experiencing 

emotional, social, family or mental health problems struggle more with adhering to medical 

regimes, which would imply that these adolescences are unlikely to adopt healthy lifestyle 

choices. Similarly, this point of view may require an integrated comprehensive multi- 

pronged approach. Adolescent health problems continue into adulthood if left untreated but 

is also a likely “treatment and policy point” for the prevention of adult health inequalities 

(Due et al., 2011). In order for positive change to occur an increase in mental health clinician 

education in physical health (Lambert & Newcomer, 2009) along with an increased integrated 

and collaborative physical and mental health care services. Robson & Gray (2007) report that 

mental health nurses in UK have limited knowledge in physical health monitoring and 

physical health nurses have limited knowledge of mental health.  

Health services need to work together as physical and mental health are not able to be 

separated (Colton & Manderscheid, 2006) and focus education strategies around knowledge 

and self-responsibility whilst acknowledging that success rates may be less than desirable. 

Steinburg (2004) further suggests that attempts to reduce adolescence risk taking through 

interventions designed to alter knowledge, attitudes or beliefs have proven remarkedly 

disappointing (p.39). Robson & Gray (2007) believe that lifestyle interventions can be 

successful for people with mental illness if programmes are tailored to account for deficits 

attributed to the mental illness. 

2.4 United Kingdom 

The United Kingdom has a separation between health care providers like New Zealand, where 

mental health and physical health speciality care are provided separately. In 1999, the 

National Service Framework for Mental Health (Department of Health, 1999) spelt out 

national standards for mental health within the United Kingdom. The primary target for this 

report was working age adults (Thornicroft, 2000) with Child and Adolescents barely 
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mentioned. This report concentrated largely on mental health and wellbeing. Physical health 

was not mentioned although we know that mental and physical health is interconnected 

(Colton & Manderscheid, 2006). 

 In 2011 the mental health strategy (Department of Health, 2011) No health without mental 

health was published setting six clear objectives which includes physical health and stigma. 

However, the Department of Health (2014) reported that people who use mental health 

services. It is also stated that there was no impact yet on the enormous gap in physical health 

outcomes for those with mental health problems.  

The strategy (Department of Health, 2011) states that physical and mental health are closely 

linked – people with severe and prolonged mental illness are at risk of dying on average 15 

to 20 years earlier than other people – one of the greatest health inequalities in England. 

Two thirds of these deaths are from avoidable physical illnesses, including heart disease and 

cancer, with smoking a major contributing factor. There is also a lack of access to physical 

healthcare for people with mental health problems. This mirrors the health strategies of 

other countries although nothing is mentioned about preventing or limiting the impact of 

physical illness from developing which commonly commences during adolescence.   

The, Five year forward view for mental health (National Health Service, England, 2016) 

strategy hoped that by 2020/21, at least 280,000 people living with severe mental health 

problems in the United Kingdom should have their physical health needs met. They hope to 

provide screening and secondary prevention reflecting their higher risk of poorer physical 

health with the aim of reducing the health inequalities gap and provide longer-term fiscal 

savings.   

Future in mind: Children and young people’s mental wellbeing launched in 2015 with the goal 

of providing better mental health care for children and adolescents. This document 

acknowledged that commonly mental illness develops during adolescent and yet care for 

these adolescents is often missing, stating that 75% of mental health problems in adult life 

start by the age of 18 (England, N.H.S, 2015, p13).  

The UK Government has made it clear that their commitment to mental health services for 

people of all ages have parity of esteem (Millard & Wessely 2014) with physical health 

services. They called on all parts of the health system to put children, young people and their 

families’ right at the heart of decision-making and improve every aspect of health services – 

from pregnancy through to adolescence and beyond (Department of health 2011). 
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2.5 Canada 

In 2012, the Mental Health Commission of Canada produced their first mental health 

strategy, Changing direction, Changing Lives that sets out future direction for change and a 

blue print for mental health to base their services on. This health strategy is similar to those 

of other countries and follows a trend of greater development to a more holistic, one stop 

shop, of primary healthcare and collaborative mental healthcare, whereby all individual’s 

health needs will be attended to (Mental Health Commission Canada, 2012).  

This strategy acknowledges that this problem is not an easy fix for the country. Canada has 

fallen short when it comes to the mental health of its young people through a lack of 

promotion and early interventions stating that “Child and youth mental health has been 

orphaned within a mental health system that is itself orphaned within Canadian health care” 

(Mental Health Commission Canada, 2012). Leitch (2007) reports that Canada has room to 

improve in its health care for children and adolescents and recommends five actions, which 

includes improving mental health services for children and adolescents. This said, Canada 

does have some positive and practical activities set up to promote physical activity such as 

Evergreen, which was developed from the Child Youth Advisory Committee (CYAC). 

Evergreen (Kutcher & McLuckie, 2011) supports the development of initiatives to guide and 

develop programmes for the betterment of child and adolescent mental health across 

Canada. Mood walks is an Ontario initiative developed for young people with a mental illness 

to promote both physical and mental health (Nisbet & Lem, 2015). 

2.6 Australia 

The Australian health service similarly to United Kingdom and Canada has a health system 

whereby health services traditionally focus only on the problem or illness presented with 

(Sawyer et al., 2001) and the same issues arise resulting in poorer health outcomes.  Funding 

available within the health system falls short of providing people with mental health 

problems, the full holistic care they need to reach their potentials (National Mental Health 

Commission, 2017). The National Mental health commission (2014) report states that it is 

clear the mental health system has fundamental structural shortcomings resulting in poorly 

integrated and planned care. The Road Map for National Mental Health reform 2012 – 2022 

(Council of Australian Governments, 2012) aims to develop mental health services from a 

person-centred stepped approach with a new service design, early intervention, prevention 

and promotion. 
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A major theme in Sawyer (2001) report is that there is a need to provide care for a 

considerable proportion of the child and adolescent population and with the competition 

within health for limited resources then alternative strategies need to be adopted in relation 

to promotion, prevention and treatment. Nagel et al. (2011) report supports the view that 

there is a clear need to adopt holistic approaches to care in mental health especially for the 

adolescence group that are particularly vulnerable and lack of treatment at this stage 

contributes to worsening adult health outcomes. Similarly, Walter et al. (2008) study of 

Australian Psychiatrist practices of prescribing and monitoring of antipsychotic medication 

side effects found that there was a clear gap between knowledge and clinical practice 

although this study could not clearly define the reasons for this. Nagel et al. (2011) reports 

that many strategies for promotion, prevention and treatment of mental illness are available 

but changing the practice of clinicians at the coal face presents many challenges, with training 

alone not being sufficient to bring about positive sustained changed. 

The Fourth National Mental Health Plan 2009- 2014 (Australian Health Ministers, 2009) for 

Australian states that different service sectors do not always work well together, or have an 

understanding of other roles, responsibilities or limitations. Developing better reciprocal 

understanding and awareness will support better joint service development and delivery that 

addresses the physical and mental health needs. This will also support a 'no wrong door' 

approach, and lessen the frustration experienced by consumers, their carer’s and families.  

In 2017, Professor Tim Lambert reported that Australia was in a state of nihilism and neglect 

and called for action. People with a serious mental illness required physical health care from 

the onset and not once problems start to develop.  

The latest mental health document, the road map for national mental health reform 2012-

2022 (Council of Australian Governments, 2012) states that mental health reform in this 

country is ongoing and evolving and that by 2022 Australians would enjoy the same access 

to mental health care as they do to physical health care today.  However, Rattan 2012 

following an interview with Professor Ian Hickie reported that we have not set about any 

serious response to the appalling physical ill health and premature mortality experienced by 

those with enduring mental disorders.  

2.7 New Zealand 

In 1998, the Blueprint for mental health services in New Zealand: how things need to be 

(Mental Health Commission, 1998) set out a framework for mental health services in New 
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Zealand. Subsequently the mental health commission produced the Blueprint II Improving 

mental health and wellbeing for all New Zealanders: how things need to be (2012a) and its 

companion document Blueprint II improving mental health and wellbeing for all New 

Zealanders: making change happen (2012b).  These mental health commission documents 

influenced government policy development and strategic direction (Mental health 

commission 2012a). 

As mental health services have developed it was recognised that mental illness does not 

respect the silos and health services separation that have been created by fragmented health 

services (Mental Health Commission, 2012). People with mental illness need to be able to 

move easily from one service to another, whether they be general health or mental health 

services. (Mental health commission, 1998) This is still something that health services are 

struggling to achieve some twenty years later with access to services remaining variable 

(Ministry of Health, 2012). 

The most recent ministry of health document, rising to the challenge - the mental health and 

addiction service development plan 2012-2017 is a framework setting out how mental health 

services will be delivered in New Zealand. The mental health vision in New Zealand over the 

last 20 years has shifted focus from hospital specialist care to a greater emphasis on primary 

care within communities with a strong recovery focus (Ministry of Health, 2012). MOH (2012) 

has identified an overarching theme of assisting health services across the spectrum to 

collectively take action to achieve four core goals including preventing adverse events for 

adolescents and improving physical health. Antipsychotic side effects promote metabolic 

syndrome, which contributes to physical health problems. The MOH (2012) states that the 

workforce will collaborate in building capability for addressing physical health issues and for 

collaborating with general health services to address people’s physical health needs (p60). 

Clinicians acknowledge this concern but for some reason there appears to be a disconnect 

between concern and monitoring (Walter et al. 2008) and that concern alone is not enough 

to promote a change in current levels of practice monitoring. 

2.8 Comparison and Contrast 

The United Kingdom, Canada, Australia and New Zealand have remarkably similar views, as 

they believe their mental health services should be and the direction they need to head. 

Governments throughout the world and health professionals across disciplines have a 

greater awareness of the importance of mental health issues to the overall health of 
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individuals, communities, cities and entire populations (World Health Organisation, 2005). 

All four countries discussed have adopted the viewpoint of mental health promotion, early 

interventions and treatments, which have all been incorporated into their policy and health 

strategy documents. With the call for greater health integration and collaboration across 

health services. They all recognise the finite health funding resource and the cost attributed 

to the burden of disease. It is recognised that mental health is not solely fixable through 

health services and that agencies such as housing, education and employment need to be 

part of this greater collaboration (Mental Health Commission, 2012a, Ministry of Health, 

2012, Australian Health Minister, 2009, Council of Australian Governments, 2012, 

Department of Health, 2011, Department of health, 2014, England NHS, 2015, England NHS, 

2016, Mental Health Commission of Canada, 2012).  

Early intervention is seen as essential is reducing the lifetime health impact throughout adult 

(Mental Health Commission, 2012b, Ministry of Health, 2012, Australian Health Minister, 

2009, Council of Australian Governments, 2012, Department of Health, 2011, Department of 

health, 2014, England NHS, 2015, England NHS, 2016, Mental Health Commission of Canada, 

2012) which often emerges during adolescence. This is increasingly important, as the 

prescribing of antipsychotics to children and adolescents has increased dramatically (Walter 

et al., 2008) over the last 20 years.    

2.9 Summary 

The major themes of the literature have been reviewed and discussed to outline the context 

in which this study has been done. Adolescent mental health is an emerging health concern 

world-wide and a major focus of government health systems and fiscal concern however if 

real headway is to be made then a change for all health clinician practices needs to be 

adopted which will take additional resources along with strong guidance and leadership. 

Stigma and discrimination has been identified as major barriers, which need to be broken 

down and eroded. Acceptance and greater support for all mental health patients as early as 

possible will reduce the longer-term effects that mental health can have on a person life 

trajectory. 

