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Abstract

The prevalence of obesity (BMI>30kg/m?) in the Scottish population is rising at an
alarming pace. The health implications for those affected and the lack of sustained success
in treatment, demands that new strategies be explored to improve patient outcomes (Harvey
et a. 2005). Primary care nurses appear well placed to address obesity management.
Therefore, the aim of this research was to develop and eval uate an evidence based, holistic,
person centred approach to management, which was relevant to both professionas and

those who are obese.

A conceptual framework was developed to encompass the physical, social and emotional
components of weight management in conjunction with the nursing models of Roper,
Logan and Tierney and Peplau. The approach used mixed methods of data collection,
which was carried out in two phases. Outcomes from the initial exploratory, longitudind
survey phase, involving 64 outpatients attending a specialist obesity clinic, showed that
physical, social and emotional factors, in conjunction with beliefs about weight

management are interrelated.

Evidence from the exploratory phase contributed to the development of materials for the
intervention phase which was implemented in primary care by nine practice nurses (PNS)
who recruited 28 obese individuals for a three month period. Methods of data collection

included questionnaires, booklets, field notes and interviews.



The key findings of this study confirmed that obesity is complex and a holistic, person
centred approach to weight management through partnership working between nurses and
obese individuals can be effective. While PNs have a key role to play in obesity
management they recognised their need for appropriate tools and education to help
individuals towards self-management. The results also suggested that nurses and

individuals who took ownership of this approach had successful outcomes in terms of

weight loss.
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Chapter 1

Introduction

This thesis originated from a desire to developolstic nursing approach to obesity
management.The researcher’s interest in obesity managemeststwaulated through
the experience of working as a nurse in both rebeand clinical practice within the
National Health Service (NHS). This interest grdwough increasing contact with
individuals seeking treatment for their obesity.appeared that these individuals often

had numerous health problems associated with wesght.

It became apparent to the researcher that, iniaddid the numerous health issues
related to obesity, weight management in itself wasuch more complex problem than
at first appeared. This view was formulated viaesal avenues, namely, clinical

practice, practice development, research and educatinitial realisation about the

difficulties of weight management was gained thtoatjnical practice while working

as a research nurse for clinical drug trials foesity and being part of what was then a
very small specialist out-patient clinic team iretharly 1990’s. To gain a deeper
understanding of the issues related to obesity gemant from the perspective of an
obese individual the researcher undertook a psgglyadnd counselling degree module.
As the team grew to incorporate the disciplinesnefdicine, dietetics, psychology and
surgery, greater insight into various aspects ef development and management of

obesity was acquired through working as part of tmaltidisciplinary team.

The experience gained from practice was supplerdengea greater depth and breadth
of knowledge ranging from animal research to humérventions for obesity through

links with academic, scientific and research in$tins. In addition, a global
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perspective of obesity was obtained through multigiinary, national, and
international obesity conferences. These practimadl theoretical engagements
suggested that obesity management is complex imgpimany different perspectives
and knowledge sources. Furthermore, there appdardme a dearth of successful
interventions for people with obesity particulafty use by nurses. Further insight into
how obesity management could be implemented indetime by nurses was accrued
through taking the nursing lead in a national rede@rogramme in primary care. This
programme challenged me to consider the needsiofapr care nurses and obese

individuals.

Previous experience also indicated that nurse éducabout obesity was lacking.
Courses on obesity management are rare and anpaamvhich take place, generally
only do so through the support of the pharmacedutimdustry.  Furthermore, the
available literature, although increasing, tends b® focused primarily on diet.
Therefore, there is a need for obesity educatiohawe a nursing perspective and to

have a broader base.

Furthermore, the patient’s perspective was oftdrtai@n into account in planning care.
For example, during clinical sessions patientsrofievealed feelings of self-criticism

and low self-worth but were not addressed in ttmierall management. These
disclosures suggested to the researcher a nedlefior to be addressed in practice in
addition to traditional medical and dietary apptees: Taking a person-centred,
holistic approach and addressing the interactidwéxn physical, social and emotional
aspects of obesity appeared relevant to addressimgt is a complex problem.

However, holistic care may be problematic to unided and enact as it focuses on the

individual rather than their disease.
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Through knowledge and experience gained by workinilp obese individuals the
researcher has come to realise that for any iméioveto be effective the practitioner
must embrace a whole person approach for the eahwmt of care. However, this

approach must be viewed in the context of whahmakn about obesity.

This chapter now sets out to outline the healthlicapons of obesity and the extent of
the obesity problem particularly within the Unitédngdom (UK). There will be

emphasis on the Scottish context, where the rdseasas carried out. The need to
develop new interventions is highlighted, particiylan relation to the role of nurses in
primary care. In addition, the feasibility of penscentred, holistic approaches will be

outlined.

1.1 Obesity and health

Obesity is considered to be a multi-factorial pesbl(NIH 1998; NICE 2006) which
affects the health and well-being of individualghin society (NAO 2001; NICE 2006).
Prior to examining the implications of obesity faalth it is pertinent to define obesity.
Obesity is usually defined in physical terms anduos when energy intake exceeds
energy expenditure on a regular basis resultirexaess body fat stores (Di Girolama et
al. 2000). WHO (1998) classified obesity as a dise@nd defined it asa“condition of
abnormal or excessive fat accumulation in adipessei¢ tothe extent that health may be
impaired” (WHO 2002 p.4). The current accepted method of measuring obesity
developed by the Belgium statistician Adolphe Qla¢{&796-1874) (Eknoyan 2008)
and was known as the Quetelet Index, now termedtdy Mass Index (BMI), which
is calculated using the formula, weight in kilogsadivided by height in metres squared

(kg/m?2).
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Once BMI has been determined, it is possible tesifg individuals into categories
ranging from underweight to morbid obesity. The lfddealth Organisation (WHO
1998), use this classification to determine whettrenot an individual is obese and

their level of health risk (Sekable 1.1below)

Classification BMI (kg/m?) Risk of co-morbidities

Underweight >18.5 Low (but risk of other clinical
problems increased)

Normal range 18.5-24.9 Average
Overweight 25.0-29.9 Mildly increased
Obese >30

Class | 30-34.9 Moderate

Class II 35.0-39.9 Severe

Class 1l >40.0 ' Very sever

(morbid obesity)

Table 1.1Classification of body massindex (BMI) and severity of co-morbidity risk.
However, there are limitations to the use of BMiafikenfield et al. 2001). It does not
distinguish between those who have excess adigsetand the well-developed
muscle of trained athletes (Prentice and Jebb 206L)thermore, the suggested BMI
classification of risk differs between ethnic greug-or example, the classification for
overweight and obesity in the Asian community isdo than for Caucasians while for
Pacific Islanders it is higher (International DitdeeInstitute 2000). In addition to BMI,
waist measurement is important in assessing theaaisealth (WHO 1998) The

following table 1.2indicates the level of risk for waist circumferenc

Increased risk Substantial risk
Men > 94 cms (37 in) >102 cms (40 in)
Women >80 cms (32 in) > 88 cms (35 in)

Table 1.2Waist circumference level of risk for men and women.
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The relevance of obesity to health was recognizeHippocrates (460-377BC) (Office
of Health Economics 1994). He observed that sudi#eth occurred more frequently
in the obese. Later, Athenaeos (230-170BC) theelGistorian and philosopher,
reported what appeared to be sleep apnoea inorledi obesity (Michalopoulos et al.
2003). Michalopoulos et al. (2003) indicates thkhough obesity, at that time, was
recognised as a health problem, its impact was aoifynlimited to the wealthier
echelons of society Michalopoulos et al. (2003)n the present day, a greater
understanding of the health impacts has emergkeld & the escalating prevalence of
obesity within society. While the general adultpplation is at risk of developing
poorer health, the obese are at increased riske mibst prevalent health related
conditions or co-morbidities are documentedahle 1.3 below, (adapted from WHO
1998). The table identifies the increased levelisk for the obese in the development

of a broad range of co-morbidities.

Level of risk Obesity related co-morbidities

Slightly increased Cancer
(Breast in postmenopausal women,
endometrial, colon)
Reproductive hormone abnormalities
Polycystic Ovarian
Syndrome
Impaired Fertility
Anaesthetic complications
Foetal defects associated with maternal
obesity

Moderately increased Coronary Heart Disease
Hypertension
Osteoarthritis (knees and hips)
Hyperuricaemia and gout

Greatly increased Type Il Diabetes
Dyslipidaemia
Metabolic Syndrome
Gall Bladder Disease
Breathlessness
Sleep Apnoea

Table 1.3the health risks associated with adult obesity.
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In addition to the physical health risks listedable 1.3, obesity is also associated with
asthma, stroke, gastro-oesophageal reflux, loweemity venous stasis, urinary stress
incontinence (National Institutes of Health 1998)The National Institutes of Health
(1998) also identified psychological disorders asnorbidities such as poor self-
esteem, depression, body dissatisfaction and diseddeating (Mulvihill and Quigley
2003). However, the National Institutes for Hed[tB98) obesity guidelines state that
there is strong evidence of weight loss reducirggdvelopment of co-morbidity risk
factors. They also stated that some existing opestmorbidities improve with weight

loss.

1.1.1Health ben€efits of weight loss

A systematic review undertaken for a Health TecbgplAssessment (Avenell et al.
2004) highlighted that to accrue health benefitsdneot entail huge weight loss. Like
the Scottish Intercollegiate Guidelines NetworkGRI 1996) before them, Avenell et
al. (2004) highlighted physical benefits of moderateight loss. SIGN (1996) and
Avenell et al. (2004) identified reductions in nadity rates, blood pressure, type I
diabetes and cholesterol levels. The review byn&lleet al. (2004)underlined the

benefits in that a 10kg weight loss gave a 6.1mrfatgn systolic blood pressure and a
5% drop in total cholesterol. There were also benef weight loss for Type Il

diabetes. Two of the studies (Tuomilehto et aD120Diabetes Prevention Program
Research Group 2002) included in the systematiewedemonstrated a 58% reduction
in the risk of developing diabetes with a 5-7% widoss. SIGN (1996) had
previously indicated at least a 50% risk reductwith 10% weight loss. The

accumulated evidence seems to suggest that modeeagt loss is more strongly

associated with risk reduction than previously td&d. The evidence therefore, points
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towards physical health benefits being accrued witbderate weight reduction for

those who are obese.

In addition to physical health in the obese, Lanssb al. (2002) recommended that
mental well-being should be recognised. This radam certainly appears warranted
as Simon et al. (2006) estimated that obese indalddhave a 20% elevated risk of
depression compared to individuals of normal weighbwever, the negative impact of
obesity on mental well-being (Larsson et al. 20@2d psychosocial functioning

(Karlsson et al. 2003) can be reversed with wdigtg (Herpertz 2003).

It may be that, in addition to physical and memall-being, social support is also
relevant to obesity management. Social supporbniyt aids weight loss (Gallagher et
al. 2006) but also helps weight maintenance follgaiveight loss (Kayman et al. 1990,
Elfgah and Rossner 2005). However, a lack of sttpgpdess likely to result in weight
loss (Lambert et al. 2005). Social support theeefippears to have both negative and
positive effects on weight. Perhaps the relatignbletween social support and weight
loss is bi-directional as (Herpertz et al. 200&nidfied that weight loss improves social
relations. It could be argued that weight gain ratigct social well-being in a negative
way. Therefore, family structure, roles and relaships may be important aspects of
how individuals manage their weight (McLean et2003; Furst 1997; Karner et al.
2005). Taking this a step further by examininguall influences on social and mental

well-being may be of value.



1.1.2Cultural beliefs about weight change

Although there are health benefits associated wélght loss the perception of what is
a ‘normal’ weight often varies due to cultural irdhces. The current climate within
western society encourages a low body weight pdatily on cosmetic grounds
(Katzmarzyk and Davis 2001). However, trying thiage a low body weight through
rapid weight loss may have a detrimental effectramtal well-being even for the non-
obese (Caulfield and Karageorghis 2008). On tlmeroband, different cultures may
value obesity (Pollock 1995; McDowell and Bond 2D@@h the result that individuals
try to gain weight rapidly (Rguibi and Belahsen @pMot realising the health
consequences of obesity. Addressing beliefs abeatthy weight is therefore an
important aspect of weight management. Those whmbese may also be influenced

by the beliefs of others thus affecting their sbared mental well-being.

Western society exerts pressure, particularly omem to strive for the ‘thin ideal’
body shape (Tiggeman and Lynch 2001). The resudtigmatization of obesity from
both a physical and moral point of view (Brown &t 2006) where individuals are
blamed for not achieving the societal idea of bpdyfection through their lack of self
control. Media images perpetuate these negativasages (Cusumano and Thompson
1997; Greenberg et al. 2003). Furthermore, both amel women who are obese, suffer
discrimination in employment education and socgtisgs (Sargent and Blanchflower
1994, Puhl and Brownell 2001). It would seem thbesity affects all aspects of
everyday life. How obesity is viewed and thereftihe way obese individuals are
treated is of concern, not only for society, in gi@h, but those working in health care in

particular.
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While the effects of weight loss on physical healtle clear it is suggested here that
social and emotional aspects of everyday life ierindividual could also improve from
enhanced weight management. Having establidteti¢alth implications of obesity

there is a need to consider the extent of the probl

1.2 The prevalence of obesity

In many societies there are reported increasesvigld of obesity in both industrialised
and developing countries (WHO 2003). In 2003 therdd/Health Organisation (WHO)
reported that about 1 billion adults, world-wide reveoverweight with at least 300
million of them being clinically obese. The numbmr individuals affected by this
‘globesity’ as it is termed (Eberwine 2002; Goldp&003), has overtaken those who
are undernourished and‘“sne of today’s most blatantly visible — yet mosglected —
public health problems”’(WHO 2000). Of even greater concern is the irgirgp
prevalence rates reported with each new publicatibstatistics. Furthermore, the
exponential rise in childhood obesity may resulcildren of the current generation

dying before their parents due to obesity relatealth problems (Steinbeck 2006).

In Scotland, (SIGN 1996) the adult incidence rdtelmesity (BMI>30) by 1996 was
14% in men and 17% in womenOnly two years later, the Scottish Health Survey
reported that these figures had risen to 19.6%en and 22.1% in women (Shaw et al.
1998) demonstrating an even greater increase than thédukes of 17% in men and
21% in women (Department of Health 1999). Follagvihe publication of the 2003
Scottish Health Survey (Bromley et al. 2005) it weasdent that Scotland had the
dubious reputation of maintaining the lead over l&ngd with 22.4% vs 22.2% of men

and 26.0%vs 23.0% of women being obese. Furthermore, the adipual is becoming
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heavier with morbid obesity (BMI49) rates rising from 0.5% in 1995 to 1.8% in 2003
for men and 1.3% to 3.6% for women. In an inteomat league table of developed
countries produced by the Organisation for Econo@ueoperation and Development
(OECD), Scotland’s rates of obesity were secong tmithose of the United States of

America who were top of the table (OECD 2006).

Even more worrying, is the increasing prevalencehlssity among children (Bundred
et al. 2001; Dietz 2004) as childhood obesity sk factor for adult obesity (Eriksson
et al. 2003; Power et al. 2003) especially if thisrea family history of this disease
(Stunkard et al. 1990). This does not augur walltiie future health of the nation, as
even in childhood, cardiovascular risk factors dppe Il diabetes are now being
diagnosed (Reilly et al. 2003). Therefore, theraasing numbers who will require
treatment due to the associated morbidity and riyrtzf obesity (Manson et al. 1995)

will impact on health care costs.

1.3 The cost of obesity

For the UK as a whole, there are high cost impbecet for health care services in
managing the consequences of obesity (Seidell 19%gven years ago a National
Audit Office (2001) report stated the annual cadt®besity, to the NHS in England,
were estimated to be £v billion and the cost toettenomy £2 billion. Since obesity
rates continue to rise in line with projections #micipated annual cost of £3.6 billion
to the economy by 2010 could be reached (NAO 2006)owever, these projections
may be reached sooner as more recent estimateseot 8lHS costs have already
reached £3.2 billion annually (Allender and Ray@807). The Scottish Office (1998)

had recognised the financial implication for thaltie service in Scotland and targeted a
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reduction in the incidence of obesity but with @ewnce rates continuing to rise these

targets will not be met.

Concern was expressed by Haslam et al (2006) dbeuwdbility of the UK health care

system to cope. The seriousness of the situatasrecognised by Tony Blair (2006),
the then UK Prime Minister, who stated that theltheservice would ‘buckle under the

strain’.  In addition to increasing NHS costs them® also economic and social
consequences for the individual (Bray 1996; Rismari996; Rossner 1997). It is
imperative, therefore, that effective interventicare® developed and implemented to
tackle the increasing obesity problem to reduceitmgact, not only on health care

costs, but also for the health and social well-p&hindividuals.

1.4 Obesity management and research

The health and financial implications of the obe&itirden on health care services is
clear. Therefore, there is a need to reduce tmddm by having effective interventions
in place. The lack of such interventions was redsed by the Scottish Office (1998)
who recommended that research be carried out toelajevmore successful

interventions. SIGN (1996) had already highlightieid need by their recommendation
that the NHS needed to promote research into theagement of obesity as a health
problem. Three years on from this, a systematieve of interventions for obesity

management by Harvey et al. (1999) and, more rgemt updated review by the same
authors stated that it was difficult to find goodatity evidence for interventions and
even those identified as being effective have eenlroutinely implemented (Harvey et

al. 2005). This apparent failure could partly explhy obesity management has not

been given prominence in the prevention or treatnoénco-morbidities Further
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examination of the approaches already researchidnurses may provide some clues
as to what is needed for a new intervention. Ideprto understand how these

approaches may have developed a historical glimpseight management is given.

1.4.1Approaches to obesity management

Interest in diets is not new, as Plato (427-347 B€)Greek philosopher recognised the
importance of a healthy diet and was purporteddimeate many components of what
we today term the ‘Mediterranean diet’ (Skiadas basicaratos 2001). Many centuries
later, William Banting (1796-1878), an English camger and undertaker, who suffered
from what he termed the ‘affliction’ of obesity was enthused by a high protein, low
carbohydrate diet prescribed by his doctor, Willidharvey, that he published his

regimen (Banting 1869). Diet was also the mainsfayeatment in the latter half of the

20" century but the apparent lack of long-term effichas led to other avenues of

research related to physical activity and behawabtlerapies being undertaken.

Physical activity (National Institutes of Health9B) alone can be effective and more
importantly has a beneficial influence on abdomfaslwhich is a risk factor for type I
diabetes (Kay and Singh 2006) and cardiovascuglr(Avenell et al. 2004). The main
benefit of physical activity appears to be in maiming weight loss (Mulvihill and
Quigley 2003). When used in combination with dyghysical activity can be more

effective for weight loss than when used alone @feleet al. 2004).

The addition of behavioural therapies to diet ahgsgral activity were later used (NHS
CRD 1997) and this combined approach is considéhed most effective to date

(Steptoe et al. 1999, Avenell et al. 2004). Thmeefit seems that the more aspects
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addressed in managing weight the better the outdblamrey et al. 2005) but including
diet, physical activity and behaviour therapy may be sufficient if outcomes are to
improve. The effectiveness of interventions carrmut in the nursing arena, are

therefore, reviewed.

1.5 Obesity management and nursing education

Only four interventions for obesity management apdcifically aimed at nurses were
identified (Cadman and Wiles 1996; Ogden and Hopp@7; Moore et al 2003;

Counterweight 2004a). They all appeared to haee al their main focus. Although
dietary education, in a very small study of fiversas (Cadman and Wiles 1996),
increased nurses’ confidence levels about discgssiet, the outcome of this for obese
individuals was not reported. It is possible tt&tary interventions may not have the
anticipated outcomes. In fact, Moore et al. (2008nd that individuals who consulted

nurses in the intervention arm of their dietarydgthad poorer outcomes.

As greater dietary education, although improvingwledge (Moore et al 2003), did
not improve outcomes perhaps a broader perspdotmeight management is required.
The Counterweight programme (2004a), in additionatdocus on diet, included
physical activity and behavioural strategies raesglin better outcomes. An element of
this improved success rate, may have been inflekhgethe addition of follow-up
support for nurses, following basic introductoryeation sessions. Both the education
sessions and follow-up support took place in tleetce setting, perhaps indicating the
relevance of education not being divorced from ficacand taking a broader approach

to implementing interventions.
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The manner in which interventions are delivered rabsp be important. Although
Ogden and Hoppe (1997) introduced the element sopecentredness, it appeared that
consultations continued to take the form of adwogng and again resulted in poor
outcomes. This may highlight the need for a baftederstanding of person centred
practice. Another study undertaken for weight nggnaent in primary care, although
not carried out by nurses, may provide furtherghsi Rapoport et al. (2000) did not
emphasise diet but took a broad based approaclhidingl emotional well-being
resulting in modest weight loss. However, althowgldressing the importance of
emotional well-being, this study was very intensiee both obese individuals and

health professionals, therefore, would not fit wethin the practice setting.

It would appear that greater educational input iallow-up support combined with a
broader based approach of diet, exercise and hmivasirategies improves outcomes.
More intensive interventions with psychologicalum@lso appear to improve outcomes.
Perhaps taking a more holistic, person centredvetgion including emotional well-
being would show more promise. However, the diffic with intensive programmes is
that they are not practical due to time constrainBracticality of interventions was
identified by Mulvihill and Quigley (2003), as beira reason for not implementing

them.

In addition to the issues already addressed, numsgsbe more familiar with medical
aspects of obesity management which also requokision in a holistic approach.
Ideally, drug treatment, should only be introdusdten previous approaches fail to
achieve a realistic weight loss. However, drugtireent should be in addition, rather
than instead of, these other approaches (NICE 2008) the time this study was

undertaken two drugs were licensed for use in thi#ed Kingdom. These drugs had
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different modes of action. Xenical (Orlistat), anpreatic lipase inhibitor, acts on the
gastrointestinal tract to reduce fact absorption upy to 30% (Guerciolini 1997).
Sibutramine (Reductil), on the other hand, has feeréint mode of action. It acts
centrally by preventing the re-uptake of serotoamd norepinephrine to suppress
appetite by enhancing satiety (Royal College ofdrtigns 2003). It would therefore
appear that Xenical would be appropriate for thodeviduals who consumed a high fat
diet and Sibutramine may be more appropriate fose¢hwho ate large amounts of food.
When all these approaches fail there is the furtiption of bariatric surgery for those
who are morbidly obese (Scottish Executive 2004ZER006) but this study did not

aim to focus on specialist care. However, awarenésther options may be pertinent.

The challenge is, therefore, to develop an apprdaahis comprehensive yet practical
for both nurses and individuals with obesity. Befaeveloping an intervention it

would be pertinent to understand the nursing cdntex

1.6 Obesity management and the role of the nurse

Nurses have traditionally played a minor role iresiby management and treatment.
However, the opportunity exists to develop the afléhe nurse in obesity management
particularly in those areas where nurses have comtith obese individuals in need of
health care. Primary care appears to be the idetding to carry out obesity
management as it is accessible to most of the gkepepulation. In addition, 82% of
those registered with general practice attendaat lence a year and almost a quarter of
those, that is 6.5 million, are seen by practiceses! (ISD 2005). This is important not

only for identifying those who may benefit from \gbt management but also for easy



16
access to intervention at a time when an individsiaéady to make changes to achieve

weight loss.

Support for this argument comes from policy docutsgiscottish Executive, 2005;
Scottish Executive 2006; NICE 2006) which recomneehthat obesity should be a
priority in primary care. There are two main wayf approaching this; one at a
population level and the other by targeting indixdts (Chambers and Wakley, 2002).
Given the government commitment, there is clearlpla for primary care nurses in

obesity management.

As part of the multidisciplinary team providing ttbaare in the community, primary
care nurses have a crucial role to play. Althotigkir remit is influenced by their
employers, usually general practitioners, and theracteristics of the teams in which
they practice (Jenkins-Clarke and Carr-Hill, 200pportunities may exist to develop
the nurse role. Extended nursing roles emergeih@with the prevailing, disease
orientated, medical model where tasks usually uallen by junior doctors were
allocated to nurses who had to obtain certificattsompetency for doing so. This
focus on tasks was criticised for limiting the paeders of nursing practice by reducing
the importance of holistic nursing care (UKCC 1992&ole expansion, on the other
hand, should be developed through autonomous peasti response to the changing

health care needs of the individual (Hunt and Waiglt 1994).

As primary care nurses are increasingly involvedchronic disease management
(Department of Health 2005a) it may be that obasigpagement would sit well within
their remit and it has already been acknowledgeghaats of the practice nurse role

(Hampson 2006). The practice nurse (PN) role & WK has evolved in a similar
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manner to nursing in general with some taking orremarogressive roles such as
advanced nurse practitioner (Stilwell and Hobbs0)99PNs are now able to develop
their roles with an emphasis on promoting healtéin{&gua 2001, Hampson 2006) but
nurses are searching fanéw knowledge and skills in order to realise thegionand
provide more proficient, holistic and innovativere€a (Paniagua 2001 p. ix). The

question is how to involve nurses in obesity mansagd to reflect this vision.

The purpose of this thesis was to develop an ietdgron to aid nurses in obesity
management on a one-to-one basis. Although itkm@wledged that health visitors
and primary care nurses in general have a patatoip obesity management, PNs were
selected because of their accessibility. As practiurses (PNs), in particular, have
regular contact with patients, often through checatisease management they would be
ideally placed to incorporate obesity managemetd their practice. In relation to
diabetes, one of the diseases strongly associatbdhbesity, (WHO 1998) a Cochrane
Review (Renders et al. 2007) provided examplesowf this regular contact improves
outcomes. It has been argued that a holistic,opetentred approach, with it's
emphasis on the individual, is required for weighinagement. In addition, NICE
(2006) recommends that interventions should aididkatification of barriers to good
weight management and provide written goals andret Supported self management
would fit with a holistic person centred approaciherefore it appears that what is
required is a more holistic approach including ooty physical but also social and
emotional aspects for example particularly if naraee going to be at the forefront of
practice. This approach encourages both nurse imgigidual to gain a deeper

understanding which, in turn, may provide a basisélf management.
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1.7 Self management in obesity

Recent department of health publications have eaged health professionals to
support individuals in their efforts to self-manageir condition, particularly in chronic

disease management (Department of Health 2005b¢sity comes under that category
but the complexity of management makes it diffidoltencompass all physical, social
and emotional aspects in a manner that is notimo® ¢consuming. A way forward may

be to involve individuals more fully in their care.

Individuals with obesity, like others with varioushronic diseases, manage their
condition on a daily basis. However, they may l#o& confidence, knowledge and
understanding to implement good self care (Departroé Health 2005b). Providing
the right support is therefore important. Selfecarogrammes, as demonstrated in
systematic reviews for diabetes, hypertension riigtand asthma (Warsi et al. 2004;
Gibson et al. 2007), tend to be implemented frora gerspective of the health
professional and provide education. Whilst edocais an important aspect in obesity
management it would appear that current intervestimay not have self care or person
centred elements. It could be argued that unle<are is initiated by the individual
who decides what, where and when they want to imekg¢ action then long term
success will not be achieved. In one survey, thas half (42%) of primary care
participants felt encouraged by health professmnalcluding nurses, to self manage
their condition. Should this be so, one reason b&athe lack of structured approaches.
However, a structured person centred method wasda for PNs by Pill et al (1999)
to help individuals with type Il diabetes but coltations generally reverted to the PN
taking the lead. This possible reluctance to immaet self management strategies from

a patient perspective may be due to health prafeals having difficulty in power
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sharing in decision making. Nevertheless, it imtended here that with the right
support and materials PNs could deliver personredntare to support individuals in

their efforts to self manage their obesity.

One of the reasons why health professional havieulify changing their approach may
be historical. Traditionally, the role has beeniegl giving and ‘patients’, as the term
infers, being viewed in a sick role. This viewaoperson as being passive is in contrast
to empowerment (Nyatanga and Dann 2002) requireddli-management. Although
the more recent term ‘client’ is considered by <=8itoll and Popkess-Vawter (1998) to
imply more of a working relationship, Neuberger 429 argued that it inferred a
purchaser/provider relationship. For the purpadethis study in an effort to create a
more equal relationship, patients/clients will leéerred to as individuals. The term
‘individuals’ also reflects how each person is ague human being and should be

treated as such.

1.8 Synopsis of the thesis structure

The purpose of the research was, therefore, tolajewe practical, evidence based
approach for nurses to use in partnership withviddals in their care. In an effort to
reflect the complexity of weight management it appethat a broader view of factors
that impact on obesity needs to be taken. Totilyemore specific details related to
these factors, knowledge from various disciplines be reviewed. Identification of

these details will provide a basis to researchticglahips between the factors. The
evidence from such exploratory research will infaitme intervention. The format of

this thesis in the remaining chapters is as follows
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Chapter 2 sets out to explore the key elementsaoinaeptual framework to guide the
study. Essentially this chapter is seeking to andtve question “what should go into a
holistic, person centred approach?” which, from th&oduction appears to have
potential to be effective. In addition, this chapseeks to highlight/outline the extent to
which such a holistic approach can be used by surdéherefore nursing models to

assist in a structure for holism are identified.

Chapter 3 provides the methodological underpin@ing methods used to develop and
evaluate the holistic approach. It draws on a thixethods approach consisting of two
phases of work. The first exploratory phase isnprily quantitative and the second
intervention phase primarily qualitative. This cteapexplains the research design for

each phase of the study.

Chapter 4 details the results from the explorafdrgse undertaken to provide evidence
for the intervention phase used to develop weiglip/mtervention for a holistic
approach. Analysis of the data using SPSS exanpiaitsrns between the variables to
identify the parts relevant to a holistic approadfurther analysis of the relationship

between these parts and weight change are explored.

Chapter 5 discusses the evidence generated fronexghleratory phase to provide a
grounding for the development of a holistic apploacThese insights were used to
provide the basis for PNs to work in partnershighvimdividuals to reflect the holistic

nature of the approach. Consideration is givetiéotools required, educational needs

and working context of PNs.
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Chapter 6 provides an analysis of the implemematiathe holistic approach to weight
management by PNs in primary care. The outcoméswfthe parts of ‘the whole’ are

linked and interact in everyday situations are g@nésd.

Chapter 7 discusses the relevance of a holisticoapp to weight management for PNs
in primary care. Consideration is given as todffectiveness of this approach in terms
of weight loss and self management. The practiesliof implementing the holistic

approach are discussed in relation to the utilitthe booklets, the experience of using

the holistic approach and the education and sugovided.

Chapter 8 states the conclusions, limitations awbmmendations for practice with
regards to a participatory, holistic, person ceh@pproach to weight management for

PNs in primary care.
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Chapter 2

Developing a holistic approach to obesity managemen
— literature review
Developing a holistic approach to obesity managemequires a review of not only
literature on holism but also literature relatebesity and obesity management. It is
the combination of these two perspectives thaergral to this thesis. The introduction
identified the relevance of obesity to health dnelneed for different interventions to be
developed in relation to weight management. Wiilevas highlighted that nurses
could have a major role to play in helping indivadki manage their obesity it is also
evident that there is a lack of available educa#ind tools to assist them. In particular,
there appears to be no emphasis on holistic appesaevhich it is argued reflect more
fully the complexity of obesity management. Thisapter reviews the pertinent
literature and current approaches to obesity manage particularly in relation to
physical, social and emotional aspects. The chajotecludes with a reflection on the

literature reviewed and identifies the aims ancotiyes for the research.

2.1Literature Review

Having already identified the need for differentenventions for obesity management,
in order to define the requirements for such aerir@ntion, a broad-based search of on-

line and library databases for books and journtatlas was undertaken.

The initial phase of this was carried out at thensencement of the thesis work to
assist in scoping the extent of the literature inithis field (Parahoo 2006). Therefore,

no attempt was made to systematise this procettisastage (Griffiths and Norman
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2005). The purpose was to build on the experievicéhe researcher. This was
particularly important considering the complex matof obesity management which is
suggested to be more than just the sum of the ffdawe et al. 2004) and therefore is

more difficult to define boundaries (Plsek and Giredgh 2001).

The all encompassing nature of a holistic appraaehted difficulties in grappling with
the volume of literature. The second phase cathist a more focused literature search
for physical, social and emotional components @&sily management. From this more
focused review the following were identified:

» the psychobiological approach to obesity

e attribution theory

e social support theory

* energy intake

e energy expenditure

» weight control beliefs

» physical well-being

» social well-being

* emotional well-being

The third phase dealt with the context of this iheamely, holism, person centred care,

self management, nursing, primary care, and educati

The databases searched were:
« Cochrane

+ EBM Reviews
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* Medline
* Pubmed
« AMED
 BNI

« CINAHL
« EMBASE
« ERIC

e PsychoINFO
« ASSIA
In addition hand searching was carried out in sdsti journals, for example,

International Journal of Obesity, Obesity Reviewd ®besity Research.

After dividing the searches into themes to makaate manageable, as indicated from
the following examples from each search phase:

« Obesity management, weight management, obesityertgon

* Physical well-being, social well-being, emotionadliabeing

* Nursing, primary care, role development
Tools such as the thesaurus and truncation werdogetpin an effort to identify all
possible relevant material before initially limiginthe search by meta-analyses,
systematic reviews, English language, time limfttea years and using Boolean logic.
Further literature was filtered out by reviewinge thesulting titles and abstracts, for
relevance before obtaining the full text articles $ynthesis. The literature was also
searched by author, those well known not only ia tibesity field but also in each

particular field of inquiry. Refworks, although thavailable at the beginning of the
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study, later proved to be an invaluable tool farage and retrieval of the pertinent

literature.

The above literature search process provided ubaftkground to this holistic approach
to obesity management, however, as the thesisakag bver a number of years, search

processes were often fragmented and acknowledgadiragation.

The available literature is now presented. Firgtpyresents the issue of holism and how
it relates to nursing practice. Following thise tielevant components of the holistic

approach to weight management will be considered.

2.2 Holism

The term ‘holism’, derived from the Greek ‘hologias introduced in the early part of
the nineteenth century by Jan Christian Smuts (1926énlike the Cartesian medical
model, the two major components of body and mindalism, are not viewed as being
separate but seen as interacting with each otleargbn et al. 2005). Holism has been
incorporated into a number of nursing models alifoulebate about it's precise
meaning still continues (Smart 2005). It is redegd that some nursing models, for
example Watson (1988), include spirituality as adthcomponent but this is not

specifically addressed in this thesis.

Pearson et al. (2005) state that the two basiagssans underlying holism are:
1. “the individual always responds as a unified wole.

2. Individuals as a whole are different from and mtiren the sum of their parts”
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If, as assumption 1 states, individuals respond asified whole it means that viewing
the parts in isolation would not provide the whpleture. Therefore, physical, social
and emotional aspects of obesity management shooidbe viewed in isolation.
Furthermore, assumption 2 states; individuals afale are different from, and more
than the sum of their parts. If this assumptioadsepted then to see the ‘whole’ there
needs to be an awareness of the interaction betwkgsical, social and emotional
aspects of daily living for obese individuals. @thise, inaccuracies may occur when
trying to understand individuals, an important essao weight management as it may

have an effect on outcomes.

Thorne (2001) describes holism as coming Know the whole through learning as
much as possible about all the part§.261). The many ‘parts’ of those who are
obese, that is, weight beliefs, physical, sociatl amotional well-being will be

influenced by many factors. Furthermore, identifyinot only these factors but also
how they interlink is complex. A way of facilitaty the identification of these factors

without losing the complexity of the ‘whole’ is neiged.

2.3 Holism and nursing practice

Holism is relevant to nursing, particularly in theea of promoting health. The word
‘health’ “is based on the Anglo-Saxon word ‘hale’ meaningohe’ (Bohm 1995 p.3).
However, taking a holistic approach is demandingtiie@ nurse as it means becoming
involved with the ‘whole’ person and is not an eagytion (Henderson 2001).
Nontheless, when nurses give of themselves toecieg@artnership with individuals, it

allows emotional well-being to be addressed (R1E1ll996). However, if nurses do not
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feel comfortable with this approach they may adawbidance tactics (Thomas and

Cohn 2006) to the detriment of developing partneraforking.

Paniagua (2001) sums up holistic care*@sccessful relationships fostered through
holistic interaction and a sense of closeness batvpatient and nurse(p.40)being

key to effective consultations.

2.4 Nursing and obesity management

To date, there is limited evidence of nurses bémvglved in obesity management in
any significant way. Although there are some insés of practice nurses (PNSs)
providing valuable services in relation to obesftyAO 2001) a Scottish survey
(Hankey et al. 2004) reported that PNs felt unediiih this area of practice. In addition
to providing evidence for practice, this thesis eihto develop an intervention relevant

to nurses.

It appears that for some time, PNs have been agfdahe relationships between obesity
and, for example, hypertension (Stilwell and HottB80). However, in a more recent
practice nurse handbook, the complexity of weigllinagement has been recognised
and the suggestion put forward that rather thah fususing on diet, the underlying
cause of being obese should be identified (Hampe€®®). Therefore, there seems to
be a need to develop an intervention to aid PNenigage with individuals who are
obese in order to identify underlying causes ofsalge Adopting a holistic approach

would, therefore, appear relevant with regard teetiing such an intervention.
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With this in mind Peplau (1988) and Roper, Logad dmerney (RLT) (2000) were
selected not only as a means of delivering a holggrson centred approach to weight
management but because they are embedded in préGastmans 1998, Pearson et al.
2005) and to try and avoid the criticism aimed thieo models for their inapplicability
to practice (Timmins and O’Shea 2004). Perhapsboomy nursing models with
practitioner experience to formulate a model fqragticular area of practice is the way
forward (Fraser 1996) as it appears that failurattiise nursing models at all means
that practice is often based on the medical mdelv¢ett 2000). The narrow confines
of the medical model may be one of the reasongHherlack of success in obesity
management. It is acknowledged that in the geneealth promotion field some
techniques such as the stages of change (Procleskh 1992) and motivational
interviewing (Miller and Rollnick 1991) are use¢However, the purpose of this thesis
was to provide an intervention for obesity managni@ incorporate the whole person
and capitalise on the on-going relationship betweds and individuals. Therefore, the
possible relevance of Peplau and RLT will now becdssed for their applicability to

obesity management.

2.4.1Interpersonal relationsin nursing

Although the model of Peplau (1988) was develomedute in the mental health field
and has been used extensively in that area (Fort@®4) it is applicable to other areas
of nursing (Walsh 1991; Pearson et al. 2005). Tgsgchodynamic approach was
pioneered in psychiatric nursing and appears tce hmwreat deal to offer weight

management.
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It seems particularly pertinent to obesity managen® several reasons. As in mental
health, emotional factors have a high impact onl-bseihg in obesity (Edman et al.
2005; Wadden and Stunkard 1985Furthermore, both conditions are stigmatised
(Rogge et al. 2004) making everyday interpersontractions difficult. Therefore,
establishing a therapeutic relationship where iiddials are accepted unconditionally
by the nurse, provides a basis for developing .trlisis important that individuals who
are obese do not feel that they are being judg@dly then will progress be made
towards an awareness of their situation and whategfies are necessary for good
weight management. Peplau (1988) views the integpal relationship between nurse
and individual as crucial and therefore her model very relevant to obesity

management.

This relationship between nurse and individual, éesv, although being viewed as
equal in terms of respect, is nevertheless undquhht the nurse is a professional with
specialised knowledge that is used for the berddfithe individual (Peplau 1987).
Moreover, the relationship is envisaged to be far long-term (O’Brien 2001) which

again applies to obesity management.

Therefore, Peplau’s model would be applicable testlp management as it fa
significant, therapeutic, interpersonal procesd. functions co-operatively with other
human processes that make health possible forichgils in communities...Nursing is
an educative instrument, a maturing force, thatsabm promote forward movement of
personality in the direction of creative, constiuet productive, personal and
community living.” (Peplau 1988 p.16). Peplau (1988) also focusekealth rather
than disease where the individual is treated hcdiby in the sense that their family and

community setting are included. However, Comle§9d) argues that Peplau’s view of
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holism was limited due to her work being developetbre holism became an important
concept in nursing. Nevertheless, it is applicablebesity management as described in
the following Phases of interaction identified bgplRau (1988):

e orientation
* identification
» exploitation

* resolution
Each of the above phases are discussed in relatiareight management. Although
these phases each have a distinct role they arendéslinked and according to Wesley
(1995) correspond to the stages of assessmenhadisg planning, implementation and

evaluation in the nursing process.

2.4.1.1 Orientation

Orientation is the phase where a trusting relatignss established between nurse and
individual. This phase may have already begundhiiduals are attending on a regular
basis, for example as in chronic disease managentdoivever, Walsh (1991) warns
that focusing on the disease, or in this case wéags, creates ‘@anger of relapsing
into the medical model at this staggi.112) and may result in the individual feeling
that they are being blamed for their obesity (Roggal. 2004). Orientation is the
foundation on which the therapeutic relationshipusit and demands that nurses have
“highly developed communication skill{Simpson 1991 p.98) to uncover the needs
and expectations of the individual (Pearson et2805). Therefore, any difficulties
encountered in developing this relationship mayl lEapoor outcomes (Forchuk et al.
1998) or individuals not returning for follow-updfehuk and Reynolds 2001) resulting
in lost opportunities for individuals to explorevindheir needs, feelings, attitudes and

beliefs impinge on their ability to achieve goodight management.
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2.4.1.2 ldentification

The identification phase builds on the orientatjgmase where the nurse/individual
relationship develops further. Beliefs about otyesan be addressed in this phase
where the nurse uses his/her knowledge to actrasaurce for the individual. The
individual is helped to identify those who will qugot them in their weight management
strategies and conversely those who will try arlabtsge their attempts. As they begin
to have a clearer picture of what they need toodimniprove weight management their

feelings of helplessness decrease and confideneesdiVesley 1995).

2.4.1.3 Exploitation

Having established what the issues are for theviddial the exploitation phase is used
to plan what requires to be done to facilitatedyetteight management by looking at all
aspects of coping with everyday activities. Difficsituations can create anxiety in
individuals but Peplau (1988) considers anxietipéouseful in helping individuals take

control as long as they are not overwhelmed byTihose who use emotional coping
mechanisms, resulting in comfort eating, can b@dtelto find new ways of dealing

with particular situations. The role of the nunse¢his phase may be that of counsellor.
By encouraging individuals to problem solve and geals, the nurse instigates the

transference of power to the individual thus emapthe move towards self-care.

2.4.1.4 Resolution

The ultimate aim of the resolution phase woulddialtself-care but this is not realistic
for most obese individuals, as obesity is a chroeiapsing disease (Orzano and Scott
2004). Therefore, long-term follow-up is required. Nurseffen have continued
contact with individuals through other areas ofcfice and have the opportunity to

maintain support for weight maintenance or furtihéervention if required.
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However, although the development of the relatignghcentral to self management it

needs to be understood in the context of how ewgriite affects people’s weight.

2.4.2Activities of living

Everyday life affects how individuals manage theaight therefore the Roper, Logan
and Tierney (RLT) (Roper et al. 2000) model of mgswas also considered useful to
conceptualise a holistic nursing approach to opesdanagement. This model, which is
familiar to UK nurses (Walsh 1991; Pearson et 805), is based on the following

twelve activities of living:

* Maintaining a safe environment
» Communicating

* Breathing

» Eating and drinking

* Eliminating

» Personal cleansing and dressing
* Controlling body temperature

* Mobilizing

* Working and playing

» Expressing sexuality

» Sleeping

* Dying

According to Tomey (Roper et al. 2000) who wrote tareword for their book, The
RLT Model of Nursing: Based on Activities of Livinghey had‘taken the complexity

of living and nursing and created a model that apperelatively simple....That
simplicity allows the model to be readily understoeelevant and applicable to nursing

practice....it helps individualize nursing care Everyday living involves an amalgam



33
of activities that interact with each other and wh@o one activity is completely
independent of the others. It seems then thavitesi of living would be a useful
means of guiding the exploration of how obesityeetf$ everyday life and vice versa.
There has been some criticism however that theviges of living function as a
checklist (Reed and Robbins 1991) encourage a ¢astated approach to care
(Chavasse 1987). The model has also been crdiéiseoeing too physically orientated
(Fraser 1996; Walsh 1989). This seemed to be boutewhen it was used in
psychiatric nursing (Murphy et al. 2000). Newtol®91l) however, refutes these
accusations and contends that it helps to idergiétors that influence activities of
living. For the purposes of this study it doesegpapplicable to living with obesity as
it addresses physical, psychological, sociocultuaél environmental factors at an
everyday level. At the same time, it recognised the ability to cope with change is
not linear but moves back and fore on a continuuRurthermore, RLT appears to
provide direction for assessment and goal settinighy seem to be an important aspect
of aiding behaviour change. In addition, the imndinality of each person would be

recognized so providing a person centred appraaacttdrvention.

The RLT model of nursing may also be relevant tacpice as it is widely used in
nursing practice across the UK therefore famil@ptactising nurses and is said to be
“the ideal marriage of theory and practice, and femtly encapsulated the new ways of
thinking about nursing.”(Salvage 2006 p.24). It is proposed that it bedum
conjunction with Peplau in this study to guide #pgproach to nursing thereby providing

care in a holistic manner.

The approach developed by Peplau, combined with'®ixibdel, provides a conceptual

framework to address weight management in a hoksdly. However, like all models
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usage will be heuristic rather than practical aagpnatic, that is the model will guide

thinking without being used overtly (Wimpenny 2002)

2.5 Exploring weight management requirements

If a holistic approach is going to be taken the c#me components and their
relationships need to be addressed. The informati@ady gleaned from the literature
about weight beliefs, physical, social and emotiomall-being indicates that research
from other disciplines would provide a greater dept understanding to inform a
holistic intervention for obesity management. Bap|1988) concurred with this view
as she suggested thatursing as an applied science develops its pritesp by
interrelating ones from all other known sciences applying them to everyday nursing
problems”(p14) This section identifies some of the key areas wwild appear to be
central to developing a holistic approach to weigiatnagement. To do this, relevant
theories and concepts are explored namely, thehpbjalogical approach to obesity,
attribution theory, social support, energy intakegrgy expenditure, weight control

beliefs, physical, social and emotional well-being.

2.5.1Psychaobiological approach to obesity

Understanding the psychobiological approach to ibbasay provide nurses with

insight into the mechanisms that control energgkatand energy expenditure. This
knowledge can be used by nurses to provide educttiabese individuals and convey
an understanding particularly of the biologicaleets on weight management. It takes
account of hunger, cravings, hedonic sensatiorsetdap, meals and their constituents,
metabolism and the interactions with the brain a@ugigests that obesity effects

homeostasis through a negative feedback systemi(R®&92). The body's internal
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cues for hunger are stimulated by a fall in blotttgse creating an eating response to
that hunger. Once eating commences, the actiposifive feedback from the nose and
mouth, continues to stimulate this process untgatiee feedback, from the stomach
and small intestine, becomes equal to or greaten tthe positive feedback, so
terminating food ingestion. This process shoukhte homeostasis but in obesity this

may not occur.

One example of how this applies in practice is thdividuals eat too quickly therefore
eat a larger portion before satiety signals amawdtted (Otsuka et al. 2006). Satiety
may also be affected by the type of foods eaterrecknt review by Skidmore (2007)
concluded that consuming protein or carbohydraté#iser than energy dense high fat
foods increases satiety. Therefore, it is impdrfan nurses to educate individuals on
the benefits of making changes to their diet. Abjuimplementing these changes may
not be easy for some due to our environment. kamgle some individuals may be
lured into the chip shop by the smell emanatingnfrid. For nurses it is therefore
important to help individuals identify triggers ofereating to enable them to decide on
management techniques. Since obesity is an imtalaetween energy intake and

output, the psychobiological theory can also bdiagpo energy output.

