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Abstract 

The prevalence of obesity (BMI≥30kg/m² ) 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 al. 2005).  Primary care nurses appear well placed to address obesity management. 

Therefore, the aim of this research was to develop and evaluate an evidence based, holistic, 

person centred approach to management, which was relevant to both professionals 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, longitudinal 

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. 
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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.  



 iii  

TABLE OF CONTENTS 
 
           Page 
Title Page 
Declaration 
Acknowledgements 
Abstract                i 
Table of Contents             iii 
List of Tables              xi 
List of Figures             xii 
List of Abbreviations           xiv 
List of Appendices, bound in publications and booklets       xv 
 
 
CHAPTER 1 Introduction          1 
 
1.1 Obesity and health             3 
 1.1.1 Health benefits of weight loss           6 
 1.1.2 Cultural beliefs about weight change          8 
 
1.2 The prevalence of obesity            9 
 
1.3 The cost of obesity           10 
 
1.4 Obesity management and research         11 
 1.4.1 Approaches to obesity management        12 
 
1.5 Obesity management and nursing education       13 
 
1.6 Obesity management and the role of the nurse       15 
 
1.7 Self management in obesity          18 
 
1.8 Synopsis of the thesis structure         19 
 
 
CHAPTER 2 Developing a holistic approach to      22 

obesity management – literature review   
 
2.1 Literature review           22 
 
2.2 Holism               25 
  
2.3 Holism and nursing practice         26 
 
2.4 Nursing and obesity management         27 



 iv 

 2.4.1 Interpersonal relations in nursing        28 
  2.4.1.1   Orientation          30 
  2.4.1.2   Identification          31 
  2.4.1.3   Exploitation          31 
  2.4.1.4   Resolution          31 
 2.4.2 Activities of living          32 
 
2.5 Exploring weight management requirements       34 

2.5.1 Psychobiological approach to obesity        34 
 2.5.2 Attribution theory          37 
 2.5.3 Social support theory          40 
 2.5.4 Energy intake           43 
 2.5.5 Energy expenditure          46 
 2.5.6 Weight control beliefs          49 
 2.5.7 Physical well-being          52 
 2.5.8 Social well-being          55 
 2.5.9 Emotional well-being          59 
 
2.6 Application of the literature to a conceptual framework      63 
 
2.7 Overall study aim           66 
 2.7.1 Aims of the exploratory phase        66 
  2.7.1.1   Objectives          66 
 2.7.2 Aims of the intervention phase        67 
  2.7.2.1   Objectives          67 
 
 
CHAPTER 3 The research design for a holistic approach to   68 
   weight management 
 
3.1 Research paradigms and rationale         68 
 
3.2 Exploratory phase           72 
 
3.3 Questionnaire design          74 
 3.3.1 Demographic information         74 
 3.3.2 Questions on the physical aspects of weight management     74 
 3.3.3 Questions on the social aspects of weight management     76 
 3.3.4 Questions on the emotional aspects of weight management     76 
 3.3.5 Face validity and internal consistency/       78 

Quality assurance in research design         
 
3.4 Pilot study for the exploratory phase        78 
 
3.5 Exploratory phase           80 
 3.5.1 Sample           80   



 v 

3.6 Exploratory phase data analysis         81 
 3.6.1 Primary analysis          81 
 3.6.2 Secondary analysis          82 
 3.6.3 Tertiary analysis          83 
 
3.7 Interpretative phase           83 
 3.7.1 Nurse booklet           84 
 3.7.2 Individual booklet          84 
 3.7.3 Cover design           85 
 3.7.4 Question design          85 
 3.7.5 Weight management map         86 
 3.7.6 Goal setting           87 
 
3.8 Intervention phase           88 
 3.8.1 Accessing nurses          90 
 3.8.2 Data collection          91 
 3.8.3 Questionnaires          92 

3.8.4 Interviews           93 
3.8.5 Carrying out the interviews         94 

 
3.9 Intervention phase data analysis         95 
 3.9.1 Concurrent data analysis         97 
 
3.10 Ethical considerations          98 
 3.10.1 Exploratory phase ethical considerations       99 
 3.10.2 Intervention phase ethical considerations      100 
 
3.11 Researcher’s reflections         101 
 
 
CHAPTER 4 Generating the evidence to develop            104 
   a holistic approach to weight management  
 
4.1 Sampling          105 
 
4.2 General demographic information       106 
 4.2.1 Perceived reasons for onset of weight problem    109 
 4.2.2 Family history of weight problems      109 
 
4.3 Physical aspects of weight management      110 
 4.3.1 Co-morbidities        111 
 4.3.2 Symptoms         112 
 4.3.3 Functional ability        114 
 4.3.4 Leisure activity        115 
            
 



 vi 

4.4 Emotional aspects of weight management      115 
 4.4.1 Body satisfaction        116 
 4.4.2 Feelings         116 
 4.4.3 Anxiety and depression       118 
 
4.5 Social aspects of weight management      120 
 4.5.1 Social support         120 
 
4.6 Beliefs about weight management       123 
 
4.7 Expectations of weight change       125 
 
4.8 Weight change         126 
 4.8.1 Categorization of weight change groups     126 
 4.8.2 Demographic aspects of weight change groups    127 
 4.8.3 Group allocation        127 
 
4.9 Physical aspects of weight change       129 
 4.9.1 Co-morbidities of weight change      129 

4.9.2 Symptoms and functional ability in the weight gain group   129 
4.9.3 Symptoms and functional ability in the 0-5% weight loss group  130 
4.9.4 Symptoms and functional ability in the >5% weight loss group  131 
4.9.5 Physical activity changes in the weight gain group    134 
4.9.6 Physical activity changes in the 0-5% weight loss group   134 
4.9.7 Physical activity changes in the >5% weight loss group   134 
4.9.8 Group differences in physical activity levels     135 

 
4.10 Social aspects of weight change       136 
 4.10.1 Perceived levels of social support in the weight gain group   136 
 4.10.2 Perceived levels of social support in the 0-5% weight loss group  137 
 4.10.3 Perceived levels of social support in the >5% weight loss group  138 
 
4.11 Emotional aspects of weight change      140 
 4.11.1 Negative and positive feelings in the weight gain group   140 
 4.11.2 Negative and positive feelings in the 0-5% weight loss group  141 
 4.11.3 Negative and positive feelings in the >5% weight loss group  142 
 4.11.4 Group differences in negative and positive feelings    142 
 4.11.5 Anxiety and depression levels in the weight gain group   143 
 4.11.6 Anxiety and depression levels in the 0-5% weight loss group  143 
 4.11.7 Anxiety and depression levels in the >5% weight loss group  144 
 4.11.8 Group differences in anxiety and depression levels    144 
 
4.12 Summary          145 
 
            
 



 vii  

CHAPTER 5   Integrating the evidence for a holistic            148 
approach into practice in primary care   

 
5.1 The individual’s perspectives of weight management    148 

5.1.1 Physical well-being        148 
  5.1.1.1   Symptoms and physical well-being     149 
 5.1.2 Social well-being        152 
 5.1.3 Emotional well-being        152 
  5.1.3.1   Stigma and emotions       153 
  5.1.3.2   Stress and negative emotions     154 
  5.1.3.3   Beliefs and emotions       155 
 
5.2 Incorporating the evidence in the booklet for individuals   156 
 
5.3 Facilitating nurse education        157 
 
5.4 Integrating the evidence into practice      159 
 
CHAPTER 6 Implementation and outcomes of the                    161 

holistic approach to weight management in 
primary care               

  
6.1 Nurse recruitment         162 
 6.1.1 Geographical spread        162 
 6.1.2 Background information of nurses      163 
 
6.2 Recruitment of individuals        165 
 6.2.1 Background information of individuals     166 
 
6.3 PN role in primary care        172 
 6.3.1 Support and education for role development     173 
 6.3.2 Support for obesity management in practice     174 
 6.3.3 Obesity education for PNs       176 
 6.3.4 Educational influences on PNs approach to obesity management  177 
 
6.4 Support for implementing the holistic approach to                   179 

weight management 
 
6.5 Contextual influences on implementing the holistic approach   180 

to weight management 
 6.5.1 Autonomy         181 
 6.5.2 Negotiation         183 
 6.5.3 Bending the rules        184 
 
 



 viii  

 
6.6 Barriers to weight management       185 
 6.6.1 Motivation         186 

6.6.2 Not ready         189 
6.6.3 Can’t cope         190 
6.6.4 Too deep         191 
6.6.5 Blamed by others        192 
6.6.6 Self-blame         193 

 
6.7 Partnership          196 
 6.7.1 Realisation         197 
 6.7.2 Identifying the problems       198 
 6.7.3 Reflection         200 
  6.7.3.1   Facilitating reflection/empowerment    201 
  6.7.3.2   Self-reflection/empowerment     203 
 6.7.4 Knowing the individual       204 
 6.7.5 Self-awareness        206 
 6.7.6 Responsibility         207  
         
6.8 Practice comparison in context       210 
 6.8.1 Practice G         211 
 6.8.2 Practice B         217 
       
6.9 Filling the void in weight management      226 
 6.9.1 Time issues         227 
 6.9.2 Fear of the unknown        228 
 6.9.3 Credibility of the materials       229 
 6.9.4 Changing practice        230 
 6.9.5 Working in partnership       232 
 6.9.6 Taking a holistic approach       232 

6.9.7 Not for everyone        233 
 6.9.8 Future use         234 
 
5.10 Applicability of the conceptual model      220 
 
 
 
CHAPTER 7 Discussion of the relevance of a holistic            236  

approach to weight management  
in primary care                

 
7.1 The relevance of taking a holistic approach     236 
 7.1.1 The effectiveness of the holistic approach in terms of    236 

weight change 
 7.1.2 Identifying parts of the whole       238 
 



 ix

7.2 Putting the holistic approach to weight management into practice  240 
 7.2.1 Booklet for holistic care       241 
  7.2.1.1 Weight management map      241 
  7.2.1.2 Goal and action planning      243 
  7.2.1.3 Written plans        243 
 
7.3 Experience of using the intervention      245 
 
7.4 Education and support        247 
 7.4.1 Outreach visits         248 
 7.4.2 Education and attitudes       249 
 
7.5 The role of the nurse in primary care      251 
 7.5.1 Obesity management in primary care      251 
 
7.6 Partnership          255 
 7.6.1 Nurse self-awareness        255 
 7.6.2 Knowing         256 
 7.6.3 The power balance        257 
 7.6.4 Empowerment through partnership      258 
 
7.7 Self management         258 
 7.7.1 Individual empowerment       259 
 7.7.2 Towards self-management       259 
  
7.8 Practical aspects of implementing the holistic approach    261 
 
7.9 Conclusions          264 
 
 
CHAPTER 8       Conclusions, limitations and recommendations   267 
 
8.1 Conclusions          267 
 8.1.1 Aims and objectives revisited       267 
  8.1.1.1 The objectives of the exploratory phase    268 
  8.1.1.2 The objectives of the intervention phase    269 
 8.1.2 The applicability of the conceptual framework    271 
 8.1.3 The effectiveness of the holistic approach for PNs    273 
 8.1.3 Support for implementing the holistic approach    275 
 
8.2 The utility of the materials provided for the holistic approach    275 
 8.2.1 Booklet for individuals       275 
  8.2.1.1 Weight management map      275 
  8.2.1.2 PN booklet and practical materials     277 
  
8.3 Overall conclusions         277 



 x

 
8.4 Methodological issues and limitations      279 
 8.4.1 Limitations of the exploratory phase      279 
 8.4.2 Limitations of the intervention phase      280 
 
8.5 Implications and recommendations for practice     282 
 
8.6 Recommendations for continuing professional development 
 for nurses          283 
 
8.7 Recommendations for further research      284 
 
8.8 Dissemination strategies         284 
 
 
REFERENCES         286 



 xi

LIST OF TABLES 
 
           Page 
 
Table 1.1 Classification of body mass index (BMI) and severity       4 
  of co-morbidity risk 
 
Table 1.2 Waist circumference level of risk for men and women       4 
 
Table 1.3 The health risks associated with adult obesity        5 
 
Table 3.1 Table of data collection methods for individuals and practice nurses   91 
 
Table 4.1 Table of recruitment for males and females      105 
 
Table 4.2 Table of Spearman’s rho correlations of symptoms with sleep,    113 

body pain and skin problems 
 
Table 4.3 Table of significant correlations between mobility problems,  132 
  poor sleep, breathlessness and body pain in weight change 
 
Table 6.1 Table of the years qualified, years in primary care, age group,   164 
  hours worked per week and number of diplomas for each 
  recruited nurse 
 
Table 6.2 Table of individuals approached and recruited by nurses, booklets    165 
  and questionnaires returned by individuals, and physical parameters 
  taken by nurses 
 
Table 6.3 Table showing the number of co-morbidities per individual for   168 
  the exploratory and intervention phases 
 
Table 6.4 Table showing the number of previous attempts at weight loss  169 
  by male and female 
 
Table 6.5 Weight Management Map for Q01      199 
 
Table 6.6 Action Map for R01        203 
 
Table 6.7 Table of background information for nurses B and G   210 
 
Table 6.8 Action Maps for G01, G02 and G03      215 
 
Table 6.9 Before and after Weight Management Maps for B02    223 



 xii

LIST OF FIGURES 
 

           Page 
 
Figure 2.1 Conceptual framework for intervention and outcome     65 
 
Figure 3.1  Diagram of the research process        70 
 
Figure 3.2 Analysis framework for the intervention phase data      96 
 
Figure 4.1 Clustered bar chart showing the percentage of males and females   107 
  in each BMI category 
 
Figure 4.2 Clustered bar chart showing the distribution of age range     108 
  for males and females  
 
Figure 4.3 Clustered bar chart showing the number of family members    110 
  identified by male and female respondents as having weight  

problems 
 
Figure 4.4 Pie charts of the prevalence of obesity related co-morbidities   111 
  for males and females 
 
Figure 4.5 Clustered bar charts showing the levels of anxiety and depression   119 
  for males and females 
 
Figure 4.6 Clustered bar chart showing the numbers of individuals allocated   128 
  to the groups of weight gain, 0-5% body weight loss and  
  >5% body weight loss by gender 
 
Figure 4.7 Clustered bar chart showing mean score changes for symptoms   133 
  by group 
 
Figure 4.8 Clustered bar chart showing changes in different physical    135 

activities for each group between visits 1 and 3 
 
Figure 4.9 Clustered bar chart of mean differences in perceived support   139 
  scores between visits 1 and 3 for each group 
 
Figure 4.10 Line chart of mean rank scores for family, friends, colleagues,   140 
  professionals and community support for each group at visit 3 
 
Figure 4.11 Clustered bar chart showing changes in feelings for each group   143 
  between visits 1 and 3 
 
 



 xiii  

Figure 4.12 Clustered bar chart of mean differences in anxiety and depression   144 
  scores between visits 1 and 3 for each group 
 
Figure 4.13 Changes between groups        147 
 
Figure 6.1 Clustered bar chart showing distribution of age range of males   166 
  and females 
 
Figure 6.2 Clustered bar chart showing the number of males and females   167 
  in each BMI category 
 
Figure 6.3 Pie chart showing the number of individuals having      168 

each co-morbidity 
 
Figure 6.4 Clustered bar chart showing the number of strategies employed   170 
  by individuals in previous attempts at weight loss and the 
  professionals they consulted by male and female 
 
Figure 6.5 The percentage of individuals who gained weight, lost 0-5%    171 
  and >5% of their body weight 
 
Figure 6.6 The theme or role development and related categories of support   172 
  and education, support for obesity management and  

obesity education 
 
Figure 6.7 The categories of autonomy, negotiation and bending the rules in      181 

the theme of contextual influences 
 
Figure 6.8 The categories of motivation, not ready, can’t cope, too deep,            185 

blamed by others and self blame in the theme of barriers 
to weight management 

 
Figure 6.9 The categories of realisation, identifying the problems,    196 
  reflection, facilitating reflection for empowerment, 
  self-reflection for empowerment, knowing the individual, 
  self-awareness and responsibility in the theme of partnership 
 
Figure 6.10 The categories of time issues, fear of the unknown, credibility of   227 
  materials, changing practice, working in partnership, taking a 
  holistic approach, not for everyone and future use in the theme of 
  Filling the void 



 xiv

ABBREVIATIONS 
 
 
BMI  Body Mass Index 
 
SIGN  Scottish Intercollegiate Guidelines Network 
 
GPs  General Practitioners 
 
DAGOS Dietitians Action Group on Obesity Scotland 
 
PNs  Practice Nurses 
 
RMR  Resting Metabolic Rate 
 
HADS  Hospital Anxiety and Depression Scale 
 
SPSS  Statistics Package for the Social Sciences 
 
ANOVA One-way Analysis of variance  
 
TV  Television 
 
SD  Standard Deviation 
 
GMS  General Medical Services 

 



 xv

APPENDICES 
 

APPENDIX 1: EXPLORATORY PHASE QUESTIONNAIRE EXPLORING THE 
ASSOCIATION BETWEEN FEELINGS AND WEIGHT MANGEMENT 

 
APPENDIX 2:  PERMISSION LETTER FOR USE OF THE HADS 
 
APPENDIX 3: EXPLORATORY PHASE LETTER OF INVITATION TO 

INDIVIDUALS 
 
APPENDIX 4:  CONTENTS LIST OF BOX OF MATERIALS 
 
APPENDIX 5: RECRUITMENT FLIER TO PRACTICE NURSES FOR THE 

INTERVENTION PHASE  
 
APPENDIX 6: BACKGROUND QUESTIONNAIRE FOR NURSES IN THE 

INTERVENTION PHASE 
 
APPENDIX 7:  EVALUATION QUESTIONNAIRE FOR ‘MY PERSONAL 

APPROACH TO WEIGHT MANAGEMENT’ 
 
APPENDIX 8:  SHEET FOR RECORDING PHYSICAL PARAMETERS OF 
   INDIVIDUALS IN THE INTERVENTION PHASE  
 
APPENDIX 9: CHARTS PROVIDED IN BOX OF MATERIALS FOR THE 

INTERVENTION PHASE 
 
APPENDIX 10: INTERVIEW SCHEDULE FOR NURSES WHO RECRUITED 
   IN THE INTERVENTION PHASE 
 
APPENDIX 11: INTERVIEW SCHEDULE FOR NURSES WHO UNABLE TO 

RECRUIT 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 
 
APPENDIX 15 ETHICS AMENDMENT APPROVAL  
 
APPENDIX 16: APPROVAL LETTER FROM RESEARCH AND DEVELOPMENT 
   FOR THE INTERVENTION PHASE 
 
APPENDIX 17: DIAGRAM OF THE RESEARCH DESIGN FOR THE EXPLORATORY 

PHASE 



 xvi

 
APPENDIX 18: CORRELATIONS OF NEGATIVE FEELINGS FROM THE 

EXPLORATORY PHASE 
 
APPENDIX 19: CORRELATIONS OF POSITIVE FEELINGS FROM THE 

EXPLORATORY PHASE 
 
APPENDIX 20: REVISED ‘MY ACTION PLAN’ FOR THE BOOKLET ‘MY 
   PERSONAL APPROACH TO WEIGHT MANAGEMENT 

 



1 
 

Chapter 1 
 

Introduction 
 

This thesis originated from a desire to develop a holistic nursing approach to obesity 

management.  The researcher’s interest in obesity management was stimulated through 

the experience of working as a nurse in both research and clinical practice within the 

National Health Service (NHS).  This interest grew through increasing contact with 

individuals seeking treatment for their obesity.  It appeared that these individuals often 

had numerous health problems associated with their weight.   

 

It became apparent to the researcher that, in addition to the numerous health issues 

related to obesity, weight management in itself was a much more complex problem than 

at first appeared.  This view was formulated via several avenues, namely, clinical 

practice, practice development, research and education.  Initial realisation about the 

difficulties of weight management was gained through clinical practice while working 

as a research nurse for clinical drug trials for obesity and being part of what was then a 

very small specialist out-patient clinic team in the early 1990’s.  To gain a deeper 

understanding of the issues related to obesity management from the perspective of an 

obese individual the researcher undertook a psychology and counselling degree module.  

As the team grew to incorporate the disciplines of medicine, dietetics, psychology and 

surgery, greater insight into various aspects of the development and management of 

obesity was acquired through working as part of that multidisciplinary team.   