In chapter Three the nature, context and objectives of the study will be described. A 

description will be provided of the data collection and analysis, including an explanation and 

justification for sampling methods, the data collection process, and data analysis. Ethical 

considerations, the research methodology used, and researcher reflexivity will be discussed.  
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3 Chapter Three - Research Methodology and Process 

 

3.1 Introduction 

Chapter Two provided a review of the literature relating to the context in which adolescence 

mental health is addressed and understood in Canada, the United Kingdom, Australia, and 

New Zealand.  

This chapter describes the nature, context and objectives of the study.  It also provides a 

description of the process followed for data collection and analysis, and an explanation and 

justification for the sampling methods. Ethical considerations are described, including the 

process of gaining ethical consent. Insider research and the researcher-participant 

relationship are discussed, as an integral concept in qualitative research supporting the rigor 

and value of this study.  

3.2 Nature of the Study 

For this study, a qualitative methodology with an exploratory descriptive design has been 

used and as such the emic perspective of the participants is seen as paramount. The intention 

in qualitative research is to listen to the voice of the participant, which usually comes from 

an emic perspective (Orb, Eisenhauer & Wynaden, 2001). 

A qualitative descriptive approach was selected to establish a baseline of understanding to 

guide further research. Sandelowski (2000) describes qualitative descriptive studies as having 

the goal of a comprehensive summary of events in everyday terms of those events. This study 

has interpreted this to mean the beginning or simple foundations to be built upon. Through 

contemplation and reflection by the researcher, it was concluded that before any progress 

can be made in the area of adolescence mental health- physical health education, it was 

essential to determine a baseline and as such, the starting point would be to determine what 

the mental health participants already understood about physical health. 

The worldview utilised for this study is an interpretivist philosophical framework. The truth 

of a situation can be found in the self-understandings of participants, with the truth being 

discovered by thought rather than observation (Hopkins, 2002). Sandelowski (2000) states 

that qualitative descriptive studies stay close to their data and to the surface of the words 

with limited interpretation.  
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This study is subjective and adopts inductive reasoning meaning that there are multiple 

realities and that through findings generalisation might be developed. Nicholls (2017) 

describes inductive reasoning as being a qualitative methodology principle where theory is 

developed, data driven (Krippendroff, 2013) and characterised by the search for patterns 

(Graneheim, Lindgren & Lundman, 2017). Qualitative exploratory description does not 

employ a philosophical or conceptual framework, rather it presents the facts and meanings 

the participants give to those facts in an understandable manner (Tarzian & Cohen, 2006). 

The aim of qualitative descriptive research is neither thick description (ethnography), theory 

development (grounded theory) nor interpretative meaning of an experience 

(phenomenology), but a rich, straight description of an experience or an event (Neergaard et 

al. 2009). 

3.3 Context of the Study 

This study explores the views of 16 / 17-year-old adolescents within a mental health inpatient 

unit on physical health. In this study, the researcher is the Charge Nurse Manager of the child 

and adolescent inpatient unit.  To make this study credible it was important to disclose roles 

and the concept of insider research, which is defined as a researcher who chooses to study 

the participants within the group that they belong (Unluer, 2012). Insider research comes 

with advantages and disadvantages, which will be discussed further on. 

3.4 Research Questions and Objectives 

The research question is - What would 16 / 17-year-old inpatients within a mental health 

service require to maintain physical wellness into adulthood, and what would the strategies 

be to support them in achieving this goal? 

The objectives of this study led to the development of the following open-ended interview 

questions. They were: 

1. What do you know about physical exercise and what does this mean to you?  

2.  What do you currently do that you consider as physical exercise? 

3. What would encourage you to be physically active? 

4. How could the Child Adolescent and Family Unit work with you to improve your 

interest in physical activity? 

5. What do you consider to be physical exercise? 
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These questions were intended to encourage the participant to explain and describe their 

own beliefs, thoughts and behaviours in relation to exercise and physical activity. 

3.5 Role of the Researcher and Others 

The goal of a qualitative study, which occurs within a natural setting, is to produce data and 

develop a greater understanding of a phenomenon of interest, the cultural or lived 

experience from the participants’ viewpoint (Magilvy & Thomas, 2009). When the researcher 

conducts research from within the environment that they are also a member of, a degree of 

bias exists. In qualitative research, personal bias is acknowledged as an inevitable feature of 

humanity and is vital if we are to explore the feelings, meanings and personal views and lived 

experience of the research participant (Nicholls, 2017). Research inquiry cannot be detached 

but is value-bounded by the perspectives of the researcher (Gray, 2013, p26).  

There are both advantages and disadvantages to being an insider. For example, an advantage 

would be greater rapport and development of the participant – researcher relationship 

(Asselin, 2003). Disadvantages would include the researcher interpreting what they believe 

is being said instead of listening to what is actually being said. The quality of social interaction 

between researcher and participant can facilitate or inhibit access to information (Orb et al., 

2001). In this study, the researcher recognised that interviewing adolescent patients in the 

researcher’s workplace allowed for a degree of understanding between researcher and 

participant. However, there was also the potential for power imbalances and over familiarity. 

This posed a risk of the researcher assuming they knew what the adolescent was saying. The 

audio recorded during the interviews allowed the researcher to listen to the recordings as 

often as required to be able to hear the participant voice. 

It is imperative that inexperienced researchers should work under qualified supervisors 

(Marianna, 2011), therefore protecting research data ensuring a high level of 

trustworthiness. Regular reviews with academic supervisors provided guidance and 

collaboration throughout this study ensuring academic integrity. Collaborative sessions with 

academic supervisors provide a sounding board to test ideas and interpretations and 

highlight any possible flaws or bias from the researcher, which strengthens credibility 

(Shenton, 2004). 
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3.6 Sampling 

The population chosen for this study were adolescents admitted to the inpatient unit. This is 

a regional unit and covers the geographical region of the entire South Island. 

Convenient sampling was used to interview 16 or 17-year olds that were receiving care from 

the Child Adolescence and Family mental health service in Canterbury. Convenient sampling 

is made up of participants that are easy to reach and available to the researcher. Convenient 

samples are sometimes regarded as “accidental samples” because elements may be selected 

in the sample simply as they just happen to be situated, spatially or administratively, near to 

where the researcher is conducting the data collection (Etikan, Musa & Alkassim, 2016).  

3.7 Data Collection 

All research needs data and data can be whatever is deemed necessary to address the 

research questions (Hart, 2005). In this study, the collectible data were the views of the 

participant in response to the questions asked during the interviews. 

An adolescent who did not participate in the study read the research questions as a way to 

provide feedback to the researcher on the questions and delivery. No changes were 

suggested. 

This study used semi – structured interviews of 16 – 17-year olds that were audio taped and 

transcribed verbatim. Sandelowski (2000) states that data collection for the qualitative 

descriptive studies includes minimally to moderately structured open- ended individual and 

/ or focus group interviews (p338).  

Adolescents were initially approached by a person removed from the study such as the 

Pukenga Atawhai, youth consumer representative or nurse of the day. All participants were 

given an information sheet to read. All participants were asked what they understand the 

study involved and consent forms were signed before the interview proceeded.  

All participants that met the inclusion criteria were interviewed in a place determined by the 

participant. All participants opted to have the interviews off the inpatient unit in the 

researcher’s office. All interviews were face to face and although participants were offered a 

support person of their choosing no one took up this offer. Face to face interviews have the 

advantage of social cues such as voice, intonation and body language which can provide the 

researcher with additional information (Opdenakker, 2006). However, during face to face 

interviews the researcher needs to be aware of the effect researchers can have over the 
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participant. Face to face respondents are more susceptible to social desirability bias due to 

the presence of the interview (Duffy, Smith, Terhanian & Bremer, 2005). Social desirability 

related to the interviewee saying what they believe the researcher wants to hear as opposed 

to what they think or believe. 

All telephones were turned off and doors closed to limit distraction and noise.  One 

participant agreed to participate but once the audio recorder was turned on, the red light 

became a trigger for their psychosis and paranoia. The interview was cancelled. Interviews 

lasted between 15 and 30 minutes of duration. During the interview, the researcher sought 

clarification from the participant to ensure the intended meaning was captured. 

At the point of transcription all participants’ names were changed to numbers ranging from 

P1 to P6, where P stands for participant and the number indicates each individual 

interviewee, to ensure anonymity. Interviews continued until the data reached a point of 

saturation. Data saturation is reached when the ability to obtain further additional new 

information has been obtained (Fusch & Ness, 2015). When using content analysis there is 

no established criteria for the size of the unit of data analysis nor the number of participants 

or the amount of text generated (Bengtsson, 2016). 

3.8 Data Analysis 

 Qualitative content analysis is the analysis strategy of choice in qualitative descriptive 

studies (Sandelowski, 2000). The aim of data analysis is to condense the data through the 

development of sub-themes, themes and categories.  Content analysis has three phases – 

open coding, organising and reporting, with the aim of content analysis being to condense 

many transcribed words into smaller and more manageable data categories.  

For this study, data was transcribed verbatim and coded following each interview. As more 

data was gathered, sub-themes and themes that previously emerged were considered as the 

data lead the researcher in a direction that at first was not apparent. 

The raw data was analysed using open coding of the transcriptions with as many ideas, 

thoughts or concepts as presented. From there all codes displaying commonalities where 

grouped together and sub-themes emerged. The data was again re-read and further 

condensed into themes. A repeat of the process leading to the development of themes. 
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3.9 Coding 

Coding in qualitative research is a dynamic, intuitive and a creative process of inductive 

reasoning, thinking and theorising to develop a greater understanding and refine 

interpretation (Basit, 2003). Coding is the process whereby data is organised and reduced. 

This process includes open coding, creating categories and abstraction (Elo & Kyngäs, 2008). 

Transcribed data needs to be read and re-read so that sense can be made of the data. This 

approach is continued until the data is condensed enough into categories so that a report 

can be developed. This process allows the data to be condensed into sub-themes, themes 

and categories. The purpose of creating categories is to provide a means of describing the 

phenomenon, to increase understanding and to generate knowledge (Cavanagh, 1997) with 

each category named using content-characteristic words (Elo & Kynäs, 2008). 

The researcher applied open coding by writing in the margins to describe the content. Open 

coding means that notes and headings are written in the text while reading it (Bengtsson, 

2016: Elo & Kynäs, 2008). In the open coding phase, codes are systematically applied but they 

are generated from within the data Sandelowski (2000). However, content analysis allows for 

flexibility in the codes and coding which can develop and change as the data is digested. 

Coding sheets were then used to collect the headings and notes. From there, categories 

emerged resulting in three main categories, which are knowledge of the body, exercise 

impact on mental state and motivation to exercise or not. The associated themes and sub-

themes are summarised in Table 4.1 and detail are provided in Appendix 1. 

3.10 Literature Integration 

Findings from various studies were utilized throughout theme interpretations. The databases 

EBSCO, Cinahl, ScienceDirect, and Google Scholar were used to find appropriate literature 

used.  

3.11 Trustworthiness 

Verification refers to the mechanisms used during the process of research to incrementally 

contribute to ensuring reliability and validity and, thus, the rigour of a study (Morse, Barrett, 

Mayan, Olson & Spiers, 2002) who goes on to say that without rigour, research is worthless, 

becomes fiction and loses its utility.  

Qualitative researchers have challenged rigour, and Tobin and Begley (2004) suggest that 

rigour is an empirical analytical term and therefore does not fit into the interpretive 
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approach. However, they go on to suggest that if qualitative research rejects validity and 

reliability then they reject the scientific enquiry and are undermining the belief that 

qualitative research is a scientific process that has a valued contribution to make to the 

advancement of knowledge (Tobin & Begley 2004).  In qualitative naturistic studies, rigour 

and validity from the quantitative approach are replaced with trustworthiness.  