Comprehending the various ways that energy is edgetrmay help individuals, not
only understand their particular difficulties witteight but also aid them in deciding
how to address them. Energy expenditure occuaaigfir the metabolism of food. Flatt
(1992) suggests that even the thermogenic respontde long term, can either prevent
or aid the development of obesity. Of greater intg@e, is the resting metabolic rate
(RMR), which represents a much higher daily enesypenditure. The resting

metabolic rate (RMR), accounts for about 70% ofydanergy expenditure-owever,
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those with obesity rather than having a lower maialrate than their lean counterparts
(Bruce et al. 1990) usually have a higher RMR arpgead more energy in activity
because of having a larger body mass (Ravussih #885). Therefore, it would seem
that their total energy expenditure would be higliean their lean counterparts.
However, this is not the case as they generallg lzasedentary lifestyle (Blanchard et
al. 2005) thereby creating a homeostatic imbaldntean increase in physical activity
may redress this imbalance. The challenge forasuisto address any misconceptions
in an empathic manner and facilitate the exploratid possible solutions with obese

individuals.

Another challenge is maintaining motivation when ighe¢ loss slows down.

Understanding that the metabolic rate reacts tghtdoss by slowing down to preserve
the body's fat stores (Leibel et al. 1995; Doucketalke 2003) can be disheartening.
However, knowing that this can be reversed by isireg physical activity (Yoshioka et

al. 2001) may help motivation.

A further benefit of physical activity that nursesed to convey to individuals is the
reduced risk on mortality and morbidity (Blair aBdodney 1999). The associated co-
morbidities have already been discussed in the@dottion and are very relevant to
treatment. For example, a systematic review bydnee et al. (2002) demonstrated
that the development of osteoarthritis of the hipswnfluenced by obesity. They
indicated that the association was moderate buBié criteria was lower than the

usual classification therefore the assumption cdaddmade that the association may
even be stronger than their findings would suggéstiollows that physical function

may be impaired in those who are obese. This wapmted by a cross-sectional,

population-based study by Surtees et al. (2004)rs&s are well placed to explain the
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relationship between obesity and any co-morbiditeas individual may have.
Awareness of the possible benefits of weight mamagpe on health may be a
motivating factor to lose weight. Physical and abelic aspects of obesity are
therefore important to management and are the romins of the psychobiological
approach to obesity. Other factors such as bediefsemotions also influence obesity

management and Weiner’s Attribution Theory is magplicable in these areas.

2.5.2Attribution theory

Individuals may have tried to lose weight many sne the past and lost confidence in
being able to control their weight. Nurses havenaportant role to play in supporting
and encouraging individuals to regain self beli€he perception of control is a central
part of attribution theory and so helps the exglomaof individual beliefs about the
reasons for success or failure. These beliefsiafe@nce motivation, achievement and
expectations of future success or failure (Wein@85) and are explained by three

underlying dimensions; locus of control, stabibtyd controllability.

Locus of control is internal or external (Rottet66® Those with an internal locus of
control believe themselves to have more controlr @xents, have greater problem-
solving abilities and are not so easily influendgdothers as those with an external
locus of control (Lefcourt 1982). Weiner took tlisstage further and suggested that
outcomes do not depend only on locus of control thdat expectations and
controllability have also to be taken into accouBly using a holistic approach nurses
may be able to engage individuals in their own ¢hus enabling them to feel more in

control.



38
For nurses, helping individuals identify how muamntrol thy feel they have over their
weight may be of importance as it seems that tiadsehave more control have greater
success (Elfhag and Rossner 2005). This is reldeampractice as, for example, if an
individual feels that their weight problem is cadidey a medical condition, and of
course, there may be good reason for believing tiha&y may think they have no
control over their weight. However, even those séhaveight is compromisd by a
medical condition may still be able to implemenbdonveight management strategies
and nurses are well placed to educate individuadsemcourage empowerment to make

the necessary changes.

Some individuals, on the other hand, may beliea¢ Weight loss is achievable without
a lot of effort (Brownell 1991). Therefore, theyaynnot make sufficient effort and
perhaps offer a vague reason for not succeedingawareness of this possibility may
be useful for nurses. However, there may also blarger of conveying a sense of
blame if nurses allow themselves to become friedrat even angry with the individual
(Weiner et al. 1987). Perhaps, taking a persotregrholistic approach would lessen

the possibility of this happening.

For those individuals who are successful in weiglainagement it may be that they
attribute their success to their own efforts andl W able to sustain the changes.
Primary care nurses may be key players in helpidiyiduals with weight maintenance
following weight loss through regular follow-up. oldever, some individuals may not
attribute success to themselves. An example mayhage, following drug treatment,
there is weight regain as the individual attribusescess to the drug rather than their
own efforts. In this scenario, nurses can focesitidividual’'s attention on their own

achievements.
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From reflection on practice, it seems that someditte individuals intend to make a
real effort to implement changes to achieve weligbs but are unsuccessful. One of the
reasons for not succeeding may sometimes be thealistic goals are set. As a result
they may feel a failure and become angry with trewes. They may also judge
themselves harshly and feel guilty about their @eexd lack of control. For some this
might result in overeating (Meyer and Pudel 197@st@nzo et al. 2001)it would seem
that individuals may benefit if nurses were ablentdp them become more aware of
their emotions and reactions in order to identi&vncoping strategies and set realistic

goals.

Emotions may not be addressed in weight managebutriould be pertinent to nursing
practice. It appears that negative affect sucdnger, depression, tiredness, boredom or
loneliness may instigate overeating (Popkess-Vaettat. 1998) and be areas for nurses
and individuals to explore and address. It is plbbd® that the uniqueness of each
individual means that these feelings are generhte@ multitude of situations and
different for each person. Therefore, ascertainirgindividual’s perspective may be

crucial from a nursing perspective.

Negative feelings may also be influenced by sotistgmatisation of obesity and
individuals are reported to cope in various waydyers and Rosen (1999) identified
that problem solving, confrontation and social suppnay be used to good effect but
they also suggested that sometimes individualstisdlor blamed themselves. These
negative feelings may engender a sense of faillniehmvould be compounded if the
individual was also depressed (Abramson et al. 1978urses may be able to help
individuals implement positive coping mechanismsreduce self-blame, depression

and raise self-esteem (Robinson and Bacon 1996)ould appear, therefore, that by
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addressing negative feelings and identifying thespmlity of depression may be an
important part of nursing care. One way of copimay be to access good support from

others.

2.5.3Social support theory

Social support affects health (Sarafino 1990; Boanrand Feist 1997) and is
particularly relevant to those who are trying tonage their weight (Verheijden et al.
2005). It is therefore important that nurses esglwith individuals the extent of social
contacts and how much support they feel they hawa fothers. As positive social
support improves success rates in achieving andtaiaing good weight management
(Elfhag and Rossner 2005) nurses can help indilsdt@ identify those who can

provide support. However, it may also be pertinentientify the saboteurs.

A holistic approach looks at not only the indivitldat their social environment. In
consideration of this it may be that spouse, freeridmily, or colleagues, for example,
influence eating and activity habits and therefoveight management. Raising
awareness of these influences and exploring angssacy changes could be a key area
in management. However, it may be that individdedd they have little or no support

from others and isolate themselves. (Verheijdeal.e2005).

Alternatively, there is evidence to suggest thaiaaontact may be avoided due to an
expectation of being a victim of prejudice (Puhti@rownell 2003a) This would seem
to suggest that not only actual support but thecgmion of support is important.

Awareness of this may guide nurses and individualforming coping strategies as
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people may otherwise isolate themselves therehycied their opportunity to acquire

both actual and perceived support from others (RBotiBrownell 2003b).

Unlike other stigmatised groups, for example HIMDS (Mallinson et al. 2005) and

depression (Das et al. 2006), whose members oftppost each other, the obese
individual may internalise the stigma and acceptéhbeliefs (Wang et al. 2004). In
turn the negative affect creates guilt and shameiflihe perception is of having no

support, individuals may find it difficult to exme their emotions. Having someone to
provide support and act as a buffer against negjdifer experiences (Cohen and Wills
1985; Cohen et al. 2001) may therefore be crucmkbme. Should there be no-one

available to provide this type of support the nigsele may be to act as a surrogate.

Social support is most frequently classified irdarftypes: a) emotional,
b) instrumental, c) informational and d) appraigéihson-Langford et al. 1997). Each

of these will now be discussed in relation to weiglanagement.

a) Emotional support

Emotional support, sometimes called esteem supgodpnveyed when an individual
feels valued and accepted for who they are (Cohwh Wills 1985) and provides
comfort and reassurance (Sarafino 1990). It idiquaarly pertinent for weight
management as those who have low self-esteem echapto internalising societal
values of body image, and lack support from othmay be less likely to participate in
healthy behaviours (Biggs and Fleury 1994). Inse¢hat emotional support by being
able to talk about one’s feelings is importantiose having difficulty controlling their

weight (Surtees et al. 2004). Kayman et al. (1986phtified that relapsers, although



42
wanting more understanding and support, felt thate were few people available to
give them the support they needed. Nurses, fanpig may find themselves acting as

a surrogate in these instances.

b) Instrumental support

Instrumental support is more direct assistance.milfamembers and friends can
provide this type of support through practical her example, by babysitting or
providing transport to allow an individual to go iswning. This is particularly

pertinent to women who are less likely to partiogp@ healthy behaviours due to home

and family responsibilities (Oldridge et al. 1992tomas 1994).

c) Information support

Health information can be accessed from a varidtysaurces. Television and
magazines provide information, for example, intrefato cardiovascular risks (Murray
et al. 2000). However, if obese individuals acoessgght management advice from
similar sources it may not always be appropriatélealthy eating advice from
government bodies and the advertising of highdatl§ can be a source of confusion as
conflicting messages are being conveyed. Educationweight management is
therefore an important aspect of any consultatidgtiowever, providing information

alone does not always change behaviour (Nestle £923).

d) Appraisal support

Appraisal support may be more effective where timsercan help individuals to define,
understand and problem solve any difficulties. sTtiype of support provides feedback

and again may come from a variety of sources. example, if a mother tries to alter



43
family eating habits to healthier foods there mayadbjections from family members.
Since food is a symbol of love and caring (Lupt®98) this may cause some conflict
and stress resulting in less healthy food choicgiagomade (Boutelle et al. 2003).
Similarly, peer pressure from friends may leadhi® inappropriate consumption of high
fat foods (Nestle et al. 1998). Positive feedbamkthe other hand, would encourage
individuals to maintain healthy behaviours. Forample, changes are more easily

maintained if family members are willing to provideshare healthy food.

In conclusion, social support is therefore a camsive part of the conceptual
framework for this research. It provides a meahexploring the environmental and
interpersonal influences on weight management. tWismeans for everyday life will

now be examined.

2.5.4 Energy intake

During the last twenty years there have been clgaimgboth food quality and quantity
as well as changes to eating patterns. Energyedemacks and drinks together with
convenience foods are available round the clocke gopularity of convenience foods
rose by 24% in 10 years and with easy access ty+#made and take-away meals
combine to create an obesogenic environment (Hoti€ommons Health Committee
2004). These types of foods are mostly energyedeinsch is highly correlated with fat
content (Prentice and Jebb 2003). A lack of anesemf this fact means that while the
same bulk of food is consumed, actual energy ingkecreased. In fact, ‘passive over-
consumption’ is highly probable as demonstrated Siybbs et al. (1995) in an
experimental study where food for lean young mes @@vertly manipulated to contain

three different levels of fat. Individuals orderetkals and snacks whenever they
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wanted. The results confirmed that a high-fat dietouraged a higher energy intake.
This would appear to explain why people are unablassess the fat content of diets
(Lloyd et al. 1995) but Prentice and Jebb (2003 alestrated through other trials that it

was not the fat but the energy density that prochpter-consumption.

In theory, helping individuals to understand foatidls would aid healthier choices but
these are complicated and often, in very smalltprih should also be borne in mind

that not everyone is literate and obesity has hdrigropensity in lower socio-economic
groups (National Audit Office 2001). Thereforasitencouraging that the food industry
is currently starting to implement a simpler traffight system recommended by the
Food Standards Agency (Food Standards Agency 200®)e sensory responses of
smell, taste and texture of foods influence foodich (Hargreaves et al. 2002; Nestle et
al. 1998; Willenbring et al. 1986) and even if thés no intention to consume these
foods, going past a fast food outlet may, for exi@nprovide sufficient stimulation to

induce consumption.

Trying to assess accurate energy intake is fraugght difficulties since self-reported
food intake is underestimated (Nestle et al. 1998he study reported that both obese
and non-obese women underestimated their intakeld® (Poppitt et al. 1998).
Although meals were reported accurately, more tran third of between-meal snacks
were not recorded. Since both healthy (eg fruij anhealthy (eg chocolate) snacks
went unreported the authors suggested that it waatdypdue to poor memory. The
recording method used in that study was 24hr redatlod diaries where people write
down everything they eat and drink immediately rafteds should give more accurate
results but without the utmost diligence they tad fo provide accuracy as real life

situations change priorities. Nevertheless, a @atve study of obese and normal
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weight women demonstrated that obese women, alththgy consumed significantly
less fruit, had a higher calorie intake (Pulleale2005) probably because they ate more
frequently (Forslund et al. 2002) and it is knowratt snacks are not very satiating

(Marmonier et al. 2002).

Planning meals is the key to reducing inapproptiatel intakes and is associated with
a higher intake of fruit and vegetables (Boutetlale2003). Once meals are planned it
is important to make out a shopping list to redthee probability of buying unwanted
foods. Even planning when to shop is importanttlas internal cue of hunger
encourages people to buy more (Boutelle et al. P@d8 anecdotal evidence would

suggest that it is usually unhealthy foods thatoaneght in such circumstances.

Not having breakfast is said to encourage a higlmargy intake from snack foods
(Elfhag and Rossner 2005; Sjoberg et al. 2003)rbtite large ongoing Swedish Obese
Individuals (SOS) study, obese women were no mdelyl than others to skip
breakfast (Forslund et al. 2002). However, theals were more frequent and mostly
consumed later in the day especially after 20.Q0hmnsaddition, the type of breakfast
food consumed is important as Song et al. (200&irated by stating that the ingestion
of cereals was preventative against obesity. Toexe educating individuals to be
aware of eating patterns in addition to the typdoof, including snacks, is important.
However, traditional food diaries rarely accommedaating patterns (Forslund et al.
2002) so may miss important information, particiylan relation to disordered eating
such as night eating syndrome. Night eating syméres defined as morning anorexia,
night-eating and insomnia and, according to Stuhkaho first reported it in 1955 may

include depression (Stunkard and Allison 2003).
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In addition to food, energy intake is influenced feadily available energy dense soft
drinks. For example, according to the House of @ams Health Committee (2004)
there are 139 calories in a standard 330 ml ca@awfa-Cola. Alcohol intake also
influences obesity in men (Rosmond et al. 1996heré must be concern however,
about the dramatic increase in the alcohol consimmpiates of women and young
people (House of Commons Health Committee 2004pwaged by calorie laden

‘alcopop’ type drinks and the culture of binge &my.

2.5.5 Energy expenditure

Energy expenditure through physical activity hasoalleclined dramatically over the
last 50 years. In fact, the decline began with theustrial revolution and the
emergence of mechanised equipment. Motorisedpgasthand energy saving domestic
appliances have lessened the need for physicatlyoas tasks and led to a more
sedentary lifestyle. Escalators and lifts in palgiaces encourage further inactivity.
Therefore it seems that exercise has to be a dalédactivity and is in competition with
other social pastimes (Kushi 2006). In recognitairthis it was recommended that
every adult should accumulate 30 minutes of modepitysical activity (eg brisk
walking) on at least five days a week (House of @mms Health Committee 2004).
While those in the general Scottish population eaghig this level of activity are in the
minority (45% men and 33-35% women), in those wieabese it is even lower with
37% men and 22% women reportedly having met themerendations (Bromley, et al.
2005). However, a consensus statement of experts statee@vkn for those who have
lost weight to prevent regain would require 60-9utes of moderate accumulated

daily activity (Saris et al. 2003).
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The obvious difference in the recommendations ahatwndividuals are achieving
poses a problem. Nevertheless, it highlights #eessity of assessing current activity
levels before encouraging possibly inappropriatanges. Tremblay et al. (1999)
suggest that for long term success physical agtshbuld be enjoyable with the person
feeling motivated and in control. It is, thereformportant that individuals choose
activities that they enjoy and can be fitted inbeit daily routine. Success breeds
success and as individuals begin to be more athigg may increase their activity
levels as they become fitter. The National Wei@lohtrol Registry (Wing and Hill
2001) tracked over 3000 individuals in 2001 whosgerage weight loss of 30kg had
been maintained for an average 5.5 years. It \abulated that they undertook one
hour of moderate intensity activity such as brisklking every day thereby exceeding
the recommendations. Increasing activity leveks associated with a corresponding
reduction in energy intake (Jakicic et al. 2002hpes due to a speculated reduction in
perceived hunger (Westerterp 1999). It is alsogsestgd that hunger is reduced by
eating breakfast and this provides more energpligsical activity (Elfhag and Rossner

2005). Therefore it could be argued that theycirsely linked.

In addition to activity levels it is important tossess inactivity. It has been
demonstrated that there is an interaction betwelenision watching and inactivity (Hu
et al. 2001; Hu et al. 2003; Salmon et al. 200This could also be applied to other
sedentary pastimes such as computing. Howeveés, nbt only in leisure time that
people can be inactive. An Australian study (Bratral. 2003) also took into account
the time that people sat in connection with treauedl work. While they demonstrated
that both men and women were more likely to be weaght or obese if they sat for
long periods at a time they also illustrated thenplexity of assessing different

influences on activity levels.
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However, a UK household survey of 18-64 year oldsich has been conducted every
two years since 1996, has demonstrated that aclexiels vary over time (Popham and
Mitchell 2006). They found that activity levels redikely to be reduced in those who
had children and worked long hours while those wieoe retired were more likely to
be active. Another longitudinal UK survey corrofted these findings among white-
collar civil service individuals but, furthermoréhey demonstrated a dose-response
where the more a person worked the less activelibegme, with retired people being

the most active (Mein et al. 2005).

These results are helpful in highlighting that dstitecircumstances and time pressures
are challenges for people trying to be more achive vary over time. In an effort to
veer individuals towards self-management it is sstgd here that the use of
pedometers would provide a cheap, convenient ydy fieeliable (Tudor-Locke et al.
2004) means for continued self-assessment of pdlysictivity while helping to
maintain motivation. The promotion of 10,000 stdpg while giving a good guide
may not, however, be relevant to everyone but uaipgdometer to provide baseline
activity levels in steps can be used to encoumageasing activity into everyday living.
The drawback of a pedometer is that the intendigyctivity cannot be measured nor is
it useful for cycling or swimming (Tudor-Locke aB@ssett 2004). Nevertheless it can

be a useful tool to increase walking.

Concerns have been expressed about environmeotaidaffecting activity levels. A

large Australian survey (Pikora et al. 2006) ideedi good walking surfaces and a
range of local amenities as factors which encowragalking but they reported that
safety was not an issue that concerned walkersanl&nglish study, although safety

was not a concern for men (Foster et al. 2004jeiated some unease among women
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particularly for walking at night. Those who felhsafe walking during the day were
the ones found to be least active. It is, thesefonperative to explore with individuals

what they view as feasible ways of increasing theiivity levels.

Physical activity also has an effect on reducindaminal fat, which is highlighted as a
risk factor for cardiovascular disease and typsidbetes. While waist circumference is
a useful and simple measurement to assess abdaoiaivethich individuals themselves
can monitor, it is not always easy to measure. uhis difficulty, inconsistencies of
measurement can occur particularly if undertakerabsariety of professionals. This
can be discouraging for the individual if resuleyw On the other hand, sometimes
when weight is static there is an alteration in thstribution resulting in an
improvement in waist circumference. In these canstances, this change can be
heartening for the individual. A recent systema#giew by Kay and Singh (2006)
pointed out that waist circumference did not alwesfect the changes identified by
more robust imaging methods. Furthermore, warstioiference measurement has less
clinical relevance for those with a BMBS kg/n® as they are already known to be at
risk (National Institutes of Health 2000). While acknowledging the difficulties

associated with waist measurement, it nevertheégsains a useful monitoring tool.

2.5.6 Weight control beliefs

Beliefs about weight management may hinder suagkeestcomes. While the Health
Belief Model (Rosenstock 1990) aids the identifmatof beliefs through the constructs
of perceived susceptibility, perceived severityrcpered benefits, perceived barriers
and later perceived self-efficacy, it focuses medse rather than health. This focus on

disease is apparent from research undertaken ariety of countries (Omran and Al-
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Hassan 2006; Karayurt and Dramali 2007; Lyon andviee 2007; Menon et al. 2007;

Chang et al. 2007) and does not fit with the hialigpproach.

A common misconception is the belief that obesayalops because of a low metabolic
rate. While this can be true for some, it is rafeother common belief is that obesity
is genetic and therefore nothing can be done abouwhile there can be a genetic
component to obesity (Loos and Bouchard 2003; Cher2€06), the environment still
has a large part to play. In fact it is thouglattenvironmental factors have the biggest
impact on obesity (House of Commons 2004). Theeef is important that health

professionals educate and encourage individuaddoess their weight.

In this situation the health professional shoultbtieem to change this external stable
attribution by realising that although they may éahereditary factor or a disease such
as hypothyroidism they can still address their Wegroblem in spite of this difficulty.

If they then lose weight this should motivate th&mcontinue, particularly if they
attribute the success to their own efforts andebelithat they have the ability to

succeed.

Past experiences of weight loss and subsequeninregsy develop a belief of never
being able to succeed. This feeling of helplessmeay discourage individuals from
trying again. Attribution theory argues that itrist possible to change this without
finding the cause. Weiner (1985) provides theofwihg analogy of success and failure
to further explain“The warrior needs to know why he is winning bateo he can
survive the next one, just as the union represmetateeds to explain why the industry
is doing poorly in order to urge wiser actions inetfuture.” (Weiner 1985 p.549)
Although individuals have the answers, sometimdshawingly, to what impinges on

good weight management, they néede encouraged to focus on finding solutions to
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implement changes for better weight management. e Tevelopment of the
nurse/individual partnership is crucial in creatiogtimism for success. However,
weight loss induces a defence mechanism to prduedy weight by decreasing the
resting metabolic rate (Westerterp 1999) therefiadividuals should be under no
illusion that it is easy to lose weight. Awarenesk that fact will counter
disappointment when weight loss slows down in spitecontinuing to follow the
changes made in their lifestyle. Increasing aistil@vels help to combat the effects of
weight loss (Erlichman et al. 2002) and reducepisantment, particularly if there are

unrealistic expectations.

Previous failures in weight management may haven ba#uenced by unrealistic
expectations of weight loss. Research has showmaiked difference between the
expectations of individuals and the recommendeagktaor health benefits. Individuals
expect to lose 20-35% of their initial weight (Ferset al. 1997; Foster et al. 2001;
Wadden et al. 2003) whereas targets currently recemded are between 5-10% with a
weekly weight loss of 1-2Ibs. These high expeotetiare probably influenced by the
previous practice of advocating ideal body weidti-24.9 BMI kg/m?2). It seems that
health professionals too can have unrealistic eaftieas of people in their care and set
high goals for weight loss (Hargreaves et al. 200Nor do they take account of
people’s lifestyles, such as those who travel ddotvork purposes (Noel et al. 2005)
or work shifts (Faugier et al. 2001). Many aspaxtpeople’s lives impinge on their
ability to eat healthily and be active, for examplbeir beliefs about weight
management. Physical, social and emotional pressuireveryday living also impact
on how weight is managed. All these aspects agtricably linked, highlighting the

need to take a holistic approach and involve irmtligis in their own care.
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Knowledge and beliefs about food are mostly learfin@h parents but ironically, obese
children are the most knowledgeable regarding hedtods (Jefferson 2006). The
same study also indicated that negative feelingdentaem feel less in control of
choosing healthy options. They also saw activitybaurning off food’ rather than in a
positive way of giving them more energy. Althougitme energy expenditure occurs
through the metabolism of food the thermogenic wasp of food on total energy
expenditure is minimal (Passmore and Eastwood 1986jvever, Flatt (1992) suggests
that even this, in the long term, can either préwenaid the development of obesity.
Therefore, when helping obese adults whose obbsign in childhood, exploration of
these beliefs may aid understanding since theiawiebrs will have become stable
beliefs and habits. Beliefs about the effect odsity on physical health should also be

explored.

2.5.7 Physical well-being

Obesity, as noted earlier, is related to multiple-nwrbidities. More specific
relationships have been examined and provide irdbom to enable individuals to
make decisions regarding health status improvemeat.example, the consumption of
fast foods is related not only to weight gain ban ¢ead to insulin resistance (Pereira et
al. 2005). Furthermore, a sedentary lifestyleetd\tision watching has been associated
with type Il diabetes in both men and women (Hale2001; Hu et al. 2003). On the
other hand giving individuals information about thenefits of physical activity levels
on existing co-morbidities rather than just on viatitpss may assist them in decision-
making. For example, a literature review identifeereduction in risks associated with

type Il diabetes and cardiovascular disease witightdoss as well as improvement in
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physical function in back pain and arthritis, diivchich are related to obesity (Teixeira

et al. 2005).

In addition to the well-known link with other disess, obesity affects individuals in
ways, which are less likely to attract attention Wwhere nurses can make a difference.
Urinary incontinence, insomnia, body pain and imititybare problems that individuals
may be too embarrassed to mention or feel thabadfh important to them, health
professionals would have no interest. Urinary mownce, like obesity causes
embarrassment and shame and impacts on self-eqieams and Kumar 2003).
Primary care nurses are well placed to assess ramiporate urinary incontinence
advice into obesity management as it may impingehenability to increase activity
levels (Brown and Miller 2001). Furthermore, ittromly disturbs sleep but nocturia has
been identified as a symptom of sleep apnoea (Ley@03). Although sleep apnoea
is one of the most documented associations betwessmnia and obesity there are
other causes such as polycystic ovary syndrome §C@epression, stress and poor

sleep habits (Merritt 2000; Vgontzas et al. 2003).

Physical symptoms from co-morbidities such as gansm osteoarthritis or cardiac

disease and dyspneoa of congestive cardiac fadumesthma may also disturb sleep
(Wyman 2003). This vicious circle can be reversath weight loss and increase

activity levels (Karason et al. 2000). The moreerdly recognised gastroesophageal
reflux disease has also been demonstrated to lolisteep and is more prevalent in
weight gain and obesity (Dent et al. 2005; Suganat@. 2001). Insomnia is therefore
related to many aspects of obesity and an impodaetsince it is suggested that 50%
of individuals with chronic disease suffer fronbiit physicians are either reluctant or

unable to address it (Katz and McHorney 2002).
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The obese are more at risk of developing pain edldb co-morbidities such as
osteoarthritis of the hip and knee, however welghs can delay onset or progression
(Lievense et al. 2002; Sharma et al. 2006). Initeaig obesity is an independent
predictor of back pain in the UK population (Welikak 2003). Both knee arthritis and
back pain are associated with functional problemshe obese (Sharma et al. 2006;
Webb et al. 2003). The incidence of developingolt pain in women who did not
exercise regularly was 2.1% but in those who aeselit was vastly increased to 24.2%
(Jones and Bell 2004). These women all had sewereility problems. Mobility
problems and pain hinder physical activity andhie general population the obese are
less active (Harrison et al. 2006). It should betsurprising then that the obese have
poor physical functioning (Ferraro et al. 2002; Kat al. 2000) making climbing stairs,
bending and walking difficult (Banting 1869; Tsai &. 2004). A UK population
survey indicated that even those who were obesédditno other chronic condition

were physically compromised (Doll et al. 2000).

Therefore addressing urinary incontinence, insopiroay pain and immobilitynay be
priorities in weight management while trying to riease activity levels and vice versa.
Nurses are ideally placed to assess and oftenttreaé issues. Furthermore, urinary
incontinence, body pain and immobility may be mdatto skin problems. Skin
problems in the obese individual are given scatgntbn in practice and in the
literature. They may have particular problems vegkin fold areas where friction and
moisture can cause skin breakdown. These werdifiddrby 45 (70%) individuals and
reflected the results of a previous survey (Browrale 2004) of a comparable clinic
population when 75 (75%) stated they had a vaonésgkin conditions. Crucially, each

individual while encouraged to identify their owmrpcular issues can be helped to



55
overcome or manage them better with education appast from the nurse, which may

include referral to other appropriate agencies.

2.5.8 Social well-being

The social fabric of Scottish society is changiMgCrone 2001). Families no longer
all live in the same area. Many factors such asniéked to relocate in order to acquire
further education or employment and marriage brgak-disrupt family ties and
therefore the support available to individuals. ekEwithin the home, individuals are
often isolated from each other through having mlétitelevision sets and rarely get
together, even at mealtimes. In the UK only 14%aaifilies share mealtimes and this
may reflect one reason for our high obesity ratksf¢rson 2006). The advent of
television has also changed eating patterns. HEwesome who do eat together the
tendency is to eat while watching television (Bdetet al. 2003) thereby restricting
conversation. In this situation, there is no esdapm the aggressive marketing by the
food industry. Television advertising of snack dsoencourages over-consumption
through visual senses and inferences. These fa@dgortrayed as being attractive and
delicious while the inference is that consumptioodpices a desirable affect such as a
feel good factor. It may be that the obese hageeater reaction to external stimuli like

advertisements.

Furthermore, those who habitually watched telemisiaring meals were more likely to
have a higher fat intake while those who watchad television consumed more fruit
and vegetables and planned meals in advance (Boaetedl. 2003). Planning ahead is
not always easy as the pace of modern life creptessure particularly for some

working mothers resulting in a poorer quality oétdiHargreaves et al. 2002). This may
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be due to a perceived lack of skill or time for king leading to an increase in the
consumption of fast foods. Nurses can help indiaid to see the benefits of planning
and explore with them how they can incorporate fieiaé changes into their lifestyle

thereby stimulating a sense of control over thigirasion.

Nonetheless, control can be compromised throudgiurallinfluences where food plays
a significant symbolic role (Helman 2000). Perdoaperience of the researcher
suggests that, in general, it is an important parhajor life events, such as weddings.
It is not, however, confined to ‘happy’ celebrasoas, in Scotland, the partaking of
food amongst mourners provides an opportunity towsitare and support to the
bereaved. In everyday situations it is also symba$, again in Scotland, there is a
strong tradition of hospitality where, for examplasitors are welcomed with home
baking or bought ‘fancy pieces’ and for a visitor refuse the offering is seen as a
rejection of the friendship offered (Helman 2000)While major events happen
occasionally and may not have a big impact on weiglanagement everyday
occurrences are so enmeshed in our culture thainmakanges is not always easy

particularly for older women.

If people felt they wanted to make lifestyle cham@ad were in control of making the
necessary changes they would have less need obgsypalgard et al. 1995). Those
who lacked confidence in their ability to achievlanges would benefit from
identifying sources of support. However, it maythat in spite of wanting to make
changes putting plans into action may require sdpfrom others. For example,
women who have the responsibility of a caring mften put family needs before their
own (Walters and Charles 1997). This is eviderimedhany women'’s views that their

role is to provide family meals but the type of dothvey provide is in line with family
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preferences (Furst 1997). The popularity of fastds and snacks means that making
changes to a healthier eating pattern may not bewitk approval so reducing the
control women, in particular, have over their irdadt meal times. Some try to take
control by preparing different food for themselmsegotiating small changes but this
takes time and energy making it difficult to acliev Although individuals are
encouraged not to buy unhealthy foods to avoidstiraulus of having them in the
house, thereby reducing the opportunity for ingestthe belief that not having ‘treats’
available especially for children or grandchildmakes this option difficult for some
individuals. Therefore it is not only externallirdnces but also internal ones, which

mean that family members can constrain effortdhemge (Karner et al. 2005).

Sometimes, the reaction of spouses can be unpabtic(Teixeira et al. 2005) as
illustrated in the following experience from thesearcher’s practice. One individual
had achieved substantial weight loss with suppannfher husband but started to
regain. It transpired that he began to routinely her a past favourite food of cream
buns. This created a dilemma for her, as shedlifieel able to reject his gifts. Later, it
emerged that his motives were self-serving as he afaid that by losing so much
weight she would become attractive to other menlaade him. The unexpected turn
of events reflects further the complexity of weightnagement. Lloyd et al. (1995)
found that a lack of family support was rarely aipi@ted, highlighting that raising
individuals awareness is important so that they pkam how to deal with difficult

situations.

Support for change may come from other sources.m@& unlike men who turn to
their spouses, tend to look for support outsideftimeily (Walters and Charles 1997;

van Dam et al. 2005). For those living alone pmgsport can be pivotal in making
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positive changes (Dennis 2003) by acting as a byf®use 1981) particularly in
providing emotional support. In addition to helpimdividuals feel accepted for who
they are (Cohen and Wills 1985 lso facilitates'spending time with others in leisure
and recreational activities”(Winemiller et al. 1993 p.640) Another aspect is that
contact with others is likely to alleviate boredarhich is a common experience leading

to excessive eating in those who are obese (PojMaster et al. 1998).

An example would be where friends go swimming tbgebon a regular basis thereby
becoming not only habitual but socially rewardingor someone who is sedentary,
incorporating activity into daily routines is alkabit forming and therefore more likely
to continue. New habits however, can be disruptedhanges in routine such as work
commitments, illness, bereavement or holidays. p8rpin dealing with these issues
can be an important part of the nurse/individutgraction particularly for those who do

not perceive themselves to have support from elseavh

Social support is not always forthcoming when tgyito make changes particularly
when those around are unwilling to provide suppgraccommodating desired changes
in behaviour and sabotage attempts (Nestle et98B)1 Therefore, social contacts can
influence behaviour through peer pressure (Coheal. €2001). Habits are difficult to
break and individuals may conform to social pressior avoid rejection (Aronson
1999). However,liking oneself more and feeling better with ondseglElfhag and
Rossner 2005, p.72)creases self-esteem and creates confidence nurse/individual
relationship will play a crucial part in helping qué#e gain the confidence to make

changes particularly if they have minimal or negasupport.
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Gaining support from outwith the usual social @rolay be possible. Nurses who have
knowledge of local amenities are in a position oy to inform individuals of what is
available but may be able to suggest contact witiireer individual who is also looking
for support. Some individuals may be willing tanjofor example, a local walking
group. As safety is often an issue for individuatsl prevents them going out (Walters
and Charles 1997), being part of a group may dhayr fears and encourage habitual

participation.

The difficulty with increasing activity levels maye exacerbated by caring
commitments. Individuals who look after ill or eltly relatives or young parents
(Popham and Mitchell 2006), particularly mothersynaquire the support of sitter
services either through friends or a more formatise often carried out by volunteers.
There needs to be confidence in these facilitiegelver, for carers to take advantage of

them.

2.5.9Emotional well-being

Everyday happenings can cause anxiety but eaclvidodil feels varying levels

according to how they perceive these situationdos& who are attempting weight
management find social interaction can cause anxigince obesity, unlike some other
stigmatised conditions, cannot be hidden, indivisiuare continuously open to the
prejudice of others. Crandall (1994) purporteat thititudes towards obesity were akin
to racism in that both were attributed to beingisciglined and lacking self-control.

However, unlike other stigmatised groups, biasregjabese individuals is accepted in
society (Wang et al. 2004) confirmed by their nagaportrayal on television thereby

contributing further to obesity stigma (Greenbetgak 2003). These attitudes are
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translated into prejudice in education, employn{&urtmaker et al. 1993; Sargent and
Blanchflower 1994) and also pervasive in healtre q®uhl et al. 2005) even among
those who specialise in obesity research or manager(Schwartz et al. 2003).
Primary care health professionals are no diffenghere nearly half the physicians
viewed the obese as lazy and weak-willed and alial$tof nurses felt that empathy
did not come easily (Foster et al. 2003). Puhdle(2005) suggested that in order to
reduce bias, health professionals should be ediicagarding the complexity of
obesity to create a greater understanding. Thexeitois advocated here that education
in tandem with using a holistic approach where eesjor the individual and working

in partnership with them would help dissipate corf@ejudices.

Prejudice is bound up with cultural influences. itlfis believed that obesity in an
individual is caused, for example, by a physicahdibon out-with their control,
according to attribution theory, the individual vidunot become stigmatised. Anti-fat
attitudes emerge when the belief that weight iseuarttle person’s control combines
with cultural values that promote thinness (Puhil &rownell 2003b). Ideal body
shape and size are defined by notions of beautym@&e 2000). As previously
mentioned, in our culture at present, fashion nodeld celebrities who are ‘stick thin’
are portrayed as having the desirable body to am fTrying to achieve the ‘body
beautiful’ where 70% of models are underweight @kerzyk and Davis 2001gnd
women are becoming heavier (Spitzer et al. 1998pionly unrealistic but unhealthy.
Apart from being unrealistic for most of the pogiga it puts extra pressure on those
who are obese and adds to the difficulty of maldhgnges. For example, if personal
safety is an issue in trying to increase outsid&ifg joining a fitness club, if mobility
will allow, may be even more intimidating. In féss clubs the body is often exposed to

the possibility of scrutiny making individuals feehcomfortable. The same applies to
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swimming. Although predominantly a female issuecsi physical attractiveness is
related more to a woman'’s identity (Tiggemann agddh 2001) men are not immune.
It seems that even in the mid nineteenth centueyudice was encountered. Banting

(1869) stated that the remarks endured from othi&spuraged socialisation.

Sufferers of prejudice react in different ways. &Nlprejudice is internalised it lowers
self-esteem as individuals begin to believe thevsief society and blame themselves
leading to feelings of guilt and shame which carturn, lead to anxiety and disordered
eating (Tiggemann and Lynch 2001). Furthermore,réaction is often to comfort eat
in an effort to make themselves feel better. Rebehas demonstrated that the obese
eat more in reaction to emotion (Meyer and Pudél2)9 It was detected that in an
effort to improve their mood some individuals com&a excessive amounts of
carbohydrate-rich foods usually at a specific tiofeday (Wurtman et al. 1981).
However, the results of a small study by Toornviet al. (1997) found that
carbohydrate ingestion did not provide the antiggamood changes. This was not
surprising as protein ingestion enhances the &gtofi the neurotransmitter serotonin
(Caterson and Broom 2001) and that increased sendevels have been demonstrated

to alleviate depression (Wurtman and Wurtman 1989).

Similarly, failure to manage weight appropriatefyinternalised, creates feelings such
as guilt and shame. Again, these feelings of faildecrease self-esteem. If these
internalised feelings of failure continue then ghebability of anxiety and depression is
higher (Abramson et al. 1978). The converse is alse, according to (Hamilton and

Abramson 1983), where depressed mood increasdikdtibood of feelings of failure

being internalised and continuing.
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The association between obesity and depressiobdesdebated over decades. While
agreeing that that there was a link (Stunkard 195alletly et al. 1996) researchers in
the 1960’s and 1970’s concluded that it was a feetjgause of obesity (Wolman 1982).
However, there has been a radical change in thlaw with researchers, including
Stunkard (Wadden and Stunkard 1985), now suggestatganxiety and depression are
more likely to be a consequence of obesity (Larsspbal. 2002; van Gemert et al.
1998). However, the actual weight loss itself haythe factor that affects anxiety and
depression. In the obese population, depressioallysdecreases with weight loss
(Wadden et al. 1996) and increases with weightine@ydadden et al. 1994). As weight
loss is nearly all regained within 5 years (Stearale1995) there is a need for improved

weight maintenance strategies following weight loss

Weight cycling, when weight has a yo yo effectrudreasing and decreasing, has been
implicated in some studies but not others as haaimgffect on anxiety, depression and
binge eating (Bartlett et al. 1996; Foreyt etl&95; Foster et al. 1997; Yanovski et al.
1993). While primary care nurses may be awarexbhg disorders, binge eating, could
be more difficult to identify. It seems that sg&crisk factors are childhood obesity
and family overeating (Striegel-Moore et al. 20@G6)d should alert nurses to the
possibility of binge eating, particularly if relakéo depression. These factors have also
been related to verbal, physical and sexual abushildhood (Gustafson and Sarwer
2004; Williamson et al. 2002). Abuse may only cotodight when the therapeutic
relationship between nurse and individual has ageal into one of trust. Nurses may
wish to seek advice and with the individual’'s pession refer to appropriate agencies

thus being aware of their own limitations.
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2.6 Application of the literature to a conceptual famework

The literature highlighted the complex interrelaships between individuals and their
weight control beliefs, physical, social and emosiowell-being thus underlining the
need to view and understand each person as a witdfellows that a holistic person
centred approach would facilitate the applicatioh tkese concepts to practice.
Consideration had to be given as to the best waypwibining all these elements into a

conceptual model for obesity management.

It would appear that the combination of the Psyablogical approach to obesity,
Weiner's Attribution Theory and social support, \pde insight into weight control
beliefs, physical, social and emotional well-bewfgthose who are obese. Both the
theories and concepts, therefore, appear applitalilee development of a conceptual
framework. While it is recognised that in realitydividuals and their actions and
reactions cannot be separated and each personaqseufor theoretical purposes the

concepts are listed but no priority in the ordethaf concepts is inferred.

However, applying knowledge from other disciplinespractice is not straightforward
as any intervention for nurses needs to be viewdld light of current nursing practice.
It appears from the literature that in order toradd these concepts in practice the
nursing models of Roper, Logan and Teirney (200@) Replau (1988) would facilitate
a holistic, person centred approach and aid seliagement. Therefore these are
included in the conceptual framework. The aimoiciteate a safe environment where
individuals can reveal intimate details and not teat they are being judged (Peplau
1988). Furthermore, in partnership with the nurse, indiaild can develop and move

towards self-management.
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It is proposed that the emergent conceptual framewo Figure 2.1 be applied to

research the development of a holistic nursingwetetion for weight management.
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2.7 Overall study aim

The conceptual framework will guide the exploratadrthe study aims and objectives.
The overall aim of the study is:
* To develop and evaluate a holistic approach toigbesmnagement for primary care

nurses and obese individuals in their care.

In order to address this aim, the study was cawigdn two phases. The exploratory
phase provided evidence for this approach from dbese themselves whilst the
intervention phase incorporated that evidence exdétvelopment and evaluation of a
holistic approach to weight management. The aints @bjectives for each phase as

described below.

2.7.1Aims of the exploratory phase
a) To ascertain the extent of the relationship betwsemght beliefs, expectations
of weight loss, physical, social, emotional welidgeand weight management in
obese individuals who did not have an identifietingedisorder.
b) To examine the changes in these variables thatgkiae over time and their

association with weight change.

2.7.1.1 Objectives
» Identify patterns of behaviour and explore how thmegact on weight management
» Ascertain the association of physical well-beind aright management

» Explore the role of perceived social support onglvemanagement
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» Detect the range of emotions experienced by obedigiduals and the perceived

impact of them on weight management

®* Examine the beliefs and expectations of obese itails with regard to weight

management

2.7.2Aims of the intervention phase
The aim of the intervention was to implement thécomes of the exploratory phase

and evaluate impact on obesity management for pyiroare practitioners and obese

individuals in their care.

2.7.2.1 Objectives

» Develop a person centred approach for nurses agskahdividuals to work within
a mutually agreed partnership

* Introduce and evaluate the approach for acceptiahitd utility

« Determine the level of individual satisfaction witte approach

The manner of achieving these aims and objects/dsstussed in the following

chapter.
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Chapter 3

The research design for a holistic approach to

weight management

The previous chapters have contextualised the faredeveloping a holistic approach
to obesity management, particularly in primary cafeconceptual framework to inform
this emerged through the examination of obesitgpestives from various disciplines
and applied to weight management from a nursingpgaetive. This chapter now
describes the rationale and design for the reseapgroach. The design for the
exploratory phase to ascertain the association dmtwveight beliefs, physical, social
and emotional well-being and their relevance taviiddials with obesity is explained.
This is followed by details of how the results frotine exploratory phase were
transferred into the development of materials far planned intervention. Finally, the
evaluative process to determine utility and releeaof the intervention for service
development is delineated. The methodology andhoast for each phase is described

sequentially.

3.1 Research paradigms and rationale

Making decisions on research methodology and meikodot necessarily straight
forward. As Parahoo (2006) states these decisbosild be based on the questions
asked. Overall the study aimed to explore the dexiy of obesity management and
meet the requirements for nursing practice in pryjncare. In order to achieve that aim,

consideration was given as to the most appropaigpeoach for data collection.
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After reflecting on the different needs of the tpioases laid out in Chapter 2 it was
decided to take a pragmatic approach and implemanixed methods design. This
approach appears to offer a more comprehensiveoivdinding answers to research

questions (Johnson and Onwuegbuzie 2004).

The initial exploratory phase required a desigr thauld allow examination of the

relationships between the concepts already idedtifn the literature review. The
intention was not to intervene at this stage, noadcertain causal links, but simply to
establish the prevalence of these relationship®hase individuals. Therefore, a
correlational, more quantitative approach was taligarahoo 2006). To gain further
insight, a longitudinal design was applied to idgnthanges in these relationships
(Watson 1998) with weight change. This was caraetiprospectively to access more
robust data (Parahoo 2006). Although the domirgpproach was quantitative,
qualitative data was also gathered to provide ilh&tion to some of the results (Clarke
2001). According to Parahoo (2006) different mdthallow complex issues to be

addressed.

The purpose of the second phase was to evaluatmghementation of the intervention
developed from the first, exploratory phase. Ideorto reflect holism and person-
centredness it was decided to take a qualitatiypecagh to the research. In particular,
the interpretive paradigm seemed applicable agninjis the multiple perceptions of
both nurses and individuals to be explored and rstoed (Weaver and Olson 2006) in
obesity management. Furthermore, it appeared aghairedominately, qualitative
approach would help gain insight into the procesapplying the holistic approach in
the practice context (Watson-Miller 2005). Theqass for carrying out the study is

delineated irFigure 3.1
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Figure 3.1reflects the research process symbolised by theednd spoke to indicate
how the research approach in the hub is the dtiveexplore the cycle of phases
undertaken in the study to develop practice. Tleetiens demonstrating the
developmental process and intervention phase sfadpproach are divided by thick
spokes running from the hub to the circumferendéthin each of these sections dotted
lines show the different stages used. The largenarindicate the cyclical nature of

practice development and how the current study goesigh one cycle.

It is acknowledged that the design of the initigpleratory phase of the research may
be considered unconventional. The research ddeiga fairly new area of nursing
practice may be expected to begin with an in-degiiloration of the phenomenon, for
example, through interviews or focus groups. Iis ttase, the literature reviewed
indicated that considerable evidence to informithervention already existed although
it was not linked. Furthermore, the broad spectafnthat information appeared to
support the need for a more comprehensive approastanagement. However, these
components needed to be amalgamated, incorporagdirgderstood in the nursing
context. Furthermore, there was a need to expl@aelevance of this, to individuals
with obesity therefore, there was a need to gadir therspective to inform a person
centred approach (Lewin et al. 2007). For thessawes, a survey method for initial
data collection was used and the results analysedform the development of an

intervention.

Nursing interventions require in-depth explanatsnwell as description and need to be
viewed in context a§The more closely that an intervention matches th&nner in

which the problem is experienced, the more effedtiss” (van Meijel et al. 2004 p.87).
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In addition, it was important to gain both the pextives of individuals and nurses in
primary care. The qualitative methodology/methedmsed appropriate to gain insights
into the processes of how the intervention workedaddition to understanding the

limitations of the approach.

It appears that drawing on mixed methods wouldifate the study of a person centred
holistic approach as it focuses ‘@oing research with and for people, rather than on
people” (Meyer 1995). As one of the objectives of the study was to predac
acceptable and useful approach to weight manageinesas felt necessary to involve
both individuals and nurses in the development ab a&s the implementation of the
approach. With this in mind, the methods used weresidered an appropriate way to
encourage empowerment for change through collaleratrticipation for both nurse
and individual while reflecting the complexity ofiegse changes (Greenhalgh et al.