 

The experience gained from practice was supplemented by a greater depth and breadth 

of knowledge ranging from animal research to human interventions for obesity through 

links with academic, scientific and research institutions.  In addition, a global 



2 
 
perspective of obesity was obtained through multidisciplinary, national, and 

international obesity conferences.  These practical and theoretical engagements 

suggested that obesity management is complex involving many different perspectives 

and knowledge sources.  Furthermore, there appeared to be a dearth of successful 

interventions for people with obesity particularly for use by nurses.   Further insight into 

how obesity management could be implemented into practice by nurses was accrued 

through taking the nursing lead in a national research programme in primary care.  This 

programme challenged me to consider the needs of primary care nurses and obese 

individuals.   

 

Previous experience also indicated that nurse education about obesity was lacking.  

Courses on obesity management are rare and any seminars which take place, generally 

only do so through the support of the pharmaceutical industry.   Furthermore, the 

available literature, although increasing, tends to be focused primarily on diet.  

Therefore, there is a need for obesity education to have a nursing perspective and to 

have a broader base.  

 

Furthermore, the patient’s perspective was often not taken into account in planning care.  

For example, during clinical sessions patients often revealed feelings of self-criticism 

and low self-worth but were not addressed in their overall management.  These 

disclosures suggested to the researcher a need for them to be addressed in practice in 

addition to traditional medical and dietary approaches.  Taking a person-centred, 

holistic approach and addressing the interaction between physical, social and emotional 

aspects of obesity appeared relevant to addressing what is a complex problem.  

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

individual rather than their disease.   
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Through knowledge and experience gained by working with obese individuals the 

researcher has come to realise that for any intervention to be effective the practitioner 

must embrace a whole person approach for the enhancement of care.  However, this 

approach must be viewed in the context of what is known about obesity. 

 

This chapter now sets out to outline the health implications of obesity and the extent of 

the obesity problem particularly within the United Kingdom (UK).  There will be 

emphasis on the Scottish context, where the research was carried out.  The need to 

develop new interventions is highlighted, particularly in relation to the role of nurses in 

primary care.  In addition, the feasibility of person centred, holistic approaches will be 

outlined.  

 

1.1 Obesity and health  

Obesity is considered to be a multi-factorial problem (NIH 1998; NICE 2006) which 

affects the health and well-being of individuals within society (NAO 2001; NICE 2006).  

Prior to examining the implications of obesity for health it is pertinent to define obesity.  

Obesity is usually defined in physical terms and occurs when energy intake exceeds 

energy expenditure on a regular basis resulting in excess body fat stores (Di Girolama et 

al. 2000). WHO (1998) classified obesity as a disease and defined it as “a condition of 

abnormal or excessive fat accumulation in adipose tissue to the extent that health may be 

impaired” (WHO 2002 p.4).  The current accepted method of measuring obesity was 

developed by the Belgium statistician Adolphe Quetelet(1796-1874) (Eknoyan 2008) 

and was known as the Quetelet Index, now  termed the Body Mass Index (BMI), which 

is calculated using the formula, weight in kilograms divided by height in metres squared 

(kg/m²).   
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Once BMI has been determined, it is possible to classify individuals into categories 

ranging from underweight to morbid obesity.  The World Health Organisation (WHO 

1998), use this classification to determine whether or not an individual is obese and 

their level of health risk (See Table 1.1 below) 

Classification BMI (kg/m²)   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 I 30-34.9 Moderate 

Class II 35.0-39.9 Severe 

Class III  
(morbid obesity) 

≥40.0 Very  Very severe 

 
Table 1.1 Classification of body mass index (BMI) and severity of co-morbidity risk. 
 
However, there are limitations to the use of BMI (Frankenfield et al. 2001).  It does not 

distinguish between those who have excess adipose tissue and the well-developed 

muscle of trained athletes (Prentice and Jebb 2001).   Furthermore, the suggested BMI 

classification of risk differs between ethnic groups.  For example, the classification for 

overweight and obesity in the Asian community is lower than for Caucasians while for 

Pacific Islanders it is higher (International Diabetes Institute 2000). In addition to BMI, 

waist measurement is important in assessing the risk to health (WHO 1998) The 

following table 1.2 indicates the level of risk for waist circumference.  

  
 Increased risk Substantial risk 

Men > 94 cms (37 in) >102 cms (40 in) 

Women >80 cms (32 in) >  88 cms (35 in) 

   
Table 1.2 Waist circumference level of risk for men and women. 
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The relevance of obesity to health was recognized by Hippocrates (460-377BC) (Office 

of Health Economics 1994).  He observed that sudden death occurred more frequently 

in the obese.  Later, Athenaeos (230-170BC) the Greek historian and philosopher, 

reported what appeared to be sleep apnoea in relation to obesity (Michalopoulos et al. 

2003).  Michalopoulos et al. (2003) indicates that although obesity, at that time, was 

recognised as a health problem, its impact was primarily limited to the wealthier 

echelons of society Michalopoulos et al. (2003).  In the present day, a greater 

understanding of the health impacts has emerged, allied to the escalating prevalence of 

obesity within society.  While the general adult population is at risk of developing 

poorer health, the obese are at increased risk.  The most prevalent health related 

conditions or co-morbidities are documented in table 1.3 below, (adapted from WHO 

1998).  The table identifies the increased level of risk 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 II Diabetes 
 Dyslipidaemia 

Metabolic Syndrome 
 Gall Bladder Disease 
 Breathlessness 
 Sleep Apnoea 
 
Table 1.3 the health risks associated with adult obesity. 
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In addition to the physical health risks listed in table 1.3, obesity is also associated with 

asthma, stroke, gastro-oesophageal reflux, lower extremity venous stasis, urinary stress 

incontinence (National Institutes of Health 1998).   The National Institutes of Health 

(1998) also identified psychological disorders as co-morbidities such as poor self-

esteem, depression, body dissatisfaction and disordered eating (Mulvihill and Quigley 

2003).  However, the National Institutes for Health (1998) obesity guidelines state that 

there is strong evidence of weight loss reducing the development of co-morbidity risk 

factors.  They also stated that some existing obesity co-morbidities improve with weight 

loss.    

 

1.1.1 Health benefits of weight loss 

A systematic review undertaken for a Health Technology Assessment (Avenell et al. 

2004) highlighted that to accrue health benefits need not entail huge weight loss.  Like 

the Scottish Intercollegiate Guidelines Network (SIGN 1996) before them, Avenell et 

al. (2004) highlighted physical benefits of moderate weight loss.  SIGN (1996) and 

Avenell et al. (2004) identified reductions in mortality rates, blood pressure, type II 

diabetes and cholesterol levels.  The review by Avenell et al. (2004) underlined the 

benefits in that a 10kg weight loss gave a 6.1mmHg fall in systolic blood pressure and a 

5% drop in total cholesterol.  There were also benefits of weight loss for Type II 

diabetes.  Two of the studies (Tuomilehto et al. 2001; Diabetes Prevention Program 

Research Group 2002) included in the systematic review demonstrated a 58% reduction 

in the risk of developing diabetes with a 5-7% weight loss.   SIGN (1996) had 

previously indicated at least a 50% risk reduction with 10% weight loss.  The 

accumulated evidence seems to suggest that moderate weight loss is more strongly 

associated with risk reduction than previously identified.  The evidence therefore, points 
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towards physical health benefits being accrued with moderate weight reduction for 

those who are obese.  

  

In addition to physical health in the obese, Larsson et al. (2002) recommended that 

mental well-being should be recognised.  This recognition certainly appears warranted 

as Simon et al. (2006) estimated that obese individuals have a 20% elevated risk of 

depression compared to individuals of normal weight.  However, the negative impact of 

obesity on mental well-being (Larsson et al. 2002) and psychosocial functioning 

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

 

It may be that, in addition to physical and mental well-being, social support is also 

relevant to obesity management.  Social support not only aids weight loss (Gallagher et 

al. 2006) but also helps weight maintenance following weight loss (Kayman et al. 1990, 

Elfgah and Rossner 2005).  However, a lack of support is less likely to result in weight 

loss (Lambert et al. 2005).  Social support therefore appears to have both negative and 

positive effects on weight.  Perhaps the relationship between social support and weight 

loss is bi-directional as (Herpertz et al. 2003) identified that weight loss improves social 

relations.  It could be argued that weight gain may affect social well-being in a negative 

way.  Therefore, family structure, roles and relationships may be important aspects of 

how individuals manage their weight (McLean et al. 2003; Furst 1997; Karner et al. 

2005).  Taking this a step further by examining cultural influences on social and mental 

well-being may be of value.   
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1.1.2 Cultural beliefs about weight change 

Although there are health benefits associated with weight loss the perception of what is 

a ‘normal’ weight often varies due to cultural influences.  The current climate within 

western society encourages a low body weight particularly on cosmetic grounds 

(Katzmarzyk and Davis 2001).  However, trying to achieve a low body weight through 

rapid weight loss may have a detrimental effect on mental well-being even for the non-

obese (Caulfield and Karageorghis 2008).  On the other hand, different cultures may 

value obesity (Pollock 1995; McDowell and Bond 2006) with the result that individuals 

try to gain weight rapidly (Rguibi and Belahsen 2006) not realising the health 

consequences of obesity.  Addressing beliefs about healthy weight is therefore an 

important aspect of weight management.  Those who are obese may also be influenced 

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

 

Western society exerts pressure, particularly on women, to strive for the ‘thin ideal’ 

body shape (Tiggeman and Lynch 2001).  The result is stigmatization of obesity from 

both a physical and moral point of view (Brown et al. 2006) where individuals are 

blamed for not achieving the societal idea of body perfection through their lack of self 

control.  Media images perpetuate these negative messages (Cusumano and Thompson 

1997; Greenberg et al. 2003).  Furthermore, both men and women who are obese, suffer 

discrimination in employment education and social settings (Sargent and Blanchflower 

1994, Puhl and Brownell 2001).  It would seem that obesity affects all aspects of 

everyday life.  How obesity is viewed and therefore the way obese individuals are 

treated is of concern, not only for society, in general, but those working in health care in 

particular. 
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While the effects of weight loss on physical health are clear it is suggested here that 

social and emotional aspects of everyday life for the individual could also improve from 

enhanced weight management.    Having established the health implications of obesity 

there is a need to consider the extent of the problem.  

 

1.2 The prevalence of obesity  

In many societies there are reported increases in levels of obesity in both industrialised 

and developing countries (WHO 2003).  In 2003 the World Health Organisation (WHO) 

reported that about 1 billion adults, world-wide were overweight with at least 300 

million of them being clinically obese.  The number of individuals affected by this 

‘globesity’ as it is termed (Eberwine 2002; Goldberg 2003), has overtaken those who 

are undernourished and is “one of today’s most blatantly visible – yet most neglected – 

public health problems” (WHO 2000).  Of even greater concern is the increasing 

prevalence rates reported with each new publication of statistics.  Furthermore, the 

exponential rise in childhood obesity may result in children of the current generation 

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

 

In Scotland, (SIGN 1996) the adult incidence rate of obesity (BMI>30) by 1996 was 

14% in men and 17% in women.  Only two years later, the Scottish Health Survey 

reported that these figures had risen to 19.6% in men and 22.1% in women (Shaw et al. 

1998), demonstrating an even greater increase than the UK figures of 17% in men and 

21% in women (Department of Health 1999).  Following the publication of the 2003 

Scottish Health Survey (Bromley et al. 2005) it was evident that Scotland had the 

dubious reputation of maintaining the lead over England with 22.4% vs 22.2% of men 

and 26.0% vs 23.0% of women being obese.  Furthermore, the population is becoming 
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heavier with morbid obesity (BMI >40) rates rising from 0.5% in 1995 to 1.8% in 2003 

for men and 1.3% to 3.6% for women.  In an international league table of developed 

countries produced by the Organisation for Economic Co-operation and Development 

(OECD), Scotland’s rates of obesity were second only to those of the United States of 

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

 

Even more worrying, is the increasing prevalence of obesity among children (Bundred 

et al. 2001; Dietz 2004) as childhood obesity is a risk factor for adult obesity (Eriksson 

et al. 2003; Power et al. 2003) especially if there is a family history of this disease 

(Stunkard et al. 1990).  This does not augur well for the future health of the nation, as 

even in childhood, cardiovascular risk factors and type II diabetes are now being 

diagnosed (Reilly et al. 2003).  Therefore, the increasing numbers who will require 

treatment due to the associated morbidity and mortality of 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 implications for health care services in 

managing the consequences of obesity (Seidell 1995).  Seven years ago a National 

Audit Office (2001) report stated the annual costs of obesity, to the NHS in England, 

were estimated to be £½ billion and the cost to the economy £2 billion.  Since obesity 

rates continue to rise in line with projections the anticipated annual cost of £3.6 billion 

to the economy by 2010 could be reached (NAO 2006).   However, these projections 

may be reached sooner as more recent estimates of direct NHS costs have already 

reached £3.2 billion annually (Allender and Rayner, 2007).  The Scottish Office (1998) 

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

targets will not be met.   

 

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

system to cope.  The seriousness of the situation was recognised by Tony Blair (2006), 

the then UK Prime Minister, who stated that the health service would ‘buckle under the 

strain’.  In addition to increasing NHS costs there are also economic and social 

consequences for the individual (Bray 1996; Rissanien 1996; Rossner 1997).  It is 

imperative, therefore, that effective interventions are developed and implemented to 

tackle the increasing obesity problem to reduce the impact, not only on health care 

costs, but also for the health and social well-being of individuals. 

 

1.4 Obesity management and research 

The health and financial implications of the obesity burden on health care services is 

clear.  Therefore, there is a need to reduce this burden by having effective interventions 

in place.  The lack of such interventions was recognised by the Scottish Office (1998) 

who recommended that research be carried out to develop more successful 

interventions.  SIGN (1996) had already highlighted this need by their recommendation 

that the NHS needed to promote research into the management of obesity as a health 

problem.  Three years on from this, a systematic review of interventions for obesity 

management by Harvey et al. (1999) and, more recently, an updated review by the same 

authors stated that it was difficult to find good quality evidence for interventions and 

even those identified as being effective have not been routinely implemented (Harvey et 

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

been given prominence in the prevention or treatment of co-morbidities.  Further 
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examination of the approaches already researched with nurses may provide some clues 

as to what is needed for a new intervention.  In order to understand how these 

approaches may have developed a historical glimpse of weight management is given. 

  

1.4.1 Approaches to obesity management 

Interest in diets is not new, as Plato (427-347 BC) the Greek philosopher recognised the 

importance of a healthy diet and was purported to advocate many components of what 

we today term the ‘Mediterranean diet’ (Skiadas and Lascaratos 2001).  Many centuries 

later, William Banting (1796-1878), an English carpenter and undertaker, who suffered 

from what he termed the ‘affliction’ of obesity was so enthused by a high protein, low 

carbohydrate diet prescribed by his doctor, William Harvey, that he published his 

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

20th century but the apparent lack of long-term efficacy has led to other avenues of 

research related to physical activity and behavioural therapies being undertaken.  

 

Physical activity (National Institutes of Health 1998) alone can be effective and more 

importantly has a beneficial influence on abdominal fat, which is a risk factor for type II 

diabetes (Kay and Singh 2006) and cardiovascular risk (Avenell et al. 2004).  The main 

benefit of physical activity appears to be in maintaining weight loss (Mulvihill and 

Quigley 2003).  When used in combination with diet, physical activity can be more 

effective for weight loss than when used alone (Avenell et al. 2004).   

 

The addition of behavioural therapies to diet and physical activity were later used (NHS 

CRD 1997) and this combined approach is considered the most effective to date 

(Steptoe et al. 1999, Avenell et al. 2004).  Therefore it seems that the more aspects 
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addressed in managing weight the better the outcome (Harvey et al. 2005) but including 

diet, physical activity and behaviour therapy may not be sufficient if outcomes are to 

improve.  The effectiveness of interventions carried out in the nursing arena, are 

therefore, reviewed.   

 

1.5 Obesity management and nursing education 

Only four interventions for obesity management and specifically aimed at nurses were 

identified (Cadman and Wiles 1996; Ogden and Hoppe 1997; Moore et al 2003; 

Counterweight 2004a).  They all appeared to have diet as their main focus.  Although 

dietary education, in a very small study of five nurses (Cadman and Wiles 1996), 

increased nurses’ confidence levels about discussing diet, the outcome of this for obese 

individuals was not reported.   It is possible that dietary interventions may not have the 

anticipated outcomes.  In fact, Moore et al. (2003) found that individuals who consulted 

nurses in the intervention arm of their dietary study had poorer outcomes.  

 

As greater dietary education, although improving knowledge (Moore et al 2003), did 

not improve outcomes perhaps a broader perspective to weight management is required.  

The Counterweight programme (2004a), in addition to a focus on diet, included 

physical activity and behavioural strategies resulting in better outcomes.  An element of 

this improved success rate, may have been influenced by the addition of follow-up 

support for nurses, following basic introductory education sessions.  Both the education 

sessions and follow-up support took place in the practice setting, perhaps indicating the 

relevance of education not being divorced from practice and taking a broader approach 

to implementing interventions. 
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The manner in which interventions are delivered may also be important.  Although 

Ogden and Hoppe (1997) introduced the element of person centredness, it appeared that 

consultations continued to take the form of advice giving and again resulted in poor 

outcomes.  This may highlight the need for a better understanding of person centred 

practice.  Another study undertaken for weight management in primary care, although 

not carried out by nurses, may provide further insight.  Rapoport et al. (2000) did not 

emphasise diet but took a broad based approach including emotional well-being 

resulting in modest weight loss.  However, although addressing the importance of 

emotional well-being, this study was very intensive for both obese individuals and 

health professionals, therefore, would not fit well within the practice setting.   

 

It would appear that greater educational input with follow-up support combined with a 

broader based approach of diet, exercise and behaviour strategies improves outcomes.  

More intensive interventions with psychological input also appear to improve outcomes.  

Perhaps taking a more holistic, person centred intervention including emotional well-

being would show more promise.  However, the difficulty with intensive programmes is 

that they are not practical due to time constraints.  Practicality of interventions was 

identified by Mulvihill and Quigley (2003), as being a reason for not implementing 

them.   

 

In addition to the issues already addressed, nurses may be more familiar with medical 

aspects of obesity management which also require inclusion in a holistic approach.  

Ideally, drug treatment, should only be introduced when previous approaches fail to 

achieve a realistic weight loss.  However, drug treatment should be in addition, rather 

than instead of, these other approaches (NICE 2006).  At the time this study was 

undertaken two drugs were licensed for use in the United Kingdom.  These drugs had 
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different modes of action.  Xenical (Orlistat), a pancreatic lipase inhibitor, acts on the 

gastrointestinal tract to reduce fact absorption by up to 30% (Guerciolini 1997).  

Sibutramine (Reductil), on the other hand, has a different mode of action.  It acts 

centrally by preventing the re-uptake of serotonin and norepinephrine to suppress 

appetite by enhancing satiety (Royal College of Physicians 2003).  It would therefore 

appear that Xenical would be appropriate for those individuals who consumed a high fat 

diet and Sibutramine may be more appropriate for those who ate large amounts of food.  

When all these approaches fail there is the further option of bariatric surgery for those 

who are morbidly obese (Scottish Executive 2004; NICE 2006) but this study did not 

aim to focus on specialist care.  However, awareness of other options may be pertinent. 

 

The challenge is, therefore, to develop an approach that is comprehensive yet practical 

for both nurses and individuals with obesity.  Before developing an intervention it 

would be pertinent to understand the nursing context. 

 

1.6 Obesity management and the role of the nurse  

Nurses have traditionally played a minor role in obesity management and treatment.  

However, the opportunity exists to develop the role of the nurse in obesity management 

particularly in those areas where nurses have contact with obese individuals in need of 

health care. Primary care appears to be the ideal setting to carry out obesity 

management as it is accessible to most of the general population.  In addition, 82% of 

those registered with general practice attend at least once a year and almost a quarter of 

those, that is 6.5 million, are seen by practice nurses (ISD 2005). This is important not 

only for identifying those who may benefit from weight management but also for easy 
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access to intervention at a time when an individual is ready to make changes to achieve 

weight loss.  