Unlike the positivist paradigm that seeks to objectively measure data and relationship 

between variables the naturalistic inquiry concerns itself with meanings that cannot be easily 

measured or quantified (Ryan, Coughlan & Cronin, 2007). Qualitative researchers range in 

their views from a desire to replicate these positivist measures within their studies (Rolfe, 

2006) to the opposing view of having their studies not linked to truth but rather to 

“trustworthiness” (Sandelowski, 2000).  A commonly heard criticism in health, given the 

history of the biomedical model and the strong alliance to quantitative research is that 

qualitative research is subjective, anecdotal and subject to research bias (Koch & Harrington, 

1998). 

Some care is required when attempting to use parallel quantitative concepts of reliability and 

validity (Tuckett, 2005) in qualitative research. However, many researchers have preferred 

to use different terminology to distance themselves from the positivist paradigm (Shenton, 

2004). This language relates to “rigour” or “trustworthiness” which is a combination of 

credibility, dependability, transferability and confirmability (Ryan, Coughlan, & Cronin, 2007). 

The epistemological standards for trustworthiness are truth-value, applicability, consistency 

and neutrality (Klopper, 2008).  

Credibility as stated by Tobin and Begley (2004) refers to the fit between what the participant 

has intended and what the researcher has understood. The researcher has audiotaped 

interviews, which provides a kept record of the interview that could be audited if necessary. 

Throughout the interviews, the researcher sought clarification from the participant to ensure 

the communication between parties was clearly understood. Klopper (2008) says, “credibility 

is the strategy used to ensure a truth value. This includes the engagement process, 

triangulation, peer review and member checking” (p69).  

Transferability is the extent to which this study relates to a similar population. This study is 

small and the degree to which this study could be applied to another group of adolescents 

could be seen as a limitation. However, the nature of this study was to discover the sample 

populations views which is in line with this naturalist interpretation. In qualitative inquiry, 

there is no single correct or true interpretation (Tobin & Begley, 2004). According to Klopper 
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(2008) says, “transferability refers to the degree by which this study might be applied to other 

populations and the generality” (p69).   

Dependability can be demonstrated through an audit trail where others can examine 

documentation of data, methods, decisions and the end product (Tobin & Begely, 2004). The 

researcher has attempted to provide adequate study detail so that others can follow this 

research study in enough depth in order to replicate this study. Klopper (2008) says, 

“dependability refers to the ability of this study being able to be replicated with a degree of 

consistency” (Klopper, 2008, p69). 

Confirmability relates to the data and the interpretations that are clearly derived from the 

data (Tobin & Begley 2004). Again, audio-recorded data has been securely held in order to 

evidence that this study relates directly to the content as expressed by the participants. 

Klopper (2008) says, “confirmability relates to the neutrality of a study and the absence of a 

bias effect within the study” (Klopper, 2008, p70) 

3.12 Reporting the Research 

The findings of this study, while limited to the views of a small sample of adolescences within 

one Child Adolescent and Family (CAF) service may be of interest to other CAF services in 

New Zealand.    

Adolescent life stage presents an opportunity to promote positive lifestyle strategies, which 

can be adopted into adulthood potentially going some way to improve health outcomes later 

in life. The findings of this study were reported by means appropriate to other Child and 

Adolescent services, adult mental health services along with healthcare professionals 

interested in this topic, such as publication in a professional academic journal that has both 

a clinical and potential managerial/policy-maker readership. 

3.13 Ethical Considerations 

All research contains ethical issues as the process of conducting research creates a tension 

between the ability to the findings to be generalised and the rights of the participants to 

privacy (Orb et al., 2001). Research ethics is fundamentally concerned with the safeguarding 

of research participants from harm and limiting risk of harm (Doody & Noonan, 2016, p.806), 

by ensuring the absence or minimisation of harm, trauma, pain, anxiety, or discomfort during 

any research project (Schneider & Whitehead, 2013, p.78). All health providers carrying out 
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research are legally obliged to comply with the health and disability service consumers’ 1994 

code of rights.  

For research to be conducted, ethical approval is required from a research ethics committee 

in order to protect the rights, safety and wellbeing of participants which is paramount above 

all else (Doody & Noonan, 2016).  

The Eastern Institute of Technology (EIT) gave Research Ethics ethical approval for this 

research project and Approval Committee (REAC) on the 19 June 2017 with reference 

number REF 17/34 (Appendix II). Health and Disability Ethics Committee (HDEC) full approval 

was granted on 6 November 2017 (Reference number 17/STH/187) and is added as Appendix 

III. The Specialist Mental Health Service (SMHS) research committee provided locality 

approval on the 7 November 2017 (Appendix IV). This approval process aims to ensure that 

vulnerable populations are protected, and privacy issues are identified and mitigated. The 

health information privacy code 1994 was adhered to, benefits and risks were outlined, along 

with any resource issues. The study meets general ethical standards and the locality was 

suitable, and the researcher has ability to undertake the study (SMHS Research Committee, 

2015, p.1).  

The ethical principle of autonomy in qualitative studies is the recognising of a participant’s 

right to be fully informed, to decide freely to participate or not and the right to withdraw 

without repercussion (Orb et al., 2001).  This principle is honoured by informed consent. 

Consent should be strictly voluntary, and a participant should be considered to have 

competence to be able to consent. This requires the person to have the legal capacity to 

voluntary give consent and can understand the information provided and able to make an 

informed decision about participation (Schneider et al., 2013). Consent needs to be given 

freely, Gerrish & Lacey (2010) state that obtaining consent should involve giving clear, 

unambiguous information to potential responders so that they or their advocate can make 

an autonomous decision. The National ethics advisory committee (2012) describes two 

components in relation to consent, firstly that the giving of consent is informed by adequate 

understanding of the information provided and secondly, the decision to participate in the 

research is given freely with undue influence such as manipulation or coercion. All 

participants need to be able to withdraw at any time in the research process without 

judgement or fear of care being compromised. The wellbeing of the research participants 

must take precedence over data collection in every respect (Borbasi & Jackson, 2012).  
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Consent for adolescences needs to consider developmental age, ethnicity, any disabilities, 

primary language, competence to give consent and differences in learning styles. Consent for 

different ethnic populations should be considered and obtained if research participants are 

from cultures that consider the family to be consulted equally as the individual.  

The ethical principle of beneficence and non-maleficence requires that the well-being of 

participants is ensured (Greaney et al., 2012). Potential risks are not always able to be 

identified therefore it is important to recognise that the wellbeing of the participant is of the 

upmost importance and trumps data collection (Marianna, 2011). 

Confidentiality is the assurance that participant’s identity will not be linked to the 

information provided (Schneider et al., 2013, p.87).  In contradiction to this is the obtaining 

of parental consent. However, questioning the participant’s knowledge of physical health 

were unlikely to produce information of a sensitive nature that the adolescent would prefer 

kept confidential. Singh, Mulder, Twisk, Van Mechelen and Chinapaw (2008) in a South 

African research study involving adolescents, report that where the research is of such a 

nature that there is no possibility of harm to the child, either physically or mentally, the minor 

may give consent independently. However, provided the minor be of an intellectual or of 

sufficient maturity to understand what is being asked of them. Data obtained from 

participants interviewed were identified only through a numerical recording system to 

protect privacy and confidentiality. Privacy of data for the participant and organisation is 

required to be protected and kept safely stored.  

Vulnerable populations where capacity issues are present, such as adolescence and those 

with a mental illness, are more at risk to poor research practises. Subsequently Doody and 

Noonan (2016) state that these issues can be addressed through the processes of 

independent reviews, informed rather than voluntary consent and the appointment of legal 

guardians. However, informed consent rather than voluntary consent alone would seem 

insufficient to meet robust ethical standards.     

The participants are required to be free from coercion. Coercion would be considered any 

pressure or persuasion used to convince a person to participate in the research. Coercion 

uses undue pressure or leverage to engage compliance (Gerrish & Lacey, 2010).  Adolescence 

could easily be subjected to coercive practices and this requires careful thought. Power 

imbalances can contribute to this coercion. Any person that feels the pressure of a dependent 

relationship should feel confident that taking part in this proposal or not will not impact on 

the dependent relationship that exists. Research participants have the right to withdraw from 
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the research at any stage of the process regardless of research stage.  Conflicts of interest 

arises when the outcome of a decision directly or indirectly materially affects a person to be 

made or a transaction entered (CDHB, 2016, p.3). No conflict of interest was identified within 

this study.  

3.14 Treaty of Waitangi 

In terms of the Treaty of Waitangi (TOW) being applied to the research process, the principles 

of participation, partnership, protection and power (Wilson & Neville, 2009) were 

incorporated. Guidance was sought and given from Te Korowai and in particular, the Pukenga 

Atawhai based within the Child Adolescent and Family service. This included Māori 

consultation, gaining ethical approval, using an informed consent process, and ensuring the 

safety and privacy of participants. The Māori Mental health team believed that inclusion of 

adolescent Māori would be essential and could provide benefits for Māori. Demographics 

were not collected for this study. 

3.15 Summary 

This chapter gives an overview of qualitative descriptive methodology as it relates to the 

nature and context of this study. Ethical considerations and processes are described, 

including gaining organisational and ethical approval, and informed consent of participants. 

The risk of harm to participants was considered to be low. Confidentiality of participants was 

ensured by anonymising the data and ensuring secure handling and storage of their 

information. The research methods used were consistent with a qualitative descriptive 

design, including convenience sampling, data collection using semi-structured interviews, 

and open coding to inform thematic analysis. Trustworthiness as a measure of rigour was 

discussed, including the concepts of dependability, credibility, transferability and 

confirmability in ensuring the quality and integrity of the research. Application of these 

concepts is essential as they assist in formation of an accessible audit trail, so the reader can 

judge the validity of the research. Insider research and the researcher participant relationship 

were discussed. Chapter Four will present the findings of the study and provide discussion in 

relation to the literature. 
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“it makes me feel good”. While two participants reporting purposively exercising with the 

intent to relieve stress. All participants discussed exercise and mental state as a synergic 

relationship where both impacted on each other. This relates to a study done by Walsh in 

2011, where he found that therapeutic lifestyle changes are sometimes as effective as either 

psychotherapy or pharmacotherapy of which include relaxation and stress management 

strategies. Chronic activation of physiological stress systems can lead to dysregulation of 

multiple physiological, behavioural systems and maladaptive stress responses (Silverman & 

Deuster, 2014). 

4.2.1.1  Relieves Stress 

The importance of relieving stress was directly linked to two participants who actively set 

about to use exercise as an intervention to reduce stress and aid in relaxation. Relaxation 

was viewed as a positive emotional state that enhanced self-esteem and enable greater 

clarity of thought that was valued highly and was a direct consequence of exercise. They said: 

…um some people use it to relieve stress I’ve personally used it to relieve 

stress (P1). 

…ah physical exercise is um a good thing it helps people to relieve stress 

and um It’s also very beneficial (P3).  

The wider group of participants also discussed in a broader context 

exercise relating positively by improving self-esteem and reducing stress 

resulting in the following statements. They said: 

…a mental state of mind (P1).  

…it keeps our wellbeing ah stable (P4).  

…I know it’s really good for you and it’s like good for your mental health 

(P2).  