2004).

Therefore, using a pragmatic approach provided ordy the means to measure
outcomes, but also to illuminate the process ofl@emgnting the intervention, thereby
addressing both the science and art of nursing.cddybining methods it was hoped to

bridge the gap between theory and practice.

3.2 Exploratory phase

The purpose of the first phase of the study wasxpdore physical, social and emotional
aspects of weight management with individuals. Ruthe wide-ranging nature of the
stated aims and objectives, survey type questioemaiere used to obtain information

about demographics, attitudes, beliefs (Oysterl.efl@87; Knapp 1998; Polgar and
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Thomas 2000), to establish behaviours (Treece aedc€& 1986), and to examine the
relationship between these variables. A prospediiudy design was used to gather
data. Since the purpose of the exploratory phas® tev identify changes over time a
longitudinal design was selected as being the beshod to examine these changes
(Carter 1991). The reason for doing so was torinfa new intervention for weight
management, from a person-centred perspectivegftner it was necessary to recruit
individuals who had a great deal of experience ahaging their weight. Hence the
exploratory phase was carried out at a specia@etondary care, outpatient clinic for
obesity management. Those referred to the secprdas clinic would be familiar with
approaches to weight management in primary careemiey would have undergone
some form of weight management, either in grougieas or one to one consultations,
prior to referral. Trying to identify individual® the primary care setting was not a
viable option, therefore, individuals who attendeel clinic from primary care, provided
a convenient sample (Blacktop 1996). The typemteiventions they received would
probably be diverse according to which professiomas consulted and whose
knowledge and views of weight management may difféhe secondary care clinic
covered a wide geographical area thereby providogess to a study population from
city, suburban and rural areas who were often medelback to primary care for follow-

up particularly if they lived a distance away.

To facilitate this method of data collection a dim®aire was developed using the
conceptual framework, as described in chapter fhceSthe questionnaire was to be
administered three times over a six-month perioexgdained below, booklets for each
individual were compiled. Each booklet had thremer-coded questionnaires for easy
identification at each visit. The time betweenitgisvas organised to coincide with

clinic visits, which were usually 3 monthly, to $&s disruption to both individuals and
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health professionals. It was also to try and misénthe loss of individuals to the study,

which according to Watson (1998) is one of the fmoits with a longitudinal design.

3.3 Questionnaire design

The questionnaire (APPENDIX 1) was divided intotemts to gather information on
demographics, weight beliefs, weight loss expemtati physical, emotional and social
aspects of weight management. Thus the questiesslted in the following

information being collected.

3.3.1Demographic information

General demographics of gender, age, marital statesisehold members, and
occupation were collected to provide a picturehef tcontext in which individuals lived.
These were forced-choice questions with the exaeptf occupation, which was
written in text and later coded for analysis acauydo the classification by the Office
of Population Census and Surveys (1991). A histdrthe weights of the individual

and their family members was also obtained.

3.3.2Questions on the physical aspects of weight management

As both co-morbidities and lifestyle are implicatedphysical well-being, questions
about the physical aspects of weight managemehtded standard measurements, co-
morbidities, treatment, symptoms, functional apikind activity levels. The standard
measurements of weight, height, Body Mass Index I[Bbbdy fat percentage, blood
pressure and waist measurement (where appropvieged extracted from the clinical
data sheets while obesity related co-morbid dath tesatment were obtained from

patient notes. Treatment and co-morbidity questiaere multiple choice with an
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‘'other' category to permit further individual infioation to be included. Information
about alcohol and tobacco usage in addition toadieprescription was obtained.
Ordinal scales of 1-10 were to assess severitymptoms. The same measures were
repeated in order to assess any changes over #ot applicable’ box was available

should any symptom not apply.

It was decided to use five point Likert type scdlekert 1932) to gain information and
so start building a picture of everyday functiord activity. This type of scale also
allowed the assessment of changes over time thgt beaassociated with weight
management. Perceived functional ability detailswaeasured by assessing the
frequency of difficulty with walking, going up om@n the stairs, bending or stooping,
getting in and out of the bath, dressing and ddiogsehold chores. The same Likert
scales (Sechrist and Pravikoff 2001) were usedam ghformation on how often
individuals chose to walk, take the lift, use thairs and travel by car, bus or taxi.
Similarly, to try and assess social activity, imf@tion on how often individuals spoke
to family and friends, went out with them or haeérthvisit was assessed on the same
Likert type scale (Likert 1932) in addition to haften individuals went out on their

own.

A different question design was selected to expleisure activity. The matrix design
was chosen to provide more comprehensive detadotivities and although more
difficult to construct (Polit and Beck 2006) was maceasily encoded and analyzed
(Polgar and Thomas 2000). The aim was to contiouileling up a picture of everyday
activity by accruing details of both active and g@s pastimes during the course of a
week. The difficulty was deciding on the time ssato employ as activities such as

swimming would not be expected to last as long@sexample, watching television.
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A variety of activities were suggested with thredr@ unspecified scales to allow

individuals to add their own particular differerggtimes.

3.3.3Questions on the social aspects of weight management

Exploration of social aspects of weight managenrerdlved identification of the levels
of perceived support which individuals felt theydhfaom family, friends, colleagues,
health professionals and community contacts. Ieféort to cover all types of family
situations, that section included husband/wifefgarit children, parents, other
household members and an option to identify angrogferson. The friends section
included both close friends and acquaintances. Wk section included
supervisor/manager and colleagues. The healtregsiminals section covered general
practitioner, specialist doctors, nurses, dietgiao try and identify the perception of
support from those involved in weight managememis everyday contacts were
thought to influence the level of support indivitkiteel they have, the general contacts
section included clothes shop assistants, leisarngre staff and school/college staff.
This section, like the other sections under saaigiport, provided an option to identify
‘other’ supportive/unsupportive people. There aés0 a ‘not applicable’ option for
each variable. Ordinal scales were the means hghwdata was collected and further

information was gathered through a comments section

3.3.4Questions on the emotional aspects of weight management

To detect emotional aspects of weight managemesetstapns were formulated to gain
data about feelings, beliefs, expectations of welgés, body satisfaction, anxiety and
depression. Feelings and body satisfaction wesesaed on ordinal scales of 1-10, as

in other sections, to make data collection moresist@nt and analysis easier. However,
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this section did not provide a ‘not applicable’ ioptas everyone experiences feelings.
Examination of beliefs and expectations of weigigsl on the other hand used Likert
scales as these are more appropriate for attitudata (Sechrist and Pravikoff 2001).
However, these methods did not allow more in-depfiormation to be gathered
(Oppenheim 1992) so these questions were followednboption to clarify or explain
answers. Beliefs about weight management weregtitaio be an important aspect of
motivation, particularly the level of control indials perceived themselves to have
over their weight. These beliefs may affect howchlmweight individuals expect to lose
and what they perceive as success, especiallyey trave unrealistic expectations.
Perception of failure and a lack of control may &ssociated with anxiety and

depression.

Anxiety and depression was measured using the Hd#mnxiety and Depression Scale
(HADS), (Zigmond and Snaith 1983) and incorporatido the questionnaire
(APPENDIX 1). HADS is a validated tool to asseks prevalence and changes in
anxiety and depression levels. Permission from Ziginand Snaith (APPENDIX 2)
was obtained to include the HADS in the questiomnaiThe reason for choosing this
scale was that it separates anxiety and depregsid@ aiming to detect the presence of
mild degrees of mood disorder in non-psychiatritgpés. It also assesses the present
state of mood that permits detection of changes twee and has the advantage of
being brief, easily understood, with good relidpiland validity. It has been used in
different settings and issued in many languagescating cultural diversity (Herrmann
1997). Careful construction of the questions wagiired to allow patterns to emerge

over three visits.
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3.3.5 Face validity and internal consistency/Quality assurance in

research design

Robust data will only be accessible if the questiasked are adequate and relevant
(Parahoo 2006). Therefore, content was importafnb. ensure face validity of the
questionnaire, it was reviewed by a hospital meédioasultant and senior dietitians, all
of whom were experienced in managing obesity. dditeon, a researcher with
experience of health surveys reviewed the questioein After taking into account their

comments and making small adjustments, the questitmwas ready for piloting.

Further testing for internal consistency was urakem. This was carried out after the
first round of the questionnaire to look for coteiy in response. The dimensions
tested within the questionnaire were functionafficlifty, perceived support from
family, friends and colleagues, positive and negafieelings, internal and external
beliefs and body satisfaction. Cronbach’s alpheft@ment was applied as imeasures
the extent to which item responses obtained as#éimee time correlate highly to each
other” (Maclnnes 2003p.58). They ranged fromx 0.64 toa 0.93. According to
Anthony (1999), the acceptable level for Cronbadpha-coefficient is 0.7 for this type
of research. However, as all but one of the cati@is were greater than 0.70, no
amendments were made. Therefore, the researcleicovdident that the questions

were applicable, that is, would gain answers totwles asked.

3.4 Pilot study for the exploratory phase

Prior to administering the questionnaire in thelesgiory phase and testing for internal
consistency it was vital to know how individuals wla respond to the questions. That
is, would they consistently understand the formad &nstructions for answering the

questions and were the questions relevant to Weight management (Parahoo 2006).
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Carrying out a pilot study by administering the sfiennaire to a small sample of
individuals attending the clinic was therefore umaleen. Another aim of the pilot
study was to try out administrative processeseabitlsy clinic. Based on these findings

any necessary changes were made.

Before commencing the pilot study, discussions tplakce with colleagues involved in
the clinic to gain their co-operation so that thex@uld be minimal disruption to both
staff and individuals. A letter of invitation tbe pilot study (APPENDIX 3yvas sent

out prior to clinic appointments to twelve indivala allowing them sufficient time to

decide whether or not to take part. All of thesdividuals had a BM#30.

Since mailed questionnaires would have been mdedylito be discarded (Barker
1991), thereby reducing the response rate and ttheuvalidity (Polgar and Thomas
2000), the data was gathered at the specialisicclihis was achieved prior to any
intervention by clinic staff to reduce possible aopon responses. One person refused,
one did not attend and ten completed the questienandividuals with a BMP>30
were recruited over a two-week period after givwmgtten informed consent. A room
was made available for the study and an explanaimut the questionnaire given by
the same researcher who then left the individuabtaplete it in privacy to protect their
rights (Polgar and Thomas 2008). Individuals wargted to give feedback about the
questionnaire format. They were also eager tooetdb on personal issues raised by the
questions. This seemed to confirm that the questwere very relevant and provided

additional information to the evaluation sheetytivere asked to complete.

However, it posed a difficulty for the researchersame of the individuals participating

in the study knew her as part of the clinic teamstmaking it challenging to
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differentiate between the roles of researcher aadtitioner. The researcher reflected
on the effect her role and presence could havehenway individuals responded
(Parahoo 2006). As a result, clarification of theearcher’s role was considered prior
to the exploratory phase being undertaken. Intaohdiscrutiny of both the evaluation
sheets and the pilot questionnaires led to slighistment of two questions in order to

achieve more precise responses in the exploratagep

3.5 Exploratory phase

Following the pilot study and the revisions to thevey questionnaire the exploratory

phase was initiated.

3.5.1Sample

It was not feasible to carry out research on thelalalinic population of 474 due to
costs and researcher time. The aim was to haeprasentative sample of the clinic
population. Therefore, sample size, charactesistsetting and response rate were
considered (Parahoo 2006). In order to achiewwephipose, consideration was given to
clinic organisation, sampling methods and the dieian of the research. A three
month recruitment time was set for the study inratempt to gain access to all return
patients so that they would each have an equalcehahinclusion. Individuals were
identified according to appointment time. Consadi@n was given to the sample size
as in longitudinal studies there is a risk of ahleigattrition rates (Watson 1998).
However, it was anticipated that attrition ratesuldobe similar to those for clinic
appointments as data was not being collected dutwgual appointment times.

Recruited individuals also had to fulfil the follovg criteria:
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Male or female aged 18 or over.

BMI equal to or greater than 30

Not receiving concurrent psychiatric care
Had previously attended the clinic

Willing and able to give informed consent

3.6 Exploratory phase data analysis

The statistics package for the social sciences $SHS was used to analyse the data in
the following order. The total sample was examifiedd, then the individuals grouped
by weight gain, 0-5% body weight loss and >5% buaayght loss. After these three
groups were identified differences and similaritoetween the groups were examined.
In addition, changes within groups were establishidalysis was therefore of primary,

secondary and tertiary types.

3.6.1Primary analysis

To gain an overview of the study population, dedtre statistics were applied
systematically by working through the questionnaiii® provide an overall picture of
the study population, demography, treatment, cobiddy and weight history data

were analysed by frequencies and crosstabs.

The data of scaled items in relation to each ofsgmaptoms, each variable in the social
support section, each feeling and each varialtlearbody satisfaction section were also
analysed by descriptive statistics. In particutaodes identified the frequency of their

severity indicating various physical, social andoéional issues for individuals. Likert
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scales were analysed in the same way. The HADStiqneaire was scored by hand

following the coding system laid down by Zigmondig&@naith (1983).

3.6.2Secondary analysis

To make the data more manageable for this partiquitase of the analysis each
variable, with an ordinal scale of 1 to 10, wadagmded into nominal data to produce
three categories: a score d3 being classified as low, scores 4-7 being cleskias
moderate and scores$ eing classified as high. Likert scales wer® aisllapsed to
give three scores. Each of the ordinal scalesinvithe sections for support from
family, friends, work, health professionals and gmh contacts were combined to
provide a mean score for each section. Body satish scales were treated in a similar
manner. Feelings, although analysed in the sanyewese first divided into positive
and negative sections. Each leisure activity Wes i@coded into active and inactive to

assess the amount of time being active as welagive.

To explore the strength of the association betweanous aspects of weight
management for the whole cohort the full ordinalss of 1 to 10 were analysed using
Spearman's rank correlation. Negative correlajisrieere one variable increases and
the other variable decreases, were preceded bynasn(t) sign. Once this was
completed for the total study sample, the individwaere divided into three groups of
weight gain, 0-5% body weight loss including theg® were weight stable, and >5%

body weight loss and Spearman'’s rank correlatiappieed.
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3.6.3Tertiary analysis

One-way Analysis of variance (ANOVA) or the Kruskahllis non-parametric
equivalent test was selected when the data wasarotally distributed to examine the
differences between the groups. ANOVA is concemvél testing means and there is
some debate about whether ordinal data can bededjaas numerical for analysis
purposes (Kinnear and Gray 2000). The advantageiog it in this study was that the
three groups could be analysed simultaneously. fid@rce intervals were set at 95%.
In addition, the longitudinal nature of the studgrmitted changes over time to be
examined within individuals. For this purpose redit-tests or Wilcoxon matched pairs
tests were carried out. Paired t-tests are rahesisures but if the data are not normally
distributed, Wilcoxon matched pairs test is lessstant to outliers and therefore may

be more appropriate for rank based data (GreeMaridern 2002).

On the basis of the results from the exploratorgseghthe relationships of the various
beliefs, expectations, physical, social and emaliodimensions identified by the

conceptual framework appeared to be applicabledight management. Furthermore,
differences were demonstrated within the dimensiogisveen those individuals who

gained and lost weight. These results were use@velop and inform the intervention
phase of the study in primary care. While the afnthe intervention was to provide a
comprehensive person-centred aid to weight managemmensideration was also given

to the time involvement for primary care nurses.

3.7 Interpretative phase.

The results of the exploratory phase were takencandidered in respect of significant

relationships amongst physical, social and emoltifataors. These results were used to
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develop a booklet for individuals and nurses toknam together. As this approach was
different to usual practice a booklet for nursess vadso developed. Therefore two
booklets were developed. (inserted in pocket ofr reaver): an A5 booklet for
individuals entitled ‘My Personal Approach to WeigManagement’ and an A4

booklet, ‘A Holistic Approach to Weight Managemeritr nurses.

3.7.1Nurse bookl et

The booklet for nurses contained background inféionmaabout obesity for educational
purposes. It also aimed to provide an explanasibaut implementing the holistic
approach to obesity management. Interspersedeirbtloklet were six activities for
nurses to complete, including two case studies anthe end, websites and other
sources were cited to enable nurses to further ks&ining. In addition to the booklet,
nurses were provided with a box of materials, sah&hich were produced by the
researcher, and listed in APPENDIX 4. These maltewere compiled to aid nurses in

weight management practice and the implementatidmeostudy.

3.7.2Individual booklet

The underlying philosophy of the booklet ‘My PerabnApproach to Weight

Management’ was to help individuals participateéhair care in a meaningful way and
facilitated assessing, planning, implementing avaluating care in what Roper, Logan
and Tierney (RLT) termed ‘individualizing nursin@Roper et al. 2000). Rather than
being bombarded with advice, this approach aimexssist individuals to discover facts
about themselves by completing the initial partra booklet on their own, up to and
including the ‘Weight Management Map’. Howevererd was flexibility as nurse and

individual could complete it together if necessasyit was recognised that not everyone
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is literate or at ease with completing forms. Hima was to provide a more structured
but person-centred way to identify areas, whichdedeto be changed in order to

improve weight management.

3.7.3Cover design

In an effort to facilitate change, great care wadeh in the wording of the booklet for
individuals to create an atmosphere of encouragenad¢imer than blame. The logo on
the front cover of the booklet was also designefidauser friendly. It represents the
individual’'s journey, beginning with where they meeith the nurse in a non-
threatening environment and work together on theioua aspects of weight
management which are indicated by the various cetbarrows. The cyclical nature of
the coloured arrows leads towards a fainter arrodicating a move towards self-
management. In order that individuals can workaams self-management Peplau
(1988) describes the relationship with the nurskeasg ‘on a continuurh(p.55) where
the nurse provides support in various ways accgrtbrnthe psychological needs of the
individual at a particular time. As individuals ieathese needs satisfied they may
become more able to self-manage their weight. Rdmeyan and Tierney (2000) also
view individuals as moving on a continuum betwe@&pahdence and independence

with the level of independence varying with chaggife experiences.

3.7.4 Question design
Questions in sections one to five of the booklety“Mersonal Approach to Weight
Management” are designed to assist individualsidensarious aspects of their weight

management experience:
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» why their weight began to increase
e existing and potential health factors associatdl thieir weight
» the influences of home circumstances

» past experiences of ‘dieting’

It was anticipated that these first sections watigdt to stimulate thoughts of influences
in a variety of areas before going on to compléte ‘tveight management map’. The
map was designed to further this process throughirtborporation of data from the
experience of individuals in the exploratory pha&xamples of what these individuals
found influenced their weight were provided to stiate thoughts for those in the
intervention phase to help them complete their personal maps. Consideration was
given to the number of examples to be provided lasg list in each may be viewed as
simply a choice option and not help to stimulatrtiown ideas. However, a fuller list
from the exploratory phase was provided in the esirdox of materials to aid
recognition of the possible range of weight assmmna. After completing the map it
was anticipated that the individuals looking at Hssociations between the variables

would trigger thoughts and result in action plagnim Section 7 onwards.

3.7.5Weight management map

The weight management map fits with the holistiprapch. It is based on the mind-
mapping concept and employed to support individualsdecision making and
establishing goals (Buzan and Buzan 2000he layout of the map allows individuals
to set their own priorities and takes the emphasisy from weight. It is relevant too in
that the individuals themselves often have the answeven if they are unaware of it.
According to Irvine (1995) mind mapping is a usefustrument if individuals take

responsibility for their own learning. She fourtt in nursing education, learning by
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the mind mapping method was more meaningful. Likewit could be suggested that if
individuals can be encouraged to think about wHates their weight management they
may be more likely to set relevant goals to achigvgaim. In similar vein, Kathol et

al. (1998) proposed that the maps could stimuleteudsion between student and tutor,

or in this case between individual and nurse.

The use of personalised mind maps rather than emeryeceiving the same advice
focuses very much on the individual from their pexgive. Furthermore, it facilitates a
holistic approach as the advantage of mind-mapiriat the'interconnectedness of
one patient problem to another, connections tha&t wtal to successful patient care”
(Mueller et al. 2001p.75) can be seen more clearly. Like the Grief Mapeloped by
Clark (2001) the maps in this study are not presee but used for assessment and

education as well as a therapeutic tool.

3.7.6Goal setting

Goal setting is part of the planning stage wheréh beach actual and potential
problems” (RLT 2000, p.137) are addressed. For exampléhenacute setting, it is
crucial to set goals for every problem, but in virignanagement, goals should be set
gradually rather than all at once if long-term dsare to be achieved. Nonetheless,
Roper et al (2000) would agree with the clearlyirdef acronym SMART goals, taken
from the world of industry, which suggests thatlgahould beSpecific, Measurable,
Attainable Realistic andTime bound. Setting written goals provides an oppoty for

the nurse to give positive feedback on achieventauntglso acts as a catalyst to discuss
with individuals why some plans worked and otheid ibt. Although Roper et al.
(RLT) (2000) are more focused on goal setting leyrtbrse, this study was designed to

encourage individuals to take more control. Bytwg the goals themselves,
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individuals may take ownership of their plans argib to monitor themselves as part
of the evaluating stage (RLT 2000). Once goalsehlbgen set, self-monitorinig
important in raising awareness of what aids or @éisdveight management (Poston Ii

and Foreyt 2000).

In addition to recording goals and levels of atta@mt a reward system was put in place.
In other words, both short and long-term goalssatein line with Roper et al. (2000).
People with obesity often feel that they do notetles rewards therefore trying to
change their mindset is important in raising ssteem. By incorporating a non-food
reward for themselves, for example a massage,itdils may be helped to strive more
to reach their goals and see their efforts as bewrghwhile. The cycle of achievement
and reward is motivational on condition that thalgaare not too easy (Weiner 1991).
With each success comes a more consistent aniompaft future success (Weiner
1985). If goals are not achieved, however, sdfaga may not be protected if the
individual internalises the reason for failure, atieg feelings of guilt and shame
(Weiner et al. 1987). It is therefore a diffichlilance. Sometimes if the individual has
not put in the effort they will blame external ciastances but they can be encouraged
to learn how to deal with similar circumstances enappropriately in the future. The

real test is whether or not theory works in pragtic

3.8 Intervention phase

As in the exploratory phase, consideration had d¢oglven to the methods used to
evaluate the holistic approach keeping in mind ghepose of the intervention. One
objective was to provide support for nurses to Enabanges to occur (Mitchell et al.
2005), in a way that recognised their existing kisalge and skills while making

available to them additional knowledge and guidance variety of approaches to
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education were considered. As printed materialsheir own appear to have minimal
impact (Grimshaw et al. 2001; Freemantle et al.62Qfutreach visits (O’'Brien et al.

2006) appeared feasible and desirable and fit thigtholistic approach.

Nonetheless, the researcher recognised, from prewdrperience, that initiating change
may sometimes be restricted by the context of ngrpractice. Therefore, the aim was
to be flexible in response to the fact that eachseauwas the expert on their own
situation (Holter and Schwartz-Barcott 1993). Takihese issues into account may aid
evaluation of the approach through interviews blping nurses feel that they would

not be judged by their reflections.

The holistic approach was designed to facilitatesesi respect for each individual as an
expert who has knowledge of their own life, and kvarth them in partnership to
encourage them to reflect on their current situai¢och et al. 2002) thereby enhancing

self-management (Koch et al. 2004)..

A longitudinal type design was again used but asingle method could address the
complexity of this phase (Flemming 2007) a morelitateve method of data collection
was required. In order to evaluate the holistiprapch in practice, the design of the
intervention phase aimed to facilitate the explorabf the process of implementing the
approach in the context of primary care. Therefdéoecarry out this phase of the
research PNs were targeted for recruitment as tépsesented primary care staff in
obesity management (NICE 2006). Furthermore, Pigeted individuals already
known to them who might benefit from weight managemthus protecting the

confidentiality of individuals (Soteriou et al .Z8)0
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3.8.1Accessing nurses

In recruiting practice nurses the aim was to intlitese who had experience of working
in general practice and were willing to participatethe study. At the outset, access
proved difficult as some gatekeepers viewed obesé@gagement as strictly the domain
of dietitians. After several local meetings andcimdiscussion it was decided to target
nurses Scotland wide to avoid further delays. Aomal body was contacted and
agreed to email all their members with detailsha project. The initial response was
very poor until one practice nurse involved herseuladvisor. This ‘champion’
percolated information to practice nurses at onta@f regional meetings by means of a
flier (APPENDIX 5). A delay in the recruitment edme of the PNs who expressed an
interest was due to them being at a crucial stagéheir chronic disease diploma
education. Eventually, a one-hour meeting withlv@eanterested practice nurses was
arranged where study materials were dispensedafimiipa presentation. Originally it
had been envisaged that a study day be held tdecabiiparticipating nurses to develop
their understanding of obesity. However, due ® whdespread geographical location
of the participating nurses, their individual timenstraints and lack of funds to release
the nurses from work, this plan had to be amendéaterest in the project was
expressed by pharmacy and public health leads Hayt were not included in data

collection as practice nurses were the targetedpgro

Having initiated the project with one group of PlMdssecond meeting with a different
group of practice nurses, arranged by another ‘gih@m was proposed. However, the
meeting did not materialise, due to time pressiwedoth individual practice nurses
and recruitment deadline. Consequently, theseesurgre visited individually by the
researcher at their place of work, where a one-lsegsion on the study took place.

The outcome from these visits meant that furtheruianent was unnecessary, as the
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target of recruiting ten nurses had been exceedd. judgement of sample size for the
intervention phase was based on gaining adequatiepth data to understand the
context and process of obesity management in pyicene without being overwhelmed
(Sandelowski 1995). The final group of 18 nursemprised practice nurses, nurse
practitioners, specialist practice nurses and @enadvisor but to protect anonymity

they are all generally referred to as practice eésis nurses

3.8.2Data collection

Several methods were used for data collection tessc both complementary and
differing aspects of putting the intervention imtiactice (O’Cathain et al. 2007). Field
notes, background questionnaires and interviewms RiNs, the booklets and individual
physical measurements and satisfaction questi@s&iom the obese were all used to

obtain data as shown irable 3.1

Data collection methods

Individuals Booklets Questionnaires Physical meas@nts

Nurses Field notes Questionnaires Interviews

Table 3.1 Table of data collection methods for individuals and practice nurses.

Field notes (Ritche and Lewis 2003) were accruedutfhout the study. They aided
organisational aspects of the study in additioprimviding a greater understanding of

each practice and the nurse’s role within it.
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3.8.3Questionnaires

Two questionnaires were formulated for this intetien phase, one for nurses and one
for individuals with obesity. The nurse question@dAPPENDIX 6) was devised to
obtain general background information about pgréthng nurses. The questions were
devised to obtain demographic details, current tm@carea and their approach to
weight management. The questionnaire for indiMel(@PPENDIX 7) was developed
to gain insight into what individuals thought of yWPersonal Approach to Weight
Management’ booklet and their experience of ustngTihis was to complement the
booklets themselves, which were also part of tha dallection. The aim was to assess
whether or not the individuals receiving care fouindrelevant to their needs.
Relevance is an important aspect of evaluatinggtradity of care (Clarke 2001). The
questions constructed in both questionnaires wemgxéure of forced choice, closed
and open questions to facilitate as much data ssilde to be assimilated, although it
should be noted that questionnaires by their nafweerestrictive in data gathering
(Roberts et al. 2001). Careful consideration wiasrgto the warning by Roberts et al.
(2001), who wrote*Attention to the construction and design of a die®aire is
imperative, especially for self-administration wlehere are limited opportunities to

expand on meaning(p.19).

In addition to the questionnaires, a separate sfAFRPENDIX 8)was produced for
nurses to document physical parameters of eachviduwdl they recruited.
Measurements of height, weight, waist and bloodsguee in addition to age were
requested. The materials were collated in a ringldy and box file, which also
contained some extra practical items to aid pradfPPENDIX 9). At the end of the
study, interviews were carried out to gain furtiresight into the context in which the

PNs practiced and their experiences of using thistlwoapproach.
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3.8.4Interviews

Careful consideration was given as to the methodlaif collection for gathering
information regarding the experience of PNs ush@gtolistic approach. Focus groups
would have been less time consuming (Daly and Celin2001) but the idea was
quickly discarded for the following reasons: in #itdth to the logistics of gathering
everyone together which was not possible due togdmgraphical spread and time
constraints, it was felt that some nurses mighinbébited by the presence of senior
colleagues in spite of belonging to a cohesive groundividual interviews were
therefore selected as a means of obtaining rich dattheycan be versatile, flexible
and adaptable, adding to understanding of event$ s enhancing the process of
evaluation.” (Roberts, et al. 2001, p.23). Furthermore, intamg are a useful tool for
exploring complex interventions (Clarke 1999). efglone interviews were selected as
the best option due to the travel distances inwbfee the researcher and to keep costs
down (Barker 1991). The drawback of this typerd€iview is that since they are not
face-to-face, non-verbal reactions cannot be oleservHowever, the advantage of
carrying out interviews which are not face-to-faway reduce the pressure on the PNs

to participate (Parahoo 2006), particularly whermied out at the end of the study.

On the other hand, as the nurses and researcheprhausly built a rapport and

hopefully trust, it may have been easier for thenfréely express their opinions. The
added dimension of both the researcher and PNg demale and practising nurses
may have helped the PNs to be more willing to skdrat they perhaps perceived as

being common experiences (Fielding 1994; Wibbealey Kenny 1994).

The interviews were semi-structured to explore ¢betext, process and outcomes of

using the holistic approach in primary care. Tiyse of interview was selected as it
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came at the end of the study. This meant that alat@dy collected could provide a
basis for more focused questions (Clarke 1999¢vertheless, to gain insight into the
nurse experience of using this approach demandgdhé structure was not too rigid.
The ongoing data collection through the nurse bamkgd information sheet, field notes
and practice visits influenced the formulation qfen questions. For example, it
became apparent that there were issues concefdméngontinuing education of PNs.
Interview schedules (APPENDIX 10) were developeadgiguestions to cover the main
areas whilst flexible enough to permit exploratminsome areas in more depth. PNs
who were unable to recruit individuals also agréedbe interviewed. Therefore,
another more appropriate schedule (APPENDIX 11) wasised by omitting the
questions about their experience of using the ambrand the data produced from these

interviews provided further insights.

3.8.5Carrying out the interviews

Of the 18 participating nurses 16 agreed to a stractured, telephone interview,
which was tape-recorded. Apart from one nurse, Whd to cancel due to work
commitments, all nurses who recruited individualgrav interviewed. Of those
interviewed, 7 nurses had been unable to recruiivitiuals but their contribution
provided valuable insight into implementing nursnegearch in primary care in general

and obesity research in particular.

The telephone interviews were arranged at timdaldei to the PNs. Prior to recording
the interviews, suitability about the timing wasnfiomed to avoid interruptions,
assurance sought on their continued willingnesspadaicipate and confidentiality
reiterated. The approximate length of time for itterview was established as being

40-50 minutes with the proviso that they could teate it at any time.
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The interview guide developed by the researcheuredsthat the main topics were
covered. However, open-ended questions encourBfisdto talk freely about their
work and experiences of using the holistic approdoh weight management.
Techniques such as clarification and non-directprebes helped obtain accurate
responses (Parahoo 2006). The nature of theseviews sometimes resulted in

scheduled questions not being followed in order.

During the interview the researcher endeavouretisten attentively as it has been
shown that this is crucial to good interviewingt(Rie and Lewis 2003). This enabled
cues to be identified for further exploration, gk at a later time in the interview.
Time was also allowed for silences when it was eénbkat interviewees were thinking.

On completion of the interview they were thanked asked if they had any questions.

There were, however, limitations to this processnbérviewing. Repeat interviews
may have provided the opportunity for more robwbado be elicited. The potential for
bias may have been avoided had someone other tigaresearcher carried out the

interviews.

3.9 Intervention phase data analysis

The analysis contained both quantitative and catalgé data to try and capture the
intricacies of human interactions (Sandelowski 2dAGddition to outcomes. Nursing
researchaccording to Clarke (2001)s’ not only about measuring the effectiveness of
particular interventions..., but also about illumireg the processes going on within
nursing care”(p.12) Therefore, although quantitative analyses measométbmes the
gualitative data provided clarification about th®gqess of arriving at these outcomes.

The analysis procedure can be sedrigure 3.2.
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3.9.1Concurrent data analysis

Analysis of quantitative data in the interventidmape was carried out using SPSS 13.
Two databases were created, one for nurses andoonedividuals. The nurses’
database contained demographic details and infam#tom the coded background
questionnaire. The database for individuals coethisimilar information with the
addition of physical measurements and coded qa#imgt information from the
booklets. Qualitative data was obtained from irdiial booklets, nurse interviews and
field notes. Initial analysis provided details fmdividuals and nurses as separate
groups. Data from individuals in the primary caedting allowed comparisons to be
made with the individuals from the secondary cawmt-patient clinic. This was
particularly relevant when assessing the validifyusing individuals in different
settings. Secondary analysis treated each praatice unit to allow the process and

outcomes of implementing the holistic approacheaadentified.

Before secondary analysis could take place, theareber transcribed the nurse
interviews verbatim. These transcripts were read repeatedly before beougd.

Significant statements in the transcripts were liggted and coded in the margins,
often being recoded manually as data analysis pssgd (Miles and Huberman 1994).
Copies of the coded statements were cut into chisie a large board to develop
categories, keeping in mind the broad themes oftesdn process and outcome.
Qualitative data from the individual booklets, dimsnaires and field notes, were
treated in a similar manner before being combingld imterview transcripts to identify

emerging concepts. Personal biases were set asidrich as possible during analysis

in an effort to ensure validity.
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Descriptive displays of data were analysed firgtlylook at within-case analysis
(Kinnear and Gray 2000) for nurses to build upaype of the PNs who patrticipated in
the study. This was repeated for individuals amted changes over time to be
identified. After examination of the within-casedata was organised by for each
practice. Conclusions were drawn from the data explanatory displays arranged to

identify emergent themes (Miles and Huberman 1994).

In an effort to understand not only the similastieut also the differences the emergent
themes from the exploratory phase analysis werdieappo two case studies: the
practice where individuals lost most weight and pinactice where most individuals
gained weight. On completion of data collectiom amalysis, respondent validation
was sought by taking the results back to the grafupurses who participated in the
research (Ritchie and Lewis 2003). The responséiroted the interpretation of the
data by the researcher. Before going on to prakenesults, the ethical aspects of both

phases are now considered.

3.10 Ethical considerations

It is crucial that ethical considerations be adskesprior to any research procedures
being undertaken. While there were some commanoattaspects between each phase
of the study, there were also differences. Howetmre was one overarching premise
that applied to both phases, in that, accordingHippocrates, the greatest ethical
imperative was to 'do no harm' (non-maleficencé)ith this in mind, firstly, the

particular ethical issues for the exploratory amtenvention phases are discussed

respectively.
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3.10.1Exploratory phase ethical considerations

To ensure specialist dietetic and medical supamigor individuals in the exploratory

phase, the study was carried out with the permmssfahe consultant in charge of the
specialist clinic. Since individuals were beingessed for anxiety and depression
psychological harm had to be considered (Firby 1996onsequently, a psychiatrist

was consulted regarding the use of the HADS ageaptionary measure.

A further ethical consideration was obtaining imi@d consent (APPENDIX 12),
underpinned by the philosophical concept of 'resdec persons' (Burnard and
Chapman 1993). This was to ensure that particgpanterstood that taking part was
entirely voluntary and that they had the right tithdraw at any time (Royal College of
Nursing 2004). Furthermore, it was particularlypwntant in the clinic setting to guard

against the possibility of coercion (Firby 1995).

Another ethical issue, again particularly importenthe clinic setting, is that of ‘justice’
which includes the protection of privacy (Oystermbt1987). Having previously being
sent written information (APPENDIX 13s to what was involved in the study, their
continued willingness to participate was confirmatl questions answered. A brief
explanation of the questionnaire booklet was giterascertain that they understood
how to complete it before leaving them to do siivate. An additional reason for

leaving them was to avoid any researcher influemcthe answers they provided.

Another aspect of privacy is confidentiality of tdata collected. The nature of the
longitudinal study meant that it was necessary dentify individuals for repeated

administration of the questionnaires. Accordinglgch person was allocated a unique
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number, known only to the researcher (Behi 199%).the above concepts of ‘doing no
harm', 'respect for persons' and ‘justice’ areided in the Nursing Code of Professional
Conduct (2002) and were addressed in the applicdtio ethical approval from the

Local Ethics Committee who granted permission lierstudy (APPENDIX 14).

3.10.2I ntervention phase ethical considerations

Before undertaking the intervention phase, an amemnd to the study was submitted to
the local ethics committee and once approved (AHPIENL5) an application was
made to research and development units for app(&RFPENDIX 16)outwith the local

area as per new regulations (COREC 2005).

Recruited PNs gave oral consent for the study dmtdireed permission from their
respective practices before recruiting individuads quick reference guide for carrying
out study procedures was provided to assist nupssicularly in the recruitment of
individuals, to reduce potential ethical problenkr nurses who invited the researcher
to share a consultation, further oral permissiors iiest sought by them from the

individuals involved (Soteriou et al. 2005).

To ensure confidentiality of the data collectedhepractice was coded by letter. The
researcher was the only person outwith the praetloe knew the codes and these were
kept in a secure location (Cerinus 2001). Howetlee, PN was asked to give each

recruited individual a number so that all data teikem the practice was anonymous.
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3.11 Researcher’s reflections

Throughout the study, the researcher was awarbeopossibility of introducing bias
into the results. The exploratory phase was dchrigt at a clinic where some of the
recruited subjects had previously shared consattatwith the researcher. As a result it
was difficult for the researcher to stand back friwing involved in their care.
However, the survey design using a questionnailgedeto minimise the researcher’s
influence on the outcomes. In the interventionsghaf the study carried out in primary
care where PNs were responsible for implementiegritervention, the researcher had
little influence on outcomes. The exception t@ thvas when the researcher was invited

to share consultations with PNs and individualghair care.

On the other hand, in the role of educator, theas & deliberate intention to influence
PNs in their mode of practice. Sharing consultetiovith PNs when they saw

individuals with obesity was not a planned evetit.was requested by one PN and
subsequently offered to all PNs to ensure an egpjdrtunity of access to support of
this type. During the shared consultations theaesher was aware of the possibility of
disempowering the PNs. This caution was warraaiedvhen presenting the results
back to PNs they revealed that their previous egpee had been that ‘outsiders’ took
over the consultations. They appreciated thatviais not the case in this study as their
expertise was respected. Previous experience isayhave been one of the reasons

why only two PNs accepted the offer of shared chhason with the researcher.

Keeping in contact with PNs was difficult. Thegpaared to be other reasons for this
apart from the researcher’s base being a consi@edidiance away. Many of the PNs

were not at ease with the email system and teleplommtact was difficult due to
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pressure of time and their work commitments, paldidy as the study was in addition
to their normal workload. The researcher knew fmevious experience of a national
study, where both GPs and PNs were involved, thrancunication difficulties were not

unique to this study.

The telephone interviews with PNs worked well. Tdppoortunity to build a rapport
with PNs and see them in the context of their wads achieved through several visits
and other means of contact prior to any intervibeisng carried out. Consequently, this
meant that when it came to interviews the researtiael greater knowledge and
understanding of the individual PNs and context tio¢ir working environment.
Although telephone interviews prevented the inttigdion of body language they
enabled the researcher to change roles from educeatesearcher. It appeared that this
resulted in PNs giving open and honest feedbackthen implementation of the
intervention, thus providing extremely valuableigigs into weight management in

primary care.

The variety of methods used for data collection Wweseficial as they complemented
each other and provided both detailed and rich (Ritgord et al. 2002). However, the
guantity and breadth of data collected made itialiff to structure the results in an
ordered fashion without losing accuracy or repgr{iHorsburgh 2003). Moreover, it is
acknowledged that the interpretation of results wassibly influenced by the

researcher’s own philosophy despite attempts t@amemeutral (Parahoo 2006).

Optimal data collection was not achieved in eitirase of the study. In the

exploratory phase, the lack of visit 2 data retstdcdfurther analysis where it had been
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intended to examinthe change in individuals’ expectations with weightange over
time. In, the intervention phase, the data caddl@éctvere not always complete.
However, the fact that individuals sometimes misapdointments or dropped out of

studies simply reflects real life.

Although there has been debate in the literatuceiiathe criteria for judging qualitative
research (Rolf 2006; Hope and Waterman 2003; QGigcland McKenna 1999;
Sandelowski 1993) this study draws on the crit@ri@posed by Lincoln and Guba
(1985). They recommended that trustworthiness ldhoel assessed, that is, credibility,
transferability, dependability and confirmabilityt was envisaged that the longitudinal
nature of both the exploratory and intervention g@isain addition to the researcher
sustaining contact with primary care nurses ovearetiwould increase credibility
(Speziale and Carpenter 2007). Visiting practiwesld also provide the opportunity to
validate findings from other data such as fieldesotThese in turn, would aid reflection
for further feedback. In addition to other datdlexiion methods, questionnaires and
recorded interviews may further aid credibility €kett 2005) and dependability (Miles
and Huberman 1994). It may be that recruiting ficas in different areas would

provide insight into similarities and differencesviarious contextual situations.

This chapter has given an overview of the complethadology used in each phase of
this study. A description of the development of eniais for the intervention phase was
also included. The next chapter presents the peal&om the exploratory phase which

was then incorporated into the materials for therirention phase.
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Chapter 4

Generating the evidence to develop a holistic approach

to weight management

This chapter details the results of the explorafurgise of the study. The concepts of
energy intake, energy expenditure, weight contetiefs, physical, social and emotional
well-being as shown in the conceptual framework evekplored to identify their
possible relevance for the intervention. The psepof doing so was to act as a
grounding for the holistic approach to weight mamagnt by allowing, not only the
‘parts of the whole’ to be scrutinised but alsottp and ascertain how individuals
respond ‘as a unified whole’. Therefore, there waseed to examine patterns in the
data and identify relationships between the vagisbl Gathering qualitative data may
provide further insights into how individuals resped. For these reasons, it was

decided to analyse the data in the following manner

Primary analysis of the data was undertaken usesgriptive statistics. Spearman's
bivariate correlation was used for secondary amalys identify the relationships

between the variables. Tertiary analysis, usingrway analysis of variance (ANOVA),

Tukey's HSD test and Kruskal-Wallis tests, ideatfithe differences between the
following three groups; a) those who gained weighthose who were weight stable or
reduced their body weight by up to 5% and c) theke reduced their body weight by
over 5%. In addition, paired t-tests allowed exaation of the extent of within-subject

changes.
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4.1 Sampling

As described in the previous chapter, individuals this exploratory phase were
recruited from an out-patient clinic specialisimgabesity management. The following
table 4.1 shows the breakdown of the numbers of individf@ia@m initial approach to

participation followed by more detailed information the recruitment process.

Males Females Total
Approached 25 77 102
Non-responders 2 9 -11
Refusals 2 5 -7
Consented 21 63 84
Changed appointments 0 12 -12
Did not attend 0 2 -2
Exclusions 2 4 -6
Total recruited 19 45 64

Table 4.1 Table of recruitment for males and females.

At the outset, 102 individuals were selected fronliric list according to appointment
times and invited to participate in the study. Tieasons given for refusing were
difficulty filling in forms (1 male and 1 femalesand looking after sick relatives (2

women) with the remaining 3 giving no explanation.

The remaining 84 individuals agreed to participdtiwever, 12 (females) of these had
their appointments changed by the clinic to outvifitb recruitment time and therefore
had to be excluded. A further 2 females, who dienal their appointments, also had to
be excluded as one was being transported by andmiland the other had a family

crisis, therefore she had no time to participatthenstudy. In addition, 2 males and 4
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females were excluded for a variety of reasonsadreduced their BMI to <30, 1 had
learning difficulties, 1 was undergoing psychiatineatment and another was too ill to

attend.

In summary, 84 (82%) consented to the study buatteal number eventually recruited
was 64, for the reasons given above. The followssyplts in percentage terms have
been rounded up or down to the nearest 1%. Coesdguthe cumulative percentage

total may not always be exactly 100%.

4.2 General demographic information

An audit of the clinic population from which thedimiduals were selected provided
parameters of gender, BMI range, and mean weightwtiych to judge the

representativeness of this study sample. The d@iduals in this sample consisted of
19 (30%) males and 45 (70%) females reflectingctimec gender ratio of 28% to 72%
respectively. All individuals were over 18 yeafsage with a BMI ranging from 33.3

to 59.9 for males and 30.4 to 60.5 for femalesh 8 individuals (55%) of this sample
(14 males, 21 females) being classified as havilag<lIl obesity. The BMI category

for males and females is shownFigure 4.1
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Figure 4.1 Clustered bar chart showing the percentage of masesl females in each BMI

category.

The mean BMI was 42.4, which was in line with tleaeral clinic population mean of
40.6. In addition, the mean weight of 116kg foe tblinic population compared
favourably with the 110kg in the sample. The weiginge was 62.3kg to 185.7kg.

These results suggest that the sample was repaéiserdf the clinic population.

The majority of women in this study were youngertthe men, with 29 (64%) females
being in the under 50 age group, 6 (13%) of whomeweder 30 years of age. In
comparison, there were no males under 30 yeargeo&ad, in fact, the majority of men,
13 (68%), were 50 years of age. The followirfggure 4.2 provides an overall picture

of the age ranges by gender.
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Figure 4.2 Clustered bar chart showing the distribution of agange for males and females.

The office of population census and surveys (19%43sification was used to identify
social class by employment. There was high uneynpémt [9 (47%) males and 20
(44%) females] within the sample, most of whom, ({B%) males and 11 (55%)

females), were in the morbidly obese category,ai BMI of >40kg/m2.

Those who were employed were identified as belangprall social class groups except
social class I. Of the 35 (55%) individuals whorevevorking, all but 3 (9%) belonged
to social classes Il and Il with a greater proporiof working males [6 (60%)] being in
class Il while the majority of working females [168%)] were in class Ill. Only 2
(20%) working males had manual jobs. One femaléhemunder, 30 age group was

under threat of losing her employment due to hesit.

The majority of individuals, 37, [11 (58%) malesda?z6 (58%) females] were married,
while all divorced or separated individuals (6) evdemale and there were 4 (21%)

males and 8 (14%) females who had never married.
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4.2.1 Perceived reasons for onset of weight problem

There was an apparent gender difference in theepexd reasons for the onset of
weight gain. For females, the reasons tended teobmonal with 12(27%) identifying
childbirth and 8(18%) the menopause. For maleZ%j4the reasons were more likely
to be environmental, especially changing jobs. miagority of males [14 (74%)] stated
that their weight gain began in adulthood while B%) females identified their
obesity as starting in childhood or adolescencenoAg these women, were 6 (13%)
who had Polycystic Ovary Syndrome indicating a hmmal influence on obesity.
Therefore, with regard to the development of olyesiiiere is an apparent gender
difference. Understanding these influences wowddns to be important for both

individuals and nurses when considering intervemtio

4.2.2 Family history of weight problems

Another influence on obesity development is familistory. The respondents

perceptions of who in their family had weight prerols is shown ifrigure 4.3
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Figure 4.3 Clustered bar chart showing the number of family meers identified by male and

female respondents as having weight problems.

Both men and women identified their mother as ba&wngrweight. This amounted to
nearly half (44%) of the total study population iglonly 17%, that is, 11 (3 male and 8
female) individuals stated that their partner wasraveight. It would appear that there
is an argument in favour of family history influemg obesity in this population.
However, it cannot be ascertained, within the gw¥iof this study, whether this is due
to genetics, lifestyle or a combination of bothonétheless, the conclusion drawn from
these results is that there was a familial compbrerthe development of obesity.
Acknowledging family history and helping individgathink about how family life

influences weight management may be important densiions for intervention.