 

Support for this argument comes from policy documents (Scottish Executive, 2005; 

Scottish Executive 2006; NICE 2006) which recommended that obesity should be a 

priority in primary care.  There are two main ways of approaching this; one at a 

population level and the other by targeting individuals (Chambers and Wakley, 2002).  

Given the government commitment, there is clearly a role for primary care nurses in 

obesity management.   

 

As part of the multidisciplinary team providing healthcare in the community, primary 

care nurses have a crucial role to play.  Although their remit is influenced by their 

employers, usually general practitioners, and the characteristics of the teams in which 

they practice (Jenkins-Clarke and Carr-Hill, 2001) opportunities may exist to develop 

the nurse role.  Extended nursing roles emerged in line with the prevailing, disease 

orientated, medical model where tasks usually undertaken by junior doctors were 

allocated to nurses who had to obtain certificates of competency for doing so.  This 

focus on tasks was criticised for limiting the parameters of nursing practice by reducing 

the importance of holistic nursing care (UKCC 1992a).  Role expansion, on the other 

hand, should be developed through autonomous practice in response to the changing 

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

 

As primary care nurses are increasingly involved in chronic disease management 

(Department of Health 2005a) it may be that obesity management would sit well within 

their remit and it has already been acknowledged as part of the practice nurse role 

(Hampson 2006).  The practice nurse (PN) role in the UK has evolved in a similar 
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manner to nursing in general with some taking on more progressive roles such as 

advanced nurse practitioner (Stilwell and Hobbs 1990).  PNs are now able to develop 

their roles with an emphasis on promoting health (Paniagua 2001, Hampson 2006) but 

nurses are searching for “new knowledge and skills in order to realise their vision and 

provide more proficient, holistic and innovative care”  (Paniagua 2001 p. ix).  The 

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

 

The purpose of this thesis was to develop an intervention to aid nurses in obesity 

management on a one-to-one basis.  Although it is acknowledged that health visitors 

and primary care nurses in general have a part to play in obesity management, PNs were 

selected because of their accessibility.  As practice nurses (PNs), in particular, have 

regular contact with patients, often through chronic disease management they would be 

ideally placed to incorporate obesity management into their practice.  In relation to 

diabetes, one of the diseases strongly associated with obesity, (WHO 1998) a Cochrane 

Review (Renders et al. 2007) provided examples of how this regular contact improves 

outcomes.  It has been argued that a holistic, person-centred approach, with it’s 

emphasis on the individual, is required for weight management.  In addition, NICE 

(2006) recommends that interventions should aid the identification of barriers to good 

weight management and provide written goals and actions.  Supported self management 

would fit with a holistic person centred approach   Therefore it appears that what is 

required is a more holistic approach including not only physical but also social and 

emotional aspects for example particularly if nurses are going to be at the forefront of 

practice.  This approach encourages both nurse and individual to gain a deeper 

understanding which, in turn, may provide a basis for self management. 
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1.7 Self management in obesity 

Recent department of health publications have encouraged health professionals to 

support individuals in their efforts to self-manage their condition, particularly in chronic 

disease management (Department of Health 2005a).  Obesity comes under that category 

but the complexity of management makes it difficult to encompass all physical, social 

and emotional aspects in a manner that is not too time consuming.  A way forward may 

be to involve individuals more fully in their care. 

 

Individuals with obesity, like others with various chronic diseases, manage their 

condition on a daily basis.  However, they may lack the confidence, knowledge and 

understanding to implement good self care (Department of Health 2005b).  Providing 

the right support is therefore important.  Self care programmes, as demonstrated in 

systematic reviews for diabetes, hypertension, arthritis and asthma (Warsi et al. 2004; 

Gibson et al. 2007), tend to be implemented from the perspective of the health 

professional and provide education.  Whilst education is an important aspect in obesity 

management it would appear that current interventions may not have self care or person 

centred elements.  It could be argued that unless self care is initiated by the individual 

who decides what, where and when they want to implement action then long term 

success will not be achieved.  In one survey, less than half (42%) of primary care 

participants felt encouraged by health professionals, including nurses, to self manage 

their condition.  Should this be so, one reason may be the lack of structured approaches.  

However, a structured person centred method was provided for PNs by Pill et al (1999) 

to help individuals with type II diabetes but consultations generally reverted to the PN 

taking the lead.  This possible reluctance to implement self management strategies from 

a patient perspective may be due to health professionals having difficulty in power 
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sharing in decision making.  Nevertheless, it is contended here that with the right 

support and materials PNs could deliver person centred care to support individuals in 

their efforts to self manage their obesity. 

  

One of the reasons why health professional have difficulty changing their approach may 

be historical.  Traditionally, the role has been advice giving and ‘patients’, as the term 

infers, being viewed in a sick role.  This view of a person as being passive is in contrast 

to empowerment (Nyatanga and Dann 2002) required for self-management.  Although 

the more recent term ‘client’ is considered by Ellis-Stoll and Popkess-Vawter (1998) to 

imply more of a working relationship, Neuberger (1999) argued that it inferred a 

purchaser/provider relationship.  For the purposes of this study in an effort to create a 

more equal relationship, patients/clients will be referred to as individuals.  The term 

‘individuals’ also reflects how each person is a unique human being and should be 

treated as such. 

 

1.8 Synopsis of the thesis structure 

The purpose of the research was, therefore, to develop a practical, evidence based 

approach for nurses to use in partnership with individuals in their care.  In an effort to 

reflect the complexity of weight management it appears that a broader view of factors 

that impact on obesity needs to be taken.   To identify more specific details related to 

these factors, knowledge from various disciplines will be reviewed.  Identification of 

these details will provide a basis to research relationships between the factors.  The 

evidence from such exploratory research will inform the 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 elements of a conceptual framework to guide the 

study.  Essentially this chapter is seeking to answer the question “what should go into a 

holistic, person centred approach?” which, from the introduction appears to have 

potential to be effective.  In addition, this chapter seeks to highlight/outline the extent to 

which such a holistic approach can be used by nurses.  Therefore nursing models to 

assist in a structure for holism are identified. 

 

Chapter 3 provides the methodological underpinning and methods used to develop and 

evaluate the holistic approach.  It draws on a mixed methods approach consisting of two 

phases of work.  The first exploratory phase is primarily quantitative and the second 

intervention phase primarily qualitative. This chapter explains the research design for 

each phase of the study.  

 

Chapter 4 details the results from the exploratory phase undertaken to provide evidence 

for the intervention phase used to develop weight map/intervention for a holistic 

approach.  Analysis of the data using SPSS examines patterns between the variables to 

identify the parts relevant to a holistic approach.  Further analysis of the relationship 

between these parts and weight change are explored. 

 

Chapter 5 discusses the evidence generated from the exploratory phase to provide a 

grounding for the development of a holistic approach.  These insights were used to 

provide the basis for PNs to work in partnership with individuals to reflect the holistic 

nature of the approach.  Consideration is given to the tools required, educational needs 

and working context of PNs. 
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Chapter 6 provides an analysis of the implementation of the holistic approach to weight 

management by PNs in primary care.  The outcomes of how the parts of ‘the whole’ are 

linked and interact in everyday situations are presented. 

 

Chapter 7 discusses the relevance of a holistic approach to weight management for PNs 

in primary care.  Consideration is given as to the effectiveness of this approach in terms 

of weight loss and self management.  The practicalities of implementing the holistic 

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

the holistic approach and the education and support provided.   

 

Chapter 8 states the conclusions, limitations and recommendations for practice with 

regards to a participatory, holistic, person centred approach to weight management for 

PNs in primary care. 
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Chapter 2 
 

Developing a holistic approach to obesity management 
– literature review 

 
Developing a holistic approach to obesity management requires a review of not only 

literature on holism but also literature related to obesity and obesity management.  It is 

the combination of these two perspectives that is central to this thesis.  The introduction 

identified the relevance of obesity to health and the need for different interventions to be 

developed in relation to weight management.  While it was highlighted that nurses 

could have a major role to play in helping individuals manage their obesity it is also 

evident that there is a lack of available education and tools to assist them.  In particular, 

there appears to be no emphasis on holistic approaches, which it is argued reflect more 

fully the complexity of obesity management.  This chapter reviews the pertinent 

literature and current approaches to obesity management particularly in relation to 

physical, social and emotional aspects.  The chapter concludes with a reflection on the 

literature reviewed and identifies the aims and objectives for the research.  

 

2.1 Literature Review 

Having already identified the need for different interventions for obesity management, 

in order to define the requirements for such an intervention, a broad-based search of on-

line and library databases for books and journal articles was undertaken.   

 

The initial phase of this was carried out at the commencement of the thesis work to 

assist in scoping the extent of the literature within this field (Parahoo 2006).  Therefore, 

no attempt was made to systematise this process at this stage (Griffiths and Norman 
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2005).  The purpose was to build on the experience of the researcher.  This was 

particularly important considering the complex nature of obesity management which is 

suggested to be more than just the sum of the parts (Hawe et al. 2004) and therefore is 

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

 

The all encompassing nature of a holistic approach created difficulties in grappling with 

the volume of literature.  The second phase consisted of a more focused literature search 

for physical, social and emotional components of obesity management.  From this more 

focused review the following were identified:  

• the psychobiological approach to obesity  

• attribution theory 

• social support theory 

• energy intake 

• energy expenditure 

• weight control beliefs 

• physical well-being 

• social well-being 

• emotional well-being 

 

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

self management, nursing, primary care, and education. 

 

The databases searched were:  

• Cochrane  

• EBM Reviews  
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• Medline 

• Pubmed 

• AMED  

• BNI  

• CINAHL  

• EMBASE  

• ERIC  

• PsychoINFO  

• ASSIA   

In addition hand searching was carried out in specialist journals, for example, 

International Journal of Obesity, Obesity Reviews and Obesity Research. 

 

After dividing the searches into themes to make it more manageable, as indicated from 

the following examples from each search phase:  

• Obesity management, weight management, obesity intervention 

• Physical well-being, social well-being, emotional well-being 

• Nursing, primary care, role development 

Tools such as the thesaurus and truncation were employed in an effort to identify all 

possible relevant material before initially limiting the search by meta-analyses, 

systematic reviews, English language, time limits of ten years and using Boolean logic.  

Further literature was filtered out by reviewing the resulting titles and abstracts, for 

relevance before obtaining the full text articles for synthesis.  The literature was also 

searched by author, those well known not only in the obesity field but also in each 

particular field of inquiry.  Refworks, although not available at the beginning of the 
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study, later proved to be an invaluable tool for storage and retrieval of the pertinent 

literature.   

 

The above literature search process provided useful background to this holistic approach 

to obesity management, however, as the thesis was taken over a number of years, search 

processes were often fragmented and acknowledged as a limitation.   

 

The available literature is now presented.  Firstly it presents the issue of holism and how 

it relates to nursing practice.  Following this, the relevant components of the holistic 

approach to weight management will be considered. 

 

2.2 Holism  

The term ‘holism’, derived from the Greek ‘holos’, was introduced in the early part of 

the nineteenth century by Jan Christian Smuts (1926).  Unlike the Cartesian medical 

model, the two major components of body and mind in holism, are not viewed as being 

separate but seen as interacting with each other (Pearson et al. 2005).  Holism has been 

incorporated into a number of nursing models although debate about it’s precise 

meaning still continues (Smart 2005).  It is recognised that some nursing models, for 

example Watson (1988), include spirituality as a third component but this is not 

specifically addressed in this thesis. 

 

Pearson et al. (2005) state that the two basic assumptions underlying holism are:  

1. “ the individual always responds as a unified wole. 

2. Individuals as a whole are different from and more than the sum of their parts” 
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If, as assumption 1 states, individuals respond as a unified whole it means that viewing 

the parts in isolation would not provide the whole picture.  Therefore, physical, social 

and emotional aspects of obesity management should not be viewed in isolation. 

Furthermore, assumption 2 states; individuals as a whole are different from, and more 

than the sum of their parts.  If this assumption is accepted then to see the ‘whole’ there 

needs to be an awareness of the interaction between physical, social and emotional 

aspects of daily living for obese individuals.  Otherwise, inaccuracies may occur when 

trying to understand individuals, an important issue in weight management as it may 

have an effect on outcomes. 

 

Thorne (2001) describes holism as coming “to know the whole through learning as 

much as possible about all the parts” (p.261).  The many ‘parts’ of those who are 

obese, that is, weight beliefs, physical, social and emotional well-being will be 

influenced by many factors.  Furthermore, identifying not only these factors but also 

how they interlink is complex.  A way of facilitating the identification of these factors 

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

 

2.3 Holism and nursing practice 

Holism is relevant to nursing, particularly in the area of promoting health.  The word 

‘health’ “is based on the Anglo-Saxon word ‘hale’ meaning ‘whole’ (Bohm 1995 p.3).   

However, taking a holistic approach is demanding for the nurse as it means becoming 

involved with the ‘whole’ person and is not an easy option (Henderson 2001).  

Nontheless, when nurses give of themselves to create a partnership with individuals, it 

allows emotional well-being to be addressed (Phillips 1996).  However, if nurses do not 
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feel comfortable with this approach they may adopt avoidance tactics (Thomas and 

Cohn 2006) to the detriment of developing partnership working. 

 

Paniagua (2001) sums up holistic care as “Successful relationships fostered through 

holistic interaction and a sense of closeness between patient and nurse” (p.40) being 

key to effective consultations.   

 

2.4 Nursing and obesity management  

To date, there is limited evidence of nurses being involved in obesity management in 

any significant way.  Although there are some instances of practice nurses (PNs) 

providing valuable services in relation to obesity (NAO 2001) a Scottish survey 

(Hankey et al. 2004) reported that PNs felt unskilled in this area of practice.  In addition 

to providing evidence for practice, this thesis aimed to develop an intervention relevant 

to nurses. 

 

It appears that for some time, PNs have been aware of the relationships between obesity 

and, for example, hypertension (Stilwell and Hobbs 1990).  However, in a more recent 

practice nurse handbook, the complexity of weight management has been recognised 

and the suggestion put forward that rather than just focusing on diet, the underlying 

cause of being obese should be identified (Hampson 2006).  Therefore, there seems to 

be a need to develop an intervention to aid PNs to engage with individuals who are 

obese in order to identify underlying causes of obesity.  Adopting a holistic approach 

would, therefore, appear relevant with regard to developing such an intervention. 
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With this in mind Peplau (1988) and Roper, Logan and Tierney (RLT) (2000) were 

selected not only as a means of delivering a holistic person centred approach to weight 

management but because they are embedded in practice (Gastmans 1998, Pearson et al. 

2005) and to try and avoid the criticism aimed at other models for their inapplicability 

to practice (Timmins and O’Shea 2004).  Perhaps combining nursing models with 

practitioner experience to formulate a model for a particular area of practice is the way 

forward (Fraser 1996) as it appears that failure to utilise nursing models at all means 

that practice is often based on the medical model (Fawcett 2000).  The narrow confines 

of the medical model may be one of the reasons for the lack of success in obesity 

management.  It is acknowledged that in the general health promotion field some 

techniques such as the stages of change (Prochaska et al. 1992) and motivational 

interviewing (Miller and Rollnick 1991) are used.  However, the purpose of this thesis 

was to provide an intervention for obesity management to incorporate the whole person 

and capitalise on the on-going relationship between PNs and individuals.  Therefore, the 

possible relevance of Peplau and RLT will now be discussed for their applicability to 

obesity management.  

 

2.4.1 Interpersonal relations in nursing 

Although the model of Peplau (1988) was developed for use in the mental health field 

and has been used extensively in that area (Forchuk 1994) it is applicable to other areas 

of nursing (Walsh 1991; Pearson et al. 2005).  This psychodynamic approach was 

pioneered in psychiatric nursing and appears to have a great deal to offer weight 

management.   
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It seems particularly pertinent to obesity management for several reasons.  As in mental 

health, emotional factors have a high impact on well-being in obesity (Edman et al. 

2005; Wadden and Stunkard 1985).  Furthermore, both conditions are stigmatised 

(Rogge et al. 2004) making everyday interpersonal interactions difficult.  Therefore, 

establishing a therapeutic relationship where individuals are accepted unconditionally 

by the nurse, provides a basis for developing trust.  It is important that individuals who 

are obese do not feel that they are being judged.  Only then will progress be made 

towards an awareness of their situation and what strategies are necessary for good 

weight management.  Peplau (1988) views the interpersonal relationship between nurse 

and individual as crucial and therefore her model is very relevant to obesity 

management. 

   

This relationship between nurse and individual, however, although being viewed as 

equal in terms of respect, is nevertheless unequal in that the nurse is a professional with 

specialised knowledge that is used for the benefit of the individual (Peplau 1987).  

Moreover, the relationship is envisaged to be for the long-term (O’Brien 2001) which 

again applies to obesity management. 

 

Therefore, Peplau’s model would be applicable to obesity management as it is “a 

significant, therapeutic, interpersonal process.  It functions co-operatively with other 

human processes that make health possible for individuals in communities…Nursing is 

an educative instrument, a maturing force, that aims to promote forward movement of 

personality in the direction of creative, constructive, productive, personal and 

community living.”  (Peplau 1988 p.16).  Peplau (1988) also focuses on health rather 

than disease where the individual is treated holistically in the sense that their family and 

community setting are included.  However, Comley (1994) argues that Peplau’s view of 



30 
 
holism was limited due to her work being developed before holism became an important 

concept in nursing.  Nevertheless, it is applicable to obesity management as described in 

the following Phases of interaction identified by Peplau (1988): 

• orientation  

• identification  

• exploitation  

• resolution 

Each of the above phases are discussed in relation to weight management.  Although 

these phases each have a distinct role they are also interlinked and according to Wesley 

(1995) correspond to the stages of assessment, diagnosis, planning, implementation and 

evaluation in the nursing process.  

 

2.4.1.1 Orientation 

Orientation is the phase where a trusting relationship is established between nurse and 

individual.  This phase may have already begun if individuals are attending on a regular 

basis, for example as in chronic disease management.  However, Walsh (1991) warns 

that focusing on the disease, or in this case weight loss, creates a “danger of relapsing 

into the medical model at this stage” (p.112) and may result in the individual feeling 

that they are being blamed for their obesity (Rogge et al. 2004).  Orientation is the 

foundation on which the therapeutic relationship is built and demands that nurses have 

“highly developed communication skills” (Simpson 1991 p.98) to uncover the needs 

and expectations of the individual (Pearson et al. 2005).  Therefore, any difficulties 

encountered in developing this relationship may lead to poor outcomes (Forchuk et al. 

1998) or individuals not returning for follow-up (Forchuk and Reynolds 2001) resulting 

in lost opportunities for individuals to explore how their needs, feelings, attitudes and 

beliefs impinge on their ability to achieve good weight management.   
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2.4.1.2 Identification 

The identification phase builds on the orientation phase where the nurse/individual 

relationship develops further.  Beliefs about obesity can be addressed in this phase 

where the nurse uses his/her knowledge to act as a resource for the individual.  The 

individual is helped to identify those who will support them in their weight management 

strategies and conversely those who will try and sabotage their attempts.  As they begin 

to have a clearer picture of what they need to do to improve weight management their 

feelings of helplessness decrease and confidence grows (Wesley 1995). 

 

2.4.1.3 Exploitation 

Having established what the issues are for the individual the exploitation phase is used 

to plan what requires to be done to facilitate better weight management by looking at all 

aspects of coping with everyday activities.  Difficult situations can create anxiety in 

individuals but Peplau (1988) considers anxiety to be useful in helping individuals take 

control as long as they are not overwhelmed by it.  Those who use emotional coping 

mechanisms, resulting in comfort eating, can be helped to find new ways of dealing 

with particular situations.  The role of the nurse in this phase may be that of counsellor.  