Stress was viewed by the participants as a physical response in the body that was 

uncomfortable or bad and a condition that did not contribute positively to physical or mental 

well-being, this led on to negative self-concepts and low mood. Biddle and Asare (2011) 

report that there is a wide spread belief that physical activity is inherently “good” for young 

people in respect to self-esteem and cognitive functioning and there is evidence that physical 

activity can enhance psychological well-being. Nabkasorn et al. (2006) goes on to add from 
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their study of adolescents that findings would lend support to the assumption that regular 

exercise can promote a variety of psychological and physiological conditions that may be 

beneficial in the primary care of adolescents with depressive symptoms. 

4.2.1.2 Relaxation 

Relaxation was viewed by the majority of participants as a beneficial physical state, one that 

was positive for their mental well-being and an intervention that they considered essential 

for holistic health resulting in a state of mental calm. They said: 

…and um I think for me it helps me relax and gets me in a good mood (P3). 

 …I think I would love to try yoga and also just because for the people in 

there it could be quite good for them to just relax their mind and so just 

to do you know I think it’s a good thing yoga (P6). 

Levels of stress and relaxation are individual and self-reported levels vary greatly which was 

evident among the participants. Some participants had a positive self-regard with a high self-

confidence while others had varying degrees of emotional instability and lability. In a study 

by Dusek and Benson (2009), they suggest that perceived mental stress is associated with 

physiological changes that take place in the body including increased blood pressure, heart 

rate and respiration. Psychological and behavioural problems associated with adolescence 

may be managed by more adaptive processing of thoughts and emotions that underlie stress 

by utilising relaxation strategies such as mindfulness stress reduction techniques (Biegel, 

Brown, Shapiro, & Schubert, 2009) of which includes exercise and physical activity. 

4.2.2 Energy giving - using / Lifting Mood 

Energy was a common theme throughout the interviews of all participants. Energy giving was 

attributed to a positive side effect from exercising while acknowledging that exercise does 

have an energy cost associated with it. Regular moderate exercise has an important role in 

mood enhancement (Hoffman & Hoffman, 2008). However, for one participant (P5) it was a 

way of using unwanted energy and a way of providing a stable emotional wellbeing. High 

levels of energy can lead to emotional dysregulation with chaotic consequences.  

4.2.2.1 Energy Giving 

A core symptom of a low mood would be considered as lacking in energy, tiredness and a 

lack of reactivity. Exercise was a well-established concept by all the participants that although 
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exercise used energy it was also energy giving. Energy levels had a strong correlation with 

laziness and that if you were lazy and tired you were more likely to be less active and remain 

tired with low energy levels. The participant’s points of view are confirmed by Fox (2000) 

who states that it has been widely reported that exercise has the ability to “energize” and 

produce more positive moods. The participants said: 

…I usually like to get some exercise in um, so I don’t feel so lazy and so 

that I have released some energy instead of having to sit around all the 

time cause I’ve…. for me ah if I sit around too long I usually tend to feel 

tired even though I have done nothing and it’s like a lazy tired (P1). 

…I go for runs in the morning and it helps give me energy for the day (P3). 

…you could say the green beans are good they give us calcium, protein, 

all the good stuff that then translates into energy for us to keep going 

while we are exercising (P4). 

…when you run you get fitter and that gives you more energy (P5). 

Crone and Guy (2008) conducted a qualitative study to understand mental health user’s 

experiences of sport therapy and they found that increased energy, feeling less listless and 

improved mood was a major motivator to exercise. Whereas, in a study of people being 

treated for mental illness it was found that fatigue was viewed as a major barrier to exercise 

(Ussher, Stanbury, Cheeseman & Faulkner, 2007). Short terms benefits of exercise include 

improvement of mood and anxiety, distraction of negative thoughts and feeling less fatigued 

(Knapen, Vancampfort, Morien & Marchal, 2015) producing the feeling of having more 

energy. 

4.2.2.2 Energy Using 

Primarily the participants acknowledged energy using as a way of increasing energy levels 

overall. Although exercise required energy expenditure, the net result was one of energy 

gain. One participant said: 

…I’m using energy it gives me energy and I feel better on the inside (P1). 

Whereas for one participant who acknowledged that having too much energy within the 

body at times was undesirable and to expend some energy was a good thing. Although this 

was also contradicted at the same time. They said: 
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…I went to Leap which I liked because it got all my energy out...It makes 

me feel good when I have extra energy (P5). 

One participant hinted at the desire for a calmer state of mind stating that:  

…for me running with the dog isn’t just about keeping physically fit, it’s 

about clearing my mind (P4).  

Any emotional state that is outside of normal parameters can become a negative force and 

a difficult mental state to manage. Equally too much energy has been reported as “feeling 

good” which remains a “both and” dilemma for some mental health consumers. Wright, 

Armstrong, Taylor and Dean (2012) in their qualitative study found that exercise had the 

potential to exert a calming effect on hypomania and was a tool used to prophylactically 

manage mood swings. 

4.2.2.3 Mood Improvement 

The concept of mood improvement for the participants within this study was dominant and 

related primarily to low mood and working towards a more euthymic mood, one which is not 

depressed and reasonably positive in outlook. Ekeland, Heian and Hagen (2005) reported 

that exercise could improve self-esteem, which they define as the degree to which individuals 

feel positive about themselves. Exercise can contribute to improvement in symptoms 

including sleep patterns, concentration, alertness and mood (Alexandratos, Barnett & 

Thomas, 2012).  

A participant said: 

…exercise is like really good when you have depression (P6). 

One participant (P5) hinted at having a mood (energy) that at times could be too high and 

that physical exercise was a strategy used to moderate energy felt within the body. They said: 

…went to leap which I liked because it got all my energy out (P5). 

Participants of physical activity interventions show better health outcomes including better 

general health and health related quality of life, better functional capacity and improved 

mood states (Penedo & Dahn, 2005). One immediate benefit of exercise is a psychological 

response, which includes enhancement of a positive mood state (Thayer, Newman & 

McClain, 1994). It is unclear as to the exact mechanism that causes this improved mood state 

but one theory from Rocheleau, Webster, Bryan and Frazier (2004) suggest that the improved 
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mood is a result of the body releasing endorphins in response to exercise, resulting in the 

feel-good factor and positive mood improvement. 

4.2.3 Coping Mechanisms 

Coping mechanisms was a dominant theme during the data analysis.  Coping allows people 

to use various skills to manage the difficulties they face in life (Grey, 2000). The concept of 

coping mechanisms can be viewed as both positive and negative in nature although all 

participants viewed this sub-theme as providing a positive outcome for them personally. 

Thinking, escaping and distractions remain positive if this time is used to gather your 

thoughts and resilience to then deal with the underlying problem that lies at the core of the 

coping mechanism.  One participant said:  

…um yeah, a lot of it is just mental gain um people need to be mentally 

pushed and then they become mentally tougher and I think fitness 

involves a lot around that too. It’s about what you think in your head that 

if you are mentally tough you would be able to keep pushing yourself (P1). 

Exercise was viewed as convenient coping mechanism which could be done at anytime and 

anywhere such as going for a walk or run and didn’t require much in the way of resources “I 

can just get out of bed and do it” (P3).  

4.2.3.1 Thinking time 

Two participants directly mentioned “thinking time”. Exercise was used as thinking time or 

when solutions were required to existing problems. Exercise allowed participants to have 

uninterrupted time to “think” or ponder change for alternative outcomes. They said: 

…exercise helps me like when I go for a run it gives me time to think about 

things (P5). 

…I can process things (P5). 

…well yep it’s just like it’s good to go out and get a breather, fresh air and 

stuff, like even if dad offered me a ride I would be like nah I can walk…yeah 

like clear my head (P6). 

This view is supported by those discovered by Caulkins, White and Russell (2006) who       

identified reflection as a major finding in their qualitative case study of adolescent women 

who defined reflection as a relaxed state of thought allowing participants to spend time 
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thinking and reflecting. Mood modification is referred to the subjective experiences that 

people report as a result of engaging in an activity, such as exercise, which can be viewed as 

a coping strategy (Warner & Griffiths, 2006). This coping strategy could be undertaking an 

exercise which promotes a clearing of the head and allowing time to think. 

4.2.3.2 Escaping / Social Aspects 

Half of the interviewed participants in this study discussed escaping in some form. Exercise 

like a walk or a run was used to remove themselves from a situation that they found stressful 

in some way such as difficult family situations. Participants felt that the social interactions 

such as the support of others or having a dog to walk was of great importance and provided 

an element of escapism. Exercise may help motivation to undertake physical activity by 

increasing enjoyment and escapism from everyday life with both a social and entertainment 

value (Gladwell, Brown, Wood, Sandercock & Barton, 2013). The participants said: 

…for me running with the dog isn’t just about keeping me physically fit it’s 

about clearing my mind if I need to feel like I need to escape (P4). 

…well yep it was just like its good I like to go out and get a breather (P6). 

…sometimes I don’t want to be at home and its um helps me not be lazy 

and tired (P3). 

Babiss and Gangwisch (2009) suggest that exercise can promote wellbeing by increasing self-

esteem, improving body image and increasing social supports. Social interactions commonly 

inherent in physical activity as well as mutual support that occurs among individuals involved 

in the exercise play an important role in the effects of exercise on mental health (Peluso & 

Andrade, 2005). Exercise can also contribute to improved quality of life through social 

interaction, meaningful use of time, purposeful activity and empowerment (Alexandratos et 

al., 2012). The participants in this study barely recognised physical health which is in line the 

study completed by Schasberger et al. (2009) who discovered that messages promoting social 

and entertainment aspects of physical activity were more successful than those promoting 

health benefits. 

4.2.3.3 Distraction 

Exercise may act as a diversion from negative thoughts and can be used as a form of 

distraction particularly in this example to relieve boredom. There are many ways that people 
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regulate their affect such as seeking positive stimuli and distracting themselves from negative 

stimuli (Roese & Olson, 2007). One of the participants said: 

…I’m just not that type of sporty person um in hospital I do it just because 

there isn’t really anything else to do (P6). 

Many forms of exercise are fun and incorporating this into the daily activities of patients can 

alleviate the boredom and monotony that is often experienced by patients in acute mental 

health units (Callaghan, 2004). Psychological responses to exercise and meaningful activity 

include an interruption of negative thoughts and ruminations (Walsh, 2011). 

One participant thought utilising exercise as part of distress tolerance skills was a useful 

technique to provide a distraction to difficult situations and a relief in mental state such as in 

ruminating thoughts. They said:  

…maybe just incorporate it into distress tolerance like doing exercise can 

help apparently like distractions or stuff like that (P2). 

The distraction hypothesis suggests that diversion from unfavourable stimuli leads to an 

improved mood during and after exercise (Peluso & Andrade 2005, p62) producing an 

anxiolytic effect. Distraction can be the result of a mindful behaviour. Mindful behaviour 

involves an individual being fully in contact with what is happening in the present moment 

(Thompson & Gauntlett-Gilbert, 2008). Any activity that is conducted in a mindful nature can 

provide a distraction from an uncomfortable stimuli or mental state. 

4.3 Knowledge of the Body 

Knowledge of the body was another strong category in the data analysis. The main themes 

that became apparent were personal image, fitness levels and information gathering. The 

sub-themes relate to participants descriptions and views in relation to fitness and their 

personal image of how their bodies should look like. Table 4.4 shows a schematic explanation 

of Category 2: Knowledge of the body.       
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...Some people have different views on what they want their body to look 

like …some people want big muscles and a big bulky body and yeah other 

people that just want a ripped slim body (P1). 

…So, when I was 120kg I decided to start running and lose some weight because I didn’t want 

to be that size anymore ...I used to get picked on and bullied because of my weight and I 

would feel jealous that everyone else was skinny (P5). 

When one participant was asked what would encourage you to be physically active more 

often they said: 

…personal image, for me I have to look like, I have a mental image of what 

I would look like, like lean and ripped (P1). 