4.3 Physical aspects of weight management

The next section describes the physical aspectsoahorbidities, symptoms and

functional ability in this sample of 64 individuals
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4.3.1 Co-morbidities

The Royal College of Physicians (RCP) in their 1988ort recognized a range of co-
morbidities associated with obesity and these werleded in the questionnaire. So as
not to miss any co-morbidities, an 'other' categeas also included. The patients’
hospital notes were reviewed to obtain all releveribrmation for this particular

guestion. The results show a range of common adpichibes for males and females,

with the exception of type Il diabetes, are showRigure 4.4

Total study population

Co-morbidities in males

asthma

1.00/4.5%

hypothyroidism

hypertension
1.00/4.5% P

4.00/18.2%

back pain
4.00/18.2%
dyslipidaemia

3.00/13.6%
sleep apnoea

2.00/9.1% Coronary Heart Disea

osteoarthritis 3.00/13.6%

2.00/9.1% peripheral oedema

2.00/9.1%

Figure 4.4 Pie charts of the prevalence

females.

Total study population

Co-morbidites in females

hypertension

6.00/9.4%

Other

osteoarthritis
11.00/17.2%

7.00/10.9%

gallbladder disease

depression 4.00/6.3%

13.00/ 20.3% hypothyroidism

5.00/7.8%

asthma
PCOS

9.00/14.1%

4.00/6.3%

stress incontinence

5.00/7.8%

of obesity related noorbidities for males and

Although type Il diabetes is a common co-morbidity obesity, the study did not
include anyone with this diagnosis. The reasonddhat anyone identified as having
type 1l diabetes is transferred to the diabetimiclifor treatment and therefore is a
limitation in terms of representativeness. Of 8tady population 22 (34%) were
identified as having only one, co-morbidity. A dbtof 15 (23%) had two co-

morbidities, 16 (25%) had three, 6 (9%) had foud &(1%) had five. The remaining
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four individuals had no co-morbidities but threetlkém were in the 30-39 age group
and could therefore, be at risk of co-morbiditieseloping as they became older if their

obesity was not addressed.

Hypertension was the most frequently documentethedsidity for 7 (37%) males and
10 (22%) females, although in females, hypothysmdi(10, 22%), osteoarthritis (9,
20%) and asthma (9, 20%) were also widespread. eMeny the most frequent co-
morbidity identified in females was depression with (29%) having been diagnosed
with this condition by clinicians. These resulighiight not only the range of co-
morbidities in relation to obesity but also thadiinduals frequently have multiple co-

morbid conditions.

4.3.2 Symptoms

A list of symptoms was compiled from knowledge ok tvarious co-morbidities,

possible side-effects of treatment, informationngdi through working with obese
individuals and the conceptual framework. To idfgntheir perceived frequency,

individuals were asked to score symptoms on amatdicale of 1 to 10. For any given
symptom the lowest score "1" indicated that it ooed very rarely while the highest
score "10" indicated that it occurred most of tihmmet Should a symptom not be
perceived as a problem by the individual there alas a 'not applicable' box to capture
this information rather than having it be assuntedd missing data. In addition, there
were two 'other' categories to allow individualsrtsert symptoms not listed. Bivariate
analysis of the variables was undertaken usingr8peds two tailed test of significance

to explore the associations between weight and symgpover time.
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The scores for the listed symptoms were collapsaah fordinal scales of 1 to 10, into
nominal data to produce three categories: a sdoreBdoeing classified as low severity,
scores 4-7 being classified as moderate seventysaores 8 being classified dsigh
severity. Symptoms were often related to the cobiddies of obesity. Sleep was
problematic for 59 individuals with 30 of thoser{iles and 22 females) saying it was a
problem of high severity. Body pain was anothengwn problem for 52 individuals,
29 (8 males and 21 females) of whom, from all ageyes, identified it as being severe.
Skin problems were also highlighted as an issuetfomdividuals with 15 of those (4
males and 11 females) indicatingat it was severe Correlations between some

symptoms were statistically significant as showi able 4.2

Correlations Correlation coefficient Significance (2-tailed)

Sleep / hunger .270 .049
Sleep / heartburn 373 .023
Sleep / cravings 402 .002
Sleep / body pain 529 .000
Body pain / breathlessness 322 .027
Body pain / heartburn 372 .025
Body pain / abdominal bloating .346 .022
Body pain / sweating 391 .006

Table 4.2 Table of Spearman’s rho correlations of symptomghasleep, body pain and skin

problems.
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Sleep problems were related to hunger (p = 0.G#jrtburn (p = 0.023), cravings (p =
0.002), and most significantly, body pain (p<0.00[) addition to sleep, body pain was
significantly correlated with shortness of breath= 0.027), heartburn (p = 0.025),
abdominal bloating (p = 0.022) (which was more peotatic for women) and sweating

(p = 0.006).

Furthermore, those who had severe skin problems ware likely to have negative
feelings (p = 0.004), in particular loneliness (p0:007) and anger (p = 0.029).

Therefore identifying and addressing skin problemesan important aspect of care.

The array of symptoms, severity and interrelatigpstappear numerous but practical
experience and local clinic audits suggest they mediect reality. The difficulty is

translating these possible symptoms into a sucgiragitical approach to intervention.

4.3.3 Functional ability

A five point Likert type scale was used to meagheedegree of functional ability and
coded for analysis where "1" indicatedver having any difficultand "5" indicating
always having difficulty. Functional ability was reduced for 42(66%) indivals, who
had varying degrees of difficulty walking and fd(42%) for whom going up or down
stairs, bending or stooping was problematic. TdléowWing activities created some
difficulty for individuals; getting in and out ohé bath (49%), carrying out household
chores (56%), and dressing (34%). The extent telwtunctional ability was reduced

was widespread in this group. If there was difficwith one function it was more
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likely that other functions also caused difficulbpAssessment of functional ability may

be another important area to incorporate in amvetgion.
4.3.4 Leisure activity

The number of hours involved in leisure activitveas categorised in the questionnaire
and coded on a scale of 1 to 7 prior to entry theodatabase, ie. a score of "1" being
noneand a score of "7" beingver 40 hours The intensity of activities was divided into
low (eg watching TV, reading), medium (eg gardenidg-it-yourself), and high (eg

swimming, cycling).

Watching television was the most popular leisurespii with 23(36%) watching more
than 21 hours per week, and 7 (11%) more than 4@shmer week. At the other end of
the activity scale, 18 (28%) went swimming aheése, like the 10 (16%) who cycled
tended to be younger. Those who were more actere wiore mobile (p = 0.031), less
bored (p = 0.006) and expressed less dissatisfaetith their bodies (p = 0.026).
These results suggest that activity and inactiwigty both be relevant to a weight

management intervention.

Physical well-being appears to be an area to asldinesn intervention by including co-

morbidities, symptoms, functional ability and lesactivity.

4.4 Emotional aspects of weight management

Following on from the examination of the perceptairphysical aspects of obesity the
next section provides information on the perceivemhotional aspects of body

satisfaction, feelings, anxiety and depression.
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4.4.1 Body satisfaction

Body satisfaction was scored on a scale of 1 twill®"1" beingvery satisfiecand "10"
beingvery dissatisfied All individuals had some degree of negativeifegd about their
body image, males less so than females. Quabktadiata from the questionnaire
provided additional perspectives on each topic amrd further broken down into

smaller themes identified in the data.

One female who scored 10 for all sections of thisstjon as well as for shyness stated
that she was!Generally ashamed of my body's appearanc€omments by other

individuals such asmy body is a mess", "sad with my body and myseidl

feel fat

and therefore unattractivefave further insights into how body image was assed

with negative feelings (p = 0.003) in general. Blspecifically it was associated with
feelings of guilt (p = 0.002) as explained in thisote. "Everything seems to jiggle and
this upsets me then | turn to food for comfortehfeel guilty then | eat more to try to
make myself feel better (vicious circle)'The overall conclusion is that negative
feelings were generally associated with body disfsattion. This suggests that body

image may be a pertinent factor to include in wveetion.

4.4.2 Feelings

The qualitative data underlined the fact that fegdiwere particularly important to the
individual and provided insight into the quantiatidata. These feelings were scored
on ordinal scales of 1 to 10 with "1" beiugry rarely and "10" beingnost of the time
These ordinal scales of 1 to 10, were collapsegromluce nominal data in three

categories: a score of Xbeing classified as low frequency, scores 4iidgelassified
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as moderate frequency, and score8 being classified asigh frequency. The ordinal
scales were also grouped to calculate mean scoreboth negative and positive

feelings.

Some individuals [10 (53%) males and 27 (60%) fesjascored 8, suggesting that
they felt loved. Low levels of pride, indicated hyscore of <3, were reported by 8
(42%) males and 21 (47%) females. There were leigkls of guilt experienced by 2
(11%) males and 19 (42%) females. There were @ividuals (33%) who had high
levels of anger, including 4 out of the 6 in th&& age group who were all women.
There was a correlation between guilt and anger (p001) and the qualitative data
gave insights into the relationship between thermdisated in the following comment
"Generally | am a very positive individual but I\rehigh expectations which | often
don't meet hence the guilt/angerGuilt was also correlated with shyness (p = 0)002
and appeared to be connected to the weight of ithtls as typified in these two
written remarks. "Very shy when meeting people for the first timeabse of my
weight"and"I'm far less out-going because of my weight. nded to be a bit extrovert

before | was so heavy”.

It seems that when people are lonely they are ladsed (p = 0.002) and the comment
"Have hated my body since about the age of 11/42vxen weight started to increase.
| try to hide myself if at all possiblecbuld be interrupted as one reason since boredom
is associated with a high BMI, body dissatisfactoml inactivity. Loneliness, as shown
in the following negative correlation, can still ba issue even if one feels loved (-p =
0.039) as expressed in the following qudtieough | have a loving and supportive

husband | often feel lonely”.
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When given the option of identifying other feelingarticipants documented frustration
in the comments section. This was correlated ather (p = 0.003) and could be due
to functional problems as indicated in the followiguote: "The very process of
dressing every morning causes frustration and ahgdihe outcome of frustration can
have negative effects on weight manageméhtis a vicious circle. Frustration at not
losing makes me want to eat which equals morerftish.” It can come from different
sources. Caring responsibilities can create diliies as in this case whehglother has
been ill - hospital etc - quite frustrating - sheedn't make an easy patieriiit can
lessen with a change of circumstance in a diffeseenario, for example,"€hange of
job (+boss) is removing most frustrations from nay'd It may be that incorporating

the means to identify life situations in an intertren would aid weight management.

Although the myriad of negative feelings, indivitki@xpressed positive feelings like
pride and confidence (p = 0.004) which were algoificantly correlated and appeared
to be linked to losing weight as exemplified in tenment."Mostly feel very proud of
my weight loss over the years’lt appears that there are intense feelings, quaatily
negative ones, associated with obesity and therefavas thought relevant to examine

levels of anxiety and depression.

4.4.3 Anxiety and depression

Anxiety and depression was rated using the HosaitdlAnxiety Depression Scale
(HADS). The HAD scores were divided into 0-7, 8-201 for each category of
anxiety and depression as suggested by Zigmoné&aaith (1983) and coded for

analysis purposes. A score of 0-7 indicatqur@bable absencacores of 8-10
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'possible presencand_>11 probable presence'The scores for anxiety and depression

are shown irFigure 4.5

total study population total study population

anxiety levels for males and females depression levels for males and females
60 70

Percent

sex

- male
- female

sex

- male
- female

0-7 8-10 >10 0-7 8-10 >10

anxiety scores depression scores

Figure 4.5 Clustered bar charts showing the levels of anxietyd depression for males and
females.

Males displayed less anxiety than females, witl{58%0) males scoring between 8 and
10 compared with 21 (47%) females who scored Ithare. Most of these men were
in the 50-60 age group whereas the 40-49 year estthlies were more likely to have
high anxiety levels. This same female age grogp demonstrated high depression
levels with 11 (24%) females scoring 11 or more aridrther 8 (18%) females scoring
between 8 and 10. Depression, as identified byHA® scores, was significantly

correlated with negative feelings (p = 0.002) amenremore so with mobility problems

(p<0.001).

Emotional well-being appears applicable to weighihagement and perhaps should be

incorporated into intervention.
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4.5 Social aspects of weight management

The perception of social support was an importageat for individuals trying to
manage their weight. Therefore, this study exathihe support individuals perceived

themselves to have from their everyday contactsicp#arly family and friends.

4.5.1 Social support

Social support was scored on a scale of 1 to 1t ' beingvery unsupportivand
"10" beingvery supportive For the purpose of analysis, each variable erstfale was
grouped with "<3" beingvery unsupportiveind ">8" very supportive Furthermore,
these variables were grouped together to give nseares for support from family,
friends, colleagues, health professionals and stlethe community to try and gauge

the strength of social support from different peopl

Of the 42 individuals who had a partner, 24 (57%¢wed them as being very
supportive as reflected in some of the commefildy husband has always been very
supportive”and”l am very lucky in the respect that those closeshe ie husband and
children are extremely supportive” However, sometimes there was a perception of
mixed support from the same persofFind partner will one day cook protein only
meal then the next encourage me to fall by the m@ysand"l feel my husband can be
supportive sometimes and others negativ®thers felt that partners hardly supported
them at all in their efforts'my husband is not good at helping me'Sometimes,
partners may not want the individual to changeeet that they are giving support but it
was viewed negatively in these instances wheré'lugband 'likes me the way | am”
or says"You wouldn't be you if you were thin"This would suggest that partners may

influence how individuals manage their weight.
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Of the 42 individuals who had children, 20 (47%Ygeg¢ved them to be supportive,
however, 6 (14%) felt that their children were vansupportive by giving them a score
of 1 but made no comment. Of the 33 individualovidtentified parents, 17 (41%)
accredited them with being supportive. One femae/ed her mother as not providing
the support she was looking for as she wrs@metimes | feel my mum is checking up
on what | eat by asking him (husband) questions lafel a bit betrayed by this at
times”. It may also be helpful to identify other familyembers and how their actions

are perceived.

As well as the perception of support from the fgmitiends may be influential. 6
(11%) individuals, 5 of whom were females, indicathat close friends were very
unsupportive whereas 22 (39%) individuals statet thends were very supportive.
Acquaintances, however, were far less supportivih Wil [(24%) 2 males and 9
females] giving a score of 8. One subject gave an example of how difficult
socializing can be':Some friends tend to buy me drink when they krrowoh a diet,
one leads to another then your resolve goeSdcial interaction may be an important

aspect for consideration in an intervention.

In the workplace, more than half (6) of the 10 esgpt males, found colleagues to be
unsupportive. Conversely, females, including latise <30 years of age, felt they had

more support as 15 of the 24 working females idiedticolleagues as being supportive.

Perceived support from health professionals forgiveimanagement varied but was
mostly positive"Specialist doctor and dietitian have encouraged toeget on the
program again”and"l have had great support from my dietitian, my os\octtor and

Dr X”. One individual seemed to reflect the teamworkreg@ph aimed for at the clinic
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to encourage individuals to participate in theireca“By losing weight and looking
better makes you feel good, and with the suppothefdoctors and nurse it gives you

the encouragement to try harder”.

Although there were no written negative commentssibly due to the study taking
place at the clinic and patients not wanting toeapritical, there were some indicators
of dissatisfaction with the support provided by Itre@rofessionals. Even perceived
positive support can sometimes produce negatidenfme "The doctors and dietitians

have been very supportive but | feel as if | hateihem and myself down for putting

weight back on”

General practitioners were seen by 13 individué22%) 3 male and 10 females] as
unsupportive but only 1 female identified spectatiectors in the same way. Most of
the study population felt that dietitians were venpportive but 3 individuals felt that
they were not, while 1 male and 6 female felt tame way about nursedn fact, 5
individuals did not see nurses as being relevamtdight management. This seems to
suggest that health professionals may need to laeeawi their approach to individuals

to ensure that they are perceived as being supporti

The qualitative data highlighted that individuaftea felt that lack of support was due
to a lack of understanding! do not receive a lot of support from friendsyiidy and/or
colleagues because | do not believe that they whaledjust how much of an issue my

weight is for me."and"Lack of understandin@y other people. They don't realise

the consequences of straying from the diet evea liyle.” The perceived lack of

understanding could have knock on effects as itelica the following quote:People
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really don't_understandhe full implications of the diet and think thaisf a little will
have no effect, do not realise the worry you féelua your weight.”It may therefore be

that health professionals could consider the neednvey empathic understanding.

Even when support was forthcoming there was sonestiam element of frustration and
perhaps unrealistic expectations from other&enerally support has been good,

however, no-one quite appreciates my frustrationeatly believes the effort | make."

Another issue raised by individuals was the stighey feel. For examplé| say 'isn't
it hot in here', they say 'Well if you were notheavy!” and"everyone is not as fat as
you are"(when the subject suggested that there shoulddiggar space between chairs

for an event"Can be very hurtful.”

Prejudice not only comes from the general publicabso from health professionals.

"Working in healthcare you are judged by your siZence labeled as obese you can
never rid yourself of it. Too many health professis still equate overweight with

overeating and laziness."

This suggests that negative feelings were engeddsrestigma and prejudice and that

people suffering from obesity may feel stigmatised.

4.6 Beliefs about weight management

On a 5 point Likert scale, ranging frostrongly agreeto strongly disagree 45
individuals (71%) held the belief that they were ttinly ones who could control their

weight and that it was not totally outwith theirntml 39 (65%). One subject
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emphasized this when she wroté:believe each individual can control their weight
problem with the correct help and indeed their guasitive mental attitude.” Taking
control is not always easy though even for 41 (658djviduals who believed that if
they gained weight it was their own fault as intkchby this quote’l know that | am
the one who makes the difference in my weight btill find it very hard to discipline
myself to try to lose some weightThe achievement of weight loss was wietwed by
51 individuals (81%) as being just good luck. Huer one seemed ambivalent about
it. " can't help thinking that the harder | try to dool my weight the more difficult it

becomes."

Those who believed that they were the only ones athdd control their weight were
also more likely to believe that if they gained gldiit was their own fault (p<0.001).
When there is weight gain they seem to blame thkwmse "I know that | am
accountable for my weight but | feel that | havecoatrol over food. | often eat when
I'm not hungry so | deserve to be fatWeight control, however, is not consistent. One
subject explained how he viewed itMy success in managing my weight comes and
goes. My logical brain tells me 'l am in contrblit my emotional brain tells me 'your
body is sabotaging your efforts'.Others believed that they had limited control tlue
co-morbidities. "As my weight gain is related to my thyroid probéehieel my control

is limited - this isn't really understood.”

The overwhelming majority [53 (91%)] of individualbelieved that the support of
others was important in helping them with their gi®i management, and no one
indicated their disagreement with this. This waghlghted by the fact that the

comments in the support section of the questiorradiracted the highest response rate.
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One subject explained how support helped Hencouragement to give me confidence
Is important” and another believed that factors other than foedewmportant. "I
believe weight control goes way beyond just fodakew Adrenalin, stress, relaxation,
lifestyle, contentment etc."This may suggest that a broad based approachdingl

addressing beliefs should be incorporated in ahtemganagement intervention.

4.7 Expectations of weight change

Females had lower expectations of weight loss thales with 15 expecting to stay the
same or gain weight while 4 males anticipated thay would stay the same but not

gain weight. The < 40 age group were more optimaftweight loss than their elders.

The low expectations of individuals can be expldin®/ attribution theory. One
individual whose weight loss was minimal wrdtehis is due to a 'lack’ of reduction in
weight over the last 9 months’lt could be interpreted that the lack of weigldd@nd a
stable attribution would explain why the individudil not expect to lose weight. For
the individual who wroté'Probably a weight loss of less than 1llb per weeknore
realistic” attributions may have been less stable allowingdadjust her expectations
to set a more achievable target. Another female a#pressed a sense of depression
recognized how unrealistic she had been in heraapens”| certainly would like to
lose a lot of weight:- | have taken about 20 yetysput on about 6 stone and
unrealistically | want it off in six weeks! (not ggible | know!) not even in 6 months
therefore | get depressed about the whole sorrysnigs in! However, another
individual indicated that she needed help to chdregesituation as she appeared to have

a persistent feelings of helplessned4seed to do something or get help to break out of
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my current cycle of feelings - | just don't knowatth It would therefore appear

relevant to address weight loss expectations dunitegvention.

All the results so far have given a general detionpof the total sample at visit one.
To illustrate the complexity of weight managem@&RPENDIX 17 highlighted the
main areas covered so far and APPENDIXat8l APPENDIX 1%urther illuminated
the intricacies in the form of significant corrétetts produced from examining positive
and negative feelings. The following section exgéothese areas further by looking at

them in light of weight change.

4.8 Weight change

To explore further the relationship between physiemotional and social aspects on
weight, differences between those who lost weigltt tnose who gained weight were

examined.

4.8.1 Categorization of weight change groups

In moving to this stage of the analysis, individuadere subdivided into three groups to
permit comparisons between the groups, but firstig,individuals for each group had
to be identified. Of the 64 individuals recruitexhe patient withdrew after visit 1 and
another moved away from the area leaving a toté&Rohdividuals in the study. Of the
remaining 62 individuals, only 32 [(52%) 7male a2l female] completed all three
visits. In order to access a larger data set gisias not taken into account. This left
48 individuals [77% (15 male and 33 female)] whal lsampleted both visits 1 and 3.

The following results apply to those who completedy visits 1 and 3, that is 48
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people, and where percentages are given they teféhis group and not the total

sample.

Over the six month period, 16 out of 48 (33%) imdinals gained weight, 23 (48%)
were either weight stable or lost up to 5% of thedy weight, and 9 (19%) lost more
that 5% of their body weight, including 3 (5%) wlust more than 10% of their body
weight. The decision to group the individualshistway was in recognition of how the

literature relates to weight loss changes and lisnef

The use of descriptive statistics, Spearman's letioas, paired t-tests and ANOVA
analysis were used to determine changes over tmy gperiod and explore the

differences within and between groups.

4.8.2 Demographic aspects of weight change groups

The demographic details of the groups generallymditl differ with weight and BMI
ranges, mean starting weights, marital status amaily history being fairly evenly

distributed between the groups .

4.8.3 Group allocation

The individuals were allocated to one of three geoaccording to their change in

weight as shown ikigure 4.6
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Weight change

number of subjects in each group

Number of subjects

- male
[ female

weight gain 0-5% weight loss >5% weight loss

group
Figure 4.6 Clustered bar chart showing the numbers of indivials allocated to the groups of
weight gain, 0-5% body weight loss and >5% bodyglieloss by gender.

These results show that 48(33%) gained weight, 8j4were either weight stable (1
male and 1 female) or lost up to 5% of their boddight and 9(19%) losti5%. The
decision to include those who were weight stabléehm 0-5% group rather than the
weight gain group was because weight stabilitylmaniewed as a success. In addition,
these individuals may have previously lost weighd &een aiming for stability but this
was unknown. The severity of obesity was spreagl tive three groups although in
those who lost most weight (>5%) all men were ie thass Il category with only a

third of women in this same category.

There was an indication that the number of viditeraled differed between the groups
suggesting that those who attended more frequantieved greater success for weight
loss. Half of those who gained weight were in thess 1l obesity category but only

one of these attended all three visits. On therdtland, except for one, those who lost

>5% of their body weight had attended all threésis
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The majority of weight gainers (69%) were under y&ars of age and included 3
females under the age of thirty while for 0-5% &%@%6 weight losers there were 57%

and 46% respectively, in the under 50 age group.

4.9 Physical aspects of weight change

Firstly, the differences between the groups in avbidity levels are determined and
compared briefly. For the sake of clarity the otbleanges are reported separately for
each group before going on to make comparisondiaallly all the results are brought

together to provide a comprehensive overview

4.9.1 Co-morbidities of weight change

The difference between the genders in the types-ohorbidities in the total population
was reflected in the groups. However, in the weighin group, osteoarthritis was
common to both genders (2 males and 4 femalesyasitnot diagnosed in anyone who
lost >5% body weight. Stress incontinence wastitied in both weight loss groups
but not in the weight gain group. The only co-madity monitored in this study was
hypertension, which was identified in all three \ggs. Weight loss demonstrated a
significant improvement particularly in systolicobld pressure (t(22)=2.615;p<0.01) in

the 0-5% group and (t(8)=2.441;p<0.05) the >5% Weligss group.

4.9.2 Symptoms and functional ability in the weight gagroup

The symptoms highlighted by those who gained wedghproblematic with scores of 8
or more, were poor sleep (2 males and 7 femalegptlidlessness (3 males and 5
females) and body pain (2 males and 6 femalesgs@Bymptoms were also correlated

to each other with poor sleep being associated bvigththlessness (p = 0.056) but more
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significantly with body pain (p = 0.004) and bodsimp being significantly correlated
with breathlessness (p = 0.021). It appears tbdy Ipain was the greatest problem for

sleep disturbance in this group.

In addition, skin problems, although having a moti&, indicating that there were few
problems for most, produced difficulties for 3 widiuals who scored 8 or more. Those
who had skin problems often had diarrhoea (p =%).00"his would suggest that when
individuals were receiving Xenical treatment, thed difficulties adhering to the diet
and this resulted in a high fat intake, which cautbee known side effect of diarrhoea.
The hygiene difficulties of coping with diarrheoaiteh cause skin problems. Sweating
was also associated with skin problems (p = 0.@0@) suggests that the cause for this
should be explored with patients particularly itatien to skin fold areas. These issues

will be carried forward and compared in each group.

4.9.3 Symptoms and functional ability in the 0-5% weidloss group

Examination of the variables of poor sleep, brem$mhess and body pain already
highlighted provided further information. In theeight loss, as in the weight gain
group, poor sleep was associated with breathlesgpes 0.043). However, poor sleep,
breathlessness and body pain were mostly lessprblalem than for weight gainers
with modes of 4, 2 and 8 respectively. It may lhat in those who had 0-5% weight
loss, body pain (p = 0.060) was less likely toutisttheir sleep as osteoarthritis was less
prevalent. Furthermore, in spite of the existerméeasthma, breathlessness had
significantly reduced (t(18)=3.102;p<.0.005) sudmesthat weight loss itself provided

relief.
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Unlike the weight gainers, this group revealed ayv&gnificant reduction in skin
problems (t(13)5.236;p<0.001) although 2 individustill scored 8 or more at visit 3.
They also had significantly reduced bladder prolsl€t(i0)=1.876;p<0.05) which were
correlated with skin problems (p = 0.018). Thiskliwas supported by the fact that
stress incontinence was identified in this groupf bot in the weight gainers,

suggesting that skin problems may have been thdt ifurinary incontinence.

4.9.4 Symptoms and functional ability in the >5% weiglads group

Those who lost most weight, that is >5%, had sigaift reductions in body pain
(t(6)=2.563;p<0.05). It appears that their painswalated to abdominal bloating
(p0.012) which also showed significant reductiot(8)€3.267:p<0.01. Therefore, this
reduction in abdominal bloating was associated wigight loss. Sleep disturbance, to
varying degrees, was demonstrated by the mode8 ahd 3, and was associated with
bladder problems (p = 0.047) reflecting the diagmo$ stress incontinence. This may
indicate that for some, weight loss improved thglress incontinence, and as a
consequence their sleep also improved. Since dlierisy of skin problems greatly
diminished over the course of the study (t(5)=5;86101) it could be argued that like
those in the 0-5% weight loss group, stress inoentie was associated with skin

problems.

However, constipation (p = 0.028) was also relatesleep disturbance. As bloating is
known to be related to constipation that may hagenbthe reason for the significant
correlation with body pain (p = 0.012). In additjoconstipation could have been
related to the Protein Sparing Modified Fast (PSMR)ietary intervention, which was

the treatment prescribed for seven out of the mderiduals in this group.
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Nonetheless, as there were significant reductior®th body pain (t(6)=2.563;p<0.05)

and abdominal bloating (t(6)=3.267:p<0.01) it maythat either these were resolved by

treatment for the constipation or the weight lotself provided an improvement.

Although there are some differences between thenadsidities and symptoms in each

group they all have poor sleep, breathlessnessbandg pain in common.

These

commonalities were associated with the ability aorg out everyday functions as seen

in Table4.3
Breathlessness Body Pain
Functional Poor sieep
difficulties | Weight | 0-5% | >5% Weight 0-5% >5% Weight | 0-5% | >5%
gain weight | weight | gain weight weight | gain weight | weight
loss loss loss loss loss loss

Walking 0.030* | 0.022* - 0.001** 0.001** - 0.009** - -
Bending - - - 0.001** 0.005** - 0.043* - -
Stairs - - - 0.001** <0.001** - 0.006** - -
Bathing 0.013* - - <0.001**| 0.010** - 0.004** - -
Dressing - 0.040* - 0.002** 0.006** - - - -
Chores - - - 0.005** 0.003** 0.001** - - -

* = p<0.05 ** = p<0.01

Table 4.3 Table of significant correlations between mobilitproblems, poor

breathlessness and body pain in weight change.

In general, weight change was associated with fomat ability.

sleep,

In addition to poor

sleep, breathlessness and body pain, bloating,enangl craving had been identified as

discussed above.

In common with those who gaineidhw, those who lost 0-5% of

their body weight also had a reduction in hungé&8)=2.525;p<0.05) and cravings,

suggesting that they may have reacted differenthhatever the complex reasons for

the symptoms it does appear that each one imprewtésweight loss as shown in

Figure4.7
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Perception of symptom change between visit 1
and 3
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Figure 4.7 Clustered bar chart showing mean score changesdgmptoms by group

In fact, breathlessness showed a significant diffee between the weight gain group
and those who lost >5% of their body weight (X2@¥%#91;p<0.05). This was

regardless of a diagnosis of asthma in these grolipge symptoms highlighted in the
above graph could be a useful guide to exploringolem areas for patients so that
appropriate treatment can be implemented and, dyeading them, provide incentive

for weight loss.

In summary, there was a strong association betveeemorbidities, symptoms and
functional ability. There were gender differenegeth males diagnosed more often with
a cardiovascular risk factor. Females, on therdthed, were predominately diagnosed
with asthma and exclusively with stress incontiere depression. Regardless of
gender it appears that those who gained weight mere likely to have been diagnosed
with osteoarthritis. Allied to their high leveld pain, their ability to be sufficiently

physical active to impact on their weight may lmeited. With weight gain, symptoms
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and functional ability worsened, while weight losas associated with improvement.
Despite that it is difficult to identify what is ese and effect but does perhaps

demonstrate the importance of helping individuald aurses look at the whole picture.

4.9.5 Physical activity changes in the weight gain group

Activity levels were divided into low, medium angyh intensity. While two females in
the 40-60 age group watched over 40 hours of T\eakwgenerally the weight gainers
reduced their lower intensity activities of TV whittg and using the computer but
increased their reading. They also reduced thieehigntensity activities of swimming,
cycling and going to the gym but at the same tilmey tincreased their walking and
gardening. This indicates that the intensity aiverdity of activity is a factor in weight
change. While the only statistically significant change svan increase in walking

(t(15)=-3.313;p<0.01) paradoxically they were gtk group who walked least.

4.9.6 Physical activity changes in the 0-5% weight lossgp

The 0-5% weight loss group had also generally redubeir lower intensity activities
like TV watching (t(23)=1.775;p0.045) and readingt lthey increased their higher
activities such as walking and cycling. There \@B® small increases in the levels of
moderate activity but all were non-significant exicefor gardening (t(23)=-
1.702;p0.052). On the other hand, two retired fre¢p male and 1 female) watched

more than 40 hours television per week.

4.9.7 Physical activity changes in the >5% weight los®gp

As in the other groups, TV watching was generadlyuced but two females who were

in the 40-49 age group, watched more than 40 hofurslevision a week. The higher
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intensity activities of swimming, going to the gyamd dancing (p = 0.033) were
increased in this group and less time was spen¢adting. Those who went to the gym
were also more likely to go swimming (p = 0.030} baly two swam and three went to

the gym

4.9.8 Group differences in physical activity levels

The changes in activity levels for each group aesented irfrigure 4.8

Perceived activity changes between visit 1 and 3
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Figure 4.8 Clustered bar chart showing changes in different ysical activities for each

group between visits 1 and 3.

There was a general reduction in TV watching antharease in walking by all groups.
Despite this similarity, and the fact that two pkeop each group watched more than 40
hours of TV a week, weight change differed in thé&sdividuals. Weight losers
increased their higher intensity activities of aygland going to the gym. On the other
hand weight gainers reduced their high intensityiyg of swimming. This suggests
that weight change is influenced by changes inviigtlevels. That is to say, higher
levels of activity resulted in weight loss or pgrkat was the weight loss which enabled

greater activity.



136
Those who gained weight had the highest levelwf dctivity while those who lost
most weight undertook high intensity activities maften than the others. It appears
that those who lost 0-5% of their body weight were ones who most often undertook
medium activity levels. Consequently, it seems tha higher intensity activities are

most beneficial to weight loss.

Therefore, these results suggest that it may beritapt to explore all activity changes
and encourage involvement in higher intensity oty in those who are physically
able to do so. However, making changes may natysvibe easy to implement due to

social influences.

4.10 Social aspects of weight change

This section follows the same reporting pattermplagsical and emotional aspects of
weight management, that is, examining perceivegatpseparately for each group

before going on to make comparisons between thgpgro

4.10.1 Perceived levels of social support in the weightrggroup

Weight gainers perceived themselves to have thedoVevels of support and, in spite
of a marginal increase in spouse/partner supp@)=10.447;p0.668), the mean value at
visit 1 was only 6.50 (SD2.33) compared to 8.53 1) and 7.75 (3.30) for those
who had 0-5% and >5% body weight loss respectivéiyappeared that they had more
support from friends (mean 6.67, SD1.97) initialyit this diminished slightly
(t(11)=1.205;p0.253). These figures indicated thay felt only minimal support was

forthcoming, particularly from family (p = 0.052)n@ friends (p = 0.080) which



137
affected their confidence levels (mean 4.75, SD2.9%is lack of confidence may have

influenced the belief that their weight was totallytwith their control.

The support of others, however, was important ¢éortland seemed to impinge on levels
of body dissatisfaction. Consequently, body dis&attion increased (t(14)=-
2.256;p<0.05) as friends were seen as being justitte less supportive

(t(12)=1.205;p0.253).

In addition, only one female indicated that she $elpported by colleagues while the
remaining four (1 male and 3 females) who workethwithers felt that they received
no support, in fact, quite the reverse. Howevercalleagues appeared to encourage
them to be active by walking more (p = 0.005) thésceived negative support might
have been misconstrued. Even support from prafieals in managing their symptoms
such as heartburn (p = -0.012) and hunger (p 04).@as not forthcoming although

constipation (p = 0.019) was addressed. It sediegdhis lack of support was linked

support from others.

4.10.2 Perceived levels of social support in the 0-5% weilgss group

Perceived support was higher in this group than tfwse who gained weight.
Irrespective of a significant decrease in spousgipa support (t(14)=3.005;p<0.001)
and marginal fluctuations in all other areas, supfevels remained high from friends
and family but less so from colleagues and commuritiamily support was associated
with watching TV (p = 0.040) and reading (p = 0.pg#@rhaps indicating the general

low activity levels within the family. Support fnofamily and friends was also
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achieved by having contact through speaking to tflgm 0.001) and during visits to
the house (p = 0.031). The higher level of comfae in this group may have
encouraged 7(88%) males and 14(93%) females terdilisagree or strongly disagree

with the belief that weight was inherited so nothaould be done about it.

4.10.3 Perceived levels of social support in the >5% weilgiss group

This same belief about inherited weight was evenerstrongly associated in this group
with the support of friends (p = 0.026) and proi@sals (p = 0.026). Friends appeared
to give practical support as the more support theythe more likely they were to go to
the gym (p = 0.025). This group perceived themeselys having the highest levels of
support, which increased in all areas, in partictriands (t(6)=-2.739 p<0.05) but with

the exception of professional support, that supgecdreased slightly but was still high.
Professional support in addressing symptoms ingrosp was perceived to be greater,

particularly for cravings (p = -0.060) and bodyrpgy = -0.055).

Changes in perceived support between visits 1 arae3shown for each group in

Figure4.9
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Figure 4.9 Clustered bar chart of mean differences in perceaiveupport scores between visits

1 and 3 for each group

Although the bar chart reflects the changes imptiteeption of support for each group it
does not convey the significant difference betweerght gainers and those who lost 0-
5% of their body weight in the support they peredithemselves to have from friends
(F(2.38)=3.302;p<0.05). Therefore, the levels efcpived support for each of these

groups are also shown by mean rank scorésgure 4.10
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Perception of support at visit 3

35
30

25 1 —e— w eight gain

20 | N~
15 | \‘ —=— 0-5% w eight loss
10 | >5% w eight loss

mean rank

. o .
S @ ¢ & &
@ & S S &
<« W P S
& S
o \o\ o
Q

type of support

Figure 4.10 Line chart of mean rank scores for family, friendsplleagues, professionals and

community support for each group at visit 3.

It appears that weight change and levels of supg@rtinked and therefore it seems

rational to include social support in the intervent

4.11 Emotional aspects of weight change

Emotional aspects of weight change were determimgdexamining negative and
positive feelings as well as anxiety and depreskwals. As in the previous section,
looking at physical aspects of weight managememioti®nal aspects are initially
reported separately for each group before gointgpanaking comparisons between the

groups.

4.11.1 Negative and positive feelings in the weight gairogp

Those who gained weight, watched more TV if thdy less loved (p = 0.016) and
especially if they were dissatisfied with their b(s= 0.001). This dissatisfaction was

also associated with depression (p = 0.010) wighotitcome that they had less contact
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with family and friends either by speaking to thgm= 0.033), going out (p = 0.000) or
having them visit the house (p = 0.003) therefahpaps becoming isolated. It may be
that isolation was associated with loneliness whagipeared to be associated with
boredom (p<0.001) and shyness (p<0.001). It maybaacsurprising then that shyness
(t(15)=-2.263;p<0.05) increased significantly alomigh smaller increases in guilt and
anger. Anger though, with a mode of 6, was lesshiesome than guilt (9), and
boredom (9). Boredom appeared to affect actiatels as the greater the boredom the
less likely the participation in cycling (p = 0.03& going to the gym (p = 0.029) and to
a lesser extent walking (p = 0.087). The only pesifeeling, most often having a high

score, was a perception of being loved with a nuid®

4.11.2 Negative and positive feelings in the 0-5% weigbdd group

The levels of perceived negative feelings of gaittger and loneliness all decreased but
shyness and boredom increased, however, none vatistically significant. Boredom
was correlated with loneliness (p = 0.025) andtdpikE 0.015) which was reduced by a
feeling of pride (p = 0.041). Albeit, the negatieelings were less troublesome for this
group, than those for the weight gainers with wiewing modes: guilt (6), and anger
(3) and loneliness (1 and 2). Boredom varied Wwithdividuals having a mode of 1 and
4 individuals having a mode of 9. More of this @pohad higher levels of positive
feelings than the weight gainers with the followmgdes: being loved (10), confidence
(7) and pride (4). This was in spite of the petgp of 'being loved' having
significantly decreased at visit three (1(22)=3.p02005). Regardless of this, they still
had the highest mean scores of all the groupsdon ef these variables and those who
felt loved were more likely to be confident (p 024) and do handcrafts (p = 0.006)

and less likely to watch as much television (p&16).
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4.11.3 Negative and positive feelings in the >5% weighdédayroup

The levels of perceived negative feelings all daseel except for boredom, which
demonstrated no change. Boredom was correlatédbeih loneliness (p = 0.068) and
guilt (p = 0.074) but to a lesser degree than fasé who lost 0-5% of their body
weight. With the exception of anger (mode = 8)johhwas statistically significantly

correlated with guilt (p = 0.010), negative feeBngere generally less troublesome for
this group with the following modes: guilt (1,6,1®neliness (2) and shyness (1,2).
Boredom again varied with 2 individuals having ad@of 1, and 2 individuals having a
mode of 9, which was negatively correlated witmigdoved (p = 0.026). More of this

group had higher levels of positive feelings thia@ weight gainers with the following

modes: being loved (6,8,10), confidence (8) andegx(b,8). Emotions would therefore

appear to be an important aspect of weight manageme

4.11.4 Group differences in negative and positive feelings

There were differences between the groups in ttemity of feelings. Weight gainers
had higher levels of negative feelings and loweele of positive feelings than those
who lost weight. Although, when comparing differes between the groups, there
were no demonstrable statistically significant aes but there were differences
between the groups, which would appear to havécalisignificance. The changes in

feelings for each group are displayedrigure 4.11
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Perception of feelings change between visit 1 and
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Figure 4.11 Clustered bar chart showing changes in feelings fesich group between visits 1
and 3.

4.11.5 Anxiety and depression levels in the weight gairogp

The high level of negative feelings were reflectedthe prevalence of anxiety and
depression with one male (25%) and nine female%]taving anxiety scores of A,

while one male (25%) and 4 females (33%) scordd ¥or depression. Both anxiety
(t(14)=-1.484;p0.162) and depression (t(14)=-1.p@4;24) levels in this group

increased over the duration of the study.

4.11.6 Anxiety and Depression levels in the 0-5% weighgdagroup

The probability, for this group, of having anxietyd depression, identified by scores of
> 11, was not as high as the weight gainers. Twiesn@5%) and six females (40%)
had these scores for anxiety while for depresdiovas 4 females (27%) but no males.
Those who were anxious were also more likely talbpressed (p = 0.005) and both
anxiety (t(22)=0.183;p0.857) and depression (t(R2)47;p0.660) levels showed a

reduction.



144

4.11.7 Anxiety and depression levels in the >5% weightslgsoup

Identification of anxiety and depression levels>ofi1 for this group was generally
lower than the other two groups. Anxiety, at thatel, was identified in one male
(33%) and two females (33%) while for depressiowais one female (17%) but no

males.

4.11.8 Group differences in anxiety and depression levels

However, while both weight loss groups showed a ucgdn [anxiety
(t(8)=1.441;p0.193); depression (t(8)=1.809;p0)L13which was not significant,
anxiety (mean 8.75, SD 3.68) at visit three wasgmaitly higher than the 0-5% weight
loss group (mean 8.50, SD 3.50) but neither ofdalgrsups had as high a mean as the
weight gainers (10.71, SD 2.70). Depression mesnthe other hand, at visit three,
were weight gain (8.86, SD 2.60), 0-5% weight I¢&45, SD 2.86) and >5% weight
loss (3.38, SD 4.10). The anxiety and depressifi@arencesbetween the groups during

visits 1 and 3 are shown Figure 4.12
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Figure 4.12 Clustered bar chart of mean differences in anxiegnd depression scores

between visits 1 and 3 for each group.
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From exploration of these results it would seenseeable to include emotional aspects

of weight management in the intervention.

4.12 Summary

This objectives of the exploratory phase were toedain the relationship between
mood, social interaction, functional ability andiglg management in obese individuals
who were not identified as having an eating disorddowever, the results need to be
viewed with some degree of caution and seen irigiwe of the exploratory nature of

this phase.

The exploratory phase of the study facilitated aptth information to be collated for
analysis to inform the intervention phase. Initedults indicate relationships between
the above variables and that weight gain or lossllted in changes within these
variables. In particular, energy intake, energpesditure, weight control beliefs,
physical, emotional and social aspects of weiglangle were highlighted suggesting

that to incorporate these elements a more hohgproach to intervention is required.

Co-morbidities were numerous and indicated thatetiveas a gender difference with
males being more likely to have cardiovascular fsktors, whereas females more
frequently suffered from depression, asthma, strem®ntinence and hormonal
imbalances.  Symptoms were problematic with sleegtudbance, body pain,
breathlessness, hunger and cravings most oftertifiddn particularly for those who
gained weight. In addition, weight gainers hadatge functional disability and were
less active. Differences in physical aspects afistenanagement were shown between

the groups where symptom severity increased amdtgdevels decreased in those
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with weight gain and the converse was true forehobo lost weight. It would appear
that identifying symptoms, levels of functional lgéigiand activity in addition to co-

morbidities, should be included in assessment.

Anxiety and depression were related to negativetiom® and displayed the highest
starting levels in weight gainers and worsened tiveg. Those who lost weight on the
other hand, had lower levels of anxiety and deprassvhich decreased during the
study. They also had reduced negative emotions iaci@ased levels of positive
emotions. Emotional issues, usually missing frothep approaches to weight

management would seem pertinent to intervention.

Social support levels in weight gainers were lowl decreased over time while those
who lost weight felt they had more support and thisreased over time. Physical,
emotional and social aspects of everyday life ingrhon the ability of people suffering

from obesity to manage their weight.

The results of this study suggest that by takingadicipatory holistic approach to
management, nurses could work with individuals nbamce their quality of life and
improve their health status. The following diagréfngure 4.16) illustrates not only

the complexity of obesity management, but the fpdssthanges achieved by weight
loss. A spider’'s web was utilized to provide agial symbol of the interplay, strength
and fragility of the links between various aspeatsveight management. The next

chapter describes how this evidence informed ttegvantion for use in primary care.
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Chapter 5

Integrating the evidence for a holistic approach ito
practice in primary care

The evidence put forward in the previous chaptatissussed to gain insight into the
difficulties of weight management from the perspecof those who are obese. These
findings are discussed under the headings of palysiocial and emotional well-being.
Having this insight is a vital ingredient for thev@tlopment of a holistic, person-centred
approach to obesity management and provides the toaidPNs to work in partnership
with individuals. A discussion of how such an aggmh may be implemented in
practice follows, taking into consideration the Ifooequired, educational needs and

working context of practice nurses (PNs).

5.1 The individuals’ perspectives of weight manageemt
In this study, the emphasis has been on a persudrede holistic approach incorporating
physical, social and emotional well-being. Thesvahce of each of these to a holistic

approach to weight management is discussed in turn.

5.1.1. Physical well-being

The exploratory phase shows that physical well-¢p@mas compromised by a variety of
weight related co-morbidities. The individualseséd for this study had multiple
diseases that reflected those previously identifidtie literature review. It seemed that
over and above the impact of multiple co-morbiditielated to their weight, individuals
with obesity often had poor physical well-being. eight gain was associated with a

deterioration in physical well-being while indivials who lost weight were able to
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reverse this trend. This study particularly highted the association between body
pain, poor sleep and breathlessness and theiroreship with functional ability which
worsened with weight gain but reduced in severitthweight loss. However, these
results require further research to confirm thederirelationships in obesity although
pain, sleep and mobility associations have beemtifted for those who had undergone

coronary artery bypass surgery (Herlitz et al. 3¥28&nason et al. 2000).

5.1.1.1 Symptoms and physical well-being

The association between pain and functional diffiess may have compromised the
ability of those in this study to be active and sequently offer an explanation as to
why no one with osteoarthritis lost >5% of theidigoveight. A study looking at pain
in relation to osteoarthritis found that the accampng functional problems decreased
the quality of life but that social support prowide buffer against these negative effects
(Jakobbson and Hallberg 2002). However, the buifereffect for those with
osteoarthritis in this study was not evident ay thad low levels of support, and thus

may have been less able to cope with the pain (M&Cal. 1995).