By encouraging individuals to problem solve and set goals, the nurse instigates the 

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

 

2.4.1.4 Resolution 

The ultimate aim of the resolution phase would be total self-care but this is not realistic 

for most obese individuals, as obesity is a chronic relapsing disease (Orzano and Scott 

2004).  Therefore, long-term follow-up is required.  Nurses often have continued 

contact with individuals through other areas of practice and have the opportunity to 

maintain support for weight maintenance or further intervention if required.  
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However, although the development of the relationship is central to self management it 

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

 

2.4.2 Activities of living 

Everyday life affects how individuals manage their weight therefore the Roper, Logan 

and Tierney (RLT) (Roper et al. 2000) model of nursing was also considered useful to 

conceptualise a holistic nursing approach to obesity management.  This model, which is 

familiar to UK nurses (Walsh 1991; Pearson et al. 2005), 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 the foreword for their book, The 

RLT Model of Nursing: Based on Activities of Living, they had “taken the complexity 

of living and nursing and created a model that appears relatively simple….That 

simplicity allows the model to be readily understood, relevant and applicable to nursing 

practice….it helps individualize nursing care.”  Everyday living involves an amalgam 
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of activities that interact with each other and where no one activity is completely 

independent of the others.  It seems then that activities of living would be a useful 

means of guiding the exploration of how obesity affects everyday life and vice versa.  

There has been some criticism however that the activities of living function as a 

checklist (Reed and Robbins 1991) encourage a task orientated approach to care 

(Chavasse 1987).  The model has also been criticised for being too physically orientated 

(Fraser 1996; Walsh 1989).  This seemed to be borne out when it was used in 

psychiatric nursing (Murphy et al. 2000).  Newton (1991) however, refutes these 

accusations and contends that it helps to identify factors that influence activities of 

living.  For the purposes of this study it does appear applicable to living with obesity as 

it addresses physical, psychological, sociocultural and environmental factors at an 

everyday level.  At the same time, it recognises that the ability to cope with change is 

not linear but moves back and fore on a continuum.  Furthermore, RLT appears to 

provide direction for assessment and goal setting which, seem to be an important aspect 

of aiding behaviour change.  In addition, the individuality of each person would be 

recognized so providing a person centred approach to intervention.   

 

The RLT model of nursing may also be relevant to practice as it is widely used in 

nursing practice across the UK therefore familiar to practising nurses and is said to be 

“the ideal marriage of theory and practice, and perfectly encapsulated the new ways of 

thinking about nursing.” (Salvage 2006 p.24).  It is proposed that it be used in 

conjunction with Peplau in this study to guide the approach to nursing thereby providing 

care in a holistic manner. 

 

The approach developed by Peplau, combined with RLT’s model, provides a conceptual 

framework to address weight management in a holistic way.  However, like all models 
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usage will be heuristic rather than practical or pragmatic, 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 specific components and their 

relationships need to be addressed.  The information already gleaned from the literature 

about weight beliefs, physical, social and emotional well-being indicates that research 

from other disciplines would provide a greater depth of understanding to inform a 

holistic intervention for obesity management.  Peplau (1988) concurred with this view 

as she suggested that “nursing as an applied science develops its principles by 

interrelating ones from all other known sciences and applying them to everyday nursing 

problems” (p14).  This section identifies some of the key areas that would appear to be 

central to developing a holistic approach to weight management.  To do this, relevant 

theories and concepts are explored namely, the psychobiological approach to obesity, 

attribution theory, social support, energy intake, energy expenditure, weight control 

beliefs, physical, social and emotional well-being.  

 

2.5.1 Psychobiological approach to obesity 

Understanding the psychobiological approach to obesity may provide nurses with 

insight into the mechanisms that control energy intake and energy expenditure.  This 

knowledge can be used by nurses to provide education for obese individuals and convey 

an understanding particularly of the biological effects on weight management.  It takes 

account of hunger, cravings, hedonic sensations, appetite, meals and their constituents, 

metabolism and the interactions with the brain and suggests that obesity effects 

homeostasis through a negative feedback system (Rodin 1992).  The body's internal 
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cues for hunger are stimulated by a fall in blood glucose creating an eating response to 

that hunger.  Once eating commences, the action of positive feedback from the nose and 

mouth, continues to stimulate this process until negative feedback, from the stomach 

and small intestine, becomes equal to or greater than the positive feedback, so 

terminating food ingestion.  This process should create homeostasis but in obesity this 

may not occur.   

 

One example of how this applies in practice is that individuals eat too quickly therefore 

eat a larger portion before satiety signals are stimulated (Otsuka et al. 2006).  Satiety 

may also be affected by the type of foods eaten.  A recent review by Skidmore (2007) 

concluded that consuming protein or carbohydrates rather than energy dense high fat 

foods increases satiety.  Therefore, it is important for nurses to educate individuals on 

the benefits of making changes to their diet.  Actually implementing these changes may 

not be easy for some due to our environment.  For example some individuals may be 

lured into the chip shop by the smell emanating from it.  For nurses it is therefore 

important to help individuals identify triggers of overeating to enable them to decide on 

management techniques.  Since obesity is an imbalance between energy intake and 

output, the psychobiological theory can also be applied to energy output.  

 

Comprehending the various ways that energy is expended may help individuals, not 

only understand their particular difficulties with weight but also aid them in deciding 

how to address them.  Energy expenditure occurs through the metabolism of food. Flatt 

(1992) suggests that even the thermogenic response, in the long term, can either prevent 

or aid the development of obesity.  Of greater importance, is the resting metabolic rate 

(RMR), which represents a much higher daily energy expenditure.  The resting 

metabolic rate (RMR), accounts for about 70% of daily energy expenditure. However, 
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those with obesity rather than having a lower metabolic rate than their lean counterparts 

(Bruce et al. 1990) usually have a higher RMR and expend more energy in activity 

because of having a larger body mass (Ravussin et al. 1985).  Therefore, it would seem 

that their total energy expenditure would be higher than their lean counterparts.  

However, this is not the case as they generally have a sedentary lifestyle (Blanchard et 

al. 2005) thereby creating a homeostatic imbalance but an increase in physical activity 

may redress this imbalance.  The challenge for nurses is to address any misconceptions 

in an empathic manner and facilitate the exploration of possible solutions with obese 

individuals.   

 

Another challenge is maintaining motivation when weight loss slows down.  

Understanding that the metabolic rate reacts to weight loss by slowing down to preserve 

the body’s fat stores (Leibel et al. 1995; Doucet et al. 2003) can be disheartening.  

However, knowing that this can be reversed by increasing physical activity (Yoshioka et 

al. 2001) may help motivation. 

 

A further benefit of physical activity that nurses need to convey to individuals is the 

reduced risk on mortality and morbidity (Blair and Brodney 1999).  The associated co-

morbidities have already been discussed in the introduction and are very relevant to 

treatment.  For example, a systematic review by Lievense et al. (2002) demonstrated 

that the development of osteoarthritis of the hip was influenced by obesity.  They 

indicated that the association was moderate but the BMI criteria was lower than the 

usual classification therefore the assumption could be made that the association may 

even be stronger than their findings would suggest.  It follows that physical function 

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

population-based study by Surtees et al. (2004).  Nurses are well placed to explain the 
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relationship between obesity and any co-morbidities an individual may have.  

Awareness of the possible benefits of weight management on health may be a 

motivating factor to lose weight.  Physical and metabolic aspects of obesity are 

therefore important to management and are the main focus of the psychobiological 

approach to obesity.  Other factors such as beliefs and emotions also influence obesity 

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

 

2.5.2 Attribution theory 

Individuals may have tried to lose weight many times in the past and lost confidence in 

being able to control their weight.  Nurses have an important role to play in supporting 

and encouraging individuals to regain self belief.  The perception of control is a central 

part of attribution theory and so helps the exploration of individual beliefs about the 

reasons for success or failure.  These beliefs also influence motivation, achievement and 

expectations of future success or failure (Weiner 1985) and are explained by three 

underlying dimensions; locus of control, stability and controllability. 

 

Locus of control is internal or external (Rotter 1966).  Those with an internal locus of 

control believe themselves to have more control over events, have greater problem-

solving abilities and are not so easily influenced by others as those with an external 

locus of control (Lefcourt 1982).  Weiner took this a stage further and suggested that 

outcomes do not depend only on locus of control but that expectations and 

controllability have also to be taken into account.  By using a holistic approach nurses 

may be able to engage individuals in their own care thus enabling them to feel more in 

control.   
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For nurses, helping individuals identify how much control thy feel they have over their 

weight may be of importance as it seems that those who have more control have greater 

success (Elfhag and Rossner 2005).  This is relevant for practice as, for example, if an 

individual feels that their weight problem is caused by a medical condition, and of 

course, there may be good reason for believing that, they may think they have no 

control over their weight.  However, even those whose weight is compromisd by a 

medical condition may still be able to implement good weight management strategies 

and nurses are well placed to educate individuals and encourage empowerment to make 

the necessary changes. 

 

Some individuals, on the other hand, may believe that weight loss is achievable without 

a lot of effort (Brownell 1991).  Therefore, they may not make sufficient effort and 

perhaps offer a vague reason for not succeeding.  An awareness of this possibility may 

be useful for nurses.  However, there may also be a danger of conveying a sense of 

blame if nurses allow themselves to become frustrated or even angry with the individual 

(Weiner et al. 1987).  Perhaps, taking a person-centred holistic approach would lessen 

the possibility of this happening. 

 

For those individuals who are successful in weight management it may be that they 

attribute their success to their own efforts and will be able to sustain the changes.  

Primary care nurses may be key players in helping individuals with weight maintenance 

following weight loss through regular follow-up.  However, some individuals may not 

attribute success to themselves.  An example may be where, following drug treatment, 

there is weight regain as the individual attributes success to the drug rather than their 

own efforts.  In this scenario, nurses can focus the individual’s attention on their own 

achievements. 
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From reflection on practice, it seems that sometimes the individuals intend to make a 

real effort to implement changes to achieve weight loss but are unsuccessful.  One of the 

reasons for not succeeding may sometimes be that unrealistic goals are set.  As a result 

they may feel a failure and become angry with themselves.  They may also judge 

themselves harshly and feel guilty about their perceived lack of control.  For some this 

might result in overeating (Meyer and Pudel 1972; Costanzo et al. 2001).  It would seem 

that individuals may benefit if nurses were able to help them become more aware of 

their emotions and reactions in order to identify new coping strategies and set realistic 

goals.   

 

Emotions may not be addressed in weight management but could be pertinent to nursing 

practice.  It appears that negative affect such as anger, depression, tiredness, boredom or 

loneliness may instigate overeating (Popkess-Vawter et al. 1998) and be areas for nurses 

and individuals to explore and address.  It is probable that the uniqueness of each 

individual means that these feelings are generated by a multitude of situations and 

different for each person.  Therefore, ascertaining the individual’s perspective may be 

crucial from a nursing perspective. 

 

Negative feelings may also be influenced by societal stigmatisation of obesity and 

individuals are reported to cope in various ways.  Myers and Rosen (1999) identified 

that problem solving, confrontation and social support may be used to good effect but 

they also suggested that sometimes individuals isolated or blamed themselves.  These 

negative feelings may engender a sense of failure which would be compounded if the 

individual was also depressed (Abramson et al. 1978).  Nurses may be able to help 

individuals implement positive coping mechanisms to reduce self-blame, depression 

and raise self-esteem (Robinson and Bacon 1996).  It would appear, therefore, that by 
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addressing negative feelings and identifying the possibility of depression may be an 

important part of nursing care.  One way of coping may be to access good support from 

others. 

 

2.5.3 Social support theory 

Social support affects health (Sarafino 1990; Brannon and Feist 1997) and is 

particularly relevant to those who are trying to manage their weight (Verheijden et al. 

2005).  It is therefore important that nurses explore with individuals the extent of social 

contacts and how much support they feel they have from others.  As positive social 

support improves success rates in achieving and maintaining good weight management 

(Elfhag and Rossner 2005) nurses can help individuals to identify those who can 

provide support.  However, it may also be pertinent to identify the saboteurs.   

 

A holistic approach looks at not only the individual but their social environment.  In 

consideration of this it may be that spouse, friends, family, or colleagues, for example, 

influence eating and activity habits and therefore weight management.  Raising 

awareness of these influences and exploring any necessary changes could be a key area 

in management.  However, it may be that individuals feel they have little or no support 

from others and isolate themselves. (Verheijden et al. 2005).   

 

Alternatively, there is evidence to suggest that social contact may be avoided due to an 

expectation of being a victim of prejudice (Puhl and Brownell 2003a)  This would seem 

to suggest that not only actual support but the perception of support is important.  

Awareness of this may guide nurses and individuals in forming coping strategies as 
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people may otherwise isolate themselves thereby reducing their opportunity to acquire 

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

 

Unlike other stigmatised groups, for example HIV/AIDS (Mallinson et al. 2005) and 

depression (Das et al. 2006), whose members often support each other, the obese 

individual may internalise the stigma and accept these beliefs (Wang et al. 2004).  In 

turn the negative affect creates guilt and shame but if the perception is of having no 

support, individuals may find it difficult to express their emotions.  Having someone to 

provide support and act as a buffer against negative life experiences (Cohen and Wills 

1985; Cohen et al. 2001) may therefore be crucial for some.  Should there be no-one 

available to provide this type of support the nurse’s role may be to act as a surrogate. 

 

Social support is most frequently classified into four types: a) emotional,  

b) instrumental, c) informational and d) appraisal (Hinson-Langford et al. 1997).  Each 

of these will now be discussed in relation to weight management. 

 

a) Emotional support 

Emotional support, sometimes called esteem support, is conveyed when an individual 

feels valued and accepted for who they are (Cohen and Wills 1985) and provides 

comfort and reassurance (Sarafino 1990).  It is particularly pertinent for weight 

management as those who have low self-esteem perhaps due to internalising societal 

values of body image, and lack support from others, may be less likely to participate in 

healthy behaviours (Biggs and Fleury 1994).  It seems that emotional support by being 

able to talk about one’s feelings is important to those having difficulty controlling their 

weight (Surtees et al. 2004).  Kayman et al. (1990) identified that relapsers, although 
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wanting more understanding and support, felt that there were few people available to 

give them the support they needed.  Nurses, for example, may find themselves acting as 

a surrogate in these instances. 

 

b) Instrumental support 

Instrumental support is more direct assistance.  Family members and friends can 

provide this type of support through practical help, for example, by babysitting or 

providing transport to allow an individual to go swimming.  This is particularly 

pertinent to women who are less likely to participate in healthy behaviours due to home 

and family responsibilities (Oldridge et al. 1992; Thomas 1994). 

 

c) Information support  

Health information can be accessed from a variety of sources.  Television and 

magazines provide information, for example, in relation to cardiovascular risks (Murray 

et al. 2000).  However, if obese individuals access weight management advice from 

similar sources it may not always be appropriate.  Healthy eating advice from 

government bodies and the advertising of high fat foods can be a source of confusion as 

conflicting messages are being conveyed.  Education on weight management is 

therefore an important aspect of any consultation.  However, providing information 

alone does not always change behaviour (Nestle et al. 1998). 

 

d) Appraisal support 

Appraisal support may be more effective where the nurse can help individuals to define, 

understand and problem solve any difficulties.  This type of support provides feedback 

and again may come from a variety of sources.  For example, if a mother tries to alter 
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family eating habits to healthier foods there may be objections from family members.  

Since food is a symbol of love and caring (Lupton 1996) this may cause some conflict 

and stress resulting in less healthy food choices being made (Boutelle et al. 2003).  

Similarly, peer pressure from friends may lead to the inappropriate consumption of high 

fat foods (Nestle et al. 1998).  Positive feedback, on the other hand, would encourage 

individuals to maintain healthy behaviours.  For example, changes are more easily 

maintained if family members are willing to provide or share healthy food.  

 

In conclusion, social support is therefore a constructive part of the conceptual 

framework for this research.  It provides a means of exploring the environmental and 

interpersonal influences on weight management.  What this means for everyday life will 

now be examined. 

 

2.5.4 Energy intake 

During the last twenty years there have been changes in both food quality and quantity 

as well as changes to eating patterns.  Energy dense snacks and drinks together with 

convenience foods are available round the clock.  The popularity of convenience foods 

rose by 24% in 10 years and with easy access to ready-made and take-away meals 

combine to create an obesogenic environment (House of Commons Health Committee 

2004).  These types of foods are mostly energy dense which is highly correlated with fat 

content (Prentice and Jebb 2003).  A lack of awareness of this fact means that while the 

same bulk of food is consumed, actual energy intake is increased.  In fact, ‘passive over-

consumption’ is highly probable as demonstrated by Stubbs et al. (1995) in an 

experimental study where food for lean young men was covertly manipulated to contain 

three different levels of fat.  Individuals ordered meals and snacks whenever they 
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wanted.  The results confirmed that a high-fat diet encouraged a higher energy intake. 

This would appear to explain why people are unable to assess the fat content of diets 

(Lloyd et al. 1995) but Prentice and Jebb (2003) demonstrated through other trials that it 

was not the fat but the energy density that prompted over-consumption.   

 

In theory, helping individuals to understand food labels would aid healthier choices but 

these are complicated and often, in very small print.  It should also be borne in mind 

that not everyone is literate and obesity has a higher propensity in lower socio-economic 

groups (National Audit Office 2001).  Therefore it is encouraging that the food industry 

is currently starting to implement a simpler traffic light system recommended by the 

Food Standards Agency (Food Standards Agency 2006).  The sensory responses of 

smell, taste and texture of foods influence food choice (Hargreaves et al. 2002; Nestle et 

al. 1998; Willenbring et al. 1986) and even if there is no intention to consume these 

foods, going past a fast food outlet may, for example, provide sufficient stimulation to 

induce consumption.  

 

Trying to assess accurate energy intake is fraught with difficulties since self-reported 

food intake is underestimated (Nestle et al. 1998).  One study reported that both obese 

and non-obese women underestimated their intake by 12% (Poppitt et al. 1998).  

Although meals were reported accurately, more than one third of between-meal snacks 

were not recorded.  Since both healthy (eg fruit) and unhealthy (eg chocolate) snacks 

went unreported the authors suggested that it was partly due to poor memory.  The 

recording method used in that study was 24hr recall.  Food diaries where people write 

down everything they eat and drink immediately afterwards should give more accurate 

results but without the utmost diligence they too fail to provide accuracy as real life 

situations change priorities.  Nevertheless, a comparative study of obese and normal 



45 
 
weight women demonstrated that obese women, although they consumed significantly 

less fruit, had a higher calorie intake (Pullen et al. 2005) probably because they ate more 

frequently (Forslund et al. 2002) and it is known that snacks are not very satiating 

(Marmonier et al. 2002).   

 

Planning meals is the key to reducing inappropriate food intakes and is associated with 

a higher intake of fruit and vegetables (Boutelle et al. 2003).  Once meals are planned it 

is important to make out a shopping list to reduce the probability of buying unwanted 

foods.  Even planning when to shop is important as the internal cue of hunger 

encourages people to buy more (Boutelle et al. 2003) and anecdotal evidence would 

suggest that it is usually unhealthy foods that are bought in such circumstances. 

 

Not having breakfast is said to encourage a higher energy intake from snack foods 

(Elfhag and Rossner 2005; Sjoberg et al. 2003) but in the large ongoing Swedish Obese 

Individuals (SOS) study, obese women were no more likely than others to skip 

breakfast (Forslund et al. 2002).  However, their meals were more frequent and mostly 

consumed later in the day especially after 20.00hrs.  In addition, the type of breakfast 

food consumed is important as Song et al. (2005) indicated by stating that the ingestion 

of cereals was preventative against obesity.  Therefore, educating individuals to be 

aware of eating patterns in addition to the type of food, including snacks, is important. 

However, traditional food diaries rarely accommodate eating patterns (Forslund et al. 

2002) so may miss important information, particularly in relation to disordered eating 

such as night eating syndrome.  Night eating syndrome is defined as morning anorexia, 

night-eating and insomnia and, according to Stunkard, who first reported it in 1955 may 

include depression (Stunkard and Allison 2003).    
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In addition to food, energy intake is influenced by readily available energy dense soft 

drinks.  For example, according to the House of Commons Health Committee (2004) 

there are 139 calories in a standard 330 ml can of Coca-Cola.  Alcohol intake also 

influences obesity in men (Rosmond et al. 1996).  There must be concern however, 

about the dramatic increase in the alcohol consumption rates of women and young 

people (House of Commons Health Committee 2004) encouraged by calorie laden 

‘alcopop’ type drinks and the culture of binge drinking.   

 

2.5.5 Energy expenditure 

Energy expenditure through physical activity has also declined dramatically over the 

last 50 years.  In fact, the decline began with the industrial revolution and the 

emergence of mechanised equipment.  Motorised transport and energy saving domestic 

appliances have lessened the need for physically arduous tasks and led to a more 

sedentary lifestyle.  Escalators and lifts in public places encourage further inactivity.  