…so, like they could be big but then in their head they could have a mental 

picture of what they want to look like so then they want to lose weight, so 

they get to how they want to look (P1). 

Another participant whom was not keen on exercise stating that they were not sporty types 

also replied to this question: 

 …yeah but like I would really like to you know shed my baby fat (P6). 

Self-image and self-esteem are closely linked. Perceptions of appearance and self-worth are 

inextricably linked, to the extent perceived appearance consistently emerges as the strongest 

single predictor of self-esteem among male and female adolescents (Clay, Vignoles & 

Dittmar, 2005). However, 50% of participants did not mention mental image at all within the 

interview. 

4.3.1.2  Physical Image 

All participants interviewed were physically healthy and all had normal body shape and size. 

Three participants however had a desire or perception that they needed to improve their 

physical body in some way. Environmental influences affecting body image are identified as 

media, family and peer relationship with peer relationship the most crucial influence which 

can be positive or negative (Shroff & Thompson, 2006).  One participant said: 

…um yeah, a lot of it is just mental gain, it’s about what you think in your 

head (P1). 
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This response could be likened to self-dissatisfaction and poor self-esteem or self-confidence 

that exercise has already produced the desired results. In either respect, mental state and 

exercise played a combined role. 

The participants expressed a body type that they found desirable and viewed exercise as a 

way to obtain the body type of choice. The responses received ranged from wanting to lose 

weight to wanting to increase muscle mass. All but one participant wanted to improve or 

change their body shape / image in some form. One participant said: 

…it’s about what you think in your head that if you are mentally tough you 

would be able to just keep pushing yourself no matter how tired you are 

(P1). 

According to Cacioppo and Hawkley (2003) attractiveness account: socially active, popular 

and connected individuals are also healthier and more physically appealing and intelligent. 

Body image encompasses an individual’s body-related self-perceptions and self-attitudes and 

is linked to self-esteem, confidence, exercise behaviours and emotional stability (Huang et 

al., 2007). 

4.3.2 Fitness Level 

Fitness level knowledge of the body was linked to physical conditioning, how active a person 

was and the length of time or intensity that a person was able to exercise for. Fitness was 

viewed as desirable but something that took a consistent work ethic. One participant had a 

family member that is now unable to be active and this was thought to be linked to their 

inactivity as a younger person which regret was expressed about. A high physical fitness level 

in childhood and adolescences is associated with more favourable physical and mental health 

outcomes (Ortega et al., 2011). The participants said: 

…um well my grandma can’t exercise anymore, and I don’t want to be like 

that, so I want to keep exercising (P3). 

Another participant reported that fitness was 

…being able to like I don’t know like run for a long time, being able to use 

their body and put it through a lot of pain um I shouldn’t say pain because 

that isn’t actually the right word um to go through long sessions (P1). 
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4.3.2.1 Physical Wellbeing 

The participants discussed physical wellbeing as related to ability and level of fitness rather 

than inability. Physical well-being meant how strong a person was, how fast they could run 

or length of time a person could exercise. One participant talked about “different forms” 

meaning how heavy a weight was to lift would be determined by their physical wellbeing. 

They said: 

 …um so there a lot of different forms people use um due to their physical 

wellbeing (P1). 

Physical wellbeing and having a healthy body was less relevant to all but one of the physically 

healthy participant group with mental wellbeing having greater relevance. The concept of 

bodily functioning and physical health was not mention by the participants at all. 

Improvement in such matters as cardiac health or cholesterol levels for example held little 

relevance for the participants. 

One participant felt that there was nothing that would change their view of exercise. They 

said: 

 …what I think about it is I’m not a big fan of like physical stuff (P6). 

One participant (P3) had a family member that was unable to be active as a middle- aged 

adult and they were motivated not to be like that as they aged and saw exercise as essential 

to continued mobility. The family member was not an active person when younger and 

blames this for their immobility now. There was much encouragement from within their 

family to be active. Parental physical activity behaviours influence not only children’s physical 

activity patterns but also their attitudes to physical activity (Gladwell et al., 2013) now and in 

the future.  

High self-esteem has been related to a range of positive qualities including improvements in 

perception of competence about the body and its capabilities, which, may be increased 

through regular exercise, has emerged as a strong predictor to wellbeing (Fox, 2000). 

4.3.2.2 Stronger Faster Body 

Fitness was strongly related to body type and perceived ability such as wanting to be thinner 

or bulkier along with physical and mental wellbeing. Wellbeing was discussed by the 

participants as a concept relating to overall health.  The strong and faster the body the 

greater the health. They said: 
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…Um to me exercise is a way a lot of people get fit (P1). 

 …to me physical exercise means sports, it means keeping fit (P4). 

...when you run you get fitter (P5). 

A central contributor of body image is social comparison, which relates to the cognitive    

judgements that people make about their own attributes when compared to others (Jones, 

2001). Although not formally assessed the majority of participants had a desire towards an 

ideal attractiveness level. This attractiveness related strongly to appearance, in some form, 

and is one of the potential routes to acceptance and popularity for adolescents (Jones, 2001). 

4.3.2.3 Small Gains at a Time 

Physical exercise has been proposed as an intervention / treatment for a variety of positive 

physiological and psychological effects (Nabkasorn et al., 2006). However, the adaption by 

the body to exercise takes time to occur and is determined by a myriad of factors including 

the precise nature of the exercise stimulus such as intensity and duration (Gibala, Little, 

MacDonald & Hawley, 2012). Participants were aware that fitness required work over a 

sustained period and it required commitment to achieve the desired results. They said: 

…I would run a certain distance and then go a wee bit further each time 

and it would make me feel good (P5). 

…um cardio workout um that’s like fitness, ta be more fit they may start 

on smaller weights (P1). 

…yeah like the workout will constantly be changing and their heartrate 

will be up (P1). 

Regular exercise and physical activity promotes resilience and a sense of greater autonomy 

by inducing positive psychological and physiological benefits (Silverman & Deuster, 2014).  

4.3.3 Information Gathering 

Information relating to exercise was seen by all participants as desirable and something that 

would help them engage in the exercise process. One participant said:  

...you can’t do cardio without someone knowing about cardio and what 

works out will be best and what will be the benefits of that exercise. You 
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pretty much need someone that knows a lot about exercise um and 

different categories of exercise (P1). 

4.3.3.1 My own research on phone/ Instagram / Google 

Education on the benefits of and how to exercise was important to the participants. For 

example: what do you need to do to get fitter? How to lose weight? How can I help my low 

mood? Why is exercise good for me? According to the thematic analysis completed by 

Skinner, Biscope, Poland & Goldberg (2003) adolescents use various technologies to serve 5 

major functions and the one most relevant to this study is that of information sharing and 

gathering.  

When participant 4 was asked how did you come by the importance of exercise? They 

replied: 

 …through my own research and especially nowadays since we can search 

so much on our phones um basically just getting into the fitness side on 

Instagram that’s really helped me and also researching on Google just the 

benefits of it and the importance that exercise has on us (P4). 

Adolescents indicate they turn to internet-based health resources because of its 24-hour-a-

day availability and its lack of perceived judgement and conflict (Skinner et al., 2003). 

4.3.3.2 What will be the benefits 

The participants had a good general understanding of exercise and the benefits that 

exercising could bring although they all expressed a desire to gather more knowledge of the 

benefits of exercise. They said: 

…mental toughness (P1)   … keeps our wellbeing stable (P4)   … builds 

muscles (P1)   …it’s good for mental health (P6). 

Participants were aware of doing the hard yards and getting fitter but were less aware of the 

effect exercise could have on self-worth and confidence. Young people that are not physically 

active are denied the positive social and emotional benefits of physical activity including 

higher self-esteem, lower anxiety and lower stress (Davison & Lawson, 2006).  The 

participants discussed exercise benefits being in respect to mental health and body type. 

Physical health benefits sparked little interest. Phillips, Chamberland, Hekler, Abrams and 

Eisenberg (2016) state that the experience of intrinsic rewards (enjoyment, stress reduction, 
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4.4.1.1 Nurses / Support 

All participants talked about what they saw as an essential role that nurses could play in 

supporting and encouraging patients to exercise while in hospital. Callaghan (2004) supports 

this view by stating that exercise could be part of structured interventions and patients 

should be accompanied or partnered by nurses whilst doing exercise. The participants 

described a wide range of everyday activities that nurses could participate in with them such 

as running, walking and basketball. 

 So, if your nurse asked you to go out on the basketball court would that be more 

encouraging? They said:   

 …yep that would be more encouraging……. I think just the fact that they 

are asking is a good idea and it would be more encouraging (P2).  

What could the staff here do more to encourage you? They said:  

….by encouraging us to go out for runs (P3). 

…um but yeah for me it could just be the nurses telling me (P1). 

Would you think a nurse should go with you? They replied: 

 …depending on the severity of the patient’s illness but yes that would be 

good encouragement (P4). 

 …personally, having the nurses do stuff with me would be encouraging 

(P5).   

…um just come say what’s up (name) come play some sport so get them 

to do some encouragement…… you know this is what you want to do you 

are just being lazy so come on (name) sort of thing. I would get up and 

listen and go do it yeah (P6). 

For people who are struggling to become more active or who suffer from a disability it can 

be extremely helpful to have the support of health and fitness professionals (Sallis, 2011). 

Ussher et al. (2007) stated from their study that people value the support of health 

professionals and their role in encouraging, guiding and motivating patients.   
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4.4.1.2 Group activities 

The participants all felt that having group activities would be encouraging and motivating. 

When asked what would encourage you to be more physically active the majority of 

participants had similar responses such as. They said:  

  …more group activities in the ward where we could go out and play 

games together um like collectively playing one sport um getting everyone 

involved (P4). 

 …yeah that would be cool, we should have a workout group (P5). 

 …morning walks or morning run’s and it could be like a group that walks 

and a group that runs depending on your fitness level (P5). 

 …maybe group walks together (P4). 

 …um well if we had yoga mats the other patients and the nurses could all 

do the yoga together which could be motivating (P3). 

 …so maybe like if you had like a group it might help people get up and do 

something (P2). 

The alternative view was raised when asked about a group approach. The participants said:  

…um it would depend on the young teenager or the patient I should say 

(P1). 

…I’d like to like do if we had a group thing like basketball I might give it a 

go and um, but I haven’t really been much of a sporty type (P6). 

It is possible that a group-based exercise programme could provide a social relationship that 

would provide support among participants enhancing the motivation and adherence to the 

programme (Nabkasorn et al., 2006) while encouraging greater participation among the 

current inpatient group. Eime, Young, Harvey, Charity and Payne (2013) found that team 

sport seemed to be associated with improved health outcomes compared to individual’s 

activities due to the social nature of the participation and the element of competition.  

Richardson et al., (2005) however, stated that low intensity, unsupportive and fragmented 

physical activity programs are even less likely to be successful in the mental health population 

that the general population. 



49 
 

4.4.1.3 Opportunities 

The concept of opportunities was mention by a smaller proportion of the participants 

however seemed worthy of mentioning. For those that do not have the opportunity to 

exercise this has a big impact. Participant (P5) discussed opportunity to exercise in relation 

to her confinement while in prison. They said: 

 …I haven’t done much lately since being in prison, but I used to run 10km 

a day yeah and I walked pretty much everywhere (P5). 

Although Gordon-Larsen, McMurray & Popkin (2000) paper on the determinants of 

adolescent physical activity state that socio-economic factors can affect activity levels with 

higher maternal education levels and a higher family income having a more likely outcome 

of higher levels of physical activity when compared to those that don’t. Also stating that 

crime had a high link with inactivity. 