It could be that apart from any disease, weightlfiteffects the degree of pain
experienced, as Fontaine et al. (1997) found t@thpared to the general population,
the obese perceived themselves to have more bady peacording to Lackner et al.
(1996) it is the subjective experience of pain teamportant to individuals. Roper et
al. (1983) agreed with this which was reflectedhair quote from McCaffery (1983):

“Pain is what the patient says it is, existing whersays it does”.
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Sleep disturbance is known to be associated wittumber of obesity related co-
morbidities already identified in this study such arthritis, asthma, heart disease,
hypertension, gastroesophageal reflux diseasep slproea and depression (Calhoun
2003; Suganuma et al. 2001; Lamberg 2003). Andtication of sleep disturbance
may be sleep apnoea where those affected would sftere loudly and have periods of
apnoea or choking during sleep, causing sleeprbetges which resulted in daytime
sleepiness. However, disturbed sleep is rarelgrteg by individuals and if it is, not

usually followed up (Resta et al. 2003; Merritt 2RO

Another symptom closely associated with pain irsthwho gained weight in this study
was breathlessness both of which were associatidfuvictional ability. The Swedish
Obesity Study (SOS) (Karason et al. 2000) had anmrfihdings where weight loss
resulted in a reduction of self-reported breatimess and chest discomfort. Jones and
Bell (2004) suggested incorporating activity intailg routines as a way forward for
individuals with functional difficulties. Thesenfilings were corroborated by the SOS

study (Karason et al. 2000) where the resultinggimeioss improved functional ability.

5.1.1.2 Physical activity and functional ability

The high level of self-reported functional diffiwlin this study highlights the need for
individualised care, particularly in relation to ysical activity. The intensity of
physical activity required for weight loss has eisome debate. Some assert that to
be effective it should be vigorous (Tremblay et1#90; Schoeller et al. 1997) while
others (Hammond et al. 1997) advocate that vigoexescise should only be prescribed
in exceptional circumstances. The results of shigly suggest that rather than being
given an ‘ideal’ prescription for exercise, indiuals should be involved in deciding

what they can achieve, as changes in everydayitgegivare important (Owen 1994).
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This was also demonstrated by Rosmond et al. (1@8&)e physical activity levels of
men, specifically walking (p = 0.005) and gardenifpy = 0.013), were inversely

proportional to BMI (p<0.001).

Leisure-time physical activity levels differed besn the three groups in the
exploratory phase with those who gained weight dpé@iss active than those who lost
weight. In addition, those who lost most weightevenore active especially in higher
intensity activities. A review, carried out by Viaba et al. (2000), on the role of
activity in obesity treatment provides supportingdence for these results. However,
Votruba et al. (2000) stated that some of the sBidvere very intensive and not

applicable to free living individuals.

Rosmond et al. (1996) also demonstrated that twbeewatched TV were more likely
to have a higher BMI (p<0.001). The growth in TWreership has been in line with the
escalation in obesity prevalence (Prentice and J&195). Increasing computer usage
and microchip development will undoubtedly encoeragore inactive lifestyles
demonstrating that assessment of inactivity is Bgjaa important as assessing activity.
The present study, however, while demonstrating figsical activity and weight
change are related, also showed that even thosewatahed more than 40 hours of
television a week could still lose weight. Althdugveryone watched less television,
weight gainers also reduced their higher intensityivities such as swimming and
cycling. This highlights the importance of indiual assessment taking into account a

broad range and intensity of activities.
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5.1.2 Social well-being

Social support, as in other studies (Kayman etl800; Klem et al. 1998), was an
important factor for the individuals in this studyAs in this study, Ross (1994) and
later, Brown et al. (2006) found that those whoevebese had higher levels of social
isolation. The exploratory phase of this studynidfieed that those who gained weight
became increasingly more isolated in comparisonwtaght losers who actually
increased their social contact. This would seerauggest that it is not obesity per se
that is associated with isolation, as the individua each group had a similar BMI
range, but rather a case of the perception of wagyghn or loss. Furthermore, weight
change is influenced by social interactions botthmithe family and the wider social

circle.

5.1.3 Emotional well-being

Emotions were demonstrated to be of importancevth phases of this research and the
need to take account of them in subsequent treatm&dolfsson et al. (2002) carried

out a qualitative study of a lifestyle interventimm weight reduction and concluded that
emotional well-being should be addressed. Dddll.e2000), in a large postal survey of
the general population in four English countiesniduthat some obese people had
decreased emotional well-being. However, Dollle{2000) also maintained that this

was due to co-morbidities. The results from thkpl@atory phase suggested that
weight loss improved emotional status and in cahtweeight gain was associated with
decreased emotional well-being, in particular, angeailt and loneliness. These same
feelings were reflected in the intervention phasieight loss was reported to make
individuals feel better about themselves. Weighihgon the other hand, for example,

created anger and guilt caused by a feeling ofbeaig able to control weight. The
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reason may have been that weight gainers inteenahger and guilt, which decreases
their feelings of self-worth and results in sel&tloing and isolation (Puhl and Brownell

2003D).

5.1.3.1 Stigma and emotions

The internalisation of negative feelings may haweerb why weight gainers in the
exploratory phase had an increase in body disaatish. Perhaps, women in
particular, believe the messages conveyed by thdiames found by Heinberg and
Thompson (1995). They suggest that exposure ®viggbn commercials created
greater body dissatisfaction when the ultra thidybwas continually portrayed as the
ideal. The rise in television viewing (Prenticalalebb 1995) may have exacerbated the
prevalence of repeated exposure. Furthermoreg §i@02) undertook a meta-analytic
review and found that high levels of internalisatiovere associated with eating
disturbance in bulimia although it is possible thia same could apply to obesity.
Similarly, women’s magazines have also been imfdttain body dissatisfaction

(Nemeroff et al. 1994).

Interestingly, those who lost weight, regardlesthefamount, also displayed high anger
levels. Their anger was associated with body tisgfaation and guilt. It could be that
in spite of their success in weight loss they cared to suffer from stigmatisation and
externalised their anger towards those who theywele displaying prejudice against
them, as a coping mechanism (Puhl and Brownell BD03yers and Rosen (1999)
examined how the obese dealt with stigma and sthtddhere were differences in how
individuals coped perhaps as a result of their amess of how others viewed obesity
(Brown et al. 2006). That would concur with theenmpretation here where weight

gainers self-criticised and isolated themselvedenthiose who lost the most weight felt
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that they had support from others which perhapbledahem to express their emotions

(Ryden et al. 2003).

5.1.3.2 Stress and negative emotions

It is estimated that 20% of the general populaf{®Rayal College of Psychiatrists 2002)
have depression. Those who are obese would se&a &b higher risk of depression
not only due to obesity co-morbidities but alsoentiphysical, social and emotional
pressures previously highlighted. Therefore, thplagatory phase results were
compared to medical inpatients in a Scottish hakfiteausang and Syyed 1998). Both
studies used the HADS to identify anxiety and degm. While findings for
depression were similar (12% vs 10% male and 24%496 female) anxiety levels in
this study showed a marked increase particularlfemales (16% vs 21 % male and
27% vs 47% female). This would indicate that atyxievels in the obese may be
higher. These results are supported by an exterstiwdy of Swedish individuals
seeking treatment for their obesity (Ryden et &03). Although Wardle (2005)
disputes that obese individuals are more likelyb® depressed she distinguishes
between those seeking treatment for their obesity those who are not and further
delineates that the strongest link with depress®nbody dissatisfaction. One
unexpected result was the identification of thetrehship between grief and weight
gain and suggests the relevance of taking not amiglistic approach but also involving
the individual in a person centred assessmentth&uresearch is warranted to explore

this finding in more depth.
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5.1.3.3 Beliefs and emotions

One outcome, which weight gainers and losers hacbmmon was the reduction of
both hunger and cravings. This apparent anomalydcbe explained by applying
Weiner’s theory of attribution. It would suggebkat weight gainers related hunger to
cravings and reacted by increasing their food mta&sulting in weight gain. They had
a strong internal belief that they were the onlg®mvho could control their weight,
which was associated with anger. They also hald lexgels of guilt, therefore it may be
that they internalised their failure to control itheeight, thus causing anger. Both
anger and guilt have been associated with rela@siéo (et al. 1989; Poston Il et al.
1999). In addition, this group did not believetth@ight change was due to luck and so
were unable to preserve their self-esteem (Weihal.€l974). This in turn suggests
that since expectations influence behaviours weigbhuld continue to increase if

expectations are not altered.

Weight losers, on the other hand, also reducedr thanger levels even more
significantly, but they had far lower levels of juand anger and higher levels of
positive feelings. It would appear that they intdised their success in losing weight
and therefore reacted in a positive emotional wagre specifically, with raised levels
of confidence and pride. These feelings are agtmtiwith higher self-esteem. Add to
this, the future stable expectations of success vaeight loss should continue as
positive behaviours will be maintained. Furtheidence for this interpretation is the

fact that those who lost most weight had the higlee®ls of positive feelings.

In conclusion, physical, social and emotional viing all impact on how individuals

manage their weight. Emotional well-being incluiglweight management beliefs and
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expectations were seen to be of particular relevandhis suggests that weight
management requires a more holistic approach tlkamecommended in current
guidelines. Before implementing such an inten@ntionsideration had to be given as

to the most suitable mode of delivery.

5.2 Incorporating the evidence in the booklet forndividuals

The aim of the booklet ‘My Personal Approach to @¥giManagement’, as already

described in Chapter 3, was to encourage persdnedemolistic care and facilitate self

management. However, structured tools may comm®rthis aim (Mitcheson and

Cowley 2002). Thus, the booklet for individualssadesigned to try and avoid these
pitfalls. Therefore, it was formulated to help ividuals identify their own needs and

work in partnership with PNs. Furthermore, it veasated to encourage feedback to
enhance individual empowerment (Pearson et al. )200®e difficulty was trying to

incorporate these elements while keeping it simple.

The Roper, Logan and Tierney (RLT) model faciéththe transfer of evidence into the
booklet for individuals. At the macro level thelisbc nature of RLT aided the

incorporation of physical, psychological, socioow and environmental factors. At
the micro level the ‘activities of daily living’, edailed previously in chapter 2, took
forward the concepts of energy intake, energy edipere, beliefs, physical, social and
emotional well-being at an everyday level. Onehef key areas which facilitated this
was the weight management maps of the booklet ridividuals to use in the

intervention phase. Data from the exploratory phasas transposed into an example
map to encourage individuals to view both the maerd micro picture. The purpose of

providing a blank map was to aid individuals tonthiabout their own situation and
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influences on their weight, thereby being very parsentred. It also aimed to facilitate
discussion for goal setting. RLT provided direntifor assessment and goal setting
which would appear to be an important aspect oingidehaviour change. It also
recognises that the ability to cope with changeoislinear but moves back and fore on

a continuum. These aspects were included in taesgiting section of the booklet.

The combination of materials (The two booklets: Mgrsonal Approach to Weight
Management and A Holistic Approach to Weight Mamaget with the addition of
various practical tools) were designed to aid PHMsisa individuals in their care to
achieve good weight management through a persotredenholistic approach.
However, any new approach to practice requires durcaional input (Furze and

Pearcey 1999; Howard 1999; Freshwater 2008).

5.3 Facilitating nursing education

The researcher had an educative role in the swtlich was viewed as facilitating
nursing practice in obesity management. Thae&ning from each other and sharing
knowledge. Initially, when approaching PNs to pgvate in the research a brief
overview of obesity was presented and the matembdéplayed. Feedback and
discussion of who and how to recruit followed, camig both researcher and nurse
perspectives. The aim was that nurses would fegbogvered to implement the

intervention.

The booklet ‘A Holistic Approach to Weight Managemtie developed for PNs to
inform their practice, sought to strike a relevbatance of breadth and depth. A variety

of approaches were taken to provide knowledge,eptesvidence, inform practice,
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stimulate reflection and yet be practical and st@li Included in these approaches was
a short list of websites. These websites were wégiging and contained numerous
links to other sites. However, it was reported thexry few PNs accessed them due to

lack of opportunity.

Evidence from the exploratory phase, in the forncade histories, was included as one
of the activities. Two case histories were selbct®©ne detailed the individual who
gained most weight during the six-month longitutlisudy and the other provided
information on the individual who lost most weighito allow the evidence to speak for

itself, the case studies were the experiencesabpepple and not fictional characters.

Although the case studies were real people, tramsfethe knowledge into practice
demands that the context be considered (Daly é20fl6). During outreach visits the
needs of each PN were taken into account. Theg wecouraged to reflect on their
consultations with obese individuals as reflectpectice is deemed to facilitate
effective clinical practice (Benner et al. 1996aP®n et al. 2006). This enabled the
researcher to adapt to different knowledge levet skills, rather than be prescriptive
when providing ongoing education. However, thegpootunities were limited due to

time constraints on both the researcher and PNs.

To facilitate the transfer of knowledge into praetipractical tools were also created for
PNSs to use in assessment. As stated earliergiergl population is becoming heavier
but current weight conversion charts do not adedyaeflect this trend. Consequently,
10 % weight loss charts also fail to provide sudint information. Furthermore, tape

measures for measuring waist circumference maypaabng enough. However, some
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tape measures are available with the risk assessiokur coded for men and women
on either side of the tape. These were providedgalvith large sphygmomanometer

cuffs. If PNs are to carry out good and accurate they need proper tools.

5.4 Integrating the evidence into practice

The evidence was integrated into practice at botbrganisational and individual level.
Although there was no intention in this study tgose organisational changes within
the practice context, it was considered importanview each practice holistically to
have an awareness of possible influences on hosesractised. One potential area
of tension may be that the person-centred approaes not integrate easily with a
possible*market driveh environment of the practice (McCormack 1999). wtuld
appear that in addition to the climate within tlagbice, other factors such as the role of
the nurse, availability of support, education aimdet for research are all influential
(Meijers et al. 2006). Therefore, there was ari@@ao be struck between the needs of
the practice, the research project and those afesuconsequently negotiation and

facilitation skills were important aspects of implenting the research.

For example, the researcher was very aware from g@gserience of the need to
negotiate suitable times to visit the practices dml willing to change these
arrangements at the last minute. Nurses who vedwad for the study negotiated with
their practices before taking part although haddpion of the researcher approaching
the practice. Great care was taken not to encroacthe nurses’ domain while still
being supportive. It was deemed important thatrdéisearcher be flexible in the method
and times by which contact was continued with marée accommodate their

preferences, whether it be by telephone, emaiétbed. To ensure its relevance in this
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context, PNs were invited to participate in reskeng this approach as Rycroft-Malone
et al. (2004) argued th&Research evidence is more powerful when it matatesal

experience”(p85).

The next chapter describes how this approach t@hwenanagement using these

materials was implemented in primary care.
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Chapter 6

| mplementation and outcomes of the holistic approach
to weight management in primary care
The previous chapters examined the relevance diidmg physical, social and
emotional well-being to develop materials for a istat approach to weight
management. This chapter explores in depth howatiPeaNurses (PNs) and individuals
used these materials to implement weight managemgmimary care and the resulting
outcomes. These results move on from having pusiydooked at the separate parts to
learn more about ‘the whole’ to examining how thatp link and interact with ‘the
whole’ in everyday situations. Data collection veaieved through the compilation of
a number of sources:
e questionnaires about the nurses’ background amdrdupractice;
« telephone interviews between nurses and the rdsmarc
» booklets devised by the researcher and used byidudils and nurses in planning
and assessing weight management;
« documents containing measurements of individu&lsntdy nurses and;
e guestionnaires devised to gain feedback from iddals about the holistic
approach.
Therefore, in the presentation of quantitative dg@rcentages are rarely given as
figures were not always consistent, neither wekrd@bklets (My Approach to Weight
Management) fully completed. Furthermore in aemfit to reduce the complexity of
presenting the results for individuals no distiootwas generally made between male

and female.
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The themes of role development, contextual inflesn@nd barriers to weight
management emerged from the qualitative data ¢ellecoded and categorised from
the various sources listed above. The applicatiothese themes to two case studies
highlighted similarities and differences in usingetholistic approach to weight

management to practice.

After detailing the recruitment process and chamstics of PNs and individuals there
is an assessment of the role of PNs, their sumpaiteducation for role development
and, in particular, obesity management. Once ftusdation is laid the subsequent
gualitative data analysis provides insight into timplementation and outcomes of the

holistic approach to weight management.

6.1 Nurserecruitment

All recruited nurses were female and involved inociic disease management. Of the
24 nurses who responded, 4 were not recruitedherfallowing reasons: 1 changed
jobs, 1 was involved in another study, 1 had stgfforoblems with someone off sick

and the remaining one did not respond to follow-Uipat left 20 nurses.

6.1.1 Geographical spread

Of the 20 nurses recruited, one practised in aidegpcity area while the others were
based either in towns or villages. The city paetf nearly 10,000 patients had the
unfortunate distinction of having one of the highesrbidity rates in Scotland
particularly for cardiovascular disease. The oftfenurses, whose practices were often
remote from each other, were in a geographical @vearing approximately 2,000

square miles, where the local economy is basedooudture, forestry, tourism and a
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few light industries. The combination of this rui@cation and the fact that it was
distanced from the researcher’s base meant thaisitcrucial for travel and practice

visits to be planned and co-ordinated well in adean

6.1.2 Background information of nurses

Following the recruitment process, 18 of the 20tip@ating nurses provided

background information. Although initially havinggreed to participate and being
provided with materials, 2 nurses from the sametm® decided to withdraw due to
time pressures and thus provided no further inftiona Those nurses who were
recruited at a later date had either less timeeatify and approach individuals for the
study or were unable to recruit any individualsack practice was given a letter as
code, therefore, when referring to a nurse the deitier is used and when referring to
an individual from that practice the same codeetet used together with the number

allocated to that individual. Details for all 18rees are shown ihable 6.1
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ID code Years Years in Age Group Hours of Number of
qualified primary care work per Diplomas
week
Ae 27 13 40-49 37.5 1
Be 20 11 40-49 17.0 4
C 30 12 50-59 37.5 6
D o 30 15 50-59 185 1
E o ok ok *x 23.5 1
F o 35 15 50-59 30.0 3
G¢o 21 3 40-49 18.0 2
H ¢0 30 25 40-49 *k o
J ¢o 30 16 50-59 37.5 2
K o 11 7 30-39 30.0 1
P 12 3 30-39 o i
Qe 34 15 50-59 37.5 4
Re 30 29 50-59 30.0 1
Se 36 23 50-59 37.5 6
T 25 5 40-49 24.0 3
vV ok ok ok 20.0 2
W e 25 19 40-49 27.0 3
w1 24 3 40-49 ok o

** missing data ¢ Nurses who recruited individuals o 1 month recruitment time

Table 6.1 Table of the years qualified, years in primary carage group, hours worked per

week and number of diplomas for each recruited ners

All the nurses had a great deal of nursing expeadraving been qualified between 11
and 36 years (mean 26.2 sd 7.4). The portionaifttme based in primary care varied
between 3 and 29 years (mean 13.3 sd 8.0). Fivkeddull-time with the remaining
thirteen working part-time (mean 28.4 sd 7.9). Iéwing initiation of the study one
nurse (P) became unwell and took early maternityvde before recruiting any

individuals. Of the remaining 17 nurses 9 weredblrecruit individuals with obesity.
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6.2 Recruitment of individuals

All nurses were requested to recruit five individuaach and the only recruitment
criteria stipulated was a BMI 30 kg/m2. They used a variety of strategies emiify
suitable candidates. One nurse tried searchingpthetice database without much
success indicating that either the search parametene inappropriate or the system did
not allow obesity to be identified. The most conmapproach was to target those who
had appointments already booked, although thosewdre short of time occasionally
tried to contact people by telephone. This aleatad problems as one nurse identified.
“l think nowadays with everybody working or whatevéknow even trying to get back
for blood results you're ending up leaving messagiesnachines and things and it's
not ideal.” (V) Occasionally, GPs were asked to pinpoint individuait mostly nurses
tended to target those who were known to them tiirazhronic disease management
clinics. Table 6.2 shows the details of individual recruitment and thata collected
from them. That is, it details how many obesevitllials were approached to take part
in this phase of the study and those who were itecku It also identifies how many
individuals returned their booklets, and questiagrasaat the end of the study in addition

to the physical measurements taken by the PNs.

Individual recruitment and data collected

Approached Recruited Booklets Questionnaires Physical
returned returned parameters

(n) (n) (n) (n) (n)

57 28 18 17 24

Table 6.2 Table of individuals approached and recruited by nses, booklets and

questionnaires returned by individuals, and phydligarameters taken by nurses.



166

6.2.1 Background information of individuals

Of the 28 individuals recruited, 4 were lost toldal-up. Figure 6.1 shows the age

range by gender for 23 of the remaining 24 indigidu

Age group of individuals

AFemale

Lo Le

30-39 40-48 50-80 >80
age group

number

L R N T v B = B o s (o
TN TR N TR T R N

Figure 6.1 Clustered bar chart showing distribution of age rga of males and females

The age range of the individuals was 32 to 76 (m#&hf, sd 12.2). The intervention
population, although smaller in number than thessuited for the exploratory phase,
showed a similar pattern of age by gender in th@attomen tended to be younger than
the men but unlike those in the exploratory phaseet was no-one under 30 years of
age. In both phases recruitment showed a similemdegr bias with women
outnumbering men. Although the bias was strongehé intervention phase, it has to
be borne in mind that the numbers were smaller.ndieeless, it does appear that
women, particularly younger women, are more likilybe identified and targeted for

weight management. The BMI range by gender is shawigure 6.2
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BMI range of individuals
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Figure 6.2 Clustered bar chart showing the number of males afemales in each BMI

category.

The mean BMI was 39.4d 7.4). Body weights ranged from 79.1kg to 143.0kg (mean
103.9 sd19.8). This compared to a broader rand® &kg to 185.7kg and a mean of
110kg for the population in the exploratory phasdowever, it would appear that
primary care nurses, like their colleagues in sdaoncare where the exploratory phase
was carried out, are providing care for individuadso are obese and may suffer the
consequent range of co-morbidities. Furthermdre,individuals recruited by primary
care nurses, included those who were extremelyeohleat is with class Il obesity, and
as shown inrable 6.3 a high percentage of individuals had numerous odsdities.
Within the same table, comparative data is presgefmteboth phases, calculated to the

nearest whole number.
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Number of co-morbidities per individual

Number of co- O 1 2 3 4 5
mor bidities

n(%) n(%) n(%) n(%) n(%) n(%)
Exploratory 4(6) 22(34) 15(23) 16(25) 6(9) 1(2)
phase
Intervention 0(0) 3(16) 6(32) 1(5) 6(32) 3(16)
phase

Table 6.3 Table showing the number of co-morbidities per inglual for the exploratory and

intervention phases.

This would suggest that the primary care cohorthef intervention phase had even
higher co-morbidity rates than their secondary cewanterparts in the exploratory
phase. It would seem that there are many phygrotllems associated with obesity for
which the Roper, Logan and Tierney (2000) modehpglicable. The range of co-

morbidities are shown iRigure 6.3

Obesity related co-morbidities of individuals

o diabetes W arthritis

O asthma Oraised cholesterol
W hypertension M cardiac

| gallstones Othyroid diseae

W PCOS M| infertility

O depression [0 anxiety

Figure 6.3 Pie chart showing the number of individuals havireach co-morbidity

Unlike in the exploratory phase, individuals wiilpé Il diabetes were included in the
intervention phase and it was these individuals v@maled to have the greater number

of co-morbidities. Similarities were shown in bgthases in the prevalence of anxiety



169

and depression levels. Other commonalities, paaity highlighted in the 17 ‘weight
management maps’ returned, were problems with rtwlpi = 13), sleep (n = 8) and

bladder (n = 4) again indicating the relevanceatiiviies of living (Roper et al. 2000).

Previous attempts at weight loss were explor€af. the 28 individuals recruited 20

indicated the number of attempts they had made aataging their weight varied, as

shown inTable 6.4

Number of previous attemptsat weight loss

Never Once Occasionally Often  All the time
Male 2
Female 1 2 4 8 3

Table 6.4 Table showing the number of previous attempts atgie loss by male and female.

Not only had some individuals tried to lose weigint numerous occasions they also
employed a variety of strategies. These stratetpgether with the professionals who

had been consulted to assist with weight managearergresented iRigure 6.4
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Previous attempts at weight loss
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Figure 6.4 Clustered bar chart showing the number of strategiemployed by individuals in

previous attempts at weight loss and the profesalerthey consulted by male and female.

In an effort to address their weight, some indigilduused a variety of approaches.
Since all individuals had at least one co-morbidéhated to obesity, as seenFigure
6.3, each one of them had important health issues.allAhe PNs were involved in
chronic disease management this may have beenpheie reason for targeting and

recruiting these individuals.

Although these individuals had previously attemptieciddress their weight problem,
some of them on many occasions, after using thetlwlperson centred approach, 78%

were successful in losing weight. The changeseamgit are presented Figure 6.5
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Weight change

>5% wt loss wt gain
17016 220,6
owt gain
m0-5%wtloss
O>5%wt loss
0-5% wt loss
61%

Figure 6.5 The percentage of individuals who gained weightsi®-5% and >5% of their body
weight.

For individuals themselves, a range of emotions played a significant part in weight
management as had been shown earlier in the eimipnahase for those attending a
secondary care clinic. Individuals in primary carere no different as indicated in the

following statements gathered from their booklets.

* Feel like ‘big blob’(A01)

* Guilty (BO1)

e | get angry with mysel(iG05)

» | feel inadequate and a failure a lot of the tii94)
e ldon'tlike looking at my body. It depresses (3@2)

* | am very self critica(Q01)

Disgusted with lack of self contr(lR01)
Having presented some background information oh lftitls and the individuals they
recruited the next section introduces the contextwhich the holistic approach to

weight management was implemented.
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6.3PN rolein primary care

Role development emerged as an important themeelation to implementing the
holistic approach to weight management. The categoelating to role development
were: support and education, support for obesitpagament and obesity education as

seen inFigure 6.6

Support andducation

Role development

Obesity education

Figure 6.6 The theme of role development and related categoreéd support and

Support for obesity
management

education, support for obesity management and otyesducation.

The PNs who volunteered for this study were allolmgd in chronic disease
management. They viewed obesity management asangleo their role particularly in

relation to their remit in chronic disease managamnsaying that those with obesity

“have chronic disease problems anyway so I'd bengethem for another thing.
That's why | think practice nurses are in a goodgifion to do things like this”
(S)and it was'easier to broach maybe in the context of them hgwome kind
of chronic disease and you can say, you know,uflgee a bit of weight, then

that’s maybe going to help your condition”(K).
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6.3.1 Support and education for role development
In order to carry out their remit for chronic diseamanagement PNs were supported to

undertake diplomas to fulfil the requirement of GBS contract.

“If it's something that the GPs sort of say thdidve to go on then they will pay
for me but if it's something that, for instanceg t&OPD course, it was an
initiative by our LHCC. They actually paid for byt again, if | had wanted to
do that and | had asked a few years ago they whalte said ‘No, it wasn't

within the remit of the practice’ but because oé ttontract it suddenly was

plummeted, well made the remit’(S).

The type of diplomas undertaken, as seehable 6.1, have obesity as a common link.
However, how PNs view obesity education and managémithin the chronic disease
management diplomas appears to differ. One numsgsérience was that obesity
managemeritwasn’t a big part of it at all’(G). Another nurse undertaking a different
diploma said;'You know, it's healthy eating, weight managemengéneral, so | found
that valuable really”(E). Although there are differences in either the petioapor
content of diplomas for co-morbidities it appedrattdietary advice is still the main

focus of weight management.

Even for these diplomas which are encouraged PiNsdfthat‘a lot of the study time is
all your own time, you know. It's a shame for amyrse who wants to develop
themselves”(B). For some this means that th&sually use up some of my holiday

time”(S).
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Some GPs, howevelare better than others at seeing the importancet.ofYou know
that nurses need to keep their development up erdgopal development plans are
slightly alien in general practice”(B). If practices accept Agenda for Change the

situation may improve for everyone as

“ things are now changing and our GPs have now taée Agenda for Change
so they've actually been looking at the personalettgoment side. Therefore,

there is a wee bit more negotiation and compromisie that.”(R).

There still exists, however, an obvious tensiorwken the needs of the practice and
educational needs, as nurses themselves se@hat‘they see as specific requirements

for the job are not necessarily what you feel & personal requirements.”(R).

In recognition of this the practice nurse advisoone area recently negotiated with all
the local managers to allow practice nurses time dontinuing professional
development. A programme was developed in conjomaotith the local school of
nursing. “We’'ve chosen things that are pertinent to practiegsing but also slightly
different from the chronic disease stuff as wel)!(BJnlike other educational sessions,
nurses themselves could request items of intece'ss asked if we could have stress
management (Q2).PNs are therefore, looking for interventions the¢ relevant to

nursing practice.

6.3.2 Support for obesity management in practice
Practice nurses feel unsupported in weight managem@here’s nothing locally to
help us and we as practice nurses see it all time, tihave to deal with it and basically

we felt a bit unsupported, really”(J)Although there was the option to refer patients to
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dietetics the waiting list was several months lamgl offered only one appointment.
This was probably due to a shortage of availak#¢itdins. Most of the nurses who did

refer individuals to dietetics tended to use theise mainly for diabetic patients.

Unfortunately, some nurses had negative feedbawk fratients. “They weren't told
anything they hadn’t been told already in practiaed they’'ve got to trail up the
Infirmary to be seen as well’(B)While this was also the experience of other rairse
they sometimes saw'inore as a reinforcement of what they've alreadgtéold”’ (D).
Some others felt that they had good support froendietitian for dietary information
particularly in relation to co-morbidities. Foratlietes management, for example, one
nurse had received support from dietetic colleagoesasionally having study days
with them with the result that she fétjuite confident on the dietary side of things”(S).
However, as has been argued previously, obesityageanent is far more complex than
simply focusing on dietary aspects. This, andféice that the experience of individuals
was not always positive, may indicate why individuevere rarely referred only for

obesity management.

In addition, some doctors have the attitude thatfat people came out of Belsen’'(W)
and feel thatgiving patients time is just blethering”(W).Therefore added to the fact
that there are no ‘brownie points’ for obesity mgemment at the time the study was
undertaken, there was sometimes little supportitfarithin some of the practices.
There is therefore a need for support'@gerall, practice nurses are all desperate to
find ways to deal with weight management becausesuich a problem”(B). As one
nurse put it, youTend to bang your head up against the wall”éRy all agreed that it
was*“quite a difficult area, not full of success”(V)ln addition to frustration at the lack

of success there appears to be a need for edualatiourses on obesity management.
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6.3.3 Obesity education for PNs

One PN reflected this need for obesity educatigingashe‘could do with maybe some
training or something in that aspect of thingsveljust never come across anything sort
of relevant”(G). Furthermore, it seemed that obesity managemembtis priority in
education as another PN discoveréddl.have recently requested their prospectus for
next year and there’s definitely nothing relatedveight management”(E)Even when

specific courses on obesity were identified thed/ribt always come up to expectations.

“I was looking for something extra, something dif& that | could try and |
didn’t really find it there. Hmm, it really, | meathere was a nutritionist
speaking and obviously some doctors speaking dsawaelit really was just, |
just feel telling us what we already know...... It weally just, healthy eating

and the effects of poor diet”(D)

However, greater satisfaction was experienced vehbroader picture was portrayed at

a different study day, funded by the pharmaceuticistry.

“They were sort of trying to instil in us that tm@urage, and you know, the
patients and not to have too outrageous goals. tréat everybody as an
individual. They all had different needs, diffar@motions, different reasons

why they needed to lose weight.”(S).

It appears that PNs have an interest in obesityagement but are often frustrated at
the perceived lack of suitable education to supih@nn in practice. Greater insight into
what PNs view as relevant may be gained by identfitheir previous educational

experiences.
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6.3.4 Educational influences on PNs’ approach to obesmanagement

Many of the PNs undertook their training when mgswas task orientated and
treatment of individuals in their care was undeztakising the paternalistic, biomedical
model. For some, the experience of this trainiray have led to a restricted view of
weigh management and made it difficult to adopihstic, person centred approach.
However, other PNs who trained in that same eoavakll other educational experiences

to influence their practice.

One nurse candidly reported that in relation togiweimanagement she was probably
looking for a ‘quick fix’ for treating individuals.She went on to describe her current

practice in the following way:

“patients either refer themselves or it comes frthva doctor. They just come
and we have a discussion about their diet and Allldhe weights...they really
just come and we try and review their diet situatemd hmm, basically just

that’s about it really”(T).

Therefore, it may be that some PNs either do nosicder viewing weight management

from a holistic perspective or found it difficutt to so.

Nursing has changed a great deal over the lastdémades from being task orientated to
a more person-centred approach and many of thesiinad integrated changes into
their practice. One nurse spoke of how undertakimdper education had impacted on

her practice.
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“ That certainly broadened my knowledge about rededrased practice
because | was a task orientated trained nurse whigds 30 years ago,
obviously, and when you’re maybe having studendsthimgs like that plus you
own work, | found that was a very helpful courseattend.....So really,
basically, | went because | really knew that | hadyo so that | would practice

more safely and more effectively”’(R).

Another nurse who also trained in what may be a@rsd a task orientated era was one
of the first nurses to undertake a degree andlegctie impact a psychology tutor had
on her practice and why she was attracted to thiestico approach to weight

management.

“l suppose that's how | looked at weight managemeawott of like, getting
underneath the problem because often there is blgno. I've always tried to
sort of look on it, probably the way you’'ve donaaimore holistic way and sort
of tried to unravel why they've become, especidllyhey are particularly
overweight, why they've become the weight they &eip off all the old, you
know, slimming classes, because a lot of themliheg tried them all and then
go back to let’s start again.... looking at the whibleng, exercise, lifestyle, how
they see themselves. Very much what’s in yourbeeklet but | didn’t have it

just as organised”(J).

The holistic approach to weight management seenmave relevance for this type of

practice.
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“l think with the information that you gave us thatu’re not really dealing with
the weight, the weight isn’t the prime issue. \itsat's causing the weight and |
thought that this was, well it looked a really gomgbroach and it looked as if
there was a wee bit of a structured framework tokwowards. Although you
could say to patients, where do you live and whattlhe other influences in life,

what are their personal beliefs and perceptionghimg was put on paper”(R).

Therefore, although some PNs were attracted to hiblestic approach to weight
management others found it difficult to view weighianagement from a broader
perspective, regardless of when they trained. &ilut would appear to play an
important part in how obesity is viewed. Therefoeglucation and support for
implementing the holistic approach to weight mamaget seemed important.

Furthermore, it needs to be relevant to nursing.

6.4 Support for implementing the holistic approach to weight

management

The means of providing support and education fqylémenting the holistic approach
to weight management had to take into considerat@context in which the PNs
practiced. In large geographical areas, such e®iie where most of the nurses were
recruited for this study, nurses often travel manles as well as using their own time
to further their own professional practice and dewment. The interest in obesity
management was obvious by these nurses doinghaistdr a one-hour meeting in the
evening to introduce the study. For those who d&mdt attend, the researcher visited
each nurse at their place of work. A planned stddy failed to materialise due to

constraints on funding, the difficulty with nursemé and the geography of the
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participating practices. Most nurses felt ttetother meeting would have been useful
to go through the patient booklet more thoroughW)( While attempts were made to
facilitate this there was great difficulty trying earrange a suitable time for everyone

and due to the time limited research it had toldmndoned.

As a result, apart from the one-hour input thers wdack of opportunity for teaching
although the researcher was available to the nurgeglephone and email. Due to
most nurses having to implement this research witheir restricted appointment times
these contacts when they did occur were often nratlee nurses off duty time. Two

nurses took up the offer of the researcher sithngn a consultation. However, whether
uptake of the support offered was influence byRNs’ personal choice or the context
in which they worked may have been influenced lsirttevel of responsibility and

autonomy.

6.5 Contextual influences on implementing the holistic

approach to weight management

Contextual influence emerged as a theme whichenfted the implementation of the
holistic approach to weight management. The them&gories were autonomy,

negotiation and bending the rules as sedfignre 6.7



181

Contextual influences

Bending the rules

Figure 6.7 The categories of autonomy, negotiation and benditige rules in the

theme of contextual influences

Whether the level of responsibility and autonomyswlectated by the practice context,
devolved responsibility from others within the greg, or personal choice was difficult
to ascertain. However, it became apparent thatt rRd&s tried to increase their
autonomy through negotiation with practice colleagyor simply ‘bending the rules’ as

one PN put it.

6.5.1 Autonomy

The nurses in this study appeared to exercise waievels of autonomy. One nurse
“just look(ed) at the notes and see what to do frdme notes”(T). Viewed
simplistically this can be interpreted as simplyrgimg out instructions within a
hierarchical system and reflect the historical vie nurses being ‘doctors’
handmaidens’ (Darbyshire™ 2006). Other nurses anggleto have greater autonomy,
particularly with regard to chronic disease manag@meflecting how the nursing role

has changed.
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“| totally have control of that so once they’re og disease register I'm the one
that decides when to see them. Of course, iroliaigith the GP, if he feels, or
she feels that, you know, they wanted them seeresbat usually at the end of
the day I'll tell them what's happening and if thheynot happy we can

reschedule. Usually they just accept what | fe@lkay for the patients).

“The GPs don't see them at all unless there is dongethat | specifically want

them to see them ab{(@).

However, although nurses can and do have a sagyiriadday nursing practice, there
has been another development in primary care, dhdahe introduction of practice
managers. Practice managers have power when iexam allocating appointment
times and are influenced by the General MedicaViSes (GMS) contract. High on the
agenda of the GMS contract is chronic disease n@meagt so it is usually given

“protected time”(A).

Emotional and social aspects may be important ighwenanagement it is crucial that
individuals be given time within the consultatianaddress such issues. Most chronic
disease appointments were allocated between 138@mdinutes. Initially at least, the
increase in the length of appointments combined thi¢ fact that nurses have increased
their hours of work gave the impression of providmore time for direct patient care.
However, this extra time appeared to be taken up documenting the requirements
for the GMS contract or local enhanced servicesisieboth of which are driven by
funding. “We’'ve got half an hour for CHD and stroke and wesed that to fill out this

enormous template of three screens”(Ahis had a detrimental effect on consultations
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as it ‘doesn’t allow us much time to make eye contact thighpatient far less listen to

their worries”(A).

It is hardly surprising then that nurses view tbatcact as being ‘@umber crunching
game”(S)where“points are prizes”’(A)and instead of being the ‘doctor’'s handmaiden’
perhaps feel that they are the manager's handmaidethey are seen as beiftge
people that collect the brownie points”(JA further illustration of the influence of the
GMS contract was where there were difficulties npooating podiatry care into
diabetic management to gain GMS points. A solutias found byreconfiguring our
clinic to try and cover all the contract points”’(A)Although weight management was
mentioned in the National Frameworks for Coronaeaki Disease and Diabetes, it did
not earn ‘brownie points’ when the study was uraleah so nurses had difficulty
allocating time for it. Yet, nurses were expected provide within the allotted
appointment time a weight management service teethwho needed it. How they
viewed this remit differed, ranging frofiYes, it's coming into the equation there”(V)
to being“part and parcel of a lot of the chronic disease&)( When working within

these constraints some found ways of trying to gngge time through negotiation or

manipulation of the system.

6.5.2 Negotiation

For weight management it was sometimes possibiegwtiate an earlier appointment

“if 'm keen to bring these people back early tharan justify it to the manager”(E).

Another nurse negotiated extra time for the duratibthe studyl had agreed with the

practice that | could spend a wee bit more timéiliese people than | would normally
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do”(A) while another was unable to achieve extra time exylained the effect she

thought it had on outcomes.

“It would have been nice to have maybe 20minspgagient but again with the
GP contract and the number crunching game, | wdg athowed to do this if it
didn’t interrupt the rest of the work....On hindsighivee bit longer probably,
maybe the other two who didn’t come back maybd Hdd a bit more time with

them it could have been more beneficial to thegpdii(S).

Sometimes more subtle ways of creating time weoado One nurse explained how
she used the appointment to allow time to addresightt management issues when
screening a husband and wife who were new to thetipe. “He was pretty straight
forward. Sometimes you can whiz through themely @re straight forward, no health
problems and everything’s normal.... So | probablyhatgged to do that with him and

then spend longer on her’(Bthers nurses simply ran late.

6.5.3 Bending the rules

In one practice there was a protocol for seeingplgefor weight management on a

weekly, two weekly and then monthly basis.

“It's officially a set pattern but | consider evarge on an individual basis and if
| feel that it's really a benefit to see somebodythaee weeks or two weeks
rather than a month for additional support, as loag | know it's going to be
short term or have an idea it's going to be shertrt then I'm prepared to...I've
got two who are coming back in a month’s time, bowlan to come back in a

month’s time, I'll bring them in slightly earlierup I'll put them both in for a 15
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minute appointment which is not ideal but | knoat tthey are going to be able

to touch base at that point. So | do bend thesfi(ie).

This demonstrated the difficulties of time whenitgkindividual needs into account in
an effort to deliver person-centred care. Timest@nts in general were a problem for
all the nurses but some did not mention trying tmipulate the system to benefit
individuals in their care. It was within this cert that PNs recruited individuals for

this study.

6.6 Barriersto weight management

The theme of barriers also emerged as influendiegimplementation of the holistic
approach to weight management. The categoriesnwitie theme of barriers are shown

in Figure 6.8

Barrierstoweight

management
Blamed by others

Figure 6.8The categories of motivation, not ready, can’'t copgeo deep, blamed by

others and self blame in the theme of barriers teight management

From analysis of the qualitative data provided bglividuals, a number of barriers
emerged. The utility of using the participatory lisiic approach was reflected in the

variety of barriers identified. Each type of barridefined in terms used by the
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participants in the study, is discussed under #tegories, of motivation, not ready,
can’'t cope, too deep, blame by others and self-blatdowever, it also emerged that
when PNs worked in partnership using the matemath individuals, barriers were

sometimes reduced.

6.6.1 Motivation.

One PN described how, in her previous approach eémiw management, she was
“struggling with trying to get people motivated.hdly just weren't — it was a case of |
would advise them to go to weight watchers becdheg just weren't listening to
anything | was saying”(T).lt seems that advice giving to individuals cauedtration

for the nurse and led to poor outcomes for indigldu

Nurse S elucidated how using the holistic approdiffered. “They've never seen
anything like this before and never been asked whe&yt thought before. They have
been told rather than being part of a partnership)( It seems that Peplau’'s

partnership approach is relevant.

Raising the subject of weight is not always edHyyou suggest they are overweight
you see the barriers going up straight away witimeopatients”’(C3). One of the
individuals highlighted this in her weight manage&tenap when she wrotéd hate
being told | need to lose weight”(JO2¥%everal nurses thought it easier for them, rather
than the doctor, to raise the subject of weightahee of the relevance to their area of
work in chronic disease managemen®One explained how she would broach the

subject:
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“l can say, you know, you're knees will be a lottbeif you were a little bit
lighter and we could do something about th&tould you like to? | give them
the option, | don’'t say ‘You're too fat, you needlbse weight!” | say, you
know, if you'd like help to move your weight dowase sort of words like that,

then I'm here and that’s part of what | do”(J).

It appeared that this approach was more empattdciratine with a person centred

approach. Another stumbling block pointed out hyd¢ E was:

“if people are quite comfortable with the weightethselves. | think that’s
probably where | find sometimes a little bit diffiicobviously trying to educate
and explain. It's quite easy to upset some peibpey feel, you know, that they
don't have a problem or that there isn't any need lbse weight....My

confidence has definitely grown with that and yan gudge how to approach

it"(E).

The manner in which individuals are approached dees to be important and barriers

can be broken down as nurse J explained:

“l do get the odd barrier but even some of thosengéwally, because often they
keep coming back to me because they are asthnrasorething | have the
opportunity to slowly break these barriers downhviiem. They get to know me
as a person and that I'm not being judgementam just thinking about their

well-being then they’re more likely to open upatiye not judgemental”(J).
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Individual HO4 confirmed the importance of not lgeijudgemental by writingMy

nurse practitioner is a good mentor without judgime”.

Part of the art of good communication, a key aoeadbth Peplau and RLT, is knowing
when the individual’s choice, which should alwayes Hespected, is to be accepted at
face value. Repeated failed experiences may hewied confidence thereby creating a

barrier to trying a new approach.

“One of the ladies in particular is a lady who is &@ne, you know and has
been coming to me since, oh | think, particulartyce | was here, over just 15
years, and been to the dietitian, been througlsaits of things and I think that
she just felt that this isn’t going to make anyelénce to me either. That was

kinda reading between the lines but she nevertsaiti(D).

Sometimes confidence building and conveying a searfissupport may be required

before changes can be attempted.

Nurse R felt that the materials were helpful irt tlespect:

“l think some of the comments on the pages like, kmow, small permanent
changes are the key to long term success. It m@reouraging aspect to
it...The hands on the front.... There’s someone spakiy hand or reaching
out a hand to help me and then the wee circle amys like, these wee cycles
of change going on there, but that's me persongthy, know. | don’t know how

patients would identify with that”(R).
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It would appear that involving individuals in paetship rather than simply giving
advice may improve outcomes. Furthermore, barrieag be broken down when PNs

build a good rapport with individuals and are nedgemental in their approach.

6.6.2 Not ready

Most nurses felt that a good number of the 29 iiddials who refused to take part in the
study were not motivated to address their weighthat time. Nurse R explored the

possibility of other reasons before coming to tr@tclusion.

“They looked at the books and things like that agally, basically what it was,
‘I'm not really ready. | mean, that was the mairasen. They didn’t say ‘Oh,
that's too complicated’. They didn’t give me amythlike that. | said or is it
that you don’t want to put things on paper? Do yomk this is going to be a
painful experience for you having to think abowdsi things? Maybe what past
experiences have been. No, none of them cametluphai. They just said ‘Oh,

| can’t be bothered just now. 1 just took thatlas not ready”.(R).

Nurse S who had three refusals spoke of lack of immaddition to not being readyit
was the time factor. They didn’'t want to be, yoow, having to come in and they

didn’'t feel ready. They didn’t feel this was tight time”(S).

Other individuals agreed to take part in the stidiywere externally motivated'Oh, |
don’t mind helping somebody with research. Thgted if it will help some other, |
don’t mind that”(S02). This was confirmed by Nurse R who had one individuiao
“liked the idea that this was going to be reseatland this was a good reason for

partaking in something like this. It might helphets. Not her”. These externally
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motivated individuals did less well than others weight management thereby

demonstrating the importance of helping individuatsus more on internal motivators.

The materials helped some to identify internal waibrs such as looking at their beliefs
about weight management as one individual writs,up to me to do something about
it. | have to do it for me and no-one else”(J01}.seemed as if this individual was

ready to take control and have an active role engdwrtnership.

6.6.3 Can’t cope

Sometimes, individuals felt that they could not €apth making changes:The other
lady, her home circumstances when she looked at hpme in greater detail, | think
she got a bit frightened by the weight managemamt nshe said ‘Oh, | can’t cope with
that™ (F). Nurse F clarified that it wasn't the layodttbe map but actually looking at
it and starting to think what it meant to her tshe couldn’t cope with. Perhaps this
lady felt a sense of hopelessness created by tpeowea her circumstances indicating a
stable attribution and that the effort to make desnwas too difficult and therefore she

was unlikely to succeed (Weiner, 1985).

One individual's reaction to the booklet reportedriurse V was!don’t like that, it
tells me things | don’'t want to know”(V)Although this individual, like the previous
one, did not participate in the study he continteedttend the nurse who sdieunnily
enough, there are issues, most of the self imagyesshave come back into play just
recently for different reasons and | think he iallg going to knuckle down and make a
big effort now(V). Although the booklet had raised issues he didvamt to face at the
time, perhaps at a later date he felt more readydtiress them with the help of his

nurse.



191

Another individual, who did not complete the studguld not cope for different reasons

as Nurse R explained:

“She had a past experience of a son who commitiezide a year and a half
ago.... She just said to me yesterday, | don't thiwks really ready. Probably
she was still grieving, you know, but at the timeew | told her about it, she
said ‘I really must lose weight because this ladyd lgot rheumatoid plus

diabetes and she’s really unhappy with the weigat she had gainedR).

The nurse’s reaction seemed to indicate that shidlga lady as not being to blame and

therefore reacted with empathy towards her (We2066).