Therefore it seems that exercise has to be a deliberate activity and is in competition with 

other social pastimes (Kushi 2006).  In recognition of this it was recommended that 

every adult should accumulate 30 minutes of moderate physical activity (eg brisk 

walking) on at least five days a week (House of Commons Health Committee 2004).  

While those in the general Scottish population achieving this level of activity are in the 

minority (45% men and 33-35% women), in those who are obese it is even lower with 

37% men and 22% women reportedly having met the recommendations (Bromley, et al. 

2005).  However, a consensus statement of experts stated that even for those who have 

lost weight to prevent regain would require 60-90 minutes of moderate accumulated 

daily activity (Saris et al. 2003).   

 



47 
 
The obvious difference in the recommendations and what individuals are achieving 

poses a problem.  Nevertheless, it highlights the necessity of assessing current activity 

levels before encouraging possibly inappropriate changes.  Tremblay et al. (1999) 

suggest that for long term success physical activity should be enjoyable with the person 

feeling motivated and in control.  It is, therefore, important that individuals choose 

activities that they enjoy and can be fitted into their daily routine.  Success breeds 

success and as individuals begin to be more active they may increase their activity 

levels as they become fitter.  The National Weight Control Registry (Wing and Hill 

2001) tracked over 3000 individuals in 2001 whose average weight loss of 30kg had 

been maintained for an average 5.5 years.  It was calculated that they undertook one 

hour of moderate intensity activity such as brisk walking every day thereby exceeding 

the recommendations.  Increasing activity levels are associated with a corresponding 

reduction in energy intake (Jakicic et al. 2002) perhaps due to a speculated reduction in 

perceived hunger (Westerterp 1999).  It is also suggested that hunger is reduced by 

eating breakfast and this provides more energy for physical activity (Elfhag and Rossner 

2005).  Therefore it could be argued that they are closely linked.   

 

In addition to activity levels it is important to assess inactivity.  It has been 

demonstrated that there is an interaction between television watching and inactivity (Hu 

et al. 2001; Hu et al. 2003; Salmon et al. 2000).  This could also be applied to other 

sedentary pastimes such as computing.  However, it is not only in leisure time that 

people can be inactive.  An Australian study (Brown et al. 2003) also took into account 

the time that people sat in connection with travel and work.  While they demonstrated 

that both men and women were more likely to be overweight or obese if they sat for 

long periods at a time they also illustrated the complexity of assessing different 

influences on activity levels.   
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However, a UK household survey of 18-64 year olds, which has been conducted every 

two years since 1996, has demonstrated that activity levels vary over time (Popham and 

Mitchell 2006).  They found that activity levels were likely to be reduced in those who 

had children and worked long hours while those who were retired were more likely to 

be active.  Another longitudinal UK survey corroborated these findings among white-

collar civil service individuals but, furthermore, they demonstrated a dose-response 

where the more a person worked the less active they became, with retired people being 

the most active (Mein et al. 2005).   

 

These results are helpful in highlighting that domestic circumstances and time pressures 

are challenges for people trying to be more active and vary over time.  In an effort to 

veer individuals towards self-management it is suggested here that the use of 

pedometers would provide a cheap, convenient yet fairly reliable (Tudor-Locke et al. 

2004) means for continued self-assessment of physical activity while helping to 

maintain motivation.  The promotion of 10,000 steps/day while giving a good guide 

may not, however, be relevant to everyone but using a pedometer to provide baseline 

activity levels in steps can be used to encourage increasing activity into everyday living.  

The drawback of a pedometer is that the intensity of activity cannot be measured nor is 

it useful for cycling or swimming (Tudor-Locke and Bassett 2004).  Nevertheless it can 

be a useful tool to increase walking.   

 

Concerns have been expressed about environmental factors affecting activity levels.  A 

large Australian survey (Pikora et al. 2006) identified good walking surfaces and a 

range of local amenities as factors which encouraged walking but they reported that 

safety was not an issue that concerned walkers.  In an English study, although safety 

was not a concern for men (Foster et al. 2004) it created some unease among women 
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particularly for walking at night.  Those who felt unsafe walking during the day were 

the ones found to be least active.  It is, therefore, imperative to explore with individuals 

what they view as feasible ways of increasing their activity levels. 

 

 Physical activity also has an effect on reducing abdominal fat, which is highlighted as a 

risk factor for cardiovascular disease and type II diabetes.  While waist circumference is 

a useful and simple measurement to assess abdominal fat which individuals themselves 

can monitor, it is not always easy to measure.  Due to this difficulty, inconsistencies of 

measurement can occur particularly if undertaken by a variety of professionals.  This 

can be discouraging for the individual if results vary.  On the other hand, sometimes 

when weight is static there is an alteration in fat distribution resulting in an 

improvement in waist circumference.  In these circumstances, this change can be 

heartening for the individual.  A recent systematic review by Kay and Singh (2006) 

pointed out that waist circumference did not always reflect the changes identified by 

more robust imaging methods.  Furthermore, waist circumference measurement has less 

clinical relevance for those with a BMI >35 kg/m²  as they are already known to be at 

risk (National Institutes of Health 2000).  While acknowledging the difficulties 

associated with waist measurement, it nevertheless remains a useful monitoring tool. 

  

2.5.6 Weight control beliefs 

Beliefs about weight management may hinder successful outcomes.  While the Health 

Belief Model (Rosenstock 1990) aids the identification of beliefs through the constructs 

of perceived susceptibility, perceived severity, perceived benefits, perceived barriers 

and later perceived self-efficacy, it focuses on disease rather than health.  This focus on 

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

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

 
A common misconception is the belief that obesity develops because of a low metabolic 

rate.  While this can be true for some, it is rare.  Another common belief is that obesity 

is genetic and therefore nothing can be done about it.  While there can be a genetic 

component to obesity (Loos and Bouchard 2003; Clement 2006), the environment still 

has a large part to play.  In fact it is thought that environmental factors have the biggest 

impact on obesity (House of Commons 2004).  Therefore, it is important that health 

professionals educate and encourage individuals to address their weight. 

 

In this situation the health professional should help them to change this external stable 

attribution by realising that although they may have a hereditary factor or a disease such 

as hypothyroidism they can still address their weight problem in spite of this difficulty.  

If they then lose weight this should motivate them to continue, particularly if they 

attribute the success to their own efforts and believe that they have the ability to 

succeed. 

 
Past experiences of weight loss and subsequent regain may develop a belief of never 

being able to succeed.  This feeling of helplessness may discourage individuals from 

trying again.  Attribution theory argues that it is not possible to change this without 

finding the cause.  Weiner (1985) provides the following analogy of success and failure 

to further explain “The warrior needs to know why he is winning battles so he can 

survive the next one, just as the union representative needs to explain why the industry 

is doing poorly in order to urge wiser actions in the future.” (Weiner 1985 p.549).  

Although individuals have the answers, sometimes unknowingly, to what impinges on 

good weight management, they need to be encouraged to focus on finding solutions to 
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implement changes for better weight management.  The development of the 

nurse/individual partnership is crucial in creating optimism for success.  However, 

weight loss induces a defence mechanism to protect body weight by decreasing the 

resting metabolic rate (Westerterp 1999) therefore individuals should be under no 

illusion that it is easy to lose weight.  Awareness of that fact will counter 

disappointment when weight loss slows down in spite of continuing to follow the 

changes made in their lifestyle.  Increasing activity levels help to combat the effects of 

weight loss (Erlichman et al. 2002) and reduce disappointment, particularly if there are 

unrealistic expectations. 

 

Previous failures in weight management may have been influenced by unrealistic 

expectations of weight loss.  Research has shown a marked difference between the 

expectations of individuals and the recommended target for health benefits.  Individuals 

expect to lose 20-35% of their initial weight (Foster et al. 1997; Foster et al. 2001; 

Wadden et al. 2003) whereas targets currently recommended are between 5-10% with a 

weekly weight loss of 1-2lbs.  These high expectations are probably influenced by the 

previous practice of advocating ideal body weight (20-24.9 BMI kg/m²).  It seems that 

health professionals too can have unrealistic expectations of people in their care and set 

high goals for weight loss (Hargreaves et al. 2002).  Nor do they take account of 

people’s lifestyles, such as those who travel a lot for work purposes (Noel et al. 2005) 

or work shifts (Faugier et al. 2001).  Many aspects of people’s lives impinge on their 

ability to eat healthily and be active, for example, their beliefs about weight 

management.  Physical, social and emotional pressures of everyday living also impact 

on how weight is managed.  All these aspects are inextricably linked, highlighting the 

need to take a holistic approach and involve individuals in their own care.   
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Knowledge and beliefs about food are mostly learned from parents but ironically, obese 

children are the most knowledgeable regarding healthy foods (Jefferson 2006).  The 

same study also indicated that negative feelings made them feel less in control of 

choosing healthy options.  They also saw activity as ‘burning off food’ rather than in a 

positive way of giving them more energy.  Although some energy expenditure occurs 

through the metabolism of food the thermogenic response of food on total energy 

expenditure is minimal (Passmore and Eastwood 1986).  However, Flatt (1992) suggests 

that even this, in the long term, can either prevent or aid the development of obesity.  

Therefore, when helping obese adults whose obesity began in childhood, exploration of 

these beliefs may aid understanding since their behaviours will have become stable 

beliefs and habits.  Beliefs about the effect of obesity on physical health should also be 

explored. 

  

2.5.7 Physical well-being 

Obesity, as noted earlier, is related to multiple co-morbidities.  More specific 

relationships have been examined and provide information to enable individuals to 

make decisions regarding health status improvement.  For example, the consumption of 

fast foods is related not only to weight gain but can lead to insulin resistance (Pereira et 

al. 2005).  Furthermore, a sedentary lifestyle of television watching has been associated 

with type II diabetes in both men and women (Hu et al. 2001; Hu et al. 2003).  On the 

other hand giving individuals information about the benefits of physical activity levels 

on existing co-morbidities rather than just on weight loss may assist them in decision-

making.  For example, a literature review identified a reduction in risks associated with 

type II diabetes and cardiovascular disease with weight loss as well as improvement in 
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physical function in back pain and arthritis, all of which are related to obesity (Teixeira 

et al. 2005). 

 

In addition to the well-known link with other diseases, obesity affects individuals in 

ways, which are less likely to attract attention but where nurses can make a difference.  

Urinary incontinence, insomnia, body pain and immobility are problems that individuals 

may be too embarrassed to mention or feel that although important to them, health 

professionals would have no interest.  Urinary incontinence, like obesity causes 

embarrassment and shame and impacts on self-esteem (Davis and Kumar 2003).  

Primary care nurses are well placed to assess and incorporate urinary incontinence 

advice into obesity management as it may impinge on the ability to increase activity 

levels (Brown and Miller 2001).  Furthermore, it not only disturbs sleep but nocturia has 

been identified as a symptom of sleep apnoea (Lamberg 2003).  Although sleep apnoea 

is one of the most documented associations between insomnia and obesity there are 

other causes such as polycystic ovary syndrome (PCOS), depression, stress and poor 

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

 

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

disease and dyspneoa of congestive cardiac failure or asthma may also disturb sleep 

(Wyman 2003).  This vicious circle can be reversed with weight loss and increase 

activity levels (Karason et al. 2000).  The more recently recognised gastroesophageal 

reflux disease has also been demonstrated to disturb sleep and is more prevalent in 

weight gain and obesity (Dent et al. 2005; Suganuma et al. 2001).  Insomnia is therefore 

related to many aspects of obesity and an important one since it is suggested that 50% 

of individuals with chronic disease suffer from it but 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 related to co-morbidities such as 

osteoarthritis of the hip and knee, however weight loss can delay onset or progression 

(Lievense et al. 2002; Sharma et al. 2006).  In addition, obesity is an independent 

predictor of back pain in the UK population (Webb et al. 2003).  Both knee arthritis and 

back pain are associated with functional problems in the obese (Sharma et al. 2006; 

Webb et al. 2003).   The incidence of developing chronic pain in women who did not 

exercise regularly was 2.1% but in those who are obese it was vastly increased to 24.2% 

(Jones and Bell 2004).  These women all had severe mobility problems.  Mobility 

problems and pain hinder physical activity and in the general population the obese are 

less active (Harrison et al. 2006).  It should not be surprising then that the obese have 

poor physical functioning (Ferraro et al. 2002; Katz et al. 2000) making climbing stairs, 

bending and walking difficult (Banting 1869; Tsai et al. 2004).  A UK population 

survey indicated that even those who were obese but had no other chronic condition 

were physically compromised (Doll et al. 2000). 

 

Therefore addressing urinary incontinence, insomnia, body pain and immobility may be 

priorities in weight management while trying to increase activity levels and vice versa.  

Nurses are ideally placed to assess and often treat these issues.  Furthermore, urinary 

incontinence, body pain and immobility may be related to skin problems.  Skin 

problems in the obese individual are given scant attention in practice and in the 

literature.  They may have particular problems with skin fold areas where friction and 

moisture can cause skin breakdown.  These were identified by 45 (70%) individuals and 

reflected the results of a previous survey (Brown et al. 2004) of a comparable clinic 

population when 75 (75%) stated they had a variety of skin conditions.  Crucially, each 

individual while encouraged to identify their own particular issues can be helped to 
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overcome or manage them better with education and support from the nurse, which may 

include referral to other appropriate agencies.   

 

2.5.8 Social well-being 

The social fabric of Scottish society is changing (McCrone 2001).  Families no longer 

all live in the same area.  Many factors such as the need to relocate in order to acquire 

further education or employment and marriage break-ups disrupt family ties and 

therefore the support available to individuals.  Even within the home, individuals are 

often isolated from each other through having multiple television sets and rarely get 

together, even at mealtimes.  In the UK only 14% of families share mealtimes and this 

may reflect one reason for our high obesity rates (Jefferson 2006).  The advent of 

television has also changed eating patterns.  Even for some who do eat together the 

tendency is to eat while watching television (Boutelle et al. 2003) thereby restricting 

conversation.  In this situation, there is no escape from the aggressive marketing by the 

food industry.  Television advertising of snack foods encourages over-consumption 

through visual senses and inferences.  These foods are portrayed as being attractive and 

delicious while the inference is that consumption produces a desirable affect such as a 

feel good factor.  It may be that the obese have a greater reaction to external stimuli like 

advertisements.   

 

Furthermore, those who habitually watched television during meals were more likely to 

have a higher fat intake while those who watched less television consumed more fruit 

and vegetables and planned meals in advance (Boutelle et al. 2003).   Planning ahead is 

not always easy as the pace of modern life creates pressure particularly for some 

working mothers resulting in a poorer quality of diet (Hargreaves et al. 2002).  This may 
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be due to a perceived lack of skill or time for cooking leading to an increase in the 

consumption of fast foods.  Nurses can help individuals to see the benefits of planning 

and explore with them how they can incorporate beneficial changes into their lifestyle 

thereby stimulating a sense of control over their situation.   

 

Nonetheless, control can be compromised through cultural influences where food plays 

a significant symbolic role (Helman 2000).  Personal experience of the researcher 

suggests that, in general, it is an important part of major life events, such as weddings.  

It is not, however, confined to ‘happy’ celebrations as, in Scotland, the partaking of 

food amongst mourners provides an opportunity to show care and support to the 

bereaved.  In everyday situations it is also symbolic as, again in Scotland, there is a 

strong tradition of hospitality where, for example, visitors are welcomed with home 

baking or bought ‘fancy pieces’ and for a visitor to 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 weight management everyday 

occurrences are so enmeshed in our culture that making changes is not always easy 

particularly for older women.   

 

If people felt they wanted to make lifestyle changes and were in control of making the 

necessary changes they would have less need of support (Dalgard et al. 1995).  Those 

who lacked confidence in their ability to achieve changes would benefit from 

identifying sources of support.  However, it may be that in spite of wanting to make 

changes putting plans into action may require support from others.  For example, 

women who have the responsibility of a caring role often put family needs before their 

own (Walters and Charles 1997).  This is evidenced by many women’s views that their 

role is to provide family meals but the type of food they provide is in line with family 
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preferences (Furst 1997).  The popularity of fast foods and snacks means that making 

changes to a healthier eating pattern may not be met with approval so reducing the 

control women, in particular, have over their intake at meal times.  Some try to take 

control by preparing different food for themselves or negotiating small changes but this 

takes time and energy making it difficult to achieve.  Although individuals are 

encouraged not to buy unhealthy foods to avoid the stimulus of having them in the 

house, thereby reducing the opportunity for ingestion, the belief that not having ‘treats’ 

available especially for children or grandchildren makes this option difficult for some 

individuals.  Therefore it is not only external influences but also internal ones, which 

mean that family members can constrain efforts to change (Karner et al. 2005).   

 

Sometimes, the reaction of spouses can be unpredictable (Teixeira et al. 2005) as 

illustrated in the following experience from the researcher’s practice.  One individual 

had achieved substantial weight loss with support from her husband but started to 

regain.  It transpired that he began to routinely buy her a past favourite food of cream 

buns.  This created a dilemma for her, as she did not feel able to reject his gifts.  Later, it 

emerged that his motives were self-serving as he was afraid that by losing so much 

weight she would become attractive to other men and leave him.  The unexpected turn 

of events reflects further the complexity of weight management.  Lloyd et al. (1995) 

found that a lack of family support was rarely anticipated, highlighting that raising 

individuals awareness is important so that they can plan how to deal with difficult 

situations.   

 

Support for change may come from other sources.  Women, unlike men who turn to 

their spouses, tend to look for support outside the family (Walters and Charles 1997; 

van Dam et al. 2005).  For those living alone peer support can be pivotal in making 
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positive changes (Dennis 2003) by acting as a buffer (House 1981) particularly in 

providing emotional support.  In addition to helping individuals feel accepted for who 

they are (Cohen and Wills 1985) it also 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 boredom which is a common experience leading 

to excessive eating in those who are obese (Popkess-Vawter et al. 1998). 

 

An example would be where friends go swimming together on a regular basis thereby 

becoming not only habitual but socially rewarding.  For someone who is sedentary, 

incorporating activity into daily routines is also habit forming and therefore more likely 

to continue.  New habits however, can be disrupted by changes in routine such as work 

commitments, illness, bereavement or holidays.  Support in dealing with these issues 

can be an important part of the nurse/individual interaction particularly for those who do 

not perceive themselves to have support from elsewhere.   

 

Social support is not always forthcoming when trying to make changes particularly 

when those around are unwilling to provide support by accommodating desired changes 

in behaviour and sabotage attempts (Nestle et al. 1998).  Therefore, social contacts can 

influence behaviour through peer pressure (Cohen et al. 2001).  Habits are difficult to 

break and individuals may conform to social pressure to avoid rejection (Aronson 

1999).  However, “liking oneself more and feeling better with oneself” (Elfhag and 

Rossner 2005, p.72) increases self-esteem and creates confidence.  The nurse/individual 

relationship will play a crucial part in helping people gain the confidence to make 

changes particularly if they have minimal or negative support.   
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Gaining support from outwith the usual social circle may be possible.  Nurses who have 

knowledge of local amenities are in a position not only to inform individuals of what is 

available but may be able to suggest contact with another individual who is also looking 

for support.  Some individuals may be willing to join, for example, a local walking 

group.  As safety is often an issue for individuals and prevents them going out (Walters 

and Charles 1997), being part of a group may allay their fears and encourage habitual 

participation. 

  

The difficulty with increasing activity levels may be exacerbated by caring 

commitments.  Individuals who look after ill or elderly relatives or young parents 

(Popham and Mitchell 2006), particularly mothers may acquire the support of sitter 

services either through friends or a more formal service often carried out by volunteers.  

There needs to be confidence in these facilities however, for carers to take advantage of 

them.   

 

2.5.9 Emotional well-being 

Everyday happenings can cause anxiety but each individual feels varying levels 

according to how they perceive these situations.  Those who are attempting weight 

management find social interaction can cause anxiety.  Since obesity, unlike some other 

stigmatised conditions, cannot be hidden, individuals are continuously open to the 

prejudice of others.   Crandall (1994) purported that attitudes towards obesity were akin 

to racism in that both were attributed to being undisciplined and lacking self-control.  