Participant P3 was highly encouraged by their family to participate in physical activities and 

chose to spend her earnings at the rest home on a gym membership. This presented the 

opportunity for physical activity and exercise. They said: 

…um I have a job at the rest home and got my own gym membership (P3). 

4.4.2 Resources / Experts 

Motivation to exercise or not was highly influenced by having the right resources and 

knowledge from experts. Mental health settings are hampered in delivering exercise 

programs by organisational and personal barriers such as limited resources, prioritization of 

other tasks and clinician attitudes towards the patients with the uptake of exercise programs 

(Harding, 2013). A reduction of barriers to physical activity is warranted for most individuals 

(Warburton et al., 2013). 

4.4.2.1 Equipment 

Equipment was not only viewed as the right sporting equipment such as weights, yoga mats 

and sporting goods such as cricket bats but also the right clothes to wear. It is easy to lose 

motivation to exercise if you don’t have well-fitting shoes, or you don’t have a sports bra or 

even a drink bottle. Having the right gear and look was expressed as being important for the 

participants. They said: 

 …having the right gear to wear (P5). 
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…a lot of it is like resources so I think a lot of young teens they need the 

right resources to do the exercises you can’t do weights without weights. 

You can’t do cardio without someone knowing how to do cardio and what 

workouts will be best (P1). 

4.4.2.2 Education 

The participants felt that having the education resources available was important. Someone 

that could assist in the knowledge of how to achieve what you want to achieve for example 

to get fitter and stronger or too lose weight. Stanton, Donohue, Garnon and Happell (2016) 

found that individualised exercise programmes, delivered in an inpatient setting by a trained 

exercise professional is well accepted by mental health consumers, with satisfaction ratings 

exceeding that of well-established therapeutic modalities.  The participants said: 

…you pretty much need someone that knows a lot about exercise um and 

the different categories of exercise (P1). 

Or having the resource information available to assist. A participant said: 

 …I think having visual art around the ward would encourage people like 

posters with the importance of fitness and exercise (P4). 

It is very important to have skilled exercise leaders who are willing to provide support to help 

participants overcome a number of self-esteem barriers such as body image, fear and 

paranoia: the no pain no gain mentality is of no benefit in encouraging participation in an 

active lifestyle for people with mental illness (Richardson et al., 2005). Exercise programs 

delivered by highly qualified and experienced exercise professional is essential in the 

successful delivery of exercise intervention and are recommended in mental health units 

specifically to maximise uptake outcomes and continuation following discharge (Stanton et 

al., 2016). A qualified exercise professional is an important member of the health care team, 

providing specific knowledge in health promotion and lifestyle behavioural modification 

(Warburton et al., 2013).  

4.4.3 Motivation levels 

The participants’ interview in this study rated motivation levels as a significant influence that 

directly affected their thoughts around exercise. Motivation levels fluctuate for all people 

within normal levels. For those that have a mental illness that effects mood then motivation 
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levels can be extreme. Within this study 3 participants have experienced low mood, 1 mixed 

mood states, 2 euthymic mood. Mood was seen as a major barrier to exercise. They said:    

 …yeah, it’s difficult when you are having like low mood as well and like 

mental health and like you know, just like feeling really crap and then 

having no motivation but like knowing it’s good for- you just can’t get that 

motivation to get up and do something (2). 

4.4.3.1 Low motivation 

Low motivation was seen as a major barrier to exercising even though most knew that 

exercising would energise and lift mood. Low mood and depression compounded motivation 

levels making it even harder for the individual to take steps improve their own motivation 

and mood levels. Exercise is said to improve depression symptoms by changing daily routine, 

increasing interactions with others and the ability to more effectively master difficult physical 

and psychological challenges (North, McCullagh & Tran, 1990). The participants said:  

 …I know it’s really good for you and it’s like good for your mental health 

but it’s hard getting the motivation to like get out there and do something, 

I really know it would help (P2). 

…if you don’t do exercise regularly then you have less energy to do things 

and you start getting less motivated about things and then you don’t feel 

good (P5). 

…yeah well, I have actually been thinking about it lately like dad has talked 

to me about it like exercise is really good when you have depression. Like 

it gets like something about the brain and like he used to do running when 

he was depressed and after a run he would feel so much better cause like 

yeah, I just achieved something and yeah like losing weight and so I’m 

sorta like really really want to get into exercising its just like the 

motivation part of it it’s like actually doing it so yeah (P6). 

One participant believed that motivation was a solely self-directed state, which comes from 

within the individual, and there was little that others could do to support that person to have 

higher levels of motivation. They said: 

 …you can’t help people be motivated they have to find the motivation for 

themselves (P5). 
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…I used to be lazy and I got motivation because I didn’t want to be that 

size anymore (P5). 

…I would feel jealous because everyone else was skinny (P5). 

 

The remaining participants however all felt that support people who are able to participate 

in activities alongside them would be very encouraging and motivating. Along with the right 

resourcing such as equipment, fitbits and yoga mats. 

Promotion of physical activity among patients with health problems is often a complex issue, 

which often requires some degree of personal change (Suija, Kalda, Tähepõld & Maaroos, 

2009) motivation issues are often the key to developing this change.  

4.4.3.2 Routine / Incentive 

Routine and incentives were common sub-themes among the participants. Routine was seen 

as important with an inpatient stay interrupting this important routine for the participant 

when they were at home. It was felt that if possible all exercise routines should be supported 

and encouraged in hospital. The participants said: 

…ah really listening to the individual and if they say you know back at 

home I do a jog in the morning to follow through with that, sort of set 

aside a time for the patient to do that kind of stuff (P4). 

…Getting into a routine would help (P5). 

Regular exercise is thought to involve both intention and habit mechanisms (Phillips, 

Chamberland, Hekler, Abrams & Eisenberg, 2016). Factors that negatively affect habits such 

as being in hospital and mental health concerns can easily break habits. Habit strength has 

been found as a predictor in continuing with exercise or not (Phillips et al., 2016). 

Having an incentive to exercise was seen as another motivating factor. The participates all 

thought that an incentive of some description was required to encourage exercise. 

Participants required different levels of incentives, which was influenced by their mental 

state. During days when motivation levels were low greater incentive or encouragement was 

required to motivate the participants to exercise. They said: 
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 …sometimes I tell myself like I buy lunch like a kind of incentive or just 

sometimes mum saying good work for going out ...or like just feeling good 

afterwards um can be nice (P2). 

 …um well know matter what fitness programme you go with you could 

give rewards at the end like sugar free lollipops or a small prize in a lucky 

dip the fun things that kids like (P4). 

 …I’m like pretty competitive, so I would have to have someone else there, 

so I had a target pretty much (P1). 

 …Um my grandma can’t exercise anymore, and I don’t want to be like 

that ...rather than be my grandma who did nothing and now she regrets 

it (P3). 

The participants viewed external rewards as the most valued. However, Biddle and Nigg 

(2000) stated that younger adults are more motivated by challenge and fitness whereas older 

adults are motivated by health.  

4.4.3.3 Support 

Support to exercise was seen as invaluable for the participants especially when mental state 

was impacting on them negatively. They said:  

 …um I would need someone there to, like the other person would be like 

my target and like a nurse to like as in act in coach pretty much so they 

are watching me (P1). 

 When asked about encouragement. One participant said:   

…we will be doing exercise but then our expectation starts dropping once 

we get start getting tired and I just need like that coach or something (P1). 

When asked does being in a group help. One participant said:   

 …yeah it could do, like if it’s just you and your nurse it could be ok… or I 

know there is a treadmill in one of the rooms maybe encouraging people 

to use that just to past the time or like and give them something to do 

could help which incorporates exercise (P2). 
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A common cause of rejection or lack of support is failure at self-regulation. Baumeister, 

DeWall, Ciarocco and Twenge (2005) report that rejection from group support can be 

attributed to unreliability, self-impulses, exhibit inappropriate behaviour and subject others 

to emotional outbursts. These behaviours are common at times of mental instability and 

need to be worked through to ensure continued support. 

4.5 Summary 

In this chapter, the findings of the research have been described and discussed.  Further 

literature searches were conducted and integrated into discussion to highlight participants’ 

views. 

Exercise impact on mental state was found to be a significant category and one, which all 

participants identified with. Knowledge of the body was seen as a strong category with body 

image a major driver to exercise as opposed to physical wellness. Motivation to exercise or 

not was another category of significance. Motivation levels are greatly influenced by mental 

state and if mental state falls outside of a euthymic mood or thought parameters then 

motivation levels mirror this. 

In the next and final chapter, the researcher will provide methodological reflections, 

recommendations for practice, education and research followed by the conclusion to this 

thesis. 

  



55 
 

5 Chapter Five - Conclusions and Recommendations 

 

5.1 Introduction 

In this, the final chapter, the researcher will discuss the research findings in relation to the 

aims of this study. These aims were to explore and describe the views that adolescents hold 

about their physical wellness.  The methodology used to achieve this will be reflected upon.  

Recommendations for practice and education that have arisen as a result of this study will be 

discussed. Finally, suggestions for further research will be discussed. 

5.2 Discussion 

This section will provide an overview of findings as described in Chapter Four, in relation to 

the research objectives. The objectives were to assess the knowledge of adolescents with 

mental health illness receiving treatment on physical health and its importance in adulthood; 

explore what adolescents with mental health illness and receiving treatment, require from 

the multidisciplinary team to support and educate them in maintaining their physical health 

as adults; and to develop strategies that could be integrated into a ward programme that 

would serve an educational purpose on maintaining physical health into adulthood. 

5.2.1 Attaining Objective 1  

The first objective, was to assess the knowledge of adolescents with mental health illness, 

receiving treatment, on physical health and its importance in adulthood. It was achieved by 

asking participants to provide as much information as they could on their views of physical 

activity. What surprised the researcher, was that this group of physically well adolescents, 

had little interest in their own physical health apart from their physical appearance, but had 

a great interest and knowledge about how exercise affected their mental state. Exercise was 

however, viewed by the participants as a strategy they could use in maintaining or improving 

their mental wellbeing. They agreed that in order to start exercising, like going for a walk a 

degree of effort was required. They did feel however, the resulting reward of energy was 

worth the initial effort although struggles with motivation levels had a huge impact. 

Motivation levels waxed and waned possibly mirroring levels of mental state or wellbeing. It 

was at the time of low motivation that the adolescent required the highest degree of support. 

This could be from family, friends, pets, health professionals or self-reward strategies. 
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However, all these strategies took a degree of pre-planning and resourcing strategies prior 

to difficulties with mood and motivation levels emerging. 

Physical activity had a greater role to play compared to the physical functioning of the body. 

Participants acknowledged that physical activity was also used as a distraction technique, an 

escapism from their mental state or family situation and a sense of social integration and 

belonging. The simple task of taking their dog for a walk bought about multi benefits. A sense 

of belonging and a person or animal relying on them for their care was motivating in itself. 

5.2.2 Attaining Objective 2 

The second objective was to explore what adolescents with mental health illness and 

receiving treatment, require from the multidisciplinary team to support and educate them in 

maintaining their physical health as adults. It was achieved by asking the participants how 

the Child Adolescent and Family Inpatient unit could support them in being physically active. 

The participants all agreed that exercise had a positive effect on their mental state but 

motivation and restrictions of being an inpatient affected the amount of exercise they could 

do. Two clear views came through. Firstly, the participants all thought they required staff 

support in motivating them to exercise. This ranged from being told by staff to exercise, such 

as go for a walk, to having staff participate in the exercise alongside them. This 

encouragement and support was thought to be essential because when their mental health 

was causing concern, exercising was unlikely to be self-motivated, even though the benefits 

of improved mental health was known. Secondly, the majority of participants believed that 

knowledge of exercise by either a dedicated “trainer” or staff acquiring the knowledge 

themselves on exercises and the benefits would be greatly beneficial.   