6.6.4 Too deep

Nurse D, who did not manage to recruit anyone, ghbthe materials were off-putting
for some individuals:They just felt that they didn’t want to sort of ,gosuppose, too
deep into the sort of psychological side”(Dyhere was the possibility that she did not
feel comfortable in dealing with any issues thagimiarise. On the other haitdnay
have been that some individuals felt the matetialbe intrusive. One such example
was an individual who, in spite of having a googenence when using the ‘holistic’
approach, felt that the weight management map“‘t@aspersonal” (A03)as it revealed
that he had depression. He did have a depresgisede during the study resulting in a
weight gain of 6kg before he lost it again. Howewmost nurses who did recruit

individuals had a different point of view.



192

“For some reason, just working through the bookdatl | mean, it's very good
it doesn’t dig too deeply. People don't have tg sdnat’'s happening but they

can do...it's not too diggy, not too psychology”(J).

Nurse R who had many years experience in primay geovided further evidence that
individuals had the choice to withhold informatioihis nurse recognised that for one
individual “there were a lot of things bubbling beneath theface but she wasn’t
willing to come up with it"(R). It appears that individuals have the option of/lmuch

to reveal. In addition to having this option itesged that there was no pressure to
complete all sections of the weight management aspwo individuals omitted one
section while completing all other sections. Thatenials appeared to be beneficial in
aiding nurses and individuals to work together antipership. However, it can be more

difficult at times to maintain a good rapport witidividuals.

6.6.5 Blamed by others

Nurse A recognised how easy it was to convey thengrmessages.“Your mood
changes as much as anybody else’s. You might dndoael day and approach it the
wrong way. You have to be aware of that and thdyblanguage’(A). The
professional’s own views can also unintentionaydonveyed to the individual making
them feel that they are being judgedhey say they're good and then they haven't lost
weight’(T). Values, beliefs, attitudes and prejudices malparfce what impression is
given (Roper et al. 2000) therefore it would sedmat tcommunication skills are

important.

The following experience of S02 demonstrated howske individuals can be,

indicating the fundamental importance of adoptingdjcommunication skills. In spite
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of a good relationship with her nurse and makinggpess with weight management,
she had a bad experience with another health miofes. She had been prescribed a
weight loss drug (Xenical) but when her weight beeastatic was refused another

prescription with the following result:

“Felt like | was being punished for not losing weig (I had PMT). This reinforced my
feelings of being a ‘failure’. I've since regaindte weight I'd lost”(S02).I1t may have
been that the protocol for the weight loss drug ieisg followed but the individual’s

understanding was compromised by poor communication

This demonstrates the importance of having an avease of how professional
interaction affects individuals. It would seemtthmividuals do feel that they are being

judged even by their own families like JO1 who félty Mum always puts me down”.

These reactions could be explained by attributi@oty where individuals are viewed
as having control over their weight and by not mgkan effort elicit anger from others
who then blame them. It seems too that if laclefédrt is considered to be ongoing

more anger is engendered (Weiner 2006)

6.6.6 Self-blame

It is not only professionals and family members where thought to be judgemental
but the obese individuals tended to judge themsdiaeshly as Q01 recognisétiam
very self critical”. Negative feelings, including anger and guilt, wprevalent among
the individuals and often directed towards themselike GO1 who wa%ngry with

myself” and RO1 who wasdisgusted with lack of self control”.These attitudes are
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therefore not only common in society but among abese themselves. Again, this

reflects attribution theory.

“Some people if | gave it to some of my regularngygs/clients you know, they
would be ‘Oh, what's this all about?’. You known lhere for help to lose

weight...... | kind of feel that the type of patiehis twvere coming to me were
wanting more dietary advice and support. A lott@fm maybe know what they
should and should not be eating but if they kncey #ire seeing me on a regular

basis, for they’re wanting to please me as wethasnselves”(C).

Nurse Q shared her thoughts on how negative fezlagd trying to please the
professional can be detrimental. Her awarenessueaged her to provide extra

support.

“l think at times there’s a bit of embarrassmendashame that they don't lose
weight. In fact, | think they are pleasing me loe person who is doing it and
it's not really that. Sometimes, people do the esaimthey go to a weight
management class. I'm as guilty about it myselé been to them all. And you
feel guilty if you put on a pound or two because weigh yourself before you
go and think ‘oh dear, | don’t want to go becau$¢hat and then you don’t turn
up for the next appointment because it's got worBelephoning there is handy,

which I did"(Q).

Nurse J shared her views on how the holistic amgbromas different from familiar

approaches to obesity management.
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“By the time they get to me they’ve been throudhhed slimming classes and
they are very, very relieved to get away from delmounting and treats and
good and bad and, you know, all this kind of jargbat all these slimming

classes are laced with. People coming feel guikganse they've eaten a
chocolate biscuit, you know. | think actually, simdy I've approached about
it or talked to have seemed almost relieved tokttimat there can be a different
way. It's not about restriction and doing withoutit’'s about actually just

looking at your life right across the board andhirtk they seem to be quite
relieved and sort of think, oh I'm not going thréugne of those kind of, you
know, again where you've basically just got to watt somebody tells you to

eat’(J).

An individual expressed a similar view when shetef®he booklet has made me think
about the ‘whole of me’ and all areas | need tat satt in my life. Thanks!”(R0O1)
In conclusion, these barriers demonstrate theptagibetween all aspects of the holistic

approach to weight management.

In the following section each practice is viewedaasingle unit comprising of PNs, the
individuals they recruited and the context in whibky interacted with each other. It
builds on the data already presentd8teater insights were accessed through in-depth
data analysis as the level of interactions betws and individuals deepened. The
theme of partnership between PNs and individualerged as central to helping

individuals make changes and is discussed in tleeafimg section.
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6.7 Partnership
Partnership is viewed by Peplau as the essencgrsing (Pearson et al. 2005). It
appears that when PNs worked in partnership wikviduals they helped them come
to a realisation of what they needed to do by ifigng the problem areas of weight
management through reflection. In turn, reflecti@tped individuals become self
aware and empowered them to take responsibilityhigir weight management. The
various themes linked to partnership are showfigare 6.9 and subsequently

addressed in the text below.

realisation

Identifying the
problem:

responsibility

knowing the
individual

partnership

facilitating reflection
for empowerment

Self-reflection for
empowerment

Figure 6.9 The categories of realisation, identifying the prams, reflection,
facilitating reflection for empowerment, self-reftéion for empowerment, knowing

the individual, self-awareness and responsibilitythe theme of partnership.

The following cases, although used to emphasisetioame also collate the various

themes in keeping with the holistic approach.
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6.7.1 Realisation

Most of the nurses who recruited individuals fog 8tudy appeared to already have an
approach congruent with holism but lacked the ttmif&cilitate partnership working in
weight management. One nurse explained her ugysbach:“| start off by saying,
well, you help me and I'll help you, kind of thinghis is a joint affair. How badly do
you need it and want it and what for and what gtadgs it will be for. Why do you
really want it?”(Q). From this, it appears she was involving the indnaid by
encouraging them to think about why they wantedntmage their weight better and

what the benefits would be.

She gave an example of how this worked out in praethen using the study materials.

“He realises he has to do it for his heart. He’stHong having had heart
problems. He realised he had to get fitter. Hetstl going walking, he felt his
trousers were looser. He felt better, he cut dowrrink, not that he drank that
much. In himself he felt better although he dido&e very much so | will be

keeping an eye on him”(Q).

It would appear that the nurse and individual wdrkegether with the materials. The
outcome of the partnership seemed to help the iohaiV realise that he had to lose
weight to prevent worsening his heart conditionurtikrermore having identified the
problem, reflected upon what he needed to do, lok tesponsibility and felt

empowered to implement the necessary actions.PRhalso realised the importance of

follow-up to encourage continued progress.
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6.7.2 Identifying the problems

The ‘weight management map’, as seen in the folgvdase study, not only aided the

individual to identify the problem areas but helgld nurse to highlight other areas

target for treatment.

to

A 48yr old divorced female with a BMI 37.5, did $pite of living with her brother an

three children, felt lonely and isolated. She Imad addressed her weight problem

before, although she identified that it startedhwatoblems in childhood and was a
affected by family life. Her arthritis troubled that times and she also suffered fr

hypertension, anxiety and depression

The ‘weight management map’ helped her to recogtiaé she was comfort eatin

SO

bm

particularly in the evening, so she planned toozdy when hungry. She also planned

to go out more. During the consultation, her nupseked up from the ‘weight

management map’ that there were sleep difficubieghis was also explored to find

connections with various other factors. There masmprovement in sleep as shown

the followingTable 6.5 together with other changes

n
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Before

After

Regular activities

Eating and drinking

Mobility

Feelings about myself
Body dissatisfaction
Benefits of weight loss
Beliefs about weight
management

Social contacts

Support

Health problems

| do a lot of studying to
try to enhance my
career prospects

| often have take away
meals

Knees painful most of
the time — worse in
damp weather

| am not confident
| am very self critical

| like nothing about my
body

| would feel better
My weight is all my fault
| have few friends
outside of work
none
Worry a lot
| do not sleep well —

dog disturbs sleep
Painful knees

| read more

Porridge for breakfast
Smaller portions

Walk more

| accept things | can not
change

| don’t like my body

| climb stairs more

| am trying to reduce my
weight

| do not see many people
I do not have help from
friends

| sleep better

Table 6.5 Weight management map for Q01

As the partnership between nurse and individuaelb@ed providing a vehicle for tru
and openness it was agreed that stress counseftinlgl be of benefit. Prior to referral

to the counselling service, which was availablehimitthe practice, weight had be

[92]
~t

D
5

fairly static in spite of the other measures takétad stress not been tackled perhgps

weight loss could not have been achieved and demades, as the nurse recognised, the

importance of tryingto look at the whole picture’as“Sometimes you have to look |at
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what it is that’s causing them to be like that. nicircumstances or stress or lonely,
not having friends to go out with even to do aditwalking and exercise.....It's looking

at the pattern not just the signs on the scales’(Q@his view was supported by the

individual themselves as they found that the me#afhl parts of the ‘holistic approac

—

were“trying to assess why | am overweighahd“regular contact with nurse”(Q01).

The nurse was often seen as a source of suppdidybary when individuals perceived
a lack of support and social contacts. In thistext six individuals in this study
specifically identified the practice nurse as pdivy support and indicates the

relevance of Peplau’s idea of surrogacy.

6.7.3 Reflection

Nurse J felt that reflection helped people to bedsb with themselves and spoke of how
she approached it using the materidlssaid to him, ‘It's like looking at yourself irhe
mirror and saying well look this is the way it i¥his is why it is and you know, it's up

to me. What are you going to do about it?”(J)

However, not everyone agreed with encouraging iddads to reflect. One
nurse felt it inappropriate.“Reflections, sort of looking back, you know, Intki
a lot of people thought, well in my view, would bgyknow they are overweight
and they know they’'ve had hang-ups over the yearshey don’'t need to be

reminded about it.”(C).

Perhaps there was a reluctance to try and helpithdgils address these ‘hang-ups’ for

fear that difficult issues be raised. Nurse R tlom other hand, appeared comfortable
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about the possibility that issues other than pupélysical problems may be identified in

the holistic approach

“because it does open a few cans of worms, beirlg @brefer in whatever
different direction they need to go to and be reéatythat.... | think it was
intense but you get that all the time anyway. desh’t matter who walks

through the door’(R).

She gave examples of how emotion can be assoesigfedsthma and hypertension.

“General practice patients can come in with asthima there’s a whole pile of
other stuff because it's been an emotional thiraf'shtriggered off their last
asthma, therefore hyperventilation and so it goesymu know. That's not an
unusual thing. Or they come in and the blood press a bit elevated and that

and they've had a terrible time and this is whaigen going on”(R).

During her everyday practice, it appeared that BliRsrecognised the need to address
emotional issues raised by individuals having t#éld on their situation. Emotions are
therefore, an important element of weight managéménalso demonstrates a person

centred approach as does the following example.

6.7.3.1 Facilitating reflection/empowerment

The importance of reflecting on how emotions ancdaassues are closely intertwined

with physical health is demonstrated in the follogvicase study. Furthermore, it
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reveals that when the nurse and individual workantnership to aid reflection it may

result in empowering the individual to change titeasion for the better.

A female (RO1) who lived with her retired husbaradha BMI 46.2 and lost 3k

overall. She suffered from diabetes, arthritidlsganes and anxiety, had often tried

lose weight including attending the nurse and atstage had been prescribed Xenicagl.

Due to her mobility problems, where even dressing showering were difficult, sh
occupied her time with a variety of sedentary past. As a result, managing h

weight was very difficult for her.

The benefits she hoped to gain with weight losseviatter mobility and to feel bett
about herself. The key areas she identified fange were her eating habits and ¢

control. The nurse and researcher saw the indwithgether in an atmosphere of tr

and respect. This may have helped her to reveailglthe consultation that, although

she had written that her husband gave her goodostippwas not always appropriate

support. She felt unable to change the situagsalting in an increase in her levels
anxiety. The main focus of the consultation wasdfore to empower her to find wa

of reducing her anxiety levels to facilitate change

She had been a singer and loved music but her hdshkatched a lot of television with

the result that she no longer felt able to lismusic although it was important to h
and helped her relax. She talked it through aed fielt empowered to make plans

achieve change through negotiation with her husband

er

(1)

r

self

ust

of

yS

er

to
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As the nurse commented in the interview at theddrte study:

“it's actually given her courage and strength tolkaabout her relationship
within her household. That has opened quite adewrs for her and it's made
her kind of manage things a wee bit better at hasiahe was becoming very
resentful and things about the home situation.wds making her think a bit
more about that and how she could maybe have caoghillg about trying to

detach from the situations that make her eat mocesuff like that’(R).

The nurse’s interpretation that coping skills wdexeloped seemed to be borne out in
the action map. The action map also illustrated lself-reflection was facilitated

leading to empowerment of the individual.

6.7.3.2 Self-reflection/empowerment
RO1 had lost 5kg when other influences came indy ps can be seen in the following

items from one of the action maf¥sable 6.6)

Identified area Action

Mobility Exercises in bed increased
Pastimes Exercises before needlework
Activity Hoovering every day

Moving around more

Eating and drinking habits ~ Smaller portions of food
Drinking lots of water

Support Negotiate change (smaller plate)

Social Have had visitors on and off for 3wks nolphd with
diet

Feelings relaxation

Music I'm enjoying

Table 6.6 Action Map for RO1
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In the action map RO1 identified that over a thwesek period there had been mg
visitors with the result that her eating patterrswléferent and she had gained 6kg. |
pain levels also increased at that time. Reatisatif the influences of social ar
physical issues on her eating pattern may haveetdher with the aid of the nurse
develop better ways of managing these difficultetim This would seem to be the c:
as, at a later date, when again many visitors andaease in pain occurred, there v
a much smaller weight gain of 0.6kg. At that tihe joint pain was so severe that s

required a steroid injection.

It would appear then that completing the bookles ivary helpful, wish | had been 2
yrs younger though!”’and in combination with regular, empathic contagthwher
“wonderful nurse” had helped her reflect on the influences on howrshaaged he

weight and was empowered to make changes.

Iny

Her

d

1Se

vas

she

=

6.7.4 Knowing the individual

Nurses talked about knowing their patients on ckffé levels. There was a superficial

level when trying to accommodate appointmentsice you get to know the patients,

you know when they like to come early in the mgymind get on with things”(T)Then

there was a more personal level whgreu get to know your patients and quite often

they have a weight problem. It's quite a, you knidwou suggest they are overweig

you see the barriers going up straight away witme@atients”(C). The final level of

ht,

‘knowing’ was much deeper and achieved when a itrgistelationship had been

established.“l got to know her a bit better. Yes, she openpdaume in the end and at

the finish of this approach with her”(Q).
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Using the materials appeared to help another norget to know one individual on a
deeper level and resulted in him being able to ageto her. At first he was unsure of
the materials but the uncertainty was negated firauorking in partnership with the

nurse and his wife.

“Even the chap who thought ‘oh this is going totbe much, all these pages
and all this bother, in fact, as | was showing hhme booklet, he thought ‘och’
but when | actually worked through each page witim lyou could see he
thought ‘Yeah’, but he still wanted his wife todeato fully understand it.... He
came back very interested. She thought it wastgrédhink they will use it

quite well’(J)

The final outcome is unknown as he had to be excuddom the final analysis, due to

the time restrictions of data collection but thpppebach appeared to help him to open

up.

“The guy | actually did it with, he was just abaunttears, you know, he was
actually, because | think he realised, | can't renfer if | told you. He was the
chap that his wife had written in a little bit bexte the reasons why - the three
things they wanted to change. First of all shefitten in his weight gain had

accelerated since his brother died very suddenly fears ago and he hadn’t

spoken to him for three years so that was a maigger”(J).

This suggests the possible utility of the booktehelping individuals identify issues of
which they had previously been unaware. It appd¢has completing the weight

management map raised bereavement issues for thewha had not previously



206

realised the connection between his brother’s daathhis own weight gain. However,
it could be that this connection may not have beewle without the aid of his wife.
Whether this indicates a gender difference is auesfor debate. Nonetheless,
identification of the problem meant that he couldrt make appropriate plans to deal
with the bereavement issues thus subsequently ingahim to lose weight. It also
demonstrates the value of looking at the whole geras unexpected triggers can

emerge.

6.7.5 Self-awareness

Nurse A agreed that individuals were not alwaysraved what influenced their ability
to manage their weight and that using the booklethe partnership was helpful.l “
think it promotes discussion when you're lookinglathese other areas and the patient
may be unaware that these areas impact on theingdtabits so it was definitely
relevant”(A). This was confirmed by one of the individuals sheruged who felt that
the most helpful part of the approach was béedped to identify with nurse changes |
needed to make”. The result was that he hdstopped eating rubbish”and

“continue(d) to exercise”(A01).

Even if individuals became self-aware they stilquiged support. “Support from
nurse”’(R02)was identified by one individual who made changesh as'‘Not buying
certain foods (biscuits,cakes); tried to facilitatmore hobby time; recognised
stress/eating link’(R02)as being important. It seems that taking a persamtred
holistic approach may be of benefit to individual&in example of the outcome in
failing to access support in spite of becoming -aelare is demonstrated in the

following case study.
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A 44yr old female (S04) with a BMI 30.2 appearechve been helped to realise that

~t

she had to make changes. Unfortunately, whennietifor a follow-up appointmer

her usual nurse was on holiday. She did not felel @ discuss her weight management

>

with the other nurse, probably because she hatuititup a trusting relationship wit]
her. In fact, she did not want the nurse to seebtioklet. This meant that while the
most helpful part of the ‘holistic approach’ forighndividual was that“lt made me
admit | have problems with my weight and how | nganig’(S04) her unwillingness ta
share these insights with the other nurse meantstinea could not support her in an
appropriate way. The working partnership was dishied and the individual did not
return for some months resulting in a 4 kg weighihg It would therefore appear that
the booklet, the nurse and the individual may d@afe a crucial part to play in weight

management once mutual trust has been established.

6.7.6 Responsibility

Working in partnership with PNs to take respongipilor their own health may not be
easy for some individuals. Previous consultatiith health professionals may have
taken the ‘passive patient’ approach, which tenolsehcourage dependency but
individuals in today’s health service climate ane@uraged to take some responsibility
for their own health. Both nurses and individuatsmetimes found this shift of
emphasis difficult. “People come expecting you to tell them what to\W9”’(but this
may not produce results according to nurseéllknow for a fact that if the doctors tell
them to lose weight it never works. It just newerks because it is not coming from
them”(T). However, even by taking a different approach andtinmg individuals to
participate in their care may not work either. &&rV highlighted that people

“expected me to do more of an instant fix ratherisending them away to think about
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this, that and the next thing”(V)They were unwilling to take responsibility bgiding
some homework and | think people weren’t prepacedut the effort into it as well as
not wanting to hear what the results were saying’(Vhe lack of effort as identified in
attribution theory and associated poor outcomeseagpto be endorsed by the
individuals who wrote that h§ound that all the help in the world won’t work you

yourself are not dedicated to making the changedl'|S

It does seem that the holistic approach did engmunadividuals to be less dependent

on health professionals and take some respongifolithemselves.

“l think it made the patients take equal respoiigibwhich is quite important

here because we do have a population that’s, teeguite dependent on what
the medical profession say and they’ll do but prilgathey don’t seem to take
on the responsibility for that. They think it'sagkjust to turn up at the surgery

and, oh yeah, well | didn’t manage that or you krimgause”(R).

She specified how the individual’s booklet gaveogportunity to challenge people.

“l felt that working with the paper exercises of you can say to the patients,
well you've put this down. How well have you gowth that or has there been
a problem with that or is there a different wayménaging that or have you

maybe tried this”(R).

Therefore, it appears that writing things in theoklets assisted not only the

identification of problem areas but also in assgsgrogress for both individuals and



209

PNs. It may have helped individuals take respalityifor making changes but also

challenge them if no changes had been made.

Several individuals agreed with this. For exam@é3 who found the most helpful
part was to“put ideas/thoughts on to paper’(AO3)r as SO01 put ithaving things
written in black and white”.It also helped them to focus on areas for chafigenew
most of the areas | needed to think about alreddy,it was a useful tool to reinforce
them and make me focus on my weak areas”(S®8)a result it helped them to take
responsibility for making these changeé3.ook control of what | ate and drank. Can't

blame anyone else if | go wrong”(S01).

However, Q03 pointed out th&tThe individual needs to want to lose weight and
although the map helps to clarify reasons, thevmdial may need more help than
that.” One individual who found the weight managemenp mat that easy to complete
suggested that the nurse played a vital role indit@ation. “Needed time with nurse to

clarify and make it clear”although she commented that it was“raally good

idea”(R02).

Although the weight management map appeared tonbenportant component for
clarifying problem areas, the working partnershgivieen PN and individual would
also seem to be a vital aspect in providing furttiarification before changes can be

implemented.

Having examined the overall picture of how PNs amdividuals work together in
partnership the following section provides a monedépth look at two specific

practices.
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6.8 Practice comparison in context

Two practices were selected on the basis of wealitome for more in-depth
examination. Three of the five individuals whorgad weight over the duration of the
study came from the same practice. Therefore pifasistice (G) was selected for deeper

exploration along with practice (B) where individkibost most weight.

These two practices were set in rural locationshdeving two GPs and a single
practice nurse. For reasons of confidentialityphactices were given the codes of B

and G. The two nurses shared a lot of similaibaites as shown ifiable 6.7.

Nurse B G

Age group in years 40-49 40-49

Years qualified 20 21

Years in primary care 11 3

Hours of work 17 18

Areas of work Diabetes, CHD, Diabetes, CHD, hypertension,
hypertension, Asthma, Weight management,

Cervical cytology, Asthma, Travel health,
COPD, Weight managementPhlebotomy
Travel health, Phlebotomy

Diplomas Diabetes, cervical cytology, Diabetes, asthma
Asthma, COPD

Comfort at raising the 10 8
subject of weight

Confidence in helping 7 8
people manage their

weight

Obesity training None None
Recruits 2 6
Drop outs 0

Table 6.7 Table of background information for nurses B and G.

Note: 1 individual in practice G developed lung carcinaafigr recruitment and died.
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When it came to select individuals to take pathim study both nurses, in common with
all the other nurses, targeted those who had pushjobeen attending for weight
management. In spite of commonalities betweervtbenurses, apparent differences in
their approach to weight management began to emdpgactice G, where individuals

had weight gain, is the first to be addressed.

6.8.1 Practice G

Nurse G was one of the nurses with least experiehpemary care nursing but one of

the best recruiters for the study in spite of hgwnly one month to do so. It appeared
that in this practice, as in others, there wasxgeetation that the nurse would take on
the role of dealing with weight management as it /s@mething that seems to fall on

to the practice nurses and the GPs are a bit badeaiding the people through - to go
and see the nurse about losing weight”(@lthough she initially indicated that she felt
comfortable and confident about taking on this r(dee Table 6.7), during the

interview this was less evident.

“Certainly since | came into post they've used miemean they did sort of
discuss and | said yes, | was happy to see peagilendver felt | was really
skilled at it. I've certainly had no training. '$ta bit adhoc and I've managed to
get leaflets from health promotion and various rapd things which we’ve sort

of gone through, so nothing terribly structured”(G)

Although nurse G undertook weight management asestqd by the doctors she was
uncertain about how to go about it. In additidme slid not appear to have a great deal

of control over the appointment system. All appmients were 10-15 minutes with no
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variation for the different chronic diseases. $idicated that she would have liked

more time with individuals for the study.

“l always seemed to be a bit pushed for time whik &ind | think it would have
been nice to have longer, to have half an houranething with them....I can
get them to come in for double appointments bwnoit | haven't made the
appointment the girls don’'t know to do that or tbatient doesn’'t ask so it

doesn’t happen. It's just a fault of the system):(G

The ‘knock on’ effect was that while seeing thedh&® longer appointments not being
able to arrange them so that she cduldy and talk through”G) with individuals
meant it may have been difficult for her to devebnpy in-depth relationship. This,

however, did not appear to be the only impact asevpatient relationships.

There seemed to be a lack of trust as she wasaegdtout individuals telling the truth

because she

“went over what they’'d changed, what the progress Wwut equally they seemed
to be doing all these things and they identifiegl &lctions they'd changed, their
progress seemed to be good and yet they just wdosihg weight. So you

begin to wonder were they just telling you a piet;e/ou do, you know.G).

The lack of trust in a relationship prevents pedpen being more open and honest as

they may feel they are being judged.
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If this is the case it may explain why individualsopped out of the study in this

practice. Nurse G saw two reasons for this.

“Some of them are just poor attenders, they're wagk they can't fit their

appointment into our times. The times aren’t alsviyat great because | don’t
go after 3 o’clock. It's hard for the workforce tmme. | equally think they
knew they weren’t losing weight and they didn't tvém come back. ...they
probably feel guilty or they’'ve let you down, yowWw, they've failed. Maybe

you've put all this work in and they’re not doirteetr bit"(G).

The idea of patients not playing the game was esipbd when she talked about
recruitment. “I'd no difficulty recruiting them. They all sdi‘Oh, yeah’. Like I
probably could have had more but the difficulty veast of hanging on to them and
getting them to tow the line@). It appears that it was difficult for individsato

maintain motivation even for regular attendance.

Nurse G was good at data collection but appearadets the study in a mechanistic
way as she talked of following the protocol stepsbgp and completing the paper work.
When she mentioned the benefit individuals gaimedhfcompleting the booklet ‘My

Personal Approach to Weight Management’ and hawate them think, her thoughts

focused more on obesity related diseases.

“It really made them think about why they’d gotthat stage and why they, let
me see, they have to think back to when their wegigbblems started and

identify their own health problems and things. fTheas really quite a good
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exercise | think, for most people and what previapisroaches they’d tried and,

as | say, a lot of them had tried lots of the@)(

However, since she was one of the last nursesredoto the study there may have
been an issue about the individuals she recrugesha recognis€t’s not for people
going for the quick fix which may be some of thEsaple”(G) or they may simply not
have been ready to address their weight problewiben asked about any issues that
individuals raised when using this approach sheeg@p'Nothing really that | wouldn’t
have expected’(G). As can be seen in the following case studiesgusine holistic

approach did not aid the development of a partigmsth individuals.

When one 34 yr old female (G01) with a BMI of 3tefurned her ‘weight management mép’
she had writtefl have cravings for food...... | get angry with mysatid can feel guilty after |
have eaten lotsindicating the possibility that she was a bingeseatThis was not explored,
probably because Nurse G, not surprisingly, wouddumaware of the possible link. The

individual also kept cancelling appointments thgreiroviding no opportunity for thei

=

professional partnership to develop. Had theiiahip developed it may have provided a gafe
environment in which the individual could revealmaor allow clarification of what she meant.
Nevertheless, as will be seen later, Nurse G dicsee the depth of this approach as being very

relevant for the individuals she had recruited.

Even for those who attended regularly, like the y&hr old mother (G04) of the
previous individual (G0O1), the outcome was weighihg During her time in the study
she changed from Class | to Class Il obesity. Wwgight appeared to be influenced by

socio-cultural issues and demonstrates that inofuslocial issues are pertinent.
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The family were very sociable and lived in a fargrecommunity. Nurse G gave an
example of the difficulties of this social cultur&ittens born on the farm were given|to
friends. Since there was no charge, chocolateg geten as a ‘thank you’ putting
pressure on the mother to eat them. Nurse G seemade as to how to help the
mother deal with these situations highlighting theed for further education in

addressing cultural beliefs to aid individualse@fiect and develop better coping skills.

The only other individual to attend regularly was7ayear old with multiple co-
morbidities (G05). The three key areas she watut@erk on were

* | would like to sleep better

* Have more confidence in solving my weight

* | would like to be healthier
In spite of this all her action maps although v&pgcific were entirely food focused. In
fact, all the ‘action maps’ returned from individsian this practice were food orientated

with occasionally a brief mention of activity aesdn the followinglable 6.8

ID Action 1 Action 2 Action 3
G01 Eat more fruit Replace chocolate Make time for
and exercise work biscuit with plain  walks regular
out to try and lose biscuit especially after
stomach Stop eating meals
between meals
esp crisps
G04 Trying to cut out  Eating strawberries Having new
between meals without cream potatoes without
butter
GO05 Have 1 digestive Have 1 Really try to avoid
biscuit instead of crackerbread with salted peanuts as a
2 at night with morning tea snack. Try fruit
ovaltine instead of 2 instead

Table 6.8 Action maps for G01, G02 and G03.
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Since the holistic approach is different from traaitional ones in use, the expectations
of both nurse and individual may have been thatl fwould be the focus of the goals.
This is a feasible argument since Nurse G had eadjudietary knowledge and the
individuals had tried everything before... They had all been dietaedore”(G). In
addition, the individuals who returned the questaires indicated their satisfaction
about their experience of using this approach. yTdiso indicated that they had made
changes. One individual wrote tH&howing what to eat’and“visiting the nurse to
weigh you” (G04) was most helpful. The least helpful part for &eotindividual was
“actually making myself do it. Will power was nedt{G01). These comments

seemed to confirm that consultations were in lift# waditional approaches.

It would appear, therefore, that Nurse G may nogehantirely understood this
approach. Although individual needs were acknogaeldit appeared that addressing
these needs in practice was difficult for Nurse Therefore, whether this approach was
unsuitable for these individuals is debatableis inore likely that the convergence of
several factors influenced outcomes. Some of tiessees could possibly have been
avoided had there been more coaching time. Thearelser and nurse had only one
hour on a one to one basis prior to implementadiotihhe study in this practice. While
Nurse G acknowledged the need to improve her kriydeof obesity managemeiit
still feel I could do with maybe some training ongething in that aspect of thingshe
did not access the available continued support.ithBle the opportunity for the
researcher and Nurse G to see an individual togeihrethe support offered by email
and phone were taken up. The only opportunityfdiother learning was during visits
by the researcher to the practice for the purpadesata collection. Unfortunately,

these were limited in time due to nurse workload filaquency due to distance.
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Nurse G’s lesser experience in primary care; shedruitment time; limited
appointments in both length of time and time of ;ddifficulties in developing a
partnership and insufficient learning opportunitiggh the researcher may all have
influenced outcomes. It is also possible that herited education on weight
management may be why she focused on food anddeiedgnore a more holistic

approach but this was not a finding in any of thieeopractices.

6.8.2 Practice B

Nurse B acted in an advisory role with the localtteboard in addition to working in
the practice. Unlike Nurse G she had several nsotthrecruit and recruited only two.
The two individuals she targeted had tried manys$ino lose weight in the past, and in
many ways, including hypnotherapy and counselli?Nurse B decided to recruit two
individuals for the following reasons§They both had diabetes as well and both very
overweight and both very unhappy as well. | thaugky were the ones who to me
were likely to be motivated to do somethingShe felt extremely comfortable about
raising the issue of weight and saw it'part and parcel of a lot of the chronic diseases
as well, especially diabetes”(B)For initiating the study she was able to alloGatg0
minute appointment as she had complete control ls@eappointment times and varied
them according to the need of patients and commatetcthis to other members of the

practice team.

“The receptionists have got a list out front thatel made up. How long things
take, for example, the longest appointment woulddmeone who is coming for
spirometry with reversibility. That's quite a lomgppointment. It can take 40
mins and it takes a bit of organisation as welth€ things like chronic disease

reviews, they are 20 minutes, smears are 20 minufée shortest appointment
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| have is a 10 minute appointment and that mightdoéolood pressure checks,

blood samples”(B).

As well as having control over practice appointrseiurse B, can decide on whether
or not to refer individuals in her care. Partld reason was that there wageat lack
of dietetic input, timewise, manpower. There’s®@ese shortage”(Bput she also took

into consideration whether or not it was advantageo the individuals.

“I refer all the diabetic patients to the dietitidsut sometimes the feedback from
patients is not always positive. They've had tatvealong time on the
appointment. They weren't told anything they hadréen told already in
practice and they’ve got to trail up the Infirmaxy be seen as well.... | tend not

to refer obese patients”(B).

She recognised that the holistic approach to wenghAhagement was different from
traditional ones and explained what it was thatoeraged her to explore it's potential

utility in practice.

“Well, 1 just thought it sounded really differembteresting and overall practice
nurses are all desperate to find ways to deal widight management because
it's such a problem. The sound of it, the holiggeund of it, sounded really
interesting to me in making people look at theneselaside as well, you know.

Not just a case of weighing them once a monthkpow”(B).

However, on receiving the support materials for llodéistic approach she expressed

some initial reservations, although they soon siduki
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“l think, initially | was concerned at the sort depth of it, | guess you would
say. The reading involved, the amount of work. aWeant an easy life. None
of us want extra work, filling out forms and thinggou think it's not going to

do any good. It really has made them look at tledwes in a different way and
try and address the real issues rather than justi know. They were both fed
up to the back teeth of diets and you know, j@istias taken up with thinking

about food. So this has made them look at diffeaspects of their lives”(B).

Her experience of using the holistic approach waisecdifferent to that of Nurse G.
The two individuals she recruited were friends avahted to see the nurse together.
While the approach was intended solely for use wébh individual, the researcher did
not want to impose restrictions as both nurse hadwo individuals were keen to work

on it together. After all, the idea was to te#t thility of this approach in practice.

Nurse B’s willingness to accommodate their requedicated how her practice was
flexible and person centred. The researcher wdtedto share the first consultation
during one of the outreach visits to the practicel dhis seemed to help her
understanding of the approach and how to usélitertainly found it helpful to have

you there at the initial consultation to go throuiglbecause | didn’t feel confident in

myself not being involved in it's make up”(B).

Following that initial consultation the researclaad Nurse B kept in touch by phone
and email which provided the opportunity for bodhléarn from each other. In emails

the problems of seeing two individuals simultanépugere discussed. In particular,
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the fact that they had different problems and tesaltation was focused more on one

than the other. In a later email, Nurse B conveyed

“Interestingly BO2 phoned me in the pm and said slas worried that BO1
wasn’t getting a chance to open up. She askeavduld phone BO1 and make

sure she was happy for B0O2 to be there.”

They still wanted to come together but as subsdqueiis became more in-depth a
slight tension began to creep in. Nurse B wasigeaso this and took the opportunity
when circumstances allowed, to separate the appemis. This permitted both

individuals to gain more from the consultationshwiit compromising their friendship.

“Certainly one of them was far more open about thiaer looking at the book.
In fact, we're considering even a referral to psyicyy for her. She’s thinking
about that at the moment to try and address somiepfissues that she has
which go right back to childhood really. She hasaalopted daughter and she
worries about her weight and she’s worried that’sh&t being a good role
model. The booklet certainly has made her awareeofrole as a mother and

how she can be a good role model to this girl’(B).

Nurse B explained how the partnership had develapedbenefited both of them. She
spoke of knowing the individual on a deeper levetl dow this helped trust and

openness to evolve thereby leading to better oudsom

“I have been seeing her very regularly and sheimisone who | knew a little bit

before but not very well. | feel we really havarfed a very close relationship,
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professional obviously and she feels comfortabfhe always comes to the
appointments whereas before my previous experiehber was that she was a
bit of a non-attender which made me think she wagihg her head basically
and didn’t want anybody telling her what she wasigovrong and you know,
she didn’t want to hear it really, | think befor&he’s someone who’s been sent
to me. She tends to be sent to me when she’swiogtthe line. She’s someone
who also has asthma and smokes. She used to wekrdavs how many
ventolin inhalers in a month. We would try to agkl that. We tried to make a
proper diagnosis. We tried to get her to use iatasteroid and she wouldn’t
have it really. She wasn't interested but | thihings in her own personal life
changed as well. Her marriage broke up and sh&ser own now with this
girl and she’s really had to come on has learneditiwe. She had to sell the
family home and she lives in a horrible flat in artible estate. Her husband
had told her she would never do it so things hawanged in her own personal
life too. Maybe we were just lucky that it was tiight time to approach her and
she attended very regularly and was very happytoecto me and talk about all
sorts of issues in her life. At the same timerhasaged to lose some weight so

we are encouraged.”

This demonstrates how the development of a reshg@aship can help people change. It

also showed that Nurse B had insight into usin@lestic approach. It seems that this

approach encompasses both the art and sciencer@hguwhen sometime$you’re

seen more as a sounding board or a support rathanta sort of clinician, if you

like”(B). It is acknowledged that taking a holistic appro&imot an easy option for

either nurse or individual but the partnership pesve beneficial.
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One morbidly obese, 49 year old female (B02) stiattte study with a weight of 113K
(BMI 48.9). She had enjoyed swimming in the past decided that she would try
again. Due to mobility problems she found it didfit to get in and out of the pool ¢
made arrangements for the use of a hoist. Shééad several times when the hg
broke. Unfortunately, the attitude of the pookattant made her feel that she was
blame. In the past this would have made her cdnefair but through completing af
discussing the map with Nurse B she learned howcdpe better with stressf
situations. “The map brought up feelings about myself and ttey wome peopl

reacted to me. This was very difficult at timg&02)

Learning new coping strategies takes time and saomstthe situations very stressful.
Unfortunately, when her daughter was hospitalisetir@aquired emergency surgery S
coped less well resulting in some weight gain. éftheless, overall she still lost 2
during her time in the study and was not disheaderFor someone with such comp
problems this was a good start and she certainbedahe partnership built up with h
nurse. “My nurse is wonderful. There is no pressure, arftbpe to continue until

reach a good weight. Thanks!” (B02)
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The following extracts from her booklet reflect hogeful the weight management m

may be in identifying areas for change and seeingt\was been achieved.able 6.9)
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Weight Management Map  Before After

Regular activities Dog walking Walking
Garden swimming
reading stairs at work

Eating and drinking

Mobility

Feelings about myself

Body dissatisfaction

Benefits of weight loss

Beliefs about weight
management

Social contacts

Support

Health problems

Too many take-aways
Meals are OK but too
much snacking choc and
biscuits

Going upstairs is a
problem
Sore feet sometimes

Still tend to run myself
down
More confident than |
used to be

Everything!

Health improvement
Feel better about myself
Clothes

Need to get organised
properly

More exercise

Control fats and sugars

Limited outside work
Not a lot in family apart
from my sister

Diabetes
Self-esteem

Less take aways
Still snacking a bit

Improved

Up and down but less

Pleased that I'meling
better but still hate my
body

Fitter
Clothes
Example to K (daughter)

I'm sure | can do it if | can
keep reminding myself

Still same Bnearcle of
friends and sister

Sister
Nurse

Diabetes

Table 6.9 Before and after weight management maps for BO2.

Her 53 year old friend (BO1) was taller and weighid® kg giving a BMI 51.3. Her

problems were less complex but nevertheless difffou her. Her husband had a long-
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term illness and with the addition of other famdgmmitments she had no time to
herself. With encouragement she too looked atelfarsa much more holistic way and
decided to build in time during the day for hersatfd targeted three key areas for
action.

* To walk better

* Not feel so guilty

* To have a hobby
These key areas reflect how different this appraachLater she also went swimming
with her friend but there was no ‘weight managenmap’ completed at the end of the
study to document changes. Although she was ldggemt about completing the
booklet, perhaps recording it elsewhere as Nuregdained when giving comments on

the booklet

“l think it's a good diary, if you like, of progres It's a handy size, although
one of my patients did comment that she would paeferred a sheet that she
could put up somewhere that she could refer toe I8tew what it was and it
would remind her. The book she tended to lealyeniy about and then forget

where it was”(B).

Confirmation was given by B0l when she wrote comhembout the ‘Weight
Management Map’.“| would prefer a poster format that | can put dmetkitchen wall
so | don't lose it and see it more often&n additional thought about ‘My Action Map’

was also expresseth wipable one can be upgraded as you progress”(B0O1
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These suggestions showed that she took ‘ownersiihis approach and wanted to

personalise it for her own particular needs ansl ity partly explain why she lost 7kg.

The two individuals who were recruited in this pree seemed to have been helped to
take a much broader view of obesity management tihase from practice G.
Although, in common with some other§he initial thinking about it” (BO1)was
important and another change had taken place intthelped her tdfocus more on the
successes (with rewards) rather than on failuréd301). She did not specify in the data
what these rewards were but her friend aimed tcargvherself with“a few days
away”(B02). BO02 also demonstrated that sometimes before apyg fr activity
changes can take place other adjustments needtyridiThat feeling better about
myself doesn’t need to be losing weight. Likingetiymore for who | am.”(B02)This
starting point can then lead ‘tmaking me more conscious that losing weight makes
feel better in myself’(B02).Only once confidence is gained does weight mamagé

become beneficial and not cause such negativenfgseli

The following is an example @ individual in one such practice. She (W03) load)
term weight problems and a number of years prelydusd been referred to specialists
for weight management without success. More régenhile taking part in this study,
she had been prescribed Xenical and later Redagdjn without success. She, in
common with another individual in the practice beéd that'diets have been proved
not to work for me”(W03). Ingrained beliefs such as these are very difficuldeal
with. In spite of viewing the booklet as being dashe did not find it at all easy to
identify and decide on areas for action with theseu Her comment th&overeating
was never the problem”(WO03)ight indicate that she felt as if she were beioguaed

of overeating and therefore, her experience of gushe approach was very poor.
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However, at a later date, it may be that as theageaitic relationship built up with the
nurse she was helped to be more self-aware angtheith herself resulting in a loss of
3.5kg. Progress may have been hindered by a lack of sufspm other team members

in practice.

Having examined in depth interactions between Pk iadividuals on a one-to-one
basis, the following sections looks at how PNs vikw holistic approach to weight

management generally, including those PNs who weable to recruit.

6.9 Filling the void in weight management

This section provides feedback from PNs on theiegal experience of using the
holistic approach to weight management. An emdrtpsme from using the holistic
approach was that it appeared to ‘fill a void’ ieight management although there were
also limitations to it's use as demonstrated infthewing categories: time issues, fear
of unknown, credibility of materials, changing ptiae, working in partnership, taking a

holistic approach, not for everyone and future aseshown irFigure 6.10



227

@ Fear of unknown

M Credibility of materials
Not for everyone .
void Changing practice

Taking a holistic approach Working in partnership

Figure 6.10 The categories of time issues, fear of unknown, ditglity of materials,

changing practice, working in partnership, taking dolistic approach, not for

everyone and future use in the theme of filling theid.

6.9.1 Time issues
Time was a scarce commodity making implementatibths approach difficult for
nurses especially as most of them had to incorporatinto their existing time

schedules.

“My only problem is the time factor. Not just fry personal approach way. It's like
for anything that you have to motivate people aetp them change their behaviour.

You don't have the facility or the time factor bstis all done in a 10 minute slot’(S).

However, for those who could spend longer with vidtlials it seems that the benefits

outweigh the time required.

“l feel it's probably quite time consuming BUT obusly the benefits are there

if you are willing to put in the effort and the waand the time because it's not a
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quick 10 minute appointment. Then hopefully theebe of that would

encourage you to use it more”(B).

This approach was not intended as a quick fix lakes a long-term view. Even
individuals who gave encouraging signs that thégnded to make changes permanent
realised that change took time as there Wsti#t areas | want to change but am taking

it slowly”(S01).

6.9.2. Fear of the unknown

Although PNs viewed the educational booklet ‘A btti Approach to Weight
Management’ as relevant, most of them found itiahyt daunting. In addition to the
format of the booklet, part of the reason for thiéal feelings may be due to the holistic
approach to weight management beingery different, completely different from
anything I'd done befordG). One nurse suggested that the A4 size of the nurse
booklet was forbidding a$t looked like exam time(S) so perhaps an A5 size would
have been better. Her initial reaction“@fh no, look at this writing” soon subsided
when shée' sat down with a cup of tea, and | enjoyed it, @splly, as | say, the case

studies. | can identify with tH&8).

Another nurse reported similar reactions

“It's the fear of the unknown as well, you knowe’'V¢ never had this before. |
thought, oh God, what have | got into here, yowknoBUT when you actually
take the time to sit down and read it, it all makesmuch sense and the two

patients that | did have involved in it said expdtie same”(B).
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Rather than the materials being daunting it wasyceg out the study that made one
nurse hesitate before committing hersélvhen | saw that | thought ‘Yeah, that looks
like a good idea and then | thought oh trying ta patients and trying to get them to

follow it could be a hassle but then when | actpédbked at it”(J).

6.9.3 Credibility of the materials

Once the nurses had a look at the educational ialaténey became more enthusiastic.
“It sounded a super idea and its well laid out and yhink, this is something | could
really use, you know” (F).For some there was too much depth in the nurekléiobut

one nurse expounded her view on why this was reduir

“l think there was a fair bit of depth there butHink obviously you needed to
have some kind of evidence to back up what you sastieag. You know, | mean
you get a lot of stuff through the post or whateaed you think, yeah, that
sounds great but where’s you evidence to backupis But certainly there’s

evidence there to back up what you were sayinfink that made it a bit more

credible.”(K).

All the nurses liked the case studied.love the case studies, | think that's the way to
go for nurse¥(S) for the following reason I“think it's when you’re working with

patients all the time that it gives you somethmgetate t3 (K).

The patient booklet appealed to all the nurses udeal it with patients.
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“It appealed to me because its not a big huge thiokk that | think patients would find
daunting. | mean, if they saw pages and pagesboting, before they even start. | felt

it was quite a nice simple straight forward weldaut approach”(R)

Nurses therefore found the holistic approach a ikbked relevant and practical

alternative to traditional ways of dealing with slig. There was interest too from GPs
in one practice. It just happened to be mentioned in the coffeemam | jumped on the

opportunity and showed the GP the info and stki# lihat. She was really quite
interested, you know”(J).The interest appeared genuine as the materiatks aoguired

by others.“Two of the GPs have walked off with them”(J).

6.9.4 Changing practice

The materials had an effect even when nurses weable to recruit for the study.

Some took on board the holistic message for thearcte.

“The material did bring that home to me that | hagnlooked at it quite from,
looked in more depth at it from a holistic, andttdaes take a bearing with your
patients when you're talking to them, asking thérhere is any other things
involved, and stresses and problems and what haueaynd taking that into

account more so now”(V).

One nurse detailed the effect on her practice.

“l probably have made a lot of changes. Againbdils down to this holistic

approach. | think again | was very channelled owhl educated patients but

now | think I can make them, you know, look at @hmuroader picture of their
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life of what's going on in their life to sort ofaéh obviously be able to focus on
their sort of weight management. Although | havantually recruited anybody

it's definitely helped”(ES8).

Her enthusiasm extended to thinking abiuihere are going to be any future studies

and I'd definitely be interested”(E8)However, another nurse seemed apprehensive

about changing her practice.

“I would like to try and do things differently. $on gonna have to try and do
maybe even talk to them a bit longer about gettiygu know, bring feelings up

and things, oh | don’t know, it’s just time, | tkigT).