However, unlike other stigmatised groups, bias against obese individuals is accepted in 

society (Wang et al. 2004) confirmed by their negative portrayal on television thereby 

contributing further to obesity stigma (Greenberg et al. 2003).  These attitudes are 
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translated into prejudice in education, employment (Gortmaker et al. 1993; Sargent and 

Blanchflower 1994) and also pervasive in health care (Puhl et al. 2005) even among 

those who specialise in obesity research or management (Schwartz et al. 2003).  

Primary care health professionals are no different where nearly half the physicians 

viewed the obese as lazy and weak-willed and almost half of nurses felt that empathy 

did not come easily (Foster et al. 2003).  Puhl et al. (2005) suggested that in order to 

reduce bias, health professionals should be educated regarding the complexity of 

obesity to create a greater understanding.  Therefore, it is advocated here that education 

in tandem with using a holistic approach where respect for the individual and working 

in partnership with them would help dissipate current prejudices. 

 

Prejudice is bound up with cultural influences.  If it is believed that obesity in an 

individual is caused, for example, by a physical condition out-with their control, 

according to attribution theory, the individual would not become stigmatised.  Anti-fat 

attitudes emerge when the belief that weight is under the person’s control combines 

with cultural values that promote thinness (Puhl and Brownell 2003b).  Ideal body 

shape and size are defined by notions of beauty (Helman 2000).  As previously 

mentioned, in our culture at present, fashion models and celebrities who are ‘stick thin’ 

are portrayed as having the desirable body to aim for.  Trying to achieve the ‘body 

beautiful’ where 70% of models are underweight (Katzmarzyk and Davis 2001) and 

women are becoming heavier (Spitzer et al. 1999) is not only unrealistic but unhealthy.  

Apart from being unrealistic for most of the population it puts extra pressure on those 

who are obese and adds to the difficulty of making changes.  For example, if personal 

safety is an issue in trying to increase outside activity, joining a fitness club, if mobility 

will allow, may be even more intimidating.  In fitness clubs the body is often exposed to 

the possibility of scrutiny making individuals feel uncomfortable.  The same applies to 
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swimming.  Although predominantly a female issue since physical attractiveness is 

related more to a woman’s identity (Tiggemann and Lynch 2001) men are not immune.  

It seems that even in the mid nineteenth century prejudice was encountered. Banting 

(1869) stated that the remarks endured from others, discouraged socialisation. 

 

Sufferers of prejudice react in different ways.  When prejudice is internalised it lowers 

self-esteem as individuals begin to believe the views of society and blame themselves 

leading to feelings of guilt and shame which can, in turn, lead to anxiety and disordered 

eating (Tiggemann and Lynch 2001).  Furthermore, the reaction is often to comfort eat 

in an effort to make themselves feel better.  Research has demonstrated that the obese 

eat more in reaction to emotion (Meyer and Pudel 1972).  It was detected that in an 

effort to improve their mood some individuals consumed excessive amounts of 

carbohydrate-rich foods usually at a specific time of day (Wurtman et al. 1981).  

However, the results of a small study by Toornvliet et al. (1997) found that 

carbohydrate ingestion did not provide the anticipated mood changes.  This was not 

surprising as protein ingestion enhances the activity of the neurotransmitter serotonin 

(Caterson and Broom 2001) and that increased serotonin levels have been demonstrated 

to alleviate depression (Wurtman and Wurtman 1989).     

 

Similarly, failure to manage weight appropriately, if internalised, creates feelings such 

as guilt and shame.  Again, these feelings of failure decrease self-esteem.  If these 

internalised feelings of failure continue then the probability of anxiety and depression is 

higher (Abramson et al. 1978).  The converse is also true, according to (Hamilton and 

Abramson 1983), where depressed mood increases the likelihood of feelings of failure 

being internalised and continuing.   
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The association between obesity and depression has been debated over decades.  While 

agreeing that that there was a link (Stunkard 1957; Galletly et al. 1996) researchers in 

the 1960’s and 1970’s concluded that it was a frequent cause of obesity (Wolman 1982).  

However, there has been a radical change in this view with researchers, including 

Stunkard (Wadden and Stunkard 1985), now suggesting that anxiety and depression are 

more likely to be a consequence of obesity (Larsson et al. 2002; van Gemert et al. 

1998).  However, the actual weight loss itself may be the factor that affects anxiety and 

depression.  In the obese population, depression usually decreases with weight loss 

(Wadden et al. 1996) and increases with weight regain (Wadden et al. 1994).  As weight 

loss is nearly all regained within 5 years (Stern et al. 1995) there is a need for improved 

weight maintenance strategies following weight loss.   

 

Weight cycling, when weight has a yo yo effect of increasing and decreasing, has been 

implicated in some studies but not others as having an effect on anxiety, depression and 

binge eating  (Bartlett et al. 1996; Foreyt et al. 1995; Foster et al. 1997; Yanovski et al. 

1993).  While primary care nurses may be aware of eating disorders, binge eating, could 

be more difficult to identify.  It seems that specific risk factors are childhood obesity 

and family overeating (Striegel-Moore et al. 2005) and should alert nurses to the 

possibility of binge eating, particularly if related to depression.  These factors have also 

been related to verbal, physical and sexual abuse in childhood (Gustafson and Sarwer 

2004; Williamson et al. 2002).  Abuse may only come to light when the therapeutic 

relationship between nurse and individual has developed into one of trust.  Nurses may 

wish to seek advice and with the individual’s permission refer to appropriate agencies 

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

The literature highlighted the complex interrelationships between individuals and their 

weight control beliefs, physical, social and emotional well-being thus underlining the 

need to view and understand each person as a whole.  It follows that a holistic person 

centred approach would facilitate the application of these concepts to practice.  

Consideration had to be given as to the best way of combining all these elements into a 

conceptual model for obesity management. 

 

It would appear that the combination of the Psychobiological approach to obesity, 

Weiner's Attribution Theory and social support, provide insight into weight control 

beliefs, physical, social and emotional well-being of those who are obese.  Both the 

theories and concepts, therefore, appear applicable to the development of a conceptual 

framework.  While it is recognised that in reality individuals and their actions and 

reactions cannot be separated and each person is unique for theoretical purposes the 

concepts are listed but no priority in the order of the concepts is inferred. 

 

However, applying knowledge from other disciplines to practice is not straightforward 

as any intervention for nurses needs to be viewed in the light of current nursing practice. 

It appears from the literature that in order to address these concepts in practice the 

nursing models of Roper, Logan and Teirney (2000) and Peplau (1988) would facilitate 

a holistic, person centred approach and aid self management.  Therefore these are 

included in the conceptual framework.  The aim is to create a safe environment where 

individuals can reveal intimate details and not feel that they are being judged (Peplau 

1988).  Furthermore, in partnership with the nurse, individuals can develop and move 

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

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

The conceptual framework will guide the exploration of the study aims and objectives. 

The overall aim of the study is: 

• To develop and evaluate a holistic approach to obesity management for primary care 

nurses and obese individuals in their care. 

 

In order to address this aim, the study was carried out in two phases.  The exploratory 

phase provided evidence for this approach from the obese themselves whilst the 

intervention phase incorporated that evidence in the development and evaluation of a 

holistic approach to weight management.  The aims and objectives for each phase as 

described below.  

 
 
2.7.1 Aims of the exploratory phase 

a) To ascertain the extent of the relationship between weight beliefs, expectations 

of weight loss, physical, social, emotional well-being and weight management in 

obese individuals who did not have an identified eating disorder.   

b) To examine the changes in these variables that take place over time and their 

association with weight change. 

 

2.7.1.1 Objectives 

• Identify patterns of behaviour and explore how they impact on weight management 

• Ascertain the association of physical well-being and weight management 

• Explore the role of perceived social support on weight management 



67 
 
• Detect the range of emotions experienced by obese individuals and the perceived 

impact of them on weight management 

• Examine the beliefs and expectations of obese individuals with regard to weight 

management 

 

2.7.2 Aims of the intervention phase 

The aim of the intervention was to implement the outcomes of the exploratory phase 

and evaluate impact on obesity management for primary care practitioners and obese 

individuals in their care. 

 

2.7.2.1 Objectives 

• Develop a person centred approach for nurses and obese individuals to work within 

a mutually agreed partnership 

• Introduce and evaluate the approach for acceptability and utility 

• Determine the level of individual satisfaction with the approach 
 
The manner of achieving these aims and objectives is discussed 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 need for developing a holistic approach 

to obesity management, particularly in primary care.  A conceptual framework to inform 

this emerged through the examination of obesity perspectives from various disciplines 

and applied to weight management from a nursing perspective.  This chapter now 

describes the rationale and design for the research approach.  The design for the 

exploratory phase to ascertain the association between weight beliefs, physical, social 

and emotional well-being and their relevance to individuals with obesity is explained.  

This is followed by details of how the results from the exploratory phase were 

transferred into the development of materials for the planned intervention.  Finally, the 

evaluative process to determine utility and relevance of the intervention for service 

development is delineated.  The methodology and methods for each phase is described 

sequentially. 

 

 3.1 Research paradigms and rationale 

Making decisions on research methodology and method is not necessarily straight 

forward.  As Parahoo (2006) states these decisions should be based on the questions 

asked.  Overall the study aimed to explore the complexity of obesity management and 

meet the requirements for nursing practice in primary care.  In order to achieve that aim, 

consideration was given as to the most appropriate approach for data collection.   
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After reflecting on the different needs of the two phases laid out in Chapter 2 it was 

decided to take a pragmatic approach and implement a mixed methods design.  This 

approach appears to offer a more comprehensive way of finding answers to research 

questions (Johnson and Onwuegbuzie 2004). 

   

The initial exploratory phase required a design that would allow examination of the 

relationships between the concepts already identified in the literature review.  The 

intention was not to intervene at this stage, nor to ascertain causal links, but simply to 

establish the prevalence of these relationships in obese individuals.  Therefore, a 

correlational, more quantitative approach was taken (Parahoo 2006).  To gain further 

insight, a longitudinal design was applied to identify changes in these relationships 

(Watson 1998) with weight change.  This was carried out prospectively to access more 

robust data (Parahoo 2006).  Although the dominant approach was quantitative, 

qualitative data was also gathered to provide illumination to some of the results (Clarke 

2001).  According to Parahoo (2006) different methods allow complex issues to be 

addressed. 

 

The purpose of the second phase was to evaluate the implementation of the intervention 

developed from the first, exploratory phase.  In order to reflect holism and person-

centredness it was decided to take a qualitative approach to the research.  In particular, 

the interpretive paradigm seemed applicable as it permits the multiple perceptions of 

both nurses and individuals to be explored and understood (Weaver and Olson 2006) in 

obesity management.  Furthermore, it appeared that a predominately, qualitative 

approach would help gain insight into the process of applying the holistic approach in 

the practice context (Watson-Miller 2005).  The process for carrying out the study is 

delineated in Figure 3.1.  
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Figure 3.1 reflects the research process symbolised by the wheel and spoke to indicate 

how the research approach in the hub is the driver to explore the cycle of phases 

undertaken in the study to develop practice.  The sections demonstrating the 

developmental process and intervention phase of this approach are divided by thick 

spokes running from the hub to the circumference.  Within each of these sections dotted 

lines show the different stages used.  The large arrows indicate the cyclical nature of 

practice development and how the current study goes through one cycle. 

 

It is acknowledged that the design of the initial exploratory phase of the research may 

be considered unconventional.  The research design for a fairly new area of nursing 

practice may be expected to begin with an in-depth exploration of the phenomenon, for 

example, through interviews or focus groups.  In this case, the literature reviewed 

indicated that considerable evidence to inform the intervention already existed although 

it was not linked.  Furthermore, the broad spectrum of that information appeared to 

support the need for a more comprehensive approach to management.  However, these 

components needed to be amalgamated, incorporated and understood in the nursing 

context.  Furthermore, there was a need to explore the relevance of this, to individuals 

with obesity therefore, there was a need to gain their perspective to inform a person 

centred approach (Lewin et al. 2007).  For these reasons, a survey method for initial 

data collection was used and the results analysed to inform the development of an 

intervention.   

 

Nursing interventions require in-depth explanation as well as description and need to be 

viewed in context as “The more closely that an intervention matches the manner in 

which the problem is experienced, the more effective it is” (van Meijel et al. 2004 p.87).  



72 

In addition, it was important to gain both the perspectives of individuals and nurses in 

primary care.  The qualitative methodology/method seemed appropriate to gain insights 

into the processes of how the intervention worked in addition to understanding the 

limitations of the approach.  

 

It appears that drawing on mixed methods would facilitate the study of a person centred 

holistic approach as it focuses on “doing research with and for people, rather than on 

people” (Meyer 1995).  As one of the objectives of the study was to produce an 

acceptable and useful approach to weight management it was felt necessary to involve 

both individuals and nurses in the development as well as the implementation of the 

approach.  With this in mind, the methods used were considered an appropriate way to 

encourage empowerment for change through collaborative participation for both nurse 

and individual while reflecting the complexity of these changes (Greenhalgh et al. 

2004).   

 

Therefore, using a pragmatic approach provided not only the means to measure 

outcomes, but also to illuminate the process of implementing the intervention, thereby 

addressing both the science and art of nursing.  By combining 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 was to explore physical, social and emotional 

aspects of weight management with individuals.  Due to the wide-ranging nature of the 

stated aims and objectives, survey type questionnaires were used to obtain information 

about demographics, attitudes, beliefs (Oyster et al. 1987; Knapp 1998; Polgar and 
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Thomas 2000), to establish behaviours (Treece and Treece 1986), and to examine the 

relationship between these variables.  A prospective study design was used to gather 

data.  Since the purpose of the exploratory phase was to identify changes over time a 

longitudinal design was selected as being the best method to examine these changes 

(Carter 1991).  The reason for doing so was to inform a new intervention for weight 

management, from a person-centred perspective, therefore, it was necessary to recruit 

individuals who had a great deal of experience of managing their weight.  Hence the 

exploratory phase was carried out at a specialist, secondary care, outpatient clinic for 

obesity management.  Those referred to the secondary care clinic would be familiar with 

approaches to weight management in primary care where they would have undergone 

some form of weight management, either in group sessions or one to one consultations, 

prior to referral.  Trying to identify individuals in the primary care setting was not a 

viable option, therefore, individuals who attended the clinic from primary care, provided 

a convenient sample (Blacktop 1996).  The types of interventions they received would 

probably be diverse according to which professional was consulted and whose 

knowledge and views of weight management may differ.  The secondary care clinic 

covered a wide geographical area thereby providing access to a study population from 

city, suburban and rural areas who were often referred back to primary care for follow-

up particularly if they lived a distance away.   

 

To facilitate this method of data collection a questionnaire was developed using the 

conceptual framework, as described in chapter 2.  Since the questionnaire was to be 

administered three times over a six-month period as explained below, booklets for each 

individual were compiled.  Each booklet had three colour-coded questionnaires for easy 

identification at each visit.  The time between visits was organised to coincide with 

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

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

 

3.3 Questionnaire design 

The questionnaire (APPENDIX 1) was divided into sections to gather information on 

demographics, weight beliefs, weight loss expectations, physical, emotional and social 

aspects of weight management.  Thus the questions resulted in the following 

information being collected. 

 

3.3.1 Demographic information 

General demographics of gender, age, marital status, household members, and 

occupation were collected to provide a picture of the context in which individuals lived.  

These were forced-choice questions with the exception of occupation, which was 

written in text and later coded for analysis according to the classification by the Office 

of Population Census and Surveys (1991).  A history of the weights of the individual 

and their family members was also obtained.  

 

3.3.2 Questions on the physical aspects of weight management 

As both co-morbidities and lifestyle are implicated in physical well-being, questions 

about the physical aspects of weight management included standard measurements, co-

morbidities, treatment, symptoms, functional ability and activity levels.  The standard 

measurements of weight, height, Body Mass Index (BMI), body fat percentage, blood 

pressure and waist measurement (where appropriate) were extracted from the clinical 

data sheets while obesity related co-morbid data and treatment were obtained from 

patient notes.  Treatment and co-morbidity questions were multiple choice with an 
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'other' category to permit further individual information to be included.  Information 

about alcohol and tobacco usage in addition to dietary prescription was obtained.  

Ordinal scales of 1-10 were to assess severity of symptoms.  The same measures were 

repeated in order to assess any changes over time.  A 'not applicable' box was available 

should any symptom not apply.   

 

It was decided to use five point Likert type scales (Likert 1932) to gain information and 

so start building a picture of everyday function and activity.  This type of scale also 

allowed the assessment of changes over time that may be associated with weight 

management.  Perceived functional ability detail was measured by assessing the 

frequency of difficulty with walking, going up or down the stairs, bending or stooping, 

getting in and out of the bath, dressing and doing household chores.  The same Likert 

scales (Sechrist and Pravikoff 2001) were used to gain information on how often 

individuals chose to walk, take the lift, use the stairs and travel by car, bus or taxi.  

Similarly, to try and assess social activity, information on how often individuals spoke 

to family and friends, went out with them or had them visit was assessed on the same 

Likert type scale (Likert 1932) in addition to how often individuals went out on their 

own.   

 

A different question design was selected to explore leisure activity.  The matrix design 

was chosen to provide more comprehensive detail of activities and although more 

difficult to construct (Polit and Beck 2006) was more easily encoded and analyzed 

(Polgar and Thomas 2000).  The aim was to continue building up a picture of everyday 

activity by accruing details of both active and passive pastimes during the course of a 

week.  The difficulty was deciding on the time scales to employ as activities such as 

swimming would not be expected to last as long as, for example, watching television.  
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A variety of activities were suggested with three extra unspecified scales to allow 

individuals to add their own particular different pastimes. 

 

3.3.3 Questions on the social aspects of weight management 

Exploration of social aspects of weight management involved identification of the levels 

of perceived support which individuals felt they had from family, friends, colleagues, 

health professionals and community contacts.  In an effort to cover all types of family 

situations, that section included husband/wife/partner, children, parents, other 

household members and an option to identify any other person.  The friends section 

included both close friends and acquaintances.  The work section included 

supervisor/manager and colleagues.  The health professionals section covered general 

practitioner, specialist doctors, nurses, dietitians to try and identify the perception of 

support from those involved in weight management.  As everyday contacts were 

thought to influence the level of support individuals feel they have, the general contacts 

section included clothes shop assistants, leisure centre staff and school/college staff.  

This section, like the other sections under social support, provided an option to identify 

‘other’ supportive/unsupportive people.  There was also a ‘not applicable’ option for 

each variable.  Ordinal scales were the means by which data was collected and further 

information was gathered through a comments section.   

  

3.3.4 Questions on the emotional aspects of weight management 

To detect emotional aspects of weight management, questions were formulated to gain 

data about feelings, beliefs, expectations of weight loss, body satisfaction, anxiety and 

depression.  Feelings and body satisfaction were assessed on ordinal scales of 1-10, as 

in other sections, to make data collection more consistent and analysis easier.  However, 
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this section did not provide a ‘not applicable’ option as everyone experiences feelings.  

Examination of beliefs and expectations of weight loss on the other hand used Likert 

scales as these are more appropriate for attitudinal data (Sechrist and Pravikoff 2001).  

However, these methods did not allow more in-depth information to be gathered 

(Oppenheim 1992) so these questions were followed by an option to clarify or explain 

answers.  Beliefs about weight management were thought to be an important aspect of 

motivation, particularly the level of control individuals perceived themselves to have 

over their weight.  These beliefs may affect how much weight individuals expect to lose 

and what they perceive as success, especially if they have unrealistic expectations.  

Perception of failure and a lack of control may be associated with anxiety and 

depression. 

 

Anxiety and depression was measured using the Hospital Anxiety and Depression Scale 

(HADS), (Zigmond and Snaith 1983) and incorporated into the questionnaire 

(APPENDIX 1).  HADS is a validated tool to assess the prevalence and changes in 

anxiety and depression levels. Permission from Zigmond and Snaith (APPENDIX 2) 

was obtained to include the HADS in the questionnaire.  The reason for choosing this 

scale was that it separates anxiety and depression while aiming to detect the presence of 

mild degrees of mood disorder in non-psychiatric patients.  It also assesses the present 

state of mood that permits detection of changes over time and has the advantage of 

being brief, easily understood, with good reliability and validity.  It has been used in 

different settings and issued in many languages, indicating cultural diversity (Herrmann 

1997).  Careful construction of the questions was required 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 questions asked are adequate and relevant 

(Parahoo 2006).  Therefore, content was important.  To ensure face validity of the 

questionnaire, it was reviewed by a hospital medical consultant and senior dietitians, all 

of whom were experienced in managing obesity.  In addition, a researcher with 

experience of health surveys reviewed the questionnaire.  After taking into account their 

comments and making small adjustments, the questionnaire was ready for piloting. 