The participants felt that knowledge of exercise that could be individually targeted and 

encouraged would be of great value. When discussing this aspect of the interview the 

participants were all animated and excited at the possibilities of having individual exercise 

programmes designed to meet their goals and a purpose to exercise. Another common 

theme was a sense of group games where all able inpatient adolescents played together. The 

game or activity had little relevance. What was important however was the social 

interactions, a sense of bonding together, distraction from the boredom often felt in a 

hospital setting, and a distraction or time out from mental illness.    
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5.2.3 Attaining Objective 3 

The last objective was to develop strategies that could be integrated into ward programmes 

for adolescents with mental health illness and receiving treatment that would serve an 

education purpose on maintaining physical health into adulthood. It was achieved by asking 

the participants to suggest improvements that could be made to encourage physical activity 

within the inpatient unit.  

The following three major strategies have been identified that could be integrated into the 

ward programme. Firstly, targeted adolescent physical health education such as a move your 

body group which could cover a wide range of physical activities which could be individual, 

or group focused, a how your body stays healthy group focusing on body physiology, and a 

group about how technology can benefit our health group.  Secondly, staff support and 

mentoring roles and thirdly a review and acquisition of resources that would enhance the 

environment so that physical activity and healthy lifestyles is encouraged. At this stage, these 

strategies have not been implemented but it is hoped that they will be in the future. 

The participants felt that playing active physical games would be very encouraging and 

adding an element of friendly competition or goal setting would be motivating. The purchase 

of sports and exercise equipment such as cricket bats and balls, basketballs, along with gym 

equipment and technology capabilities such as YouTube videos for exercise classes where all 

could participate would be of value. Even though this cost needs to be factored into the 

funding budget the real and on-going cost however would be staffing resource and someone 

to lead or co-ordinated the physical activity. The real cost saving however would be realised 

in having the adolescent within the facility armed with the knowledge to maintain their 

physical wellness into adulthood.  

The participants felt that individual mental state had to be taken into account and flexible 

programs developed to cater for all individuals while understanding where they were at with 

their own wellness levels. The reality of this proposal is that it couldn’t successfully just be 

added onto the current inpatient staff workload. Allocation of time for physical activity as a 

front-line group within the ward programme would be recommended. The staffing time 

resource is a valuable commodity and physical activity within a mental health facility is often 

regarded as a waste of this resource. However, through a truly holistic health viewpoint time 

for physical activity should be valued more. Additional resources would be required to 

implement this successfully within a ward programme. It is intended that an additional 
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resourcing proposal will be presented to the Child Adolescent and Family management team 

for consideration. 

5.3 Methodological Reflection 

The qualitative descriptive methodology utilised for this study was an appropriate way to 

develop an initial understanding of the why adolescents take part in physical activity and 

what influences them to be more physically active. As well as asking what they would find 

more encouraging and supportive for them to increase their physical activity, the open 

questions prompted participants to describe what they considered physical exercise along 

with the negative and positive influences. Their descriptions were incorporated into the 

findings using direct quotes in order to maintain an emic perspective, in their own language. 

The application for conducting research proved complex and thorough which was in keeping 

with researching vulnerable populations. Following full ethics approval, a convenience 

sample resulted in six participants. This was an appropriate size for individual interviews to 

be conducted and analysed using a qualitative methodology. This process of gaining consent 

was thorough. Consent forms and participation sheets were read firstly by an adolescent 

within the inpatient unit who was not involved in the study, to determine the understanding 

and fit with the adolescent language. One change was made during this phase with the 

participants being invited to attend a “conversation”. It was felt that the word conversation 

was less scary and a friendlier approach. Potential participants were firstly approached by a 

either the youth consumer advisor, Pukenga Atawhai or their nurse of the day prior to 

meeting with the researcher who provided with a participation information sheet and a 

consent form. The initial approach was to allow the adolescent time to determine if they 

would be interested in participating in the study or not. One participant declined to 

participate at this stage. All the participants felt a support person was not required. Of the 

participants that begun the interview one was withdrawn by the researcher due to an 

exacerbation of their paranoia once the audio recorder was turned on. 

The sample comprised of adolescents who were all physically well and receiving treatment 

for their mental state and were able to respond to the interview questions from their own 

viewpoints. The main themes reached saturation. The sample size was small thus; it cannot 

be assumed that the findings are a representative of all adolescents in New Zealand. 

However, it would seem likely that the views expressed may resonate with other adolescents 

receiving mental health treatment in New Zealand.  
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 As the Charge Nurse Manager, the researcher was aware of the requirement to represent 

participants’ views without researcher bias. There were times when the researcher became 

aware of the risk of interpreting what was being said from an adolescent language into an 

adult language and assuming what was being meant. The researcher was careful to always 

ask for clarification on what was meant so that a clear understand could be gained. Use of a 

qualitative descriptive design required minimal researcher interpretation when using the 

data to inform a thematic analysis process to reflect participants’ views.  

Watson’s theory of caring has been used as a framework for this study as it provides for a 

true holistic view of the person as a whole. Mental health and physical health are entwined 

within a person and unable to be separated, providing an alignment of mind-body-spirit 

creating a wholeness.   

In reflecting on the methodology used, the researcher would recommend one additional 

process should a similar study be conducted in the future. This would be the use of an 

impartial interviewer to reduce the risk of researcher bias or over familiarity with the 

participants. The researcher would meet with the interviewer prior to the interviews to 

discuss the nature of the study and clarify the research questions. This process would 

improve the rigour and trustworthiness of the study. What was not anticipated was the 

degree of impact encountered with time restrictions due to study requirement. Initially the 

researcher wanted to purposively select a greater degree of participant diversity however 

due to limited time options this was unrealistic. Greater diversity in the participant 

adolescent population is worth considering in the future studies. The scope of this study did 

however not allow for much diversity. These changes would provide data that would make 

the findings more generically applicable to a wider adolescent population. 

5.4 Recommendations for Practice 

Adolescents within an inpatient unit find themselves in an environment, which have limited 

options to provide for physical activity. This is due to safety and risk concerns along with finite 

health resources. Competing staff roles and tasks often result in physical activity being the 

easiest task to be dropped off staff workloads. The importance of physical activity is often 

under estimated and the time and effort required by staff overestimated resulting in the 

activity not being followed through with. To run any ward programme time and resources 

are required as in reality ward programmes can at times be hit and miss depending on ward 

pressures. 
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The participants have highlighted the importance of physical activity and their rationale. Child 

Adolescent and Family Mental Health Services value feedback and continual quality 

improvement. The participants have recommended firstly that staff have knowledge of 

physical activity and secondly the time to take part in the physical activity alongside the 

adolescent. They believed this would provide them with the best support and motivation.  If 

an equally well population goal is to be achieved, then action needs to be taken early on in 

the development of a mental illness and at a young age for a positive long-term outcome.    

The researcher recommends that firstly time be allocated for staff to provide support and 

mentorship to the adolescent. Nurses need time and education to value the importance of 

physical activity. Adolescent learning often has the greatest impact by the doing of an activity 

followed by the learning. This approach has a twofold benefit by the development of rapport 

and the enhancement of the therapeutic relationship. Realistically this approach will require 

a culture shift that encompasses the wider MDT and service leaders. 

Secondly, adolescents should be provided an education package targeting multiple learning 

styles on body physiology and remaining physically well. To provide groups such as move 

your body, how your body stays healthy and how technology can help our bodies, stay 

healthy the MDT will firstly need to be educated on this topic.  In order for this to be 

successful services and staff will need to support this with time, funding and a degree of 

openness to change from a more traditional mental health only focus to a greater holistic 

whole of body approach. 

Thirdly, adolescents should be provided with an environment that encourages physical 

activity. The environment provided within inpatient units are confined and clinical with little 

thought given to physical activity especially for the adolescent that is unable to leave the 

confines of the building due to their mental illness. The nursing team serve as a critical group 

to advocate for patients and determine how the environment should look and be used. 

5.5 Recommendations for Education 

The findings of this study indicate that the participants would benefit from inpatient staff 

continuing education and support for increasing their knowledge on physical health so that 

they can be of greater support for the adolescent. Equally well is about equality of physical 

health which is imperative.   

Health system and training establishment rightly or wrongly are designed to create silos 

within health care. This of course does not have an easy solution. Impacting on this is stigma 
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and discrimination within not only health and education but society in general. This is not 

new news and yet little progress has been made in reducing stigma and discrimination. 

Mental health staff need to be funded and trained in physical health and equally physical 

health staff need to be trained in mental health. This would cause opposition on multiple 

levels but the long-term health outcomes for this population could be greatly improved.  

Training mental health nurses in physical activity and physiology would be a progressive and 

modern idea, but one that could be considered as sitting outside a traditional nursing role 

within mental health. Likewise educating wider for physical health nurses on mental illness, 

communication skills and de-escalation may allow these staff to feel more confident with 

providing health care for the mentally ill. 

Nursing education is divided into modules, papers and placements. This model of providing 

education unwittingly indicates that it is ok to practice within our confines silos. However, in 

a truly holistic model this would not be the case. Every person, illness and disability have a 

mental health and level of wellbeing attached to it. The researcher believes if mental health 

education was incorporated wider into all areas of health then this would have an impact on 

reducing stigma and discrimination while encourage a degree of normalness to mental 

illness. 

Current mental health education rarely focuses on physical health issues. Services largely 

fund mental health education study days on all aspects of mental health, which of course is 

required but greater training for all nurses should indeed pathophysiology topics or at the 

very least healthy lifestyle education to a level that is greater than that of the general public. 

5.6 Recommendation for Further Research 

The intention of this study was a beginning attempt to understand the knowledge that 

adolescents in a mental health setting hold on physical activity. As such, it is a beginning to 

be built upon. The literature has pointed to the benefits of exercise especially in relation to 

physical health but also mental health with exercise having great benefits for mental 

wellbeing. It has been known for a long time, that the mentally ill population have a 

decreased life expectancy than the general population. This however, is complex and will 

take multiple level changes to address these complexities.  

This study has bought about further questions to be asked. The adolescents in this study had 

little interest in physical health but it was not clear why this was so. When adolescents are 

physically well, do they not care about their physical health or do they just not think about 
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their physical health because they are physically well. Maybe it is a case of adolescents not 

knowing what they do not know. This area would be of interest so that services could target 

future services towards a greater holistic health approach. 

From this data of this study, it is evident that the need for increased resources could be 

explored. The participants indicated the role of staff support and mentorship would be a 

great encouragement for both mental and physical health. What would this look like? What 

would be the connection with community services? Would this be the best approach? The 

importance of this role is clear, but the model is not. Further research in this area would be 

indicated to determine if this model would be confined to the inpatient unit or attached to 

the adolescent to continue to support and mentor the adolescent through their health 

journeys, hopefully removing barriers. 

Questions could be asked in relation to the role of an inpatient unit. What are the views of 

registered health professionals, management and funders of health services on inpatient 

staff spending time partaking in exercise as opposed to clinical risk assessments and mental 

health treatments? The participants saw staff as being too busy to spend time with them 

doing exercise and possibly some staff see exercising at work as not their role. Further 

research in the views of staff, management and funders of mental health services are desired. 

This sample size was small and limited, therefore it would be recommended that a bigger 

study be undertaken to build upon the participants views in this study and develop a greater 

degree of generalizable data for this adolescent population. 