Her uneasiness about addressing feelings may beshdnyvas reluctant to explore this
approach. “I should have gone into it a lot more”(T).She blamed herself for being
unable to recruit the two individuals she approdclas it wasprobably my fault that

neither of them worked, really”(T).

In addition to raising awareness of what impactobasity the materials were
useful. “Just being a bit more aware of the wider issuesl &m not focus in

maybe just so much in on what people are eatinghandmuch exercise they're
doing. You know, whether there’s maybe socialgthigoing on or whatever... |
would definitely adopt the 10% thing, | think itagjood, a really good gauge to

start with”(K).
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When applying it to practice one of the nurses,s#id just having your finger on the
button really and it turns weight management inbmnsthing very concrete and quite

important without them getting sort of obsesseti watiories and things like that”(J).

The conversion chart also proved useftlt. obviously speaks volumes that it's sitting
her on my desk and I'm using it"(K)Another nurse who did recruit individuals pointed
out the relevance of the conversion chart to practtYou could see the light in their

eyes when they had lost Ibs but say half and kilpant something. They say, well

what does that mean anyway?”(S)

6.9.5 Working in partnership
Individuals had’ never seen anything like this before and nevesrbasked what they

thought before. They have been told rather thangopart of a partnership”(S).

The experience of working together in partnershigh wdividuals seemed to add to the
appeal of this approach for nurses‘tiamakes the person take part as well and take

some ownership of it"(Q6).

6.9.6 Taking a holistic approach

One nurse said hotWe were initially very focused on sort of dietitde bit of
lifestyle where | think this was more as it is -halistic approach to weight
management. It looked a every aspect of theirsifd think that's where we
were quite keen”(E).Another nurse explained how the holistic approfitéd
in with her approach to practice by providing anfeavork. “It looked a really

good approach and it looked as if there was a weefla structured framework
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to work towards. Although you say to patients, tdo you live and what are

the other influences in life, what are their perabbeliefs and perceptions,

nothing was put on paper’(R).

However, there were mixed opinions as to the silittalof the holistic approach for

everyone.

6.9.7 Not for everyone
There were reservations voiced as to the suitpbdit the holistic approach for

everyone.

“| felt that the patients needed to have a certamount of hmm, how shall | put
it, for want of a better word, enough savey to Isedghink about this. Not
picking the ones that weren’t the brightest of ba@ach because we do have one

or two that | really don’t think would be able tetgheir head round it"(V).

This is a key issue when considering how to bebketp individuals but in actual fact it
was used by Nurse J with someone who had learnsadpitities. Her carer helped her
to complete the booklet and she started losing weiljhbugh put some back on when

becoming‘excited aboutholiday”(JO1).

Another potential difficulty was the lack of litemaskills. It had been anticipated and
was highlighted by the experience of Nurse A. didn't realise one of them had

difficulty reading so that was a problem for herdaih ended up we wrote out the book

together. | wrote what she told me”(A).
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Nurses tended to select those ‘heart sink’ indigidwho had tried many times in the
past to lose weight. It seems that the advicengiwf prior interventions were not
always successful'lt’s all very well giving the advice if they takeand it works then
that’s fine. If it doesn’t then it's not so eadyea that.”(V). Judging by the results of
this study it would appear that the holistic apptoa particularly suited to weight
management, in particular those who are in thedri@MI bracket and individuals with

long term weight problems.

6.9.8 Future use

Most nurses said they would use this approach againrsome asked for more booklets
to use with other individuals post study. One auifsowever, could ndisee myself
being able to commit that sort of time again”(A)Others suggested that if it was
modified they would consider using it. The pardtteveryone agreed caused greatest
difficulty was the design of the ‘action maps’. ejhwere“a bit complicated”(S)and

“a wee bit fiddly”(J) resulting in individuals“struggling to fill that bit in”(Q).
Although nurse R agreed she said tlaice they got the hang of it they were up and
running, they were away ahead of me. Basicallyh what wee bit extra time they
seemed to kind of, you know, manage quite well’(Rhe researcher took on board
these messages so the action maps were adapte&@ERR 20) on completion of the
pilot study to make them simpler and provide morging space. It is hoped that with

the adaptations time would be saved.

Some nurses said they would be selective in théiré use because
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“some people don’'t have huge problem with it butuldolike to just be
monitored. The fact that they are coming to seeexme, something to aim for,
sometimes that’s just enough for people and notyewe can afford to go to

clubs and things”(B)

but use it with‘probably people who are grossly overweight and hadhave very risky

health problems due to their weight’(B).

Others saw the potential for using the approach eiteryone “I would like to even
use this first hand, right at the very beginning éverybody”(R). One nurse thought
she would‘use it quite a lot because it is a rising probl@mour practice”(J)and again
specified”l will use it with like people coming newly to m@). Opinions as to the
value of this tool for every individual thereforéfered but the final word is given to
Nurse J. “I think having a structured positive holistic todike this | think 1 would

hopefully, my patients would benefit more. It'$ my success, it's their success”(J).
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Chapter 7

Discussion of the relevance of a holistic approach to
weight management in primary care

This chapter begins by looking at the effectivenafsthe holistic approach to weight
management in terms of weight loss before goingtmmexamine the relevance of
identifying different aspects in relation to the old person. The difficulties of
implementing the holistic approach are then disedisfollowed by further discussion
on the utility of the booklets, the experience sfng the holistic approach and the
education and support provided. Consideratiorhéntgiven to the role of practice
nurses (PNs), particularly working in partnershigthwobese individuals and the
influence this had on moving individuals toward¥ seanagement. The difficulties of
implementing weight management are considered aaxt finally, conclusions are

drawn in relation to a holistic approach to weigtgnagement in primary care.

7.1 Therelevance of taking a holistic approach

Overall, the holistic approach developed for thiglg appeared to have some impact on
weight management. It seemed to have an impabibtnthose individuals who were
overweight and also the nurses who used it in peactHowever, it is accepted that this
is a small study, although, there appears to beespositive outcomes in using this

holistic approach as against ‘traditional’ apprach

7.1.1 The effectiveness of the holistic approach in terms of weight change

In terms of weight change the results suggesttti@tholistic approach is reasonably

effective in the short term. Due to the very smalinber recruited for this study no true
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comparisons with other interventions can be madéowever, some indication of
effectiveness may be gained by examining the reswith other UK primary care
studies. In a randomised controlled trial, Mooie a¢ (2003) found that their
intervention for obesity management made no diffeee The more effective
Counterweight (2004a) model provided greater detait allowing some comparison.
There were similarities between Counterweight dralHolistic approach in mean age
(50.6 vs 49.6) and drop out rates (13% vs 14%).crifes to the Counterweight
programme had a lower BMI (36.9 vs 39.4) and hagefeco-morbidities (75% vs
100% with at least one co-morbidity). Fewer Coumgght subjects had lost >5% of
their weight after three months (13.9% vs 17%)eskhresults are promising in terms of
short term weight loss judging by estimates of 1€%cess rates (Brown and Psarou
2006) but these comparisons should be treated exittme caution. No conclusions
can be drawn about possible long term outcomekeohblistic approach. Since most
people regain lost weight over 5 years (Stern.€1@35; Anderson et al. 2001) it would
be necessary to undertake a much larger and lastgdy to gain such evidence but

other factors also need to be considered.

There are many strands to the holistic approachthecefore many elements might
contribute to it's success or otherwise. The qaess what components of the holistic
nature of the approach made the difference. lhadknowledged to be a complex
intervention (Campbell et al. 2007) looking at thieole person incorporating physical,
social and emotional influences on weight manageémenls and individuals who were
able to incorporate these perspectives were abléake a broader approach to
intervention. There seems to be some advantagmoking at the whole person as it

appeared to move people away from just being datided. It was apparent from the
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findings that people were able to see the relatipgnetween physical, social and
emotional aspects of weight management. It alsmsehat having looked holistically
at weight management they learned more about thear parts to work on (Thorne
2001). However, not all individuals and practigos identified with the holistic

approach, indicating perhaps, that this approaacitifor everyone.

7.1.2 ldentifying parts of the whole

The holistic approach identified areas which mayb®identified in usual practice for
weight management. For example, bereavement issuwddeing a good role model
influenced different stages of weight managemederhaps these issues came to light

because of the holistic nature of the approach.

It appears that unresolved grief may affect howppemanage their weight as indicated
by the lady whose son had committed suicide. bthaar instance a man had come to
realise that his weight problem began following Ihisther's sudden death. On using
the materials with his wife he realised the conioectbetween his weight and

unresolved grief perhaps showing the importancepufusal support (Cramer 1991;
Koivaula et al. 2002). However, there seems ttirbiged evidence for spouse support
in weight management (McLean et al. 2003) perhapscating the need to take a

holistic approach.

While the usual focus is on how individuals canngsiipport from others, a different
aspect of weight management emerged from this stddye weight management map
helped one individual to become aware of her resipdity as a good role model for

her daughter thus providing an incentive to malkanges in her own lifeFamilies tend

to follow similar dietary habits (Rodin 1992) aridce mothers are usually the principal
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providers of food for the family (Benton 2004) thahay a key role in the type of foods
provided. The mother in this study planned to ocedber own consumption of take-
away meals and snacks which have grown in popyl@fdbuse of Commons 2004) in
an effort to be a better role model for her daughiénis tactic was also used by a father
in a study by Jackson et al. (2005). Being a mtalel for physical activity is also
important as Gable and Lutz (2000) found that islem watching was associated with
childhood obesity. However, parents who were adinemselves and encouraged their

daughters to be active were positive role mode&s/Edn et al. 2003).

Coping in the wider community is not always easyvas illustrated by one individual
who received a gift of chocolates from a friendhisTgift which superficially appeared
to be supportive, had a negative outcome. As (jifesman 2000) and friendship are so
tightly bound there may be a fear of damaging #tationship if gifts are refused. One
individual in the exploratory phase found that ptes from friends coerced him into
having more alcohol than he planned. These stmstdemonstrate how influential
friends, (Nestle et al. 1998) inadvertently or belately sabotage the actions of
individuals trying to manage their weight. Frientét®wever, may not be the only

influence on weight management practices.

One individual encountered negative attitudes atltical pool when she made a real
effort to return to swimming. In the past, followi such a negative experience she
would have used food as a comfort. Her reactiothés occasion was different as she
was able to see the broader context and take nmumpeo@ariate action rather than
allowing the rejection to drive her to food. Howeyhelping obese individuals to

address these issues may be difficult.
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7.2 Putting the holistic approach to weight management into
practice

Implementing a holistic approach to weight managenee not an easy option as PNs
not only have to help individuals deal with pregelbut also have to set aside their own
prejudices (Brown 2006). It is argued by anthrogdts that the ‘blame culture’ in
obesity was associated with a puritanical attittedeards food in Northern Europe (De
Garine and Pollock 1995) where a lack of disciphmes viewed as sinful. Crandall
(1994) agreed but further explained that from anbaitional stance if obesity is viewed
as controllable then individuals will be blamed foeir lack of control and stigmatised.
Weiner et al. (1988) further clarified that the gmved lack of control was seen as the
obese individual being unwilling to make an efftarttake control. One PN seemed to
find it difficult to take a holistic approach andeferred advice giving but when that
failed to have an effect she suggested that thevithhl go elsewhere for weight
management. Health professionals taking this stamzy tend to blame and stigmatise
individuals. This behaviour could be at odds wite Nursing and Midwifery Council
(NMC) code of conduct, which states that nursestriraspect the patient or client as
an individual” (Semple and Cable 2003 p.41). It might be argineed the holistic
approach to weight management proposed in thig/ sitmvides the necessary channel
to facilitate ‘appropriate behaviours’. Unfortuelgt even health professionals such as
physicians, nurses and dietitians who are involwedbesity management frequently,
and in the researcher’s view incorrectly, relat@rploygiene, lack of will power and
dishonesty to obesity (Puhl and Brownell 2001)foliows that these beliefs influence

the approach to practice.
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Implementing a holistic approach requires some médgnwhich it can be facilitated.
The approach taken here was of developing a boakigtweight map in which holism

was utilised in conjunction with some educationgdmort from the researcher.

7.2.1 Booklet for holistic care

The booklet ‘My personal approach to weight managgimwas designed to aid the
development of partnership working between nurgkiadividual in a holistic way. It
seemed to strike a chord with most PNs who tookewslip of the holistic approach as
it reflected their own philosophy to care. Indwals likewise stated that the booklet
helped them take control of how they managed thisasity unlike the study, by Currell
and Urquhart (2004) who found the only benefit nélividuals keeping their own
booklet, was that they were less likely to be lo3the booklet in the present study
appeared to achieve its aim of facilitating a haispproach. It also helped some

individuals to address issues such as reflectaking control, trust and power sharing.

7.2.1.1 Weight management map

In particular, the weight management map, promaosetf-reflection, leading to
identification of areas for change. It was devibgditilising evidence from individuals
in the exploratory phase. The inclusion of qudtes individuals from the exploratory
phase may have been part of the reason why thkisey taart in the intervention found
the map relevant to their own needs. Although tea@ been taken to include only a
selection of quotes to stimulate the individual®ughts about the way they managed
their own weight that was not always the outcor@me individual was known to have
used the map provided for the nurse. The maph®PNs contained a much larger list
of relevant quotes from the exploratory phase. s Mms to help PNs be aware of the

range of possible influences on weight management not intended for use by
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individuals. Unfortunately, it was used by oneiudual as a checklist and, in so
doing, did not stimulate her to think about whatiuenced her own weight. That
particular individual had a poor outcome suggestirag using the booklet on it's own
may not lead to appropriate weight management. refbee, the weight management
booklet needs to be used in conjunction with thes@as stimulus for discussion within
the nurse/individual partnership. Stromgren et(2001) had similar results where
quality of life questionnaires completed by cangatients provided a focus for
discussion. Furthermore, they compared the quesdices to nursing records to
discover that although nurses were good at pinpgrhysical impairments, they less
often identified other areas of impaired well-bein@his highlights that, rather than
only the PN undertaking the assessment it is impotb involve the individual. In this
study, the weight management map provided challemffgout blame, as it was the
individuals themselves who identified their curréfestyle. A number of individuals
provided evidence for this supposition when theyest that writing things down helped

them realise what they needed to do, which isiteedtep to self-management.

However, the map may bring up uncomfortable topi€he legitimacy of encouraging
people to do so may be debatable as not all ndestscomfortable with this. The
experience of one individual was that dealing with issues raised helped her move
forward and make changes to succeed in weight Ibsmetheless, another individual
felt that using the map was intrusive when it idfeed his depression. Care may be
required in selecting with whom to use the approactl highlights the dilemma of
helping people change without doing harm. Thegeeeences underline the need for

professional skills in dealing with unexpected &fitons that may arise.



243

7.2.1.2 Goal and action planning

It could be deduced that both the type of mateaals the nurse/individual relationship
were crucial for goal setting. Although individeatlentified the components of their
own lifestyles and the map concept seemed to Ihelm tsee the links between various
aspects, occasionally they did not carry that thoto identify goals. It appears that
working in partnership with their nurse to createlan of action was particularly
important in these instances. This seems to itelame individuals find it difficult to

implement goal and action planning without support.

It may be that the booklet and map in this holisggproach helps make a distinction
between long and short-term goals. Writing dowd esviewing the short-term goals
seemed to help individuals create and achieve leng-goals with associated rewards.
It would appear that when short-term goals reftaetindividual’'s own goals they are
more likely to be achieved and avdttie danger of disheartenmen{Roper et al. 2000
p.137). Furthermore, as happened occasionally his study, focusing almost
exclusively on food for these goals did not resaltveight loss. This highlights the
importance of a taking a broader holistic approaxhdentify appropriate goals and

action planning .

7.2.1.3 Written plans

The action map, where individuals wrote down tlggials, achievements and rewards
although very relevant was reported to be moracdiff to use at first. A Cochrane
review (Toelle and Ram 2006) suggested that theotiseich written plans in asthma
care did not necessarily improve outcomes. Howetlese plans were probably
focused on medication and peak flow readings. &ibee, the plans were likely to be

implemented from a prescriptive perspective rathan holistically as in the present
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study where individuals reported that writing thksndown was very useful. The nurse
and individual also worked in partnership to chamiutcomes but time pressures often
limited discussion when using the booklet in cotegidns and this restriction in time
may have compromised outcomes. Stapleton et @02)2vho undertook research into
evidence based leaflets in maternity care conclukadif materials were not discussed
their potential was greatly reduced. Thereforegabd outcomes are to be achieved,
sufficient time must be provided for these disomssi This is particularly relevant for
the holistic approach where physical, social andtenal factors may impact on

weight management and therefore require time totifyepertinent issues.

This study demonstrated that taking a partnershiraach using the booklet ‘My

Personal Approach to Weight Management’ could imeroutcomes. In an editorial of
a medical journal, Holman and Lorig (2000) assetied taking a partnership approach
does produce more effective outcomes. Koch,.e2804) in another asthma study
demonstrated that where individuals were able ke tontrol through partnership, they
were able to alter their lifestyle and improve ames. Their conclusion was that
“There needs to be a focus on providing people Withmeans to grow and learn in a
participative relationship that cannot be fully teed with ‘off the shelf’ self-

management solutions(Koch et al. 2004 p.484).

Regardless of being designed for use by everybreehdoklet in this study appeared to
provide individualised care by aiding the growingldearning processes for both PNs
and individuals. Nonetheless, although some PNshis study were effective in

assisting individuals with obesity management thdence would suggest that it might

not be suitable for every individual and may neathier support. Furthermore, perhaps
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a greater impact would have resulted if more supg@ad education had been provided

for PNs in practice.

7.3 Experience of using theintervention

Irrespective of support and educational needs uldcdoe argued that establishing a
therapeutic relationship is not instinctive to mssnd requires effort (Moyle 2003) and
the emotional effort involved may be too taxing &mme (Smith 1992). Some may
prefer to keep a degree of detachment particul&ilydividuals are likely to want to
discuss problems with which the PNs feel unabldgal (McQueen 2000). Hence the
holistic approach taken in this study where theighe management map’ appeared to
raise awareness in individuals may have been miffieutt for some nurses. Nurses
may implement blocking tactics to avoid emotiorsdues disclosed by individuals if
they feel uncomfortable and unable to deal withnth@Vilkinson 1991). These
blocking tactics such as ignoring individuals’ cuesd changing topics may enable
nurses to concentrate on their own agenda by muaingacontrol (Wilkinson 1991).
Keeping control, it could be argued does not fetdi a holistic approach (Phillips

1996).

The setting in which nurses work also appears tee han impact. If they perceive
themselves as having personal support from theictige hierarchy, like practice B,
they may be less likely to use blocking tactics dBoet al. 1996). Dealing with
emotional issues, however{involves feeling, and feeling involves personal
vulnerability.” (Henderson 2001 p.131) which, perhaps for some PNy, have too

high a personal cost.
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Several PNs who recruited individuals in this staghypeared to feel very comfortable
with the holistic approach, and this enabled thenmtroduce the subject of weight with
individuals and encompass emotional care in the&inagement. It appeared that the
materials encouraged the therapeutic partnershipas than one nurse in this study
indicated that the holistic approach was fairlyeimge but suggested that addressing
emotional needs was not unusual in primary carsimglr In fact, one nurse stated that
it was worth the time and effort thus providing reaj deal of job satisfaction (Staden
1998). This was also the finding of Gallant et (@002) but according to Simpson
(1991) “deeper feelings the patient has will become knawrma nurse only if the

relationship is a sound ondp.96)

Phillips (1996) asserted that the first aspect mfoiving emotional work in the
therapeutic relationship is for the nurse to previdassurance and a ‘sounding board’
for individuals. One of the PNs in this study udbd same terminology when she
described working with individuals. It would appdahat by“acting as a sounding
board against which the patient may air his viewsl ajive full expressions to his
feelings in a non-judgemental relationshi@Peplau 1988 p.226) she was implementing
beneficial nursing care. The outcome of her thewtip encounters in the study
produced good results, which Phillips (1996) inthdawas the second aspect of
emotional involvement. Emotion, as mentioned earlis a key theme of Peplau’s
model and isused to help the individual to develop better cgpskills. It therefore
appears that if a trusting relationship developgsveen PN and individuals, individuals
can talk about their problems and be assisted ¢ogrese their own reactions and
coping mechanisms and learn from them (Pearson 20@5). By doing so may lead to

changes in behaviour and improved coping skillswiaged with new situations.
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However, as also highlighted earlier, there mayalgender difference in confronting
emotional issues. There was evident discomfortesged by one man when the map
raised his awareness of depression. Another mpeaapd to have difficulty either
realising or expressing the relationship betwees weight gain and his brother’s
sudden death. These situations suggest that mgnfintaemotions difficult to deal
with or express. Emotional expression may be kghin childhood. It appears that
parents respond differently to the emotions ofrtlodispring as unlike girls, boys are
punished for expressing sadness (Garside and Klibnegan 2002). The result may be
that in adulthood men are more reluctant to ariteutheir feelings and seek support
(Burleson 2003, Ryan et al. 2005). Awareness pbssible gender difference may be
important as it could be argued from the resultsthef exploratory phase that if
emotional well-being is addressed weight loss wdddthe outcome. However, men
may not feel comfortable with addressing emotiossilies and so raises the question of

the relevance of the holistic approach to both amehwomen.

7.4 Education and support

Whilst the booklets and partnership working appeaibe essential for the holistic
approach a further key component must also be @ foed’N education as Brown et al.
(2007) identified that there is a lack of knowledged understanding about obesity
management. Nurses are aware of their need tancally develop their knowledge
and practice (Thomson 1999) but PNs in this stughyessed their need for support and

training in obesity management.

The booklet ‘A Holistic Approach to Weight Managamtieaimed to provide at least a

background to obesity and described a holistic @ggr to management. It produced
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small changes in nursing practice in those PNs were unable to recruit individuals
and had no other input from the researcher. Grawsét al. (2001) included nursing
education in a comprehensive overview of systentavwews regarding professional
education in health care. They found that whileication had a positive effect on
nurses, printed materials alone had minimal impéctater systematic review by many

of the same authors (Freemantle et al. 2006) cartfeetsame conclusion.

7.4.1 Outreach visits

In this study, other methods of education were eygd in addition to materials,

including outreach visits. Grimshaw et al. (20@bDreed that outreach visits were
generally effective and Fairall et al. (2005) caneld from their primary care study in

South Africa that nurse practitioners had improtee identification and treatment of

tuberculosis and asthma. However, there was nogowement in smoking cessation
(Fairall et al. 2005) perhaps due to the restri¢cted that nurses had in consultations
with individuals or a lack of skills to encouragehaviour change. O’Brien et al.

(2006) included a smoking cessation study in teggtematic review where outreach
visits along with written materials and educationaetings proved successful. In
addition to reminders and feedback, they also lggkéd the benefit of several outreach

visits rather than only one.

In this study, outreach visits were a key partted planned educational process and
considered to contribute to improving weight mamaget. These visits allowed the PN
and researcher to discuss difficulties that argseticularly in relation to PN and
individual consultations and how to progress irtation. However, not all PNs took
up this opportunity although it appears that situet! learning is beneficial (Grimshaw

et al. 2001). The greatest benefit seemed to beedavhen the researcher and PN
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shared a consultation with an individual. Thisyided an opportunity for the holistic
approach to be actioned in practice without theaesher taking over the consultation.
Following the consultation, further education tqalce in the form of ‘reflection-in-
action’ (Schon 1987). This reflective practice eaped to aid PNs to see weight
management in a new way and recognise a broadge rahoptions to intervention
(Paniagua 2001). It may have been, however, thattivo nurses who availed
themselves of this opportunity had already acqukeowledge and understanding of
holistic interventions and perhaps felt more ateeasth sharing a consultation.
Furthermore, the individuals who came to them foessty management also indicated

their satisfaction with such encounters.

7.4.2 Education and attitudes

It may be that participating in a consultation gsihe holistic approach had an effect on
the PNs approach to weight management. Althougtbtoklets were underpinned by
a non-judgemental approach, perhaps sharing a kainsa provided further emphasis
as the PNs had developed greater self-awareneashbtafang the development of a

partnership with individuals.

It may have been difficult for some PNs to avoaing influenced by negative societal
beliefs about obesity. A recent review by BrowrD(J@) confirmed that nurses
displayed similar negative views to GPs with regaxindividuals with obesity. Any
lack of success in weight management may have ibated to feelings of frustration
for some PNs in this study. This, in turn, mayédéed to individuals feeling that they
were being blamed for poor outcomes, as found bye@@nd Hoppe (1998), although

they also found that nurses with more experienckrhare positive attitudes. Perhaps
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education for obesity management should incorposatgetal attitudes to increase

understanding of what it is like to be obese amddhy view individuals holistically.

For those PNs who did not share a consultation withresearcher, an educational
workshop may have provided generally better outasesuch interactive groups have
been confirmed to improve professional practiceB{@n et al. 2006). An opportunity
to improve therapeutic counselling skills in sucbups may aid a better understanding
of how to deal with future consultations. For exéen one individual identified in her
weight management map that she overate and fdtyguAs “secrecy is most often
connected with feelings of guilf{Peplau 1988 p.137) perhaps she was a binge eater.
Binge eaters often eat in secret (Lyons 1998) hatkfore it is not easy for individuals
to admit to themselves, far less to someone eldat they are doing. The weight
management map helped raise self-awareness thezghyring the PN to have good
counselling skills in this type of situation to adiinformation to explore further the
possibility of binge eating. However, this poske gjuestion of what skills PNs are
required to have. It seems unrealistic to expéls ® have specialist counselling skills,
such as cognitive behavioural therapy, suggestede&ting disorders interventions
(NICE 2004). Nonetheless, it seems that PNs datifyendividuals who need specific
help as several PNs made appropriate referralssyohplogists or counsellors for

various reasons.

This seems to emphasise a need for caution in aisengolistic approach and the need
for better education. However, although PNs irs thiudy indicated their wish to
further their skills and knowledge in a way apprafa for nursing it appeared that this

may not always be easy.
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7.5 Theroleof thepracticenursein primary care

Like their counterparts in New Zealand it appehled the PNs role idargely moulded
around the GPs in their particular practice(Kenealy et al.2004 p.73) thereby
sometimes restricting the way in which they practisThe greater emphasis on treating
long-term conditions in primary care has resultedhronic disease management being
delegated to PNs as reflected by this study. Thisnge has been influenced by
government policy and GPs themselves (Charles-Jatras 2003) through the growing

demands on the workload by the General Medicali&ss(GMS) contract.

It appears that nurses involved in chronic diseas@agement may be viewed as
substitute doctors to reduce the workload and healé costs in primary care (Laurant
et al. 2004). Should this be the case, the holggiproach would not fit in with this type

of practice as it is not disease orientated and peatyme costly. Therefore, support for

implementation in practice would be required.

7.5.1 Obesity management in primary care
Nurses may not always receive the organisationap@t they require to change their
practice (McKenna et al. 2004; Brown et al. 200vgrein the short term. 1t is

therefore, important to understand the contexthiciv PNs work.

The allocation of GMS points (NHS 2005) for thent®cation of obesity in primary
care indicated that a greater priority was to bac@ll on obesity management.
However, providing intervention once individualsvhabeen identified as being obese
may be compromised by competing priorities and llese general practitioner

commitment (Counterweight 2006). Funding influengeiorities and the Scottish
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government (2008) have very recently committed filllam directly targeted at
tackling obesity over the next three years. Pathat funding is aimed at primary care
but there appears to be a lack of enthusiasm tdemgmt weight management

strategies, in particular, it seems one that takleslistic approach.

In the UK both GPs and PNs contend that they trefitiduals in their care holistically

(Charles-Jones et al. 2003) but this approach nspleeed by current incentives in the
GMS contract (Howie et al. 2004). One of the PiNthe present study highlighted how
the need to document the requirements of the egistontract is detrimental to the

interactive relationship between practitioner amdividual (Michie et al. 2004).

A bigger influence on implementing obesity managetris probably the attitude of
GPs towards individuals with obesity. Some PN#his study suggested that there were
GPs who displayed similar attitudes to GPs in neteaindertaken by Mercer and
Tessier (2001) where obesity was viewed as a betwali problem rather than a
medical one. Further studies stated that GPs debese individuals as lacking will
power, indulgent, inactive and non-compliant (Fogeal. 2003; Puhl and Brownell
2001). Furthermore, they strongly indicated thettividuals were the cause of their
own obesity and therefore should manage it themasglEpstein and Ogden 2005). In
such environments, nurses interested in obesityagement may experience difficulty
in providing adequate time for intervention and Idolbe part of the reason that some
PNs in this study felt unsupported although nonaptewas made to interview GPs to

ascertain their views.

The attitudes of professionals have been exploredstigmatised groups such as

substance abusers and were found to impinge omapéetic care (Moodley-Kunnie
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1988). Since obesity is said to be ti&st socially acceptable form of prejudice”
(Stunkard and Sorensen 1993 p.1037) it seems ralglgoto argue that attitudes would
affect care in this group. Furthermore, nurse tiseo such as Peplau (1988) suggest
that quality of care can be compromised by prejatattitudes, which are coloured by

societal beliefs and values.

Although PNs in this study, like their colleagudésegvhere (Brown et al. 2007) viewed

themselves as having a role to play in weight mamemnt, it may be that GPs who
employed them were generally reluctant to addréssity (Epstein and Ogden 2005).
This may have been partly due to the lack of effimas treatments (Foster et al. 2003)
but more likely to be a lack of time, training aremuneration (Puhl and Brownell

2001). Another element in the reluctance of GPadidress obesity is the fact that more
than half said they were unsuccessful in treatingroster et al. 2003) suggesting that
interventions such as the holistic approach mightapplicable to other professional
groups. However, these results should be treati¢hd eaution as although 5,000

primary care physicians were randomly sampled ¢spanse rate was only 13%. There
may also be cultural differences as that particsiady (Foster et al. 2003) was carried
out in the United States of America (USA). It mag that the UK is different as both

GPs (75%) and PNs (88%) stated they had the mmtivato treat obesity

(Counterweight Project Team 2004b).

Implementation may also be influenced by the imgooee attached to an intervention by
GPs. For example, it was suggested that failuremplement an evidence based
training package to improve urinary continence fimpry care (Abbott and Hotchkiss

2001) was partly due to the lack of support frons@Po may have been influenced by
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their view of the unimportance of incontinence. eGiby interventions may fall into a

similar category.

A UK wide cross-sectional observational study (Qeumeight Project Team 2004b)
showed that obesity was under-diagnosed. Womee feend to have more visits than
men to their GP or PN but they were also more Yikel be weighed during the
consultation (69% of women compared with 57% of memhe same study also
showed that obese men, once identified, were mikelyl to be assessed for
cardiovascular risk factors than women with a higB&1l. It may be that, unlike
males, females are more aware of their body siae,td cultural pressure to achieve
slim figures, and therefore, seek help. This wasfiomed in a qualitative study in
primary care where obesity was viewed by healtlgssionals as a "woman's problem”
and not treated as an important health issue (Mexod Tessier 2001). While this
appeared true for some of the GPs who worked WwghPNs in the holistic approach to
weight management, the nurses themselves showea@ra@sa of obesity related issues
for both men and women and the health implicatitorsall. Nevertheless, it was
mainly women who were recruited for this study. edrason may have been that the
short recruitment time resulted in women being nameessible as PNs tried to contact
them at home during the daytime. It may also hbeen the case that women
themselves were more willing to address their welgh participating in the study.
Cultural influences, rather than health concerresy trave had a part to play for both the
women recruits and the PNsNonetheless, some PNs did recruit regardless siethe

issues.
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7.6 Partnership

The concept of partnership was an important aspecelation to outcomes in this

study. Developing a partnership may falter at \bey first steps of orientation and

identification (Peplau 1988) if an individual sediedp in managing their weight and the
nurse does not accept them in a non-judgemental k8&sn to their needs and educate
them in understanding obesity. Hewitt-Taylor (2D@&es partnership between the
nurse and individual as characterized by negotialgading to empowerment of the
individual and may reflect the quality of care reqd for better outcomes (Di Blasi et
al. 2008). Before going on to look at partnerstigvelopment it would be pertinent to
examine the context in which PNs work and how thight impinge on their ability to

develop partnership in practice.

7.6.1 Nurse self-awareness

The evidence in this study also appeared to inglitaat some PNs were very self-
aware. Self-awareness is a key element in Peptaotke! and is the first requirement in
developing a partnership with individuals (Walst©1p In the guest editorial of a
nursing journal Chavasse (1992) suggested thatesuatso need to have a self-
awareness of their prejudices. Setting aside giegg facilitates open communication
and “unconditional acceptance(Peplau 1988 p.235) of individuals, which is Vita
providing holistic care. Historically, barriers &hieving greater communication have
been organisational in that nurses were task @tedtdiscouraged from becoming
emotionally involved with patients (Menzies 196Mjience, attention was focused on
the provision of physical care and other areas evtgtl (McQueen 2000). This

distancing of oneself discouraged the developmeattusting relationship.
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Was it the case that PNs who were successful ipatipg individuals with weight loss
were more able to develop trusting relationshipthwidividuals? FalkRafael (2001)
identified a trusting relationship as being nongechental, respectful, empathic,
enhancing dignity and providing a safe environmeht.that same study individuals
were interviewed and corroborated these finding3ne was quoted as sayifilf's
because | feel safe with her, and | feel very, \wenyfident that | don’t have to worry;
she is not going to judge me...She’s very attunéwtol’'m feeling.” (FalkRafael 2001
p.7). Such findings concur with those of a syst#rmaview of patients in primary care
(Wensing et al. 1998) suggesting that central foiatervention such as this is the need
for nurses to establish such relationships. Taises the question the extent to which
the provision of materials contributes to the iméertion. As already discussed, the
materials appear to be important but it may be ithtite materials are used within a
trusting relationship outcomes would improve furtheHowever, it takes time to
develop trust in a partnership and it also depeamdthe particular practitioner as some
individuals have found that even after years aérating their practitioner they never

got to ‘know’ them (Paterson 2001).

7.6.2 Knowing

The PNs in this study talked of knowing individualsdifferent levels. Some talked of

‘knowing’ individuals at a superficial level whetteey arranged appointments times that
they knew would suit individuals. Russell et @00Q3) argued that knowing the social

circumstances of individuals was crucial in deveigppartnerships. PNs, particularly

in more rural areas where they are usually pathe@fcommunity themselves, are often
aware of social situations pertinent to the indinals$ in their care. While that level of

knowing provides a good base on which to develogadionship it may not be enough.
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In order to achieve a therapeutic effect Willian2Q1) contends that a level of

closeness and intimacy is required

It may have been that others who spoke of a de&pewing’ developed a trusting
relationship which evolved to the point where indials felt confident enough to
divulge very personal details. Therefore, theifigd of this study would suggest that a
deeper level of ‘knowing’ enhances the partnersfugher and gives increased
satisfaction to both individual and professionalileehimproving outcomes. This

involves altering the balance of power betweenviidial and professional.

7.6.3 The power balance

The PNs in this study tended to encourage indiNgigaparticipate in their care thereby
altering the power balance. By doing so they retlipéividuals to improve their skills
“in meeting problems rather than in teaching sobuis to problems’(Peplau 1988
p.247). It appeared that unlike the traditionatepaalistic approach where the
authoritarian style of consultation dictates thae tpower lies with the health
professional (Nyatanga and Dann 2002). In a pestie the power is shared through
the professional taking a facilitative role, whielads to empowerment in the individual
(Gallant et al. 2002). In essence this means ngiiess on the part of nurses to
relinquish the ‘nurse knows best’ attitude and évadi that individuals are capable of
making choices. Just as parents are reluctanide #heir children to make choices
perhaps nurses who conform to a paternalistic &gbrbad more difficulty in allowing
individuals to make their own decisions and setigggRill et al. 1999) although they
may genuinely believe they are involving individuah their care. Nonetheless, the
result of creating a parent-child relationship collave the opposite effect by

disempowering individuals (Malin and Teasdale 1991)
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7.6.4 Empowerment through partnership

The evidence in this study appeared to show thdivisluals became empowered
through partnership with the PN. Plans and goal®wet to fit in with the individual's
lifestyle by sharing their own experiences of weigimnagement with the PNs who
brought their knowledge and skills to the partngrshin order to help individuals
achieve change it has already been suggested tinsg¢snfirst require self-awareness
before they can develop a partnership with indiglduand get to know them on a
deeper level. This, in turn, enables the individioabring their knowledge of past

weight loss experiences, beliefs, values and ctlifersituations to the consultation.

7.7 Self-management

The results from this study appeared to suggedt wheen individuals worked in
partnership with the nurse they participated fuiytheir care and felt more in control
(Henderson 1997). Nonetheless, it has been swgh#dsiat not all individuals want to
participate in their care (Waterworth and Luker @9Biley 1992). These particular
studies (Waterworth and Luker 1990; Biley 1992) avearried out in secondary care
but a primary care study McKinstry (2000) reveakba@t interest in participation
depended on the type of problem and those withnitiroonditions preferred greater
input in their care. In a qualitative study expigr the facilitators and barriers to
participation of asthma patients, for example, €saret al. (2002) identified having
enough information and continuity of care as feaiitirs while barriers included the
professional’s unwillingness to recognise the pasieexpertise and lack of time during
appointments. The findings of this present stugtygest that these same factors apply
to obesity management and therefore it is impegathat individuals be involved if

outcomes are to be improved.
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7.7.1 Individual empowerment
Most of the individuals in this study had endureeigit problems for a long time and
as with any long term condition they would havengdi a great deal of knowledge
particularly with regards to diet, since treatmbas often been focused on diet alone.
There is a difference between knowing what to dib laow to achieve it. It seems that
when PNs only gave advice it probably had littlgpamt. The traditional paternalistic
reaction to a lack of success would be to blamenttieidual for non-compliance which
Russell et al. (2003) stated is a way for healtigssionals to keep control. They argue
that transferring power and control to individuddsough a person centred approach is a
more relevant way forward. Although there are mdafinitions of empowerment in
the literature, the one applicable her&aisocial process of recognizing, promoting and
enhancing people’s abilities to meet their own eemblve their own problems and
mobilize the necessary resources in order to feeointrol of their own lives{Gibson
1991 p.359). A way of doing so may be to incorpothe expertise of individuals into
nursing care to encourage their participation. réfwge, taking a participatory, person

centred, holistic approach seems relevant.

7.7.2 Towards self-management

This study appeared to show that for individualde¢welop self management skills they
need self-awareness to enable them to recognias aféheir lives that need to change
in order to achieve their goals. The evidence sekeim show that reflection encouraged
self-awareness leading to self-management practieiisag and Rossner 2005). and
PNs were often able to help individuals“the processes of self-renewal self-repair,
(and) self-awareness{(Peplau 1988 p.251). As identified by severalimibals, it was
not always easy and even painful for some but whil aid of an empathic PN,

individuals were encouraged to believe in their cseff worth and so raise their self-
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esteem (Eckroth-Bucher 2001). In turn, this appedo increase confidence (Eckroth-

Bucher 2001) in their ability to lose weight.

The results of the current study suggest that ¢p&iholistic approach to goal setting is
important (NIH 1998). Having scrutinised variougas of their life and beliefs, to
enable them to decide on the areas for changejdudils in this study were encouraged
to set goals. The breakdown of these goals intoageable targets may have helped
them to feel more in control and thus more confidantheir own ability to achieve
these targets. However, those who gained weighde to focus on food and

occasionally activity thereby not looking at ‘théele me’.

As seen in this study some individuals reactedafmsés in weight control by self-
criticism (Popkess-Vawter et al. 1998)lhis is often related to guihind as“guilt
operates outside awarenes@”eplau 1988 p.135) reduces the capacity of thigithdl

to identify the changes required for better weigldnagement. Awareness of the
circumstances of a lapse is important if individuate to learn how best to deal more
appropriately with the same circumstance in thartut Therefore, self-monitoring is a
useful tool for self-management (Elfhag and Ros&@§5)and incorporating it in the
‘action plan’ appeared to facilitate self-monitayinindividuals were able to review to
what degree they had succeeded in achieving tlogilsgand adjust or introduce new

goals as progress was made.

Individuals who made progress with weight managednrethis study conveyed greater
satisfaction with the relationship they had witleithPN. Perhaps, taking a person
centred approach helped individuals become moreolved in their care by

participating (Ciechanowski et al. 2004).
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In a nutshell“The nurse promotes client empowerment and coempgtby maintaining
the relationship, reinforcing client progress, soping decision-making, and assisting
the client to learn new knowledge and skillgGallant et al. 2002 p.153). The materials
appeared to play an important part in assisting RNd individuals to achieve
empowerment through partnership. Nonethelesse tappeared to be some practical

difficulties with implementing the holistic apprdac

7.8 Practical aspects of implementing the holistic approach

If PNs were expected to take a medical model agprda care it may have had
implications for implementing the holistic approachShould they lack practice
autonomy (Zwarenstein and Bryant 2000) they maltfest they have little authority to

make changes (Funk et al. 1991).

With regard to appointment times the attempts by RiNprovide longer consultations
according to individual need were not always susftes They were restricted to 10 or
very occasionally 20 minutes. Current practicedietitians giving weight management
advice is half an hour for a new appointment anibfioup sessions of about 20
minutes duration (Harvey et al. 2002b). In the @euweight programme appointment
times for PNs were 10-30 minutes. The implememtatf the holistic approach was
therefore, more restricted in the time allocatedindividuals. This may partly be
explained by the fact that it was not practice @nivunfunded and depended on the
interest and good will of the volunteer nurses wieye only permitted to take part in
the study if it did not interfere with their curtemworkload. In such circumstances the

level of PN autonomy may have been more importaant for usual practice.
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Any complex intervention which includes implemenqtiifestyle changes may require a
longer appointment, at least, initially. Like th&dividuals in a smoking cessation
study, those taking part in the holistic approackyrhave preferred a shared approach
to treatment but this means a longer consultaime {McKinstry 2000). In addition,
the recall system now generally in place for cheahsease sufferers, while it improves
process outcomes, does not improve patient outcQResders et al. 2005). Robinson
(2004) suggested that for good self-managemenhfiamnmatory bowel disease, for
example, fixed routine appointments were less #ffec as the disease was
unpredictable and relapsing in nature. Obesitpded a similar pattern in that people
have lapses of control, leading to relapse, wheedavith unexpected life events. Even
everyday occurrences, as seen in this study, afifectvay individuals manage their
weight. As with other chronic conditions it seetinat being available for individuals at
their point of need improves outcomes. It wouldréiore seem important to have

greater flexibility in the appointment system ttoal follow-up to suit individual needs.

Although initially requiring longer consultationsi$ could even have a knock on effect
of requiring fewer follow-up appointments (Howieadt 2004) as individuals gradually
learn self-management practices. Improved carelvesothrough a long term

relationship, although Cabana and Jee (2004) samayt take many consultations with
the same professional. Both longer appointmenegirand greater flexibility were

recommended by GPs themselves (Freeman et al. 20®2) does not appear to have
materialised. Nonetheless, the majority of PNsthis study managed to achieve

flexibility in both appointment time and frequentoythe advantage of patient care.

Taking control, however, was no easy matter for esds who felt unsupported by

their GPs. Their experience was similar to thatVélsh PNs who saw obesity
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management as part of their role but were frusdratsout not being allowed to allocate
the necessary time (Owen 2004). Primary care sursdlorthern Ireland also felt that
they had neither time nor authority to implemenrarales in general as they had a lack
of managerial support (McKenna et al. 2004). Thappeared to be conflicting
messages given to both the PNs in this currentystmdl elsewhere. GPs, like their
counterparts in Wales and Ireland, generally ditlga® obesity management as their
role and delegated it to PNs who, it should be dhotgere not always given the
authority to organise appointments accordingly.e @@ason why that might be is that
GPs who themselves spend less time with patients moa be able to be so person
centred and less likely to recognise and deal ‘itlg term or psychosocial problems
(Wilson and Childs 2002). They were also more lyiki® refer people to PNs for
weight management as their interest in addressifggtyle issues was limited.
Therefore, they may not have viewed longer appa@ntishas being necessary. It may
have been that some nurses, who experienced ttis Iseanse of weight management
being ‘dumped’ on them by the GPs, as expressemh®yPN during her interview. PNs

in England had similar experiences (Cadman and3ALi896).

Some PNs in this study manipulated the system by apenly challenging the
appointment system but simply overrunning on appoémt times. This less visible
influence may have furnished them with more poweantif they were to openly
challenge the system and risk being ‘told off’,vees the experience of PNs in Wales
(Owen 2004) when they allocated what was seen asntach time for obesity

management.

Other PNs negotiated to spend longer on appoinsreend brought together the practice

policy on appointments, the GPs medical care fdividuals, and their own unique
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intimate knowledge of individual’'s concerns, soiragtas advocate for those in their
care. There is, of course, a responsibility fa dutcomes in acting in this way and a
need to consider and reflect on how it affects rothéividuals so as not to compromise
their care. Autonomous nurses accept that regpiitysiby justifying their actions,
which is an imperative of the Nursing and Midwifé@puncil Code of Conduct (NMC

2002).

An example given by several nurses in this study Wee decision not to refer
individuals to the dietitian, which they justifiéy explaining the waiting times, lack of
follow-up or gain, and inconvenience to individualhese same PNs, who appeared to
provide holistic care, often referred individuadspsychologists or counsellors where a
need was identified thus demonstrating an awareoiebslistic care. By referring to
other members of the healthcare team they alsgnéxed their own limitations thereby
demonstrating accountability for their actions. isTtseems to suggest that the
complexity of weight management often requires dtidisciplinary approach. The
complexity also suggests that a holistic approactequired. Therefore, other health

care professionals may benefit from education feoholistic perspective.

7.9 Conclusions

The holistic approach to weight management may dmhaexploring further. The hard
outcome of weight, where 78% of individuals losigi® compares favourably with the
results from other studies. However, it is recegdithat this pilot study is very small

and a larger study is required.
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Other results from this study suggest that obesapagement is complex and requires a
participatory, holistic, person centred approachtervention. It seems that looking at
the whole person is pertinent to successful outsoaseit sometimes raises issues that
may be missed in traditional approaches. Most BN individuals expressed their

satisfaction with this approach.

Supporting materials, particularly the unique ‘Wiylanagement Map’, appear to be a
key contributing factor to the success of the stuly looking at the whole it seemed to
allow identification of the ‘parts’ and the linksetween them. Doing so, seemed
relevant for action planning and goal setting, k®mponents of making changes.
Having this in written form was seen as advantagdnuboth PNs and individuals. It

also appeared to help individuals participate rtlcare leading to self management

practices.

The materials for PNs appeared to aid changesactipe, even for those who did not
recruit for the study. All PNs expressed theirchém obesity education and although
most PNs were enthusiastic about the holistic aggrpoas it seemed to fit with their
approach to nursing, for some the minimal educatiamput for the holistic approach

may have compromised their ability to implementnge As a result it could have
been more comfortable to apply familiar ways of kuog to this approach rather than
embrace a totally new concept. Educational inpuparticular from outreach visits,

appeared to be very beneficial when implementiegblistic approach.

PNs who ‘bought’ into the ‘holistic’ concept seemtedvork in greater partnership with
individuals and have better outcomes. They afgmeared to have support from their

practices and have more control over their worlkdlo&or other PNs the work setting
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may have compromised the opportunities to engagedseper level with individuals
although some nurses may have avoided emotionalviement by simply giving

advice.

The evidence from this study suggests the relevahegpanding practice in the area of
weight management in primary care through takimglestic approach. In the next and
final chapter the, conclusions, limitations andoramendations of this study are

discussed.
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Chapter 8

Conclusions, limitations and recommendations

This final chapter begins by detailing the conauasi drawn from the research related to
a holistic approach to weight management. Thetdtions and strengths of the
research are then presented, followed by the impdios and recommendations for
education, practice and research. Finally, strasetp disseminate the research are
proposed. Conclusions about the applicability g tonceptual framework for the
holistic approach to weight management are drawowed by conclusions about the

feasibility of the approach to PNs in the contexpramary care.