 

Further testing for internal consistency was undertaken.  This was carried out after the 

first round of the questionnaire to look for consistency in response.  The dimensions 

tested within the questionnaire were functional difficulty, perceived support from 

family, friends and colleagues, positive and negative feelings, internal and external 

beliefs and body satisfaction.  Cronbach’s alpha-coefficient was applied as it “measures 

the extent to which item responses obtained at the same time correlate highly to each 

other” (MacInnes 2003, p.58).  They ranged from α 0.64 to α 0.93. According to 

Anthony (1999), the acceptable level for Cronbach’ alpha-coefficient is 0.7 for this type 

of research.  However, as all but one of the correlations were greater than α 0.70, no 

amendments were made.  Therefore, the researcher was confident that the questions 

were applicable, that is, would gain answers to what was asked. 

 

3.4 Pilot study for the exploratory phase 

Prior to administering the questionnaire in the exploratory phase and testing for internal 

consistency it was vital to know how individuals would respond to the questions.  That 

is, would they consistently understand the format and instructions for answering the 

questions and were the questions relevant to their weight management (Parahoo 2006).   
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Carrying out a pilot study by administering the questionnaire to a small sample of 

individuals attending the clinic was therefore undertaken.  Another aim of the pilot 

study was to try out administrative processes at the busy clinic.  Based on these findings 

any necessary changes were made.   

 

Before commencing the pilot study, discussions took place with colleagues involved in 

the clinic to gain their co-operation so that there would be minimal disruption to both 

staff and individuals.  A letter of invitation to the pilot study (APPENDIX 3) was sent 

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

decide whether or not to take part.  All of these individuals had a BMI ≥30. 

 

Since mailed questionnaires would have been more likely to be discarded (Barker 

1991), thereby reducing the response rate and thus the validity (Polgar and Thomas 

2000), the data was gathered at the specialist clinic.  This was achieved prior to any 

intervention by clinic staff to reduce possible impact on responses.  One person refused, 

one did not attend and ten completed the questionnaire.  Individuals with a BMI ≥30 

were recruited over a two-week period after giving written informed consent.  A room 

was made available for the study and an explanation about the questionnaire given by 

the same researcher who then left the individual to complete it in privacy to protect their 

rights (Polgar and Thomas 2008).  Individuals were invited to give feedback about the 

questionnaire format.  They were also eager to elaborate on personal issues raised by the 

questions.  This seemed to confirm that the questions were very relevant and provided 

additional information to the evaluation sheets they were asked to complete.   

 

However, it posed a difficulty for the researcher as some of the individuals participating 

in the study knew her as part of the clinic team thus making it challenging to 
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differentiate between the roles of researcher and practitioner.  The researcher reflected 

on the effect her role and presence could have on the way individuals responded 

(Parahoo 2006).  As a result, clarification of the researcher’s role was considered prior 

to the exploratory phase being undertaken.  In addition, scrutiny of both the evaluation 

sheets and the pilot questionnaires led to slight adjustment of two questions in order to 

achieve more precise responses in the exploratory phase.  

  

3.5 Exploratory phase 

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

phase was initiated. 

 

3.5.1 Sample 

It was not feasible to carry out research on the whole clinic population of 474 due to 

costs and researcher time.  The aim was to have a representative sample of the clinic 

population.  Therefore, sample size, characteristics, setting and response rate were 

considered (Parahoo 2006).  In order to achieve this purpose, consideration was given to 

clinic organisation, sampling methods and the overall aim of the research.  A three 

month recruitment time was set for the study in an attempt to gain access to all return 

patients so that they would each have an equal chance of inclusion.  Individuals were 

identified according to appointment time.  Consideration was given to the sample size 

as in longitudinal studies there is a risk of a higher attrition rates (Watson 1998).  

However, it was anticipated that attrition rates would be similar to those for clinic 

appointments as data was not being collected outwith usual appointment times.  

Recruited individuals also had to fulfil the following 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 (SPSS 11) was used to analyse the data in 

the following order.  The total sample was examined first, then the individuals grouped 

by weight gain, 0-5% body weight loss and >5% body weight loss.  After these three 

groups were identified differences and similarities between the groups were examined.  

In addition, changes within groups were established.  Analysis was therefore of primary, 

secondary and tertiary types. 

 

3.6.1 Primary analysis 

To gain an overview of the study population, descriptive statistics were applied 

systematically by working through the questionnaire.  To provide an overall picture of 

the study population, demography, treatment, co-morbidity and weight history data 

were analysed by frequencies and crosstabs.  

 

The data of scaled items in relation to each of the symptoms, each variable in the social 

support section, each feeling and each variable in the body satisfaction section were also 

analysed by descriptive statistics.  In particular, modes identified the frequency of their 

severity indicating various physical, social and emotional issues for individuals.  Likert 
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scales were analysed in the same way.  The HADS questionnaire was scored by hand 

following the coding system laid down by Zigmond and Snaith (1983). 

 

3.6.2 Secondary analysis 

To make the data more manageable for this particular phase of the analysis each 

variable, with an ordinal scale of 1 to 10, was collapsed into nominal data to produce 

three categories: a score of <3 being classified as low, scores 4-7 being classified as 

moderate and scores >8 being classified as high.  Likert scales were also collapsed to 

give three scores.  Each of the ordinal scales within the sections for support from 

family, friends, work, health professionals and general contacts were combined to 

provide a mean score for each section.  Body satisfaction scales were treated in a similar 

manner.  Feelings, although analysed in the same way were first divided into positive 

and negative sections.  Each leisure activity was also recoded into active and inactive to 

assess the amount of time being active as well as inactive. 

 

To explore the strength of the association between various aspects of weight 

management for the whole cohort the full ordinal scales of 1 to 10 were analysed using 

Spearman's rank correlation.  Negative correlations, where one variable increases and 

the other variable decreases, were preceded by a minus (-) sign.  Once this was 

completed for the total study sample, the individuals were divided into three groups of 

weight gain, 0-5% body weight loss including those who were weight stable, and >5% 

body weight loss and Spearman's rank correlation reapplied.   
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3.6.3 Tertiary analysis 

One-way Analysis of variance (ANOVA) or the Kruskal-Wallis non-parametric 

equivalent test was selected when the data was not normally distributed to examine the 

differences between the groups.  ANOVA is concerned with testing means and there is 

some debate about whether ordinal data can be regarded as numerical for analysis 

purposes (Kinnear and Gray 2000).  The advantage of using it in this study was that the 

three groups could be analysed simultaneously.  Confidence intervals were set at 95%.  

In addition, the longitudinal nature of the study permitted changes over time to be 

examined within individuals.  For this purpose, paired t-tests or Wilcoxon matched pairs 

tests were carried out.  Paired t-tests are robust measures but if the data are not normally 

distributed, Wilcoxon matched pairs test is less resistant to outliers and therefore may 

be more appropriate for rank based data (Greer and Mulhern 2002). 

 

On the basis of the results from the exploratory phase the relationships of the various 

beliefs, expectations, physical, social and emotional dimensions identified by the 

conceptual framework appeared to be applicable to weight management.  Furthermore, 

differences were demonstrated within the dimensions between those individuals who 

gained and lost weight.  These results were used to develop and inform the intervention 

phase of the study in primary care.  While the aim of the intervention was to provide a 

comprehensive person-centred aid to weight management, consideration was also given 

to the time involvement for primary care nurses. 

 

3.7 Interpretative phase. 

The results of the exploratory phase were taken and considered in respect of significant 

relationships amongst physical, social and emotional factors.  These results were used to 
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develop a booklet for individuals and nurses to work on together.  As this approach was 

different to usual practice a booklet for nurses was also developed.  Therefore two 

booklets were developed. (inserted in pocket of rear cover): an A5 booklet for 

individuals entitled ‘My Personal Approach to Weight Management’ and an A4 

booklet, ‘A Holistic Approach to Weight Management’, for nurses. 

 

3.7.1 Nurse booklet 

The booklet for nurses contained background information about obesity for educational 

purposes.  It also aimed to provide an explanation about implementing the holistic 

approach to obesity management.  Interspersed in the booklet were six activities for 

nurses to complete, including two case studies and at the end, websites and other 

sources were cited to enable nurses to further their learning.  In addition to the booklet, 

nurses were provided with a box of materials, some of which were produced by the 

researcher, and listed in APPENDIX 4.  These materials were compiled to aid nurses in 

weight management practice and the implementation of the study.  

 

3.7.2 Individual booklet 

The underlying philosophy of the booklet ‘My Personal Approach to Weight 

Management’ was to help individuals participate in their care in a meaningful way and 

facilitated assessing, planning, implementing and evaluating care in what Roper, Logan 

and Tierney (RLT) termed ‘individualizing nursing’ (Roper et al. 2000).  Rather than 

being bombarded with advice, this approach aimed to assist individuals to discover facts 

about themselves by completing the initial part of the booklet on their own, up to and 

including the ‘Weight Management Map’.  However, there was flexibility as nurse and 

individual could complete it together if necessary as it was recognised that not everyone 
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is literate or at ease with completing forms.  The aim was to provide a more structured 

but person-centred way to identify areas, which needed to be changed in order to 

improve weight management. 

 

 3.7.3 Cover design  

In an effort to facilitate change, great care was taken in the wording of the booklet for 

individuals to create an atmosphere of encouragement rather than blame.  The logo on 

the front cover of the booklet was also designed to be user friendly.  It represents the 

individual’s journey, beginning with where they meet with the nurse in a non-

threatening environment and work together on the various aspects of weight 

management which are indicated by the various coloured arrows.  The cyclical nature of 

the coloured arrows leads towards a fainter arrow, indicating a move towards self-

management.  In order that individuals can work towards self-management Peplau 

(1988) describes the relationship with the nurse as being “on a continuum” (p.55) where 

the nurse provides support in various ways according to the psychological needs of the 

individual at a particular time.  As individuals have these needs satisfied they may 

become more able to self-manage their weight.  Roper, Logan and Tierney (2000) also 

view individuals as moving on a continuum between dependence and independence 

with the level of independence varying with changing life experiences. 

 

3.7.4 Question design 

Questions in sections one to five of the booklet “My Personal Approach to Weight 

Management” are designed to assist individuals consider various aspects of their weight 

management experience: 
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• why their weight began to increase  

• existing and potential health factors associated with their weight 

• the influences of home circumstances  

• past experiences of ‘dieting’   

 

It was anticipated that these first sections would start to stimulate thoughts of influences 

in a variety of areas before going on to complete the ‘weight management map’.  The 

map was designed to further this process through the incorporation of data from the 

experience of individuals in the exploratory phase.  Examples of what these individuals 

found influenced their weight were provided to stimulate thoughts for those in the 

intervention phase to help them complete their own personal maps.  Consideration was 

given to the number of examples to be provided, as a long list in each may be viewed as 

simply a choice option and not help to stimulate their own ideas.  However, a fuller list 

from the exploratory phase was provided in the nurses’ box of materials to aid 

recognition of the possible range of weight associations.  After completing the map it 

was anticipated that the individuals looking at the associations between the variables 

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

 

3.7.5 Weight management map 

The weight management map fits with the holistic approach.  It is based on the mind-

mapping concept and employed to support individuals in decision making and 

establishing goals (Buzan and Buzan 2000).  The layout of the map allows individuals 

to set their own priorities and takes the emphasis away from weight.  It is relevant too in 

that the individuals themselves often have the answers, even if they are unaware of it.  

According to Irvine (1995) mind mapping is a useful instrument if individuals take 

responsibility for their own learning.  She found that in nursing education, learning by 
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the mind mapping method was more meaningful.  Likewise, it could be suggested that if 

individuals can be encouraged to think about what affects their weight management they 

may be more likely to set relevant goals to achieve this aim.  In similar vein, Kathol et 

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

or in this case between individual and nurse. 

 

The use of personalised mind maps rather than everyone receiving the same advice 

focuses very much on the individual from their perspective.  Furthermore, it facilitates a 

holistic approach as the advantage of mind-mapping is that the “interconnectedness of 

one patient problem to another, connections that are vital to successful patient care” 

(Mueller et al. 2001, p.75) can be seen more clearly.  Like the Grief Map developed by 

Clark (2001) the maps in this study are not prescriptive but used for assessment and 

education as well as a therapeutic tool. 

 

3.7.6 Goal setting 

Goal setting is part of the planning stage where both “each actual and potential 

problems” (RLT 2000, p.137) are addressed.  For example, in the acute setting, it is 

crucial to set goals for every problem, but in weight management, goals should be set 

gradually rather than all at once if long-term changes are to be achieved.  Nonetheless, 

Roper et al (2000) would agree with the clearly defined acronym SMART goals, taken 

from the world of industry, which suggests that goals should be Specific, Measurable, 

Attainable, Realistic and Time bound.  Setting written goals provides an opportunity for 

the nurse to give positive feedback on achievements but also acts as a catalyst to discuss 

with individuals why some plans worked and others did not.  Although Roper et al. 

(RLT) (2000) are more focused on goal setting by the nurse, this study was designed to 

encourage individuals to take more control.  By writing the goals themselves, 
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individuals may take ownership of their plans and begin to monitor themselves as part 

of the evaluating stage (RLT 2000).  Once goals have been set, self-monitoring is 

important in raising awareness of what aids or hinders weight management (Poston II 

and Foreyt 2000).   

 

In addition to recording goals and levels of attainment a reward system was put in place.  

In other words, both short and long-term goals are set in line with Roper et al. (2000).    

People with obesity often feel that they do not deserve rewards therefore trying to 

change their mindset is important in raising self-esteem.  By incorporating a non-food 

reward for themselves, for example a massage, individuals may be helped to strive more 

to reach their goals and see their efforts as being worthwhile.  The cycle of achievement 

and reward is motivational on condition that the goals are not too easy (Weiner 1991).  

With each success comes a more consistent anticipation of future success (Weiner 

1985).  If goals are not achieved, however, self-esteem may not be protected if the 

individual internalises the reason for failure, creating feelings of guilt and shame 

(Weiner et al. 1987).  It is therefore a difficult balance.  Sometimes if the individual has 

not put in the effort they will blame external circumstances but they can be encouraged 

to learn how to deal with similar circumstances more appropriately in the future.  The 

real test is whether or not theory works in practice. 

 

3.8 Intervention phase 

As in the exploratory phase, consideration had to be given to the methods used to 

evaluate the holistic approach keeping in mind the purpose of the intervention.  One 

objective was to provide support for nurses to enable changes to occur (Mitchell et al. 

2005), in a way that recognised their existing knowledge and skills while making 

available to them additional knowledge and guidance.  A variety of approaches to 
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education were considered.  As printed materials on their own appear to have minimal 

impact (Grimshaw et al. 2001; Freemantle et al. 2006) outreach visits (O’Brien et al. 

2006) appeared feasible and desirable and fit with the holistic approach.   

 

Nonetheless, the researcher recognised, from previous experience, that initiating change 

may sometimes be restricted by the context of nursing practice.  Therefore, the aim was 

to be flexible in response to the fact that each nurse was the expert on their own 

situation (Holter and Schwartz-Barcott 1993).  Taking these issues into account may aid 

evaluation of the approach through interviews by helping nurses feel that they would 

not be judged by their reflections. 

 

The holistic approach was designed to facilitate nurses’ respect for each individual as an 

expert who has knowledge of their own life, and work with them in partnership to 

encourage them to reflect on their current situation (Koch et al. 2002) thereby enhancing 

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

 

A longitudinal type design was again used but as no single method could address the 

complexity of this phase (Flemming 2007) a more qualitative method of data collection 

was required.  In order to evaluate the holistic approach in practice, the design of the 

intervention phase aimed to facilitate the exploration of the process of implementing the 

approach in the context of primary care.  Therefore, to carry out this phase of the 

research PNs were targeted for recruitment as they represented primary care staff in 

obesity management (NICE 2006).  Furthermore, PNs targeted individuals already 

known to them who might benefit from weight management thus protecting the 

confidentiality of individuals (Soteriou et al .2005). 
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3.8.1 Accessing nurses 

In recruiting practice nurses the aim was to invite those who had experience of working 

in general practice and were willing to participate in the study.  At the outset, access 

proved difficult as some gatekeepers viewed obesity management as strictly the domain 

of dietitians.  After several local meetings and much discussion it was decided to target 

nurses Scotland wide to avoid further delays.  A national body was contacted and 

agreed to email all their members with details of the project.  The initial response was 

very poor until one practice nurse involved her nurse advisor.  This ‘champion’ 

percolated information to practice nurses at one of their regional meetings by means of a 

flier (APPENDIX 5).  A delay in the recruitment of some of the PNs who expressed an 

interest was due to them being at a crucial stage in their chronic disease diploma 

education.  Eventually, a one-hour meeting with twelve interested practice nurses was 

arranged where study materials were dispensed following a presentation.  Originally it 

had been envisaged that a study day be held to enable all participating nurses to develop 

their understanding of obesity.  However, due to the widespread geographical location 

of the participating nurses, their individual time constraints and lack of funds to release 

the nurses from work, this plan had to be amended.  Interest in the project was 

expressed by pharmacy and public health leads but they were not included in data 

collection as practice nurses were the targeted group. 

 

Having initiated the project with one group of PNs, a second meeting with a different 

group of practice nurses, arranged by another ‘champion’, was proposed.  However, the 

meeting did not materialise, due to time pressures for both individual practice nurses 

and recruitment deadline.  Consequently, these nurses were visited individually by the 

researcher at their place of work, where a one-hour session on the study took place.   

The outcome from these visits meant that further recruitment was unnecessary, as the 
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target of recruiting ten nurses had been exceeded.  The judgement of sample size for the 

intervention phase was based on gaining adequate in-depth data to understand the 

context and process of obesity management in primary care without being overwhelmed 

(Sandelowski 1995).  The final group of 18 nurses comprised practice nurses, nurse 

practitioners, specialist practice nurses and a nurse advisor but to protect anonymity 

they are all generally referred to as practice nurses or nurses. 

 

3.8.2 Data collection 

Several methods were used for data collection to access both complementary and 

differing aspects of putting the intervention into practice (O’Cathain et al. 2007).  Field 

notes, background questionnaires and interviews with PNs, the booklets and individual 

physical measurements and satisfaction questionnaires from the obese were all used to 

obtain data as shown in Table 3.1 

 

Data collection methods 

Individuals Booklets Questionnaires Physical measurements 

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 accrued throughout the study.  They aided 

organisational aspects of the study in addition to providing a greater understanding of 

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

Two questionnaires were formulated for this intervention phase, one for nurses and one 

for individuals with obesity.  The nurse questionnaire (APPENDIX 6) was devised to 

obtain general background information about participating nurses.  The questions were 

devised to obtain demographic details, current practice area and their approach to 

weight management.  The questionnaire for individuals (APPENDIX 7) was developed 

to gain insight into what individuals thought of ‘My Personal Approach to Weight 

Management’ booklet and their experience of using it.  This was to complement the 

booklets themselves, which were also part of the data collection.  The aim was to assess 

whether or not the individuals receiving care found it relevant to their needs.   

Relevance is an important aspect of evaluating the quality of care (Clarke 2001).  The 

questions constructed in both questionnaires were a mixture of forced choice, closed 

and open questions to facilitate as much data as possible to be assimilated, although it 

should be noted that questionnaires by their nature are restrictive in data gathering 

(Roberts et al. 2001).  Careful consideration was given to the warning by Roberts et al. 

(2001), who wrote “Attention to the construction and design of a questionnaire is 

imperative, especially for self-administration where there are limited opportunities to 

expand on meaning” (p.19).   

 

In addition to the questionnaires, a separate sheet (APPENDIX 8) was produced for 

nurses to document physical parameters of each individual they recruited.  