Further research into the environment that best supports physical activity within an inpatient 

unit would be valuable. How can services design inpatient units for multi-purpose areas given 

financial constraints? Although the current inpatient unit has outdoor areas such as a small 

basketball court, only adolescents that are well enough to go outside can access it. An inside 

gymnasium area that caters for all levels of wellness would be more valuable. 

5.7 Conclusion 

This Chapter brings this project to closure with a discussion of the findings in relation to the 

original aims of the study, considered within the context of the relevant international and 

national literature on the subject. As an initial exploratory, descriptive study, this has 

achieved what it set out to do albeit with a very small sample of adolescents within a mental 

health inpatient unit. However, this starting point is seen as a place whereby furthering 

knowledge and understanding of adolescent views can enable targeted intervention 
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development. Having provided a better understanding of the factors that influence this 

patient group to exercise, it does represent an opportunity to better understand the factors 

that influence and therefore develop strategies to support physical health in a mental health 

setting. 
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People need a motivation to want to exercise 

You feel motivated then the motivation decreases, Motivation varies 

Some days real motivated and some days not at all 

I used to be lazy but got the motivation to lose weight 

If you don’t exercise you have less energy, low motivation then you don’t feel good 

Routine / Incentive I buy lunch like a kind of incentive 

Mum might say good work for going for a walk / run 

Feeling good afterwards 

I like to spice up my fitness it entertains me, Visual art, Competition 

Weight loss and bullying, I would feel jealous because everyone else was skinny 

Support Someone to be my target, Helps with routine 

Expectation drops when you get tired and I just need that coach 

Encouragement to get out of the ward 

Family encouragement, Expert trainer 
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Appendix 2 – Research Approval; Eastern Institute of Technology 

From: Jeanette Fifield <JFifield@eit.ac.nz>  

Date: 19/06/2017 11:22 pm (GMT+01:00)  

To: Barbara Loomes <Barbara.Loomes@cdhb.health.nz>, Salome Meyer Dr <SMeyer@eit.ac.nz>, 

Edmond Otis <EOtis@eit.ac.nz>  

Cc: REAC Approvals <REACapprovals@eit.ac.nz>  

Subject: RESEARCH APPLICATION - REF 17/34  

Dear Barbara 

 Thank you for your research application received for approval, our Ref 17/34. 

 Your proposal is supported by the Research and Ethics Approvals Committee Reviewers with ethical 

approval to be obtained from DHB (as outlined in your proposal).   The committee awaits this approval. 

  

Kind regards, Jeanette 

 

**********************************************************************************

**********  

Check out our web site: http://www.cdhb.health.nz 

This email and attachments have been scanned for content and viruses and is believed to be clean 

This email or attachments may contain confidential or legally privileged information intended for the 

sole use of the addressee(s). Any use, redistribution, disclosure, or reproduction of this message, 

except as intended, is prohibited. If you received this email in error, please notify the sender and 

remove all copies of the message, including any attachments. Any views or opinions expressed in this 

email (unless otherwise stated) may not represent those of Canterbury District Health Board  

**********************************************************************************

********** 
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Appendix 3 – Participation Information Sheet 

Participant Information Sheet  

Study title: Promoting physical health for adolescents with mental illness 

Locality:    Ethics committee ref.:   

Lead 

investigator: 

Barbara Loomes Contact phone number: 

3377773 

 

 

You are invited to take part in a study on promoting physical health for adolescents with mental illness.  

Whether or not you take part is your choice.  If you don’t want to take part, you don’t have to give a 

reason, and it won’t affect the care you receive.  If you do want to take part now, but change your 

mind later, you can pull out of the study at any time.   

This Participant Information Sheet will help you decide if you’d like to take part. It sets out why we are 

doing the study, what your participation would involve, what the benefits and risks to you might be, 

and what would happen after the study ends.  We will go through this information with you and 

answer any questions you may have.   You do not have to decide today whether or not you will 

participate in this study. Before you decide you may want to talk about the study with other people, 

such as family, whānau, friends, or healthcare providers.  Feel free to do this. 

If you agree to take part in this study, you will be asked to sign a Consent Form.  You will be given a 

copy of both the Participant Information Sheet and the Consent Form to keep. 

This document is 3 pages long. Please make sure you have read and understood all the pages. 

What is the purpose of the study? 

• the purpose of the study is to find out what you believe about physical wellness and exercise, 

the information you provide may help other adolescents that come to stay as an inpatient and 

mean that we can be more in tune with the views of adolescents.  

• the study’s has been approved by ethics committees to make sure it is conduct in a 

professional manner. 
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What will my participation in the study involve? 

You have been chosen to participate in this study because you are an adolescent aged between 16 

and 17 and we want to get your thoughts and understand what an adolescent in 2017 thinks about 

physical health and wellbeing 

Participation in this study will require being involved in a one off individual conversation where you 

will be asked some simple questions about exercise and wellbeing which will take between 30 and 60 

minutes. You may bring your nurse for support if you wish. 

The interview will consist of up to 10 questions of which there are no wrong answers. 

No clinical information will be collected. All information will be anonymous, which means you don’t 

have to provide your name. Your ethnicity will be collected.  

 

What are the possible benefits and risks of this study? 

There are no foreseeable risks or side-effects anticipated for study participants.  

There are no direct benefits of this study to you except for knowing that you are contributing 

information that might be used to help other adolescents in your position. 

If at any time during the interview you start to feel uneasy or trigger about something then nursing 

staff are here to support you through this. Your wellbeing is of upmost importance.  

Who pays for the study? 

There is no cost involved in participating in this research.  

What if something goes wrong? 

If at any time during this study or interview you feel that you are struggling with maintaining your 

wellbeing please let myself or the nursing staff know so that they can help support you. 

If you were injured in this study, which is unlikely, you would be eligible to apply for compensation 

from the ACC just as you would be if you were injured in an accident at work or at home. This does 

not mean that your claim will automatically be accepted. You will have to lodge a claim with ACC, 

which may take some time to assess. If your claim is accepted, you will receive funding to assist with 

your recovery. If you have private health or life insurance, you may wish to check with your insurer 

that taking part in this study won’t affect your cover. 
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What are my rights? 

Participation in this study is completely voluntary and you are free to decline to participate if you want 

to, you can also withdraw from the research at any practicable time, without experiencing any 

disadvantage.  

You have the right to access information that you have provided as part of the study  

If you agree to participate in this study you will be given a number instead of using your name, so that 

all your information is kept private and confidential.  

What happens after the study or if I change my mind? 

All information collected for this study will be electronically stored with password protection for 10 

years, and then deleted.  

At the end of this study, if you wish, you will be provided with the results. It is expected that the study 

will be finished by May 2018.  

Who do I contact for more information or if I have concerns? 

If you have any questions, concerns or complaints about the study at any stage, you can contact:  

 Name: Barbara Loomes - Charge Nurse Manager 

 Telephone number: 3377773 

 Email: Barbara.loomes@cdhb.health.nz 

If you want to talk to someone who isn’t involved with the study, you can contact an independent 

health and disability advocate on: 

Phone:  0800 555 050 

Fax:   0800 2 SUPPORT (0800 2787 7678) 

Email:  advocacy@hdc.org.nz 

 

For Maori Health support please contact : 

Name: Donna Roberts Pukenga Atawhai 

 Telephone number: 3377773 

 Email: Donna.roberts@cdhb.health.nz 
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You can also contact the health and disability ethics committee (HDEC) that approved this study on: 

 Phone: 0800 4 ETHICS 

 Email:  hdecs@moh.govt.nz 
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Appendix 4 – Consent Form 

Consent Form Your letterhead 

 

 

Please tick to indicate you consent to the following  

 

I have read or have had read to me in my first language, and I understand 

the Participant Information Sheet.   
Yes  No  

I have been given sufficient time to consider whether or not to participate 

in this study. 
Yes  No  

I have had the opportunity to use my, whanau/ family support, nurse or a 

friend to help me ask questions and understand the study. 
Yes  No  

I am satisfied with the answers I have been given regarding the study and I 

have a copy of this consent form and information sheet. 
Yes  No  

I understand that taking part in this study is voluntary (my choice) and that 

I may withdraw from the study at any time without this affecting my 

medical care. 

Yes  No  

I consent to the research staff collecting and processing my information.  Yes  No  

If I decide to withdraw from the study, I agree that the information 

collected about me up to the point when I withdraw may continue to be 

processed. 

Yes  No  

If you need an INTERPRETER, please tell us. 

If you are unable to provide interpreters for the study, please clearly state this in the 

Participant Information Sheet 
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I understand that my participation in this study is confidential and that no 

material, which could identify me personally, will be used in any reports on 

this study. 

Yes  No  

I understand the compensation provisions in case of injury during the 

study. 
Yes  No  

I know who to contact if I have any questions about the study in general. Yes  No  

I understand my responsibilities as a study participant. Yes  No  

I wish to receive a summary of the results from the study. Yes  No  

 

Declaration by participant: 

I hereby consent to take part in this study. 

 

Participant’s name: 

Signature: Date: 

 

Declaration by member of research team: 

 

I have given a verbal explanation of the research project to the participant and have answered the 

participant’s questions about it.   

 

I believe that the participant understands the study and has given informed consent to participate. 

 

Researcher’s name: 

Signature: Date: 
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Standard conditions:  

Before the study commences at any locality in New Zealand, all relevant regulatory approvals must be 

obtained.  

 Before the study commences at a given locality in New Zealand, it must be authorised by that locality 

in Online Forms.  Locality authorisation confirms that the locality is suitable for the safe and effective 

conduct of the study, and that local research governance issues have been addressed.  

 After HDEC review   

 Please refer to the Standard Operating Procedures for Health and Disability Ethics Committees 

(available on www.ethics.health.govt.nz) for HDEC requirements relating to amendments and other 

post-approval processes.    

 Your next progress report is due by 05 November 2017.   

Participant access to ACC  

 The Southern Health and Disability Ethics Committee is satisfied that your study is not a clinical trial 

that is to be conducted principally for the benefit of the manufacturer or distributor of the medicine 

or item being trialled.  Participants injured as a result of treatment received as part of your study may 

therefore be eligible for publicly-funded compensation through the Accident Compensation 

Corporation (ACC).  

Please don’t hesitate to contact the HDEC secretariat for further information.  We wish you all the 

best for your study.  

  

Yours sincerely,  

Mrs Raewyn Idoine  
Chairperson  
Southern Health and Disability Ethics Committee  
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Appendix 6 - Locality Approval 

From: Barbara Bee on behalf of SMHS Research 

Sent: Thursday, November 09, 2017 1:57 PM 

To: Barbara Loomes 

Cc: Barbara Wilson 

Subject: SMHS research process: Road to equally well 

Hi there, 

Thank you for your completed research proposal and SMHS Research Locality Assessment. I am 

pleased to advise that the General Manager has given approval for the research to progress.  A signed 

copy of the Locality Assessment is attached.   

 The research committee requests that the CAF Service Leadership Team provides oversight of the 

research project. This means that you will provide progress reports to acting Service Manager Barbara 

Wilson at commencement of project, six monthly and completion of the research.  

Please advise the SMHS Research Committee  

• if there are any variations to the approved proposal.  

• when the research is completed or is withdrawn.  

• prior to any related publication of results to seek approval.   

Best regards, 

Barbara Bee 
Quality facilitator: Divisional Support 
Quality and Patient Safety team 
Specialist Mental Health Service 
Canterbury District Health Board 
Avon Administration Building  
Hillmorton Hospital 
Phone (03) 3377600 ext. 33514 fax 33911 

 

 

 