8.1 Conclusions
In order to ascertain if the aims and objectivestlimed in chapter 2, have been
achieved they are now revisited. Once this has lestablished a brief examination is

undertaken to compare weight outcomes in relabasthier UK primary care studies.

8.1.1 Aims and objectivesrevisited

At the outset, the overall aim of the study wasdevelop and evaluate a holistic
approach to obesity management for primary carsesuand obese individuals in their
care. A two phase study was carried out with thigal exploratory phase providing
data to inform the primary care intervention. Tblgjectives of each phase are

considered separately.
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8.1.1.1 The objectives of the exploratory phase

a)

b)

I dentify patterns of behaviour and explore how they impact on weight management
The relationship between weight beliefs, expeatatiophysical, social and
emotional well-being and weight management wasbéskeed. Their impact on
weight management was achieved by retrospectivieigdidg the individuals into
three groups by weight change. Fully achieving tbbjective may have been
compromised by not collecting data on actual foudke due to efforts to avoid the
‘diet culture’. However, that omission was reditfiin the intervention phase by
incorporating factual information from existing eiature highlighted in the

theoretical framework.

Ascertain the association of physical well-being and weight management

This objective provided evidence of the high lemeto-morbid diseases suffered by
those who are obese. Individuals identified a nemdd symptoms but in particular
poor sleep, breathlessness and body pain whicimplhged on their ability to be
active. Physical activity levels differed betweabonse who gained and lost weight.
However, it was also highlighted that assessmeattity levels should include all

types of inactivity as well as activity.

Explore therole of perceived social support on weight management

The perception of social support, particularly frdnends and family was an

important aspect of weight change. Individuals wiaal the greatest support lost
most weight and were more likely to be active. ldoer, for some who lost weight,

the level of perceived support from their partnetually decreased. This may

reflect that making changes can disturb the dynsumii@ relationship.
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Detect the range of emotions experienced by obese individuals and the perceived
impact of them on weight management
Obese individuals often displayed negative feelisigsh as guilt, anger, loneliness
and boredom, often related to anxiety and depresswWeight gain worsened these

feelings but weight loss reduced them and alseasad confidence and pride.

Examine the beliefs and expectations of obese individuals with regard to weight
management

Most individuals, although indicating that conthofj weight was not easy,
recognised that they were the only ones who coaltrol it and if they gained
weight it was their own fault. In relation to whigchange some individuals viewed
their co-morbidities as limiting their control. A&ky all individuals believed that
having support was important. Often the expeatatiof weight were unrealistic

and created frustration.

8.1.1.2 Objectives of the intervention phase

a) Develop a person centred approach for nurses and obese individuals to work within

a mutually agreed partnership

The results of the exploratory phase, which wasdepii by the theoretical
framework, were shown to be relevant to the devakam of the new participatory,
person centred holistic approach. The design ehthterials encouraged both PNs
and individuals to work in partnership on a broadge of issues affecting weight

management.
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b) Introduce and evaluate the approach for acceptability and utility

The introduction of the holistic approach into pamy care was fraught with
difficulties primarily due to the restricted tim@an. Most PNs felt that obesity
management was part of their role and were looKorghelp in fulfilling that
function. Accessing the education and supportipgeal/was difficult for some PNs
due to internal constraints within the practicg¢isgt The short recruitment time for
the intervention phase reduced the number of iddals in the study and perhaps

influenced the drop out rate.

Although the philosophy underpinning the holistjgpeoach did not appear to be
universally accepted, most PNs found it applicdbléheir practice. The materials
provided a structure for practice and at the same tllowed flexibility in how
individual PNs worked. The difficulty of acquiringp depth information from
individuals within the constraints of traditionalkethods was often overcome using
the holistic approach However, some PNs appeared to find it difficultue the
materials in a broader way and applied traditiomarrower approaches to
intervention. The utility of the approach was gaflg viewed positively but the
rigidity of the appointment system was regardedeatrictive in relation to overall

outcomes.

Determine the level of individual satisfaction with the approachMost individuals
expressed their satisfaction with this approachheyT appreciated the shift of
emphasis away from the ‘diet culture’ with it's @#ige connotations to a more
positive perspective. Concerns were occasionadfyressed about the awareness

raised by the ‘weight management map’ but generdliy awareness was used
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positively. The majority of individuals were séiesl with both the materials and

the approach to partnership working.

8.1.2 The applicability of the conceptual framework

This study highlighted the complexity of obesitymagement and the need to develop
new interventions that were deemed holistic in r@tudentifying areas often examined
separately in the research arena but given lesaipence in a practice setting appeared
to provide a constructive basis for a conceptuahiwork to aid the development of a

holistic approach to weight management as shoviigare 8.1
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Fiznre 1.1 Conceptual frameweork Por intervention and cutcoome

The conceptual framework used theories from diffeidisciplines, namely medicine,
psychology, sociology and nursing to inform theesssh and, although this was at
times difficult to ‘hold together’, it was helpfuh guiding and informing the research.

It raised the view of how physical, social and eoml aspects in conjunction with
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beliefs about weight management may be relatedweder, additional research on a
larger scale is required to confirm these resultd. more difficult aspect of the
conceptual framework was deciding how to transfeg knowledge into practice,

therefore more discussion of the relevance ofwitertursing models seems relevant.

The two nursing models of Peplau (1988) and Rdpagan and Tierney (RLT) (2000)
appeared appropriate to combine all these condepiwzovide a structure to guide
practice for a holistic weight management intenent Peplau (1988) appeared
particularly relevant but Roper, Logan and Tiern®LT) (2000) may be more

controversial. As indicated before, their use tagristic (Wimpenny 2002).

RLT (2000) provide the structure to guide the idemtion of the influences on
activities of living by incorporating physical, sakt and emotional factors while
Peplau’s therapeutic, goal-directed, interpersqaaticipatory approach provided the
vehicle to implement such change. However, thenitibn to produce a person-centred
approach may have been compromised had the assivofi living listed by RLT been
used as a checklist type (Reed and Robins 1991dweker, at one practice the
extended example map, intended for nurses, was asedchecklist resulting in poor

outcomes.

The application of Peplau’s theory, which also pered individuals in a holistic way,
provided the means through which PNs could worlpantnership with individuals.
There were many examples of the relevance of Pdplauveight management where
PNs occupied roles of stranger, counsellor, resogerson, surrogate and teacher.
Sometimes it proved difficult to move on from thaer of stranger resulting in the

termination of the relationship, perhaps reflecting challenge of establishing rapport
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which requires good communication skills. PeplE@88) also maintained that cultural
stereotyping influences the ability to be empatloice of the requirements for good
communication skills. As communication skills acentral to Peplau’s model,
implementation of the holistic approach may notenaeen easy for some PNs. The
inability to provide greater support to enhance gamication skills was a limitation of

this study.

In conclusion, it appears that the conceptual fiaomk was a useful guide for
implementing a holistic person centred approactvémht management. The cyclical
nature of the conceptual framework appeared t@cethe nature of both behaviour
change and obesity management. However, furthek g required to refine the

conceptual framework for further research in défercontexts.

8.1.3 The effectiveness of the holistic approach for PNs

In terms of weight outcomes the holistic approads wffective as 78% of individuals
lost weight. It may be that the way in which thgp@ach is implemented makes a
difference as of those who gained weight all bub wame from the same practice.
Practice nurses in primary care appear well pldoeehplement strategies to address
obesity management. However, although they viegsibp management as part of their
role they feel unsupported both educationally arahagerially in the practice setting.
Nonetheless, PNs have an important role to playeiping individuals towards better
outcomes. A number of key elements related toexahg better outcomes emerged
from this study. Firstly, the way PNs interactedhwindividuals was important. It
appears that the manner in which weight manageimamproached makes a difference
to the person. A non judgemental approach famlitaby the use of the ‘weight

management map’ helped break down some barriersce @ese barriers dissipated a
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partnership between PN and the individual couldettgy more easily. One of the
difficulties for PNs in developing a partnership smene practice of ‘advice giving'.
This sometimes hindered the process of gettingnmmakindividuals more deeply in

terms of addressing the underlying causes of welijfntulties.

PNs who recognised, that obesity management wasifaceted tended to look on
obesity management more holistically. That is,evable to acknowledge and work
with the interaction between energy intake, energgenditure, physical, social and

emotional well-being, weight control beliefs andigié management.

However, PNs agreed that there was a need to mdodjer appointment times, that is,
more that the usual 10 minute appointment. Impitaesults were obtained when, in
spite of the confines of the GMS contract, PNs wadrke to provide consultations of
length and frequency according to individual neeldsnetheless, it seems that although
increasing the length of appointment times wouldéeeficial, intervention may focus
on advice giving and not be holistic or person-aht The service implications of
enhanced appointment times and health improvemeatpjires further economic

analysis and research.

8.1.4 Support for implementing the holistic approach

The context in which nurses practised had restnstifor them all when it came to
professional development. The lack of educatioy heve compromised the outcomes
and the way in which some PNs implemented the tiolggpproach. This conclusion
was reached as those who were able to have matstctavith the researcher and used

all the educational materials supplied and sugdes$tad the best outcomes. Outreach
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visits were welcomed by the PNs but also shariogresultation with them had the most

benefit. It gave the PNs more confidence and theamne for individuals improved.

Had ‘champions’ not emerged through the recruitnpgotess this study would have
been seriously compromised. These champions wloential in facilitating the study
by providing a link to the PNs. Nonetheless, impating the holistic approach was
not easily achieved as the time available for etlicavas very limited and further
restricted by the geographical spread of the PMé#though these approaches were
beneficial further development should perhaps imhela one day workshop. Other

means of education should also be explored andiateal.

8.2 The utility of the materials provided for the holistic
approach

The materials used in the consultations were vielnedboth PNs and individuals as

relevant to practice.

8.2.1 Booklet for individuals

In general, the booklet ‘My Personal Approach toigiieManagement’ appeared useful
in providing a structure to guide weight managementparticular, the unique ‘Weight

Management Map’ played a key role.

8.2.1 1 Weight Management Map
The ‘Weight Management Map’ appeared central tohthiestic approach in a number
of ways. It was holistic in that it helped focusetminds of some individuals on

physical, social and emotional aspects and how thayaged their weight. Providing
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space to document such thoughts on paper, aiddaelbyind map concept, was clearly
a useful exercise. Furthermore, the ‘Weight Managi@ Map’ also helped individuals
become aware of links between physical, social ambtional influences on their
weight management thereby raising self-awarend$ss sometimes raised issues, for
example, being a good role model and bereavemsoessthat may not usually be
identified as affecting weight management. Idgmig these individualised issues
enabled relevant action plans to be formulatececéfig the importance of taking a
holistic, person centred approach. Therefore,otiteomes of this pilot study suggest
that the flexible structure of the ‘Weight Managemblap’ appears to be a useful tool

but requires further research.

The ‘Weight Management Map’ laid the foundationeacourage individuals, to be
proactive in their care and take ownership of theaight management had some
success. In addition to aiding some individualseat-reflection and self-awareness, the
materials, in conjunction with nurse consultationspcouraged them to take
responsibility for self-management. Many PNs thkt the individual booklets gave
weight management credence, however, the booklesldwbenefit from further

refinement and research.

The mind map design of the ‘Weight Management Maa$ useful for both nurse and
individual by challenging individuals in a non juglgental way. However, trying to
continue the mind map format for the goal settiagtion called ‘My Action Plan’ was
less successful and an obvious limitation. Assalte‘My Action Plan’ was redesigned
at the end of this study (APPENDIX 18). Howevehnjst still requires further

development.



277

8.2.1.2 PN Booklet and practical materials

The booklet for PNs was well received and aidedigba in practice even for those PNs
who did not recruit individuals. It appeared tdpheome PNs view obesity more
holistically. In particular, the inclusion of castudies was popular as they provided
real scenarios to which PNs could relate. Furiihevelopment of the booklets is
required, particularly taking into account enhaneetrof the visual aspects of printed

materials.

The box of practical tools (APPENDIX 9) to aid ptiae, such as height and weight
conversion charts, were welcomed by PNs. Althosighilar tools do exist, they are
limited in scope. As the general population becomeavier, there will be a greater
need for more relevant tools in the future. Thenefpractical tools for intervention are

required and need further development.

Applying the conceptual framework to the booklets ihdividuals to use in practice
was no easy task. The difficulties were in briggatl the strands together and applying
them in such a way as to maintain the holistic view still produce relevant materials,

which were straightforward to use in practice.

8.3 Overall conclusions

This pilot study of the holistic approach to weighinagement was effective in terms
of weight loss over a three month period for 78%naofividuals recruited. However,
further work is required. In practice the conceptdramework allowed the
complexities of obesity to be addressed while thdedying philosophy of holism

provided a channel for the development of the rundiwidual partnership. This
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combined the science with the art of nursing. Tuodistic approach, unlike the
paternalistic approach, does appear to promotevimirachange, self-management and
facilitate wellbeing. Since a number of nurses tedrto continue using the holistic
approach to weight management, after completiothefstudy, it was concluded that
this approach seemed to fulfil their future requnemts. It should therefore, following
further refinement and research be recommended agaya forward in obesity
management where the individual, and where apgtsprin conjunction with the nurse,

explores the cause behind the weight gain.

This study achieved the aims and objectives ihytis¢t out, and has demonstrated that
the holistic, person centred approach to weightagament provides an evidence-based
vehicle for both the art and science of nursingrthlermore, the intervention fulfills the
recommendations of the NICE (2006) guideline irt tha

* Helps individuals identify barriers to good weighanagement

* Includes behaviour change strategies

* Provides written goals and actions
The intervention also incorporates the DepartmentHealth (2006) “Self Care”
recommendations in that it:

» Puts ‘patients’ at the centre

» fosters partnership working

* Encourages self-management

* Encourages greater confidence and a sense of tontro

* Is multicomponent
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8.4 M ethodological issues and limitations

There were a number of limitations in both the exaory and intervention phases of
this study. Some of these limitations may havenb@eoided had there been fewer

financial and time constraints imposed on the study

8.4.1 Limitations of the exploratory phase

a) The participants in the exploratory and intetwen phases differed in context.
The exploratory phase took place at an outpatievdpital clinic while the
intervention phase was implemented in primary cdreese differing contexts are a
limitation in terms of relevance of the resultsnfréhe exploratory phase to those in
the intervention phase. However, this limitatioaswessened by the fact that both
samples had experience of primary care. Furthemtrey were similar in
demographic and co-morbidity detail reflecting thills in the areas where the
research was carried out have no onward refermadegss to a specialist clinic and

have to deal with the obesity epidemic themselves.

b) Another limitation of data collection was th&etresearcher was part of the
multidisciplinary team where this phase was caroatd However, no intervention
was undertaken by the researcher and contact wdlividuals was minimised by

providing self complete questionnaires.

c) Data analysis was compromised by having to emsit two data from the three
visits over six months. This information would leagiven insight into differences
between visits one and two, and two and three pinogiding more robust data on

the expectations of weight loss with weight changks life experiences affect
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weight management on a continuum, this limitatiomsant that these outcomes

could not be observed in the exploratory phase.

d) Statistical significance of the results was camnpsed by the small numbers of

individuals recruited for the exploratory phase

8.4.2 Limitations of the intervention phase

a) The literature review could have been carriehoare systematically but the key

areas were reviewed and reflect the complexity @it management.

b) Due to time restrictions individuals were in gtady for a very limited duration.
Since weight change varies over time and the holapproach is intended to
produce more permanent life changes a much lorigdy svould have given more
validity to the findings. A picture of longer terrautcomes was therefore

unobtainable.

c) Due to the size of the study no distinction wesle between different nurses, for
example, between a practice nurse and nurse jwaetit Therefore, the level of
expertise was not taken into account. As the tyfpgrevious nurse education was
found to impact on the PN approach to weight mamege the degree to which the
educational content of the holistic approach inflted them could not be

definitively ascertained.

d) Apart from field notes detailing the occasiomafoduction of the researcher to a

general practitioner, little was gathered on tipeirspective of obesity management
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in practice. This limitation compromised the datathe contextual influences on

PNs ability to implement obesity management.

e) Data collected from individuals was self repdrtand from PNs through
interviews. This raises questions about religbi(i¥iller 2001; Polit and Beck
2006). Although other means of data collection rnaye reduced this risk, such as
repeat interviews with PNs the time constraintshigmted this. The addition of
interviews with individuals would have provided fgreater insight into their
perspective of the intervention but again time aggburce constraints prohibited

this.

f) Although the researcher was aware of ‘bracket{iMjles and Huberman 1994;
Parahoo 2006) it was inevitable that the researckess including data analysis
was influenced by the researcher in some way. Trflesence was therefore a

further limitation .

g) Due to the overall approach used it can beatiffito separate out the various
elements contributing to the outcomes. The rekeareducational approach and
materials were combined within the research appreacno attempt was made to
separate and assess. It could be argued that doimgay have resulted in losing
some of the fundamental nature of the interventiditawe et al. 2004).

Nevertheless, the question remains of the extenwhih the ‘researcher’ had
influence over the outcomes achieved. Althoughrésearcher was distanced from
the intervention in that PNs carried out the impdatation and there were hard

outcomes in terms of weight loss, the data on thigywf the approach may have
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been influenced by the relationship between theareher and PNs. Therefore, this

may have been a limitation.

8.5 Implications and recommendations for practice

Nurses identified the lack of structured approadbe®besity management in practice
and were seeking new ways forward. The holistiragch to weight management has
implications for nursing practice. It would inveha change of approach for all nurses,
some more than others, depending on their world.vignderstanding the influences of
physical, social and emotional factors on weighhagement may help PNs to view
holistic care as being advantageous. However,etliids who are used to telling
individuals ‘what to do’ may find it difficult to elinquish control and involve
individuals in decision-making through partnershiprking. Therefore, professional
and practice development is necessary for PNs #@blenthem to develop both
knowledge about obesity and skills to practice timdistic approach to weight

management.

The nature of the holistic approach means thatasunave to develop a broader view of
obesity and how it affects individuals. Nursesoateed an awareness of their own
reactions to individuals with obesity and be alleatidress any prejudices they may
harbour. Furthermore, taking a person centredaggbr demands that communication
skills are a key element of management, particulerladdressing emotional issues.
For practice, the implication is that nurses neeot only the skills to deal with

emotional issues, but also a willingness to do so.
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The novel holistic approach to weight managemenotveld promise regardless of the

restrictions on practice. If more time was allowedinitial consultations it may prove

more beneficial and lead to improved outcomes enldimg term. Further research on a

larger scale which includes a health economic ass&st as well as long term outcomes

is required to ascertain the efficacy of the hmliapproach.

8.6 Recommendationsfor continuing professional

development for nurses

Nurse education for obesity management requiresldement from a nursing
perspective

Beliefs and attitudes about obesity and those whmbese should be addressed
in nurse education

Appropriate materials incorporating ideas of holsimould be made available
The provision of shared educational materials farsas and obese individuals
to enhance partnership working

Person centred materials to encourage self-managepractices from the
perspective of the individual

The provision of nurse education at different Ievel suit various needs

The development of an accredited diploma compataltleose for other chronic
diseases

A variety of modes of delivery, such as outreacsitsj peer coaching and e-
learning

The development of centres of excellence withinghmary care setting to act

as a resource for other general practices in e ar
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8.7 Recommendationsfor further research

* Following refinement, the conceptual framework dtdoe further researched
for applicability to obesity management

* Emotional issues would benefit from further exptana of their relevance in
weight management

» The utility of the materials require further ex@ton, in particular the unique
weight management map.

* Further research is required to confirm or refdte turrent findings of the
holistic approach to weight management by undantpldrger trials

* Including interviews with participating individual® future research would
provide a greater depth of feedback on the relevdhe holistic approach to
weight management

* The effect of appointment times and flexibility omtcomes when using the
holistic approach could be explored

* There is a need to ascertain the suitability ofitbkstic approach for different
groups, for example by age, gender and variouddafeobesity. Further areas
of research interest would be the applicabilitytled approach for those who
have different levels of literacy skills and varsoethnic groups

e The holistic approach could be researched withrebfit professional groups in
various contexts, for example, physiotherapistsa@mmunity pharmacists

* Research should be undertaken into different wdyproviding educational

support for obesity management for nurses in piroare

8.8 Dissemination Strategies

Finally, it is proposed to disseminate the findingshis research by:



publishing articles in nursing journals

presenting conference papers

provide a summary of the research to colleagues

collaborate with other researchers to develop opesiategies
collaborate with educational institutions to deyetdesity management

education programmes and e-learning training nmedseri
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Appendix 1

Exploratory phase questionnaire exploring the assaation between
feelings and weight management



Questionnaire - Visit 1

Measurement
Weight ............. Height ............ BMI ........... Blood Pressure .............
Body fat % .......... Waist circumference ......... Alcohol ............ Smoking ............
Obesity Treatment
[ ] 600 kcal deficit [_] PSMF [ ] Xenical [ ] surgery
[ sibutramine [] D1 drug trial
Co-morbidities
[] Type Il diabetes/impaired glucose tolerance [] cHD
[] hypertension [] dyslipidaemia [] sleep apneoa
[] peripheral oedema [] stroke [] osteoarthritis
[] gallbladder disease [] hypothyroidism [] pcos
[ ] lower extremity venous stasis [ ] other (SPECify) weeveveerermeererne

ID NumberD I:' I:'



The first few questions ask for general information about you. The questions following these ask when your weight
problem started and if any of your family have problems with their weight. They also ask about physical symptoms, how
active you are, and what support you have. You are then asked about your feelings and beliefs.

1. What sex are you? [ ] male [] female

2. How old are you? [ ] below 30
[] 30-39
[] 40-49
[] 50-60
|:| over 60

3. Please tick the box that applies to you. married

living with partner

divorced/seperated

widowed

[ I I I O

never married

4. Do you live alone? [] Yes [ ]No

If you answered 'No' to this question, how many other people, excluding yourself, live with you?
Please insert a number in each box.

|:| adults
|:| children

5. Are you in full-time or part-time work?

D yes |:| no

If yes, what is your 0CCUPAtioN? ....c.c.ceieeeeeceeee e et

ID NumberD I:' I:'



6. Weight history
(a) When did your weight problems begin? (Please tick ONE box)

[] childhood [] adolescence [ ] adulthood

Did they begin with any of the following? (Please tick ANY that apply)

[] leaving school [] leaving home [ ] getting married

[] having a baby [] changing jobs [] retirement

[ Jmenopause [] other (please specify) ...cocoeerecverrecesnreenin

(b) Are other members of your family overweight? [] Yes [] No

If you answered 'Yes' please tick ALL the boxes that apply.

Partner |:|

siblings [] brother [] sister
parents [] father [ ] mother
grandparents [] father'sside [_] mother's side
children [ ]sons [] daughters

ID NumberD I:' I:'



7. Symptoms

Have you had any of the following symptoms during the last THREE MONTHS? Please answer each one. On a scale of 1
to 10 (1 being very rarely and 10 being most of the time) circle the number which seems closest to how often you
experienced these symptoms. If you have not experienced a symptom please tick the box beside it.

Dizziness 1. 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Diarrhoea 1. 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Constipation 1 2 3 4 5 6 7 8 9 10 |:| NA
Very rarely most of the time
Abdominal bloating 1 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Hunger 1. 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Food cravings 1.2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Sweating 1. 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Body Pain 1. 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Skin problems 1. 2 3 4 5 6 7 8 9 10 [INA
(eg redness in skin creases; psoriasis) Very rarely most of the time
Bladder problems 1.2 3 4 5 6 7 8 9 10 [ INA
(eg leakage) Very rarely most of the time
Shortness of breath 1 2 3 45 6 7 8 9 10 [INA
(eg asthma; going up stairs) Very rarely most of the time
Poor sleep 1. 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Heartburn 1. 2 3 4 5 6 7 8 9 10 [INA
Very rarely most of the time
Other (please specify) 1_2 3 4 5 6 7 8 9 10
........................................ Very rarely most of the time
Other (please specify) 1 2 3 4 5 6 7 8 9 10
........................................ Very rarely most of the time

ID NumberD I:' I:'



8. Everyday Activity

a) Have you had difficulty doing any of the following during the last THREE MONTHS? (Please tick ONE box
for EACH item)

Never Rarely Sometimes Often Always
Walking L] L] ] ] Ol
Going up or down stairs ] L] L] ] ]
Bending or stooping |:| |:| |:| D D
Getting in or out of the bath ] ] ] L] L]
Getting dressed ] ] L] ] ]
Household chores L] ] ] Ol L]

b) Please indicate how often during the last THREE MONTHS you have done each of the following. (Please tick
ONE box for EACH item)

Never Rarely Sometimes Often Always
Walk to places (eg the shops) |:| |:| |:| |:| |:|
Take the lift O ] ] [ [
Use the stairs ] ] ] Ol L]
Go by car/bus/taxi ] ] ] L] L]

c) How often during the last THREE MONTHS have you taken part in the following activities? (Please tick ONE
box for EACH item)

Never Rarely Sometimes Often Always
Speak to friends/family ] ] ] L] L]
Go out with friends/family ] ] ] ] L]
Have friends/family to your house |:| |:| |:| |:| D
Go out on your own |:| |:| |:| D D

(eg to shops, for a walk)

ID NumberD I:' I:'



Leisure Activity

d) How many hours, on average, do you spend on the following LEISURE activities in a WEEK? Please tick ONE

box for EACH activity.

Watching TV

Using computer

Swimming

Reading

Cycling

Walking

Dancing

Handcrafts (eg knitting)

Gardening

DIY

Going to watch football

Going to the gym

Other (please specify)

ID NumberD I:' I:'

None

O 0Oo0o0dobodoonodnonodgd

[

Hour
Less than 1

O 0Oo0o0dobodoonodnonodgd

[

Hour

O 0Oo0o0dobodoonodnonodgd

[

Hour

5-10

O 0Oo0o0dobodoonodnonodgd

[

Hour
11-20

O 0Oo0o0dobodoonodnonodgd

[

Hour
21-40

O 0Oo0o0dobodoonodnonodgd

[

Hour

over 40

O 0Oo0o0dobodoonodnonodgd

[



Support

9. How much support do you feel you have from others for your weight management? Look at the following
categories and answer each one. On a scale of 1-10 (1 being very unsupportive and 10 being very supportive)
circle the number which seems closest to the support you have received in the last THREE MONTHS or tick the

box for those that do not apply to you.

Example 1: If you feel your partner gives you some encouragement but could be more supportive

husband/wife/partner

1.2 3

4 5 6 8 9

10

very unsupportive

very supportive

Example 2: If you feel your partner always makes it very difficult for you to manage your weight

husband/wife/partner

1@3

4 5 6 7 8 9

10

very unsupportive

Example 3: If you do not have a husband/wife/partner

husband/wife/partner

Famil

husband/wife/partner
children

parents

other household members

others (please specify)

Friends

close friends
acquaintances

others (please specify)

ID NumberD I:' I:'

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

very supportive

[ INA

[ INA

V NA

[ INA

[ INA

[ INA

[ INA

[ INA

[ INA

[ INA

[ INA



supervisor/manager

colleagues

others (please specify)

Health professionals

General Practitioner

Specialist doctors

Nurses

Dietitians

others (please specify)

General contacts

clothes shop assistants

leisure centre staff

school/college staff

others (please specify)

1_2 3

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

12 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

1_2 3

very supportive

10

very unsupportive

very supportive

[ INA

[ INA

[ INA

[ INA

[INA

[ INA

[ INA

[ INA

[ INA

[ INA

[ INA

[ INA

Please add any comments you have about the support or lack of support you have experienced in the last three months.
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Feelings

10. This question asks general feelings about yourself, not only those related to weight management.
On a scale of 1 to 10 (1 being very rarely and 10 being most of the time) please circle the appropriate number to
indicate how often, during the last THREE MONTHS, you have experienced the following feelings.

Guilt 1.2 3 4 5 6 7 8 9 10
Very rarely most of the time
Pride 1.2 3 4 5 6 7 8 9 10
Very rarely most of the time
Anger 1.2 3 4 5 6 7 8 9 10
Very rarely most of the time
Boredom 1.2 3 4 5 6 7 8 9 10
Very rarely most of the time
Being loved 1.2 3 4 5 6 7 8 9 10
Very rarely most of the time
Loneliness 1.2 3 4 5 6 7 8 9 10
Very rarely most of the time
Confidence 1.2 3 4 5 6 7 8 9 10
Very rarely most of the time
Shyness 1 2 3 4 5 6 7 8 9 10
Very rarely most of the time
Other feelings (please specify) 12 3 4 5 6 7 8 9 10
.......................... Very rarely most of the time
L0070 010 0 T=T 0 OO
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Beliefs

11. What are your beliefs about your weight control? (Please tick ONE box for EACH item). Please indicate

whether or not you agree/disagree with the following.

Strongly
Agree Agree
Managing my weight is totally outwith my control ] ] ]

If I lose weight it is just by good luck

| am the only one who can control my weight

It is my own fault if | put on weight

[ [
[ [
My weight | heredited so | can do nothing about it ] ]
[ [
[ [

The support of others in helping me with my
weight management is important to me

Strongly

Undecided Disagree  Disagree

[

O 0Oo0o0odd

COMIMIBNTS. .ttt ettt ettt e st et e e es et sue et e seses seesee sue et aestes b saeaae 4estes e st sbeaassessas e se 4ot sesseensesueaebanssanasestesneaensanaesnn

12. How satisfied are you with the appearance of your body? Please answer each of the following.
On a scale of 1 to 10 (1 being very satisfied and 10 being very dissatisfied) circle the number nearest to how

you feel about your body.

Bust/chest 1 2 3 45 6 7 8 9 10

Very satisfied Very dissatisfied
Stomach 1 2 3 4 5 6 7 8 9 10

Very satisfied Very dissatisfied
Thighs 1.2 3 4 5 6 7 8 9 10

Very satisfied Very dissatisfied
Buttocks 1.2 3 4 5 6 7 8 9 10

Very satisfied Very dissatisfied
Other (Please specify) 1 2 3 4 5 6 7 8 9 10
.............................. Very satisfied Very dissatisfied
COMIMIBNES ..ottt ettt b e es e s b e s s bbbt bt et st £ eh e s £t et e ot e ae et eh eae et et £ et eas et et easene et eneeneehe ereeresbeenees
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13. What change, if any, do you think there should be in your weight during each WEEK? Please tick the
ONE BOX nearest to what you think it SHOULD be.

[ [ [ [ [ [ [

Gain more Gain 3-5lbs Gain 1-2lbs Stay the same Lose 1-2lbs Lose 3-5lbs Lose more
than 5lbs than 5lbs

What change, if any, do you think there will be in your weight during each WEEK? Please tick the
ONE BOX nearest to what you EXPECT it to be.

[ [ [ [ [ [ [

Gain more Gain 3-5lbs Gain 1-2lbs Stay the same Lose 1-2lbs Lose 3-5lbs Lose more
than 5lbs than 5lbs
Lo 70 010 0T=T 0 OO
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This page contained questions 1 to 7 of the HADS gstionnaire



This page contained questions 8 to 14 of the HADSugstionnaire

Thank you for taking the time to participate



HADS RP Snaith and AS Zigmond, 1983,1992,1994. Adapted and reproduced by permission of the Publishers, NFER-
NELSON, 2 Oxford Road East, Windsor, Berkshire SL4 1DF, UK. All rights reserved. Record form items originally
published in ACTA Psychiatrica Scandinavica, 67, 361-70, Munksgaard International Publishers Ltd, Copenhagen,
1983.



Appendix 2

Permission letter for use of the HADS



This page contained a letter giving consent for thelADS
questionnaire to be used in the research project



Appendix 3

Exploratory phase letter of invitation to individuals



Appendix 4

Content list of box of materials



Box Contents List

Patient Information Sheets

Patient Consent Forms

My Personal Approach to Weight Management bdskle
Questionnaires for research subjects

Addressed envelopes

A Holistic Approach to Weight Management booklet
Weight Management Map (examples)

Weight Management Map — Case study 1

Weight Management Map — Case study 2

My Action Map

A Holistic Approach to Weight Management lamethprotocol
Laminated height/weight conversion chart

Laminated 10% weight loss chart (metric)

Laminated 10% weight loss chart (imperial)
Background Information form

Measuring Tape

Large cuff



Appendix 5

Recruitment flier to practice nurses for the intervention phase



Appendix 6

Background guestionnaire for nurses in the intervetion phase



Appendix 7

Evaluation questionnaire for

‘My Personal Approach to Weight Management’



Appendix 8

Sheet for recording physical parameters of individals

in the intervention phase



Appendix 9

Charts provided in box of materials for the intervention phase



Weight conversion chart

st b kg st Ib kg st b kg st Ib kg st Ib kg st b kg st Ib kg st Ib kg st b kg

9 7 | 603 {11 7 | 730 J13 7 | 8.7 J15 7 984 W17 7 | 1121 19 7 | 1236 21 7 | 1368 |23 7 | 1495 Jl25 7 | 1623
9 8 60.8 11 8 73.5 13 8 86.2 15 8 98.9 17 8 1116 19 8 1243 f21 8 1373 123 8 150.0 25 8 162.7
9 9 61.2 11 9 73.9 13 9 86.6 15 9 99.3 17 9 1120 fl19 9 124.7 |21 9 137.7 §/23 9 1504 25 9 163.2
9 10 61.7 11 10 74.4 13 10 87.1 15 10 99.8 17 10 112.5 19 10 125.2 {21 10 138.2 {23 10 1509 25 10 163.6
9 11 62.1 11 11 74.8 13 11 87.5 15 11 100.2 {17 11 1129 f 19 11 125.6 {21 11 138.6 f/ 23 11 1514 § 25 11 164.1
9 12 62.6 11 12 75.3 13 12 88.0 15 12 100.7 § 17 12 113.4 f 19 12 126.1 f 21 12 139.1 § 23 12 151.8 f 25 12 164.5
9 13 63.0 11 13 75.8 13 13 88.5 15 13 101.2 § 17 13 1139 f 19 13 126.6 {21 13 139.5 {23 13 152.3 {25 13 165.0
10 © 63.5 j(12 0O 76.2 jl14 o 889 |(16 O 101.6 18 O 1143 20 O 1270 J|22 O 1400 §|24 O 152.7 |26 O 165.4
10 1 64.0 12 1 76.7 14 1 89.4 16 1 102.1 18 1 114.8 §20 1 127.7 22 1 1404 f24 1 153.2 126 1 165.9
10 2 64.4 12 2 77.1 14 2 89.8 16 2 1025 18 2 115.2 §20 2 128.2 122 2 1409 f24 2 153.6 [ 26 2 166.4
10 3 64.9 12 3 77.6 14 3 90.3 16 3 103.0 §/ 18 3 115.7 20 3 1286 {22 3 1414 24 3 154.1 26 3 166.8
10 4 65.3 12 4 78.0 14 4 90.7 16 4 1034 § 18 4 116.1 f|20 4 1290 f|22 4 141.8 {24 4 1545 f 26 4 167.3
10 5 65.8 12 5 78.5 14 5 91.2 16 5 1039 §/ 18 5 116.6 |20 5 1295 fl22 5 142.3 24 5 155.0 |26 5 167.7
10 6 66.2 12 6 78.9 14 6 91.6 16 6 1043 118 6 117.0 §20 6 130.0 122 6 142.7 124 6 1554 f 26 6 168.2
10 7 66.7 12 7 79.4 14 7 92.1 16 7 104.8 |18 7 1175 20 7 1304 fl22 7 1432 |24 7 1559 f 26 7 168.6
10 8 67.1 12 8 79.8 14 8 92.5 16 8 105.2 |18 8 1179 20 8 1309 {22 8 1436 |24 8 1564 [ 26 8 169.1
10 9 67.6 12 9 80.1 14 9 93.0 16 9 105.7 18 9 118.4 20 9 1314 §22 9 1441 124 9 156.8 f126 9 169.5
10 10 68.0 12 10 80.7 14 10 93.4 16 10 106.1 § 18 10 118.8 § 20 10 131.8 §1 22 10 1445 f 24 10 157.3 f 26 10 170.0
10 11 68.5 12 11 81.2 14 11 93.9 16 11 106.6 f 18 11 119.3 § 20 11 132.3 f 22 11 145.0 24 11 157.7 § 26 11 170.4
10 12 68.9 12 12 81.6 14 12 94.3 16 12 107.0 §| 18 12 119.7 fl 20 12 132.7 f| 22 12 1454 § 24 12 158.2 {26 12 170.9
10 13 69.4 12 13 82.1 14 13 94.8 16 13 107.5 § 18 13 120.2 § 20 13 133.2 § 22 13 1459 f 24 13 158.6 f 26 13 171.4
11 0 69.9 13 0 82.6 15 0 95.2 17 0 1079 (19 O 120.7 §j21 O 1336 (23 O 1464 {25 O 159.1 /27 O 171.8
11 1 70.3 13 1 83.0 15 1 95.7 17 1 1084 fl19 1 1211 21 1 1341 f123 1 146.8 |25 1 1595 27 1 172.3
11 2 70.8 13 2 83.5 15 2 96.2 17 2 1089 19 2 1216 21 2 1345 f23 2 1473 25 2 160.0 § 27 2 172.7
11 3 71.2 13 3 83.9 15 3 96.6 17 3 109.3 19 3 122.0 21 3 135.0 /23 3 147.7 25 3 160.4 {27 3 173.2
11 4 71.7 13 4 84.4 15 4 97.0 17 4 1098 19 4 1225 f21 4 1354 §123 4 148.2 125 4 1609 {27 4 173.6
11 5 72.2 13 5 84.8 15 5 97.5 17 5 110.2 fl19 5 1229 21 5 1359 {23 5 1486 {25 5 1614 {27 5 174.1
11 6 72.6 13 6 85.3 15 6 98.0 17 6 110.7 Jl19 6 1234 21 6 1364 f|23 6 149.0 |25 6 161.8 {27 © 174.5




Height conversion chart

ft in cm ft in cm ft in cm ft in cm ft in cm

4 6% 137.8 5 0V 153.0 5 6% 168.3 6 0% 183.5 6 6% 198.8
4 62 138.4 5 02 153.7 5 62 168.9 6 0 184.2 6 62 199.4
4 634 139.1 5 0% 154.3 5 63 169.5 6 034 184.8 6 634 200.0
4 7 139.7 5 1 154.9 5 7 170.2 6 1 185.4 6 7 200.7
4 7Va 140.3 5 1Y 155.6 5 7Va 170.8 6 14 186.1 6 7Va 201.3
4 72 141.0 5 12 156.2 5 7> 171.4 6 1% 186.7 6 72 201.9
4 734 141.6 5 134 156.8 5 73 172.1 6 134 187.3 6 734 202.6
4 8 142.2 5 2 157.5 5 8 172.7 6 2 188.0 6 8 203.2
4 8Va 142.9 5 2V 158.1 5 8Va 173.4 6 2Va 188.6 6 8Va 203.9
4 81> 143.5 5 2> 158.8 5 8> 174.0 6 2> 189.2 6 8> 204.5
4 8% 144.1 5 23 159.4 5 8% 174.6 6 23 189.9 6 8% 205.1
4 9 144.8 5 3 160.0 5 9 175.3 6 3 190.5 6 9 205.7
4 9Va 145.4 5 3V 160.7 5 9V 175.9 6 3Va 191.1 6 9Va 206.4
4 94 146.0 5 3> 161.3 5 9> 176.5 6 31> 191.8 6 94 207.0
4 93 146.7 5 334 161.9 5 934 177.2 6 33 192.4 6 93 207.6
4 10 147.3 5 4 162.6 5 10 177.8 6 4 193.0 6 10 208.3
4 10 148.0 5 4Ya 163.2 5 10 178.4 6 44 193.7 6 10V 208.9
4 102 148.6 5 4> 163.8 5 10%2 179.1 6 4/ 194.3 6 102 209.6
4 103% 149.2 5 43/ 164.5 5 103 179.7 6 43/ 194.9 6 103 210.2
4 11 149.9 5 5 165.1 5 1 180.3 6 5 195.6 6 11 210.8
4 11 150.5 5 5V 165.7 5 114 181.0 6 5V4 196.2 6 11Va 2115
4 11> 151.1 5 5> 166.4 5 11%» 181.6 6 5> 196.8 6 11> 212.1
4 113 151.8 5 534 167.0 5 113 182.2 6 53 197.5 6 113 212.7
5 0 152.4 5 6 167.6 6 0 182.9 6 6 198.1 7 0 213.4




10% Weight loss Chart

(Imperial)
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10% Weight loss Chart

10% weight loss over 3 months

Examples
Start weight weekly loss 3 month loss
60kgs (9st 4lb) 0.5kg (1lb) 6kgs (13lbs)

120kgs (18st 9lb)  1kg (2lbs)

12kgs (26lbs)

179kgs (28st 1lb) 1.5kg (3lbs

7.9kgs (391bs)

The general aim is 1-2Ibs a week weight loss

1lb a week over a year = 52lbs (23.6kgs)
2lb a week over a year = 104lbs (47.3kgs)

(Imperial)
Start 10% Goal Start 10% Goal Start 10% Goal

Weight loss Weight Weight loss Weight Weight loss Weight
st Ib lbs st Ib st b lbs st Ib st b lbs St Ib
22 0 31 19 11 24 0 33 21 9 26 0 36 23 6
22 1 31 19 12 24 1 34 21 9 26 1 36 23 7
22 2 31 19 13 24 2 34 21 10 26 2 36 23 8
22 3 31 20 0 24 3 34 21 11 § 26 3 37 23 8
22 4 31 20 1 24 4 34 21 12 g 26 4 37 23 9
22 5 31 20 2 24 5 34 21 13 §| 26 5 37 23 | 10
22 6 31 20 3 24 6 34 22 0 26 6 37 23 11
22 7 31 20 4 24 7 34 22 1 26 7 37 23 12
22 8 31 20 5 24 8 34 22 2 26 8 37 23 | 13
22 9 32 20 5 24 9 34 22 3 26 9 37 24 0
22 10 32 20 6 24 10 34 22 4 26 10 37 24 1
22 11 32 20 7 24 | 11 35 22 4 26 | 11 37 24 2
22 12 32 20 8 24 | 12 35 22 5 26 | 12 37 24 3
22 13 32 20 9 24 | 13 35 22 6 26 | 13 38 24 3
23 0 32 20 10 25 0 35 22 7 27 0 38 24 4
23 1 32 20 11 25 1 35 22 8 27 1 38 24 5
23 2 32 20 12 25 2 35 22 9 27 2 38 24 6
23 3 32 20 13 25 3 35 22 10 27 3 38 24 7
23 4 32 21 0 25 4 35 22 11 27 4 38 24 8
23 5 33 21 0 25 5 35 22 12 27 5 38 24 9
23 6 33 21 1 25 6 35 22 13 g 27 6 38 24 | 10
23 7 33 21 2 25 7 36 22 13 27 7 38 24 11
23 8 33 21 3 25 8 36 23 0 27 8 38 24 12
23 9 33 21 4 25 9 36 23 1 27 9 39 24 | 12
23 10 33 21 5 25 10 36 23 2 27 10 39 24 13
23 11 33 21 6 25 | 11 36 23 3 27 | 11 39 25 0
23 12 33 21 7 25 12 36 23 4 27 12 39 25
23 13 33 21 8 25 | 13 36 23 5 27 | 13 39 25 2




10% Weight loss Chart

(Metric)
Start 10% Goal Start 10% Goal Start 10% Goal Start 10% Goal Start 10% Goal Start 10% Goal

Weight loss Weight Weight loss Weight Weight loss Weight Weight loss Weight Weight loss Weight Weight loss Weight
kg kg kg kg kg kg kg kg kg kg kg kg kg kg kg kg kg kg
60 6.0 54.0 80 8.0 72.0 100 10.0 90.0 120 12.0 108.0 140 14.0 126.0 160 16.0 144.0
61 6.1 54.9 81 8.1 72.9 101 10.1 90.9 121 12.1 108.9 141 14.1 126.9 161 16.1 144.9
62 6.2 55.8 82 8.2 73.8 102 10.2 91.8 122 12.2 109.8 142 14.2 127.8 162 16.2 145.8
63 6.3 56.7 83 8.3 74.7 103 10.3 92.7 123 12.3 110.7 143 14.3 128.7 163 16.3 146.7
64 6.4 57.6 84 8.4 75.6 104 10.4 93.6 124 12.4 111.6 144 14.4 129.6 164 16.4 147.6
65 6.5 58.5 85 8.5 76.5 105 10.5 94.5 125 12.5 1125 145 14.5 130.5 165 16.5 148.5
66 6.6 59.4 86 8.6 77.4 106 10.6 95.4 126 12.6 113.4 146 14.6 131.4 166 16.6 149.4
67 6.7 60.3 87 8.7 78.3 107 10.7 96.3 127 12.7 114.3 147 14.7 132.3 167 16.7 150.3
68 6.8 61.2 88 8.8 79.2 108 10.8 97.2 128 12.8 115.2 148 14.8 133.2 168 16.8 151.2
69 6.9 62.1 89 8.9 80.1 109 10.9 98.1 129 12.9 116.1 149 14.9 134.1 169 16.9 152.1
70 7.0 63.0 90 9.0 81.0 110 11.0 99.0 130 13.0 117.0 150 15.0 135.0 170 17.0 153.0
71 7.1 63.9 91 9.1 81.9 111 11.1 99.9 131 13.1 117.9 151 15.1 135.9 171 17.1 153.9
72 7.2 64.8 92 9.2 82.8 112 11.2 100.8 132 13.2 118.8 152 15.2 136.8 172 17.2 154.8
73 7.3 65.7 93 9.3 83.7 113 113 101.7 133 13.3 119.7 153 15.3 137.7 173 17.3 155.7
74 7.4 66.6 94 9.4 84.6 114 11.4 102.6 134 13.4 120.6 154 15.4 138.6 174 17.4 156.6
75 7.5 67.5 95 9.5 85.5 115 11.5 103.5 135 13.5 121.5 155 15.5 139.5 175 17.5 157.5
76 7.6 68.4 96 9.6 86.4 116 11.6 104.4 136 113.6 112.4 156 15.6 140.4 176 17.6 158.4
77 7.7 69.3 97 9.7 87.3 117 11.7 105.3 137 13.7 123.3 157 15.7 141.3 177 17.7 159.3
78 7.8 70.2 98 9.8 88.2 118 11.8 106.2 138 13.8 124.2 158 15.8 142.2 178 17.8 160.2
79 7.9 711 99 9.9 89.1 119 11.9 107.1 139 13.9 125.1 159 15.9 143.1 179 17.9 161.1




no breakfast Weight Management Maj
7 gastric reflux I watch television large portions
abdominal bloating swim high fat foods
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my weight is totally outwith my control
| am the only one who can control my weight feel better about myself
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| feel | need advice on the best types of foocdhiar
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Appendix 10

Interview schedule for nurses who recruited in thentervention phase



Appendix 11

Interview schedule for nurses who were unable to ouit for

the intervention phase



Appendix 12

Informed consent for the exploratory phase



Appendix 13

Information sheet for the exploratory phase



Appendix 14

Ethics approval letter for the exploratory phase



This page contained the ethics approval letter fothe

exploratory phase of the research



Appendix 15

Ethics amendment approval



This page contained an ethics letter approving anmaendment to the
research procedure



Appendix 16

Approval letter from research and development for he

intervention phase



This page contained the approval letter from a Resech and
Development Department for the intervention phase



Appendix 17

Diagram of the research design for the exploratoryphase
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Appendix 18

Correlations of negative feelings from the explorairy phase
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Appendix 19

Correlations of positive feelings from the exploradry phase
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Appendix 20

Revised ‘My Action Plan’ for the booklet

‘My Personal Approach to Weight Management’
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