Measurements of height, weight, waist and blood pressure in addition to age were 

requested.  The materials were collated in a ring binder and box file, which also 

contained some extra practical items to aid practice (APPENDIX 9).  At the end of the 

study, interviews were carried out to gain further insight into the context in which the 

PNs practiced and their experiences of using the holistic approach. 
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3.8.4 Interviews 

Careful consideration was given as to the method of data collection for gathering 

information regarding the experience of PNs using the holistic approach.  Focus groups 

would have been less time consuming (Daly and Carnwell 2001) but the idea was 

quickly discarded for the following reasons: in addition to the logistics of gathering 

everyone together which was not possible due to the geographical spread and time 

constraints, it was felt that some nurses might be inhibited by the presence of senior 

colleagues in spite of belonging to a cohesive group.  Individual interviews were 

therefore selected as a means of obtaining rich data as they “can be versatile, flexible 

and adaptable, adding to understanding of events and thus enhancing the process of 

evaluation.” (Roberts, et al. 2001, p.23).  Furthermore, interviews are a useful tool for 

exploring complex interventions (Clarke 1999).  Telephone interviews were selected as 

the best option due to the travel distances involved for the researcher and to keep costs 

down (Barker 1991).  The drawback of this type of interview is that since they are not 

face-to-face, non-verbal reactions cannot be observed.  However, the advantage of 

carrying out interviews which are not face-to-face may reduce the pressure on the PNs 

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

 

On the other hand, as the nurses and researcher had previously built a rapport and 

hopefully trust, it may have been easier for them to freely express their opinions.  The 

added dimension of both the researcher and PNs being female and practising nurses 

may have helped the PNs to be more willing to share what they perhaps perceived as 

being common experiences (Fielding 1994; Wibberley and Kenny 1994). 

 

The interviews were semi-structured to explore the context, process and outcomes of 

using the holistic approach in primary care.  This type of interview was selected as it 
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came at the end of the study.  This meant that data already collected could provide a 

basis for more focused questions (Clarke 1999).  Nevertheless, to gain insight into the 

nurse experience of using this approach demanded that the structure was not too rigid.  

The ongoing data collection through the nurse background information sheet, field notes 

and practice visits influenced the formulation of open questions.  For example, it 

became apparent that there were issues concerning the continuing education of PNs.  

Interview schedules (APPENDIX 10) were developed using questions to cover the main 

areas whilst flexible enough to permit exploration of some areas in more depth.  PNs 

who were unable to recruit individuals also agreed to be interviewed.  Therefore, 

another more appropriate schedule (APPENDIX 11) was devised by omitting the 

questions about their experience of using the approach and the data produced from these 

interviews provided further insights. 

 

3.8.5 Carrying out the interviews 

Of the 18 participating nurses 16 agreed to a semi-structured, telephone interview, 

which was tape-recorded.  Apart from one nurse, who had to cancel due to work 

commitments, all nurses who recruited individuals were interviewed.  Of those 

interviewed, 7 nurses had been unable to recruit individuals but their contribution 

provided valuable insight into implementing nursing research in primary care in general 

and obesity research in particular.  

 

The telephone interviews were arranged at times suitable to the PNs.  Prior to recording 

the interviews, suitability about the timing was confirmed to avoid interruptions, 

assurance sought on their continued willingness to participate and confidentiality 

reiterated.  The approximate length of time for the interview was established as being 

40-50 minutes with the proviso that they could terminate it at any time.   
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The interview guide developed by the researcher ensured that the main topics were 

covered.  However, open-ended questions encouraged PNs to talk freely about their 

work and experiences of using the holistic approach to weight management.  

Techniques such as clarification and non-directive probes helped obtain accurate 

responses (Parahoo 2006).  The nature of these interviews sometimes resulted in 

scheduled questions not being followed in order.   

 

During the interview the researcher endeavoured to listen attentively as it has been 

shown that this is crucial to good interviewing (Ritchie and Lewis 2003).  This enabled 

cues to be identified for further exploration, perhaps at a later time in the interview.  

Time was also allowed for silences when it was sensed that interviewees were thinking.  

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

 

There were, however, limitations to this process of interviewing.  Repeat interviews 

may have provided the opportunity for more robust data to be elicited.  The potential for 

bias may have been avoided had someone other than the researcher carried out the 

interviews. 

 

3.9 Intervention phase data analysis 

The analysis contained both quantitative and qualitative data to try and capture the 

intricacies of human interactions (Sandelowski 2000) in addition to outcomes.  Nursing 

research, according to Clarke (2001) “is not only about measuring the effectiveness of 

particular interventions…, but also about illuminating the processes going on within 

nursing care” (p.12).  Therefore, although quantitative analyses measured outcomes the 

qualitative data provided clarification about the process of arriving at these outcomes. 

The analysis procedure can be seen in Figure 3.2. 
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3.9.1 Concurrent data analysis 

Analysis of quantitative data in the intervention phase was carried out using SPSS 13.  

Two databases were created, one for nurses and one for individuals.  The nurses’ 

database contained demographic details and information from the coded background 

questionnaire.  The database for individuals contained similar information with the 

addition of physical measurements and coded quantitative information from the 

booklets.  Qualitative data was obtained from individual booklets, nurse interviews and 

field notes.  Initial analysis provided details for individuals and nurses as separate 

groups.  Data from individuals in the primary care setting allowed comparisons to be 

made with the individuals from the secondary care out-patient clinic.  This was 

particularly relevant when assessing the validity of using individuals in different 

settings.  Secondary analysis treated each practice as a unit to allow the process and 

outcomes of implementing the holistic approach to be identified. 

 

Before secondary analysis could take place, the researcher transcribed the nurse 

interviews verbatim.  These transcripts were read repeatedly before being coded.  

Significant statements in the transcripts were highlighted and coded in the margins, 

often being recoded manually as data analysis progressed (Miles and Huberman 1994). 

Copies of the coded statements were cut into clusters on a large board to develop 

categories, keeping in mind the broad themes of context, process and outcome.  

Qualitative data from the individual booklets, questionnaires and field notes, were 

treated in a similar manner before being combined with interview transcripts to identify 

emerging concepts.  Personal biases were set aside as much as possible during analysis 

in an effort to ensure validity.   
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Descriptive displays of data were analysed firstly to look at within-case analysis 

(Kinnear and Gray 2000) for nurses to build up a picture of the PNs who participated in 

the study.  This was repeated for individuals and aided changes over time to be 

identified.  After examination of the within-cases, data was organised by for each 

practice.  Conclusions were drawn from the data and explanatory displays arranged to 

identify emergent themes (Miles and Huberman 1994). 

 

In an effort to understand not only the similarities but also the differences the emergent 

themes from the exploratory phase analysis were applied to two case studies: the 

practice where individuals lost most weight and the practice where most individuals 

gained weight.  On completion of data collection and analysis, respondent validation 

was sought by taking the results back to the group of nurses who participated in the 

research (Ritchie and Lewis 2003).  The response confirmed the interpretation of the 

data by the researcher.  Before going on to present the results, the ethical aspects of both 

phases are now considered. 

 

3.10 Ethical considerations 

It is crucial that ethical considerations be addressed prior to any research procedures 

being undertaken.  While there were some common ethical aspects between each phase 

of the study, there were also differences.  However, there was one overarching premise 

that applied to both phases, in that, according to Hippocrates, the greatest ethical 

imperative was to 'do no harm' (non-maleficence).  With this in mind, firstly, the 

particular ethical issues for the exploratory and intervention phases are discussed 

respectively.   
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3.10.1 Exploratory phase ethical considerations  

To ensure specialist dietetic and medical supervision for individuals in the exploratory 

phase, the study was carried out with the permission of the consultant in charge of the 

specialist clinic.  Since individuals were being assessed for anxiety and depression 

psychological harm had to be considered (Firby 1995).  Consequently, a psychiatrist 

was consulted regarding the use of the HADS as a precautionary measure. 

  

A further ethical consideration was obtaining informed consent (APPENDIX 12), 

underpinned by the philosophical concept of 'respect for persons' (Burnard and 

Chapman 1993).  This was to ensure that participants understood that taking part was 

entirely voluntary and that they had the right to withdraw at any time (Royal College of 

Nursing 2004).  Furthermore, it was particularly important in the clinic setting to guard 

against the possibility of coercion (Firby 1995). 

 

Another ethical issue, again particularly important in the clinic setting, is that of 'justice' 

which includes the protection of privacy (Oyster et al. 1987).  Having previously being 

sent written information (APPENDIX 13) as to what was involved in the study, their 

continued willingness to participate was confirmed and questions answered.  A brief 

explanation of the questionnaire booklet was given to ascertain that they understood 

how to complete it before leaving them to do so in private.  An additional reason for 

leaving them was to avoid any researcher influence on the answers they provided. 

 

Another aspect of privacy is confidentiality of the data collected.  The nature of the 

longitudinal study meant that it was necessary to identify individuals for repeated 

administration of the questionnaires.  Accordingly, each person was allocated a unique 
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number, known only to the researcher (Behi 1995).  All the above concepts of 'doing no 

harm', 'respect for persons' and 'justice' are included in the Nursing Code of Professional 

Conduct (2002) and were addressed in the application for ethical approval from the 

Local Ethics Committee who granted permission for the study (APPENDIX 14).   

 

3.10.2 Intervention phase ethical considerations 

Before undertaking the intervention phase, an amendment to the study was submitted to 

the local ethics committee and once approved (APPENDIX 15) an application was 

made to research and development units for approval (APPENDIX 16) outwith the local 

area as per new regulations (COREC 2005).  

 

Recruited PNs gave oral consent for the study and obtained permission from their 

respective practices before recruiting individuals.  A quick reference guide for carrying 

out study procedures was provided to assist nurses, particularly in the recruitment of 

individuals, to reduce potential ethical problems.  For nurses who invited the researcher 

to share a consultation, further oral permission was first sought by them from the 

individuals involved (Soteriou et al. 2005). 

 

To ensure confidentiality of the data collected each practice was coded by letter.  The 

researcher was the only person outwith the practice who knew the codes and these were 

kept in a secure location (Cerinus 2001).  However, the PN was asked to give each 

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

Throughout the study, the researcher was aware of the possibility of introducing bias 

into the results.  The exploratory phase was carried out at a clinic where some of the 

recruited subjects had previously shared consultations with the researcher.  As a result it 

was difficult for the researcher to stand back from being involved in their care.  

However, the survey design using a questionnaire helped to minimise the researcher’s 

influence on the outcomes.  In the intervention phase of the study carried out in primary 

care where PNs were responsible for implementing the intervention, the researcher had 

little influence on outcomes.  The exception to this was when the researcher was invited 

to share consultations with PNs and individuals in their care.   

 

On the other hand, in the role of educator, there was a deliberate intention to influence 

PNs in their mode of practice.  Sharing consultations with PNs when they saw 

individuals with obesity was not a planned event.  It was requested by one PN and 

subsequently offered to all PNs to ensure an equal opportunity of access to support of 

this type.  During the shared consultations the researcher was aware of the possibility of 

disempowering the PNs.  This caution was warranted as when presenting the results 

back to PNs they revealed that their previous experience had been that ‘outsiders’ took 

over the consultations.  They appreciated that this was not the case in this study as their 

expertise was respected.  Previous experience may also have been one of the reasons 

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

 

Keeping in contact with PNs was difficult.  There appeared to be other reasons for this 

apart from the researcher’s base being a considerable distance away.  Many of the PNs 

were not at ease with the email system and telephone contact was difficult due to 
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pressure of time and their work commitments, particularly as the study was in addition 

to their normal workload.  The researcher knew from previous experience of a national 

study, where both GPs and PNs were involved, that communication difficulties were not 

unique to this study.  

 

The telephone interviews with PNs worked well.  The opportunity to build a rapport 

with PNs and see them in the context of their work was achieved through several visits 

and other means of contact prior to any interviews being carried out.  Consequently, this 

meant that when it came to interviews the researcher had greater knowledge and 

understanding of the individual PNs and context of their working environment.  

Although telephone interviews prevented the interpretation of body language they 

enabled the researcher to change roles from educator to researcher.  It appeared that this 

resulted in PNs giving open and honest feedback on the implementation of the 

intervention, thus providing extremely valuable insights into weight management in 

primary care.    

  

The variety of methods used for data collection was beneficial as they complemented 

each other and provided both detailed and rich data (Risjord et al. 2002).  However, the 

quantity and breadth of data collected made it difficult to structure the results in an 

ordered fashion without losing accuracy or reporting (Horsburgh 2003).  Moreover, it is 

acknowledged that the interpretation of results was possibly influenced by the 

researcher’s own philosophy despite attempts to remain neutral (Parahoo 2006).   

 

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

exploratory phase, the lack of visit 2 data restricted further analysis where it had been 
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intended to examine the change in individuals’ expectations with weight change over 

time.  In, the intervention phase, the data collected were not always complete.  

However, the fact that individuals sometimes missed appointments or dropped out of 

studies simply reflects real life.   

 

Although there has been debate in the literature about the criteria for judging qualitative 

research (Rolf 2006; Hope and Waterman 2003; Cutcliffe and McKenna 1999; 

Sandelowski 1993) this study draws on the criteria proposed by Lincoln and Guba 

(1985).  They recommended that trustworthiness should be assessed, that is, credibility, 

transferability, dependability and confirmability.  It was envisaged that the longitudinal 

nature of both the exploratory and intervention phases in addition to the researcher 

sustaining contact with primary care nurses over time would increase credibility 

(Speziale and Carpenter 2007).  Visiting practices would also provide the opportunity to 

validate findings from other data such as field notes.  These in turn, would aid reflection 

for further feedback.  In addition to other data collection methods, questionnaires and 

recorded interviews may further aid credibility (Tuckett 2005) and dependability (Miles 

and Huberman 1994).  It may be that recruiting practices in different areas would 

provide insight into similarities and differences in various contextual situations. 

 

This chapter has given an overview of the complex methodology used in each phase of 

this study. A description of the development of materials for the intervention phase was 

also included.  The next chapter presents the evidence from the exploratory phase which 

was then incorporated into the materials for the intervention 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 exploratory phase of the study.  The concepts of 

energy intake, energy expenditure, weight control beliefs, physical, social and emotional 

well-being as shown in the conceptual framework were explored to identify their 

possible relevance for the intervention.  The purpose of doing so was to act as a 

grounding for the holistic approach to weight management by allowing, not only the 

‘parts of the whole’ to be scrutinised but also to try and ascertain how individuals 

respond ‘as a unified whole’.  Therefore, there was a need to examine patterns in the 

data and identify relationships between the variables.  Gathering qualitative data may 

provide further insights into how individuals responded.  For these reasons, it was 

decided to analyse the data in the following manner.  

  

Primary analysis of the data was undertaken using descriptive statistics.  Spearman's 

bivariate correlation was used for secondary analysis to identify the relationships 

between the variables.  Tertiary analysis, using one-way analysis of variance (ANOVA), 

Tukey's HSD test and Kruskal-Wallis tests, identified the differences between the 

following three groups; a) those who gained weight, b) those who were weight stable or 

reduced their body weight by up to 5% and c) those who reduced their body weight by 

over 5%.  In addition, paired t-tests allowed examination of the extent of within-subject 

changes.  
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4.1 Sampling 

As described in the previous chapter, individuals for this exploratory phase were 

recruited from an out-patient clinic specialising in obesity management.  The following 

table 4.1 shows the breakdown of the numbers of individuals from initial approach to 

participation followed by more detailed information on 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 from a clinic list according to appointment 

times and invited to participate in the study.  The reasons given for refusing were 

difficulty filling in forms (1 male and 1 females), and looking after sick relatives (2 

women) with the remaining 3 giving no explanation. 

 

The remaining 84 individuals agreed to participate.  However, 12 (females) of these had 

their appointments changed by the clinic to outwith the recruitment time and therefore 

had to be excluded.  A further 2 females, who did attend their appointments, also had to 

be excluded as one was being transported by ambulance and the other had a family 

crisis, therefore she had no time to participate in the study.  In addition, 2 males and 4 
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females were excluded for a variety of reasons, 3 had reduced their BMI to <30, 1 had 

learning difficulties, 1 was undergoing psychiatric treatment and another was too ill to 

attend.   

 

In summary, 84 (82%) consented to the study but the actual number eventually recruited 

was 64, for the reasons given above.  The following results in percentage terms have 

been rounded up or down to the nearest 1%.  Consequently, the cumulative percentage 

total may not always be exactly 100%. 

 

4.2 General demographic information 

An audit of the clinic population from which the individuals were selected provided 

parameters of gender, BMI range, and mean weight by which to judge the 

representativeness of this study sample.  The 64 individuals in this sample consisted of 

19 (30%) males and 45 (70%) females reflecting the clinic gender ratio of 28% to 72% 

respectively.  All individuals were over 18 years of age with a BMI ranging from 33.3 

to 59.9 for males and 30.4 to 60.5 for females, with 35 individuals (55%) of this sample 

(14 males, 21 females) being classified as having Class III obesity.  The BMI category 

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

category. 

 

The mean BMI was 42.4, which was in line with the general clinic population mean of 

40.6.  In addition, the mean weight of 116kg for the clinic population compared 

favourably with the 110kg in the sample.  The weight range was 62.3kg to 185.7kg.  

These results suggest that the sample was representative of the clinic population. 

  

The majority of women in this study were younger than the men, with 29 (64%) females 

being in the under 50 age group, 6 (13%) of whom were under 30 years of age.  In 

comparison, there were no males under 30 years of age and, in fact, the majority of men, 

13 (68%), were >50 years of age.  The following Figure 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 age range for males and females.  

 
The office of population census and surveys (1991) classification was used to identify 

social class by employment.  There was high unemployment [9 (47%) males and 20 

(44%) females] within the sample, most of whom, (7 (78%) males and 11 (55%) 

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

 

Those who were employed were identified as belonging to all social class groups except 

social class I.  Of the 35 (55%) individuals who were working, all but 3 (9%) belonged 

to social classes II and III with a greater proportion of working males [6 (60%)] being in 

class II while the majority of working females [15 (68%)] were in class III.  Only 2 

(20%) working males had manual jobs.  One female in the under, 30 age group was 

under threat of losing her employment due to her obesity.   

 

The majority of individuals, 37, [11 (58%) males and 26 (58%) females] were married, 

while all divorced or separated individuals (6) were female 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 the perceived reasons for the onset of 

weight gain.  For females, the reasons tended to be hormonal with 12(27%) identifying 

childbirth and 8(18%) the menopause.  For males 9(47%), the reasons were more likely 

to be environmental, especially changing jobs.  The majority of males [14 (74%)] stated 

that their weight gain began in adulthood while 25 (57%) females identified their 

obesity as starting in childhood or adolescence.  Among these women, were 6 (13%) 

who had Polycystic Ovary Syndrome indicating a hormonal influence on obesity. 

Therefore, with regard to the development of obesity there is an apparent gender 

difference.  Understanding these influences would seem to be important for both 

individuals and nurses when considering intervention. 

 

4.2.2 Family history of weight problems 

Another influence on obesity development is family history.  The respondents 

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

female respondents as having weight problems. 

 
Both men and women identified their mother as being overweight.  This amounted to 

nearly half (44%) of the total study population while only 17%, that is, 11 (3 male and 8 

female) individuals stated that their partner was overweight.  It would appear that there 

is an argument in favour of family history influencing obesity in this population. 

However, it cannot be ascertained, within the confines of this study, whether this is due 

to genetics, lifestyle or a combination of both.  Nonetheless, the conclusion drawn from 

these results is that there was a familial component to the development of obesity.  

Acknowledging family history and helping individuals think about how family life 

influences weight management may be important considerations for intervention. 

 

4.3 Physical aspects of weight management 

The next section describes the physical aspects of co-morbidities, 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 1998 report recognized a range of co-

morbidities associated with obesity and these were included in the questionnaire.  So as 

not to miss any co-morbidities, an 'other' category was also included.  The patients’ 

hospital notes were reviewed to obtain all relevant information for this particular 

question.  The results show a range of common co-morbidities for males and females, 

with the exception of type II diabetes, are shown in Figure 4.4 

 

Figure 4.4 Pie charts of the prevalence of obesity related co-morbidities for males and 

females. 

 
Although type II diabetes is a common co-morbidity of obesity, the study did not 

include anyone with this diagnosis.  The reason being, that anyone identified as having 

type II diabetes is transferred to the diabetic clinic for treatment and therefore is a 

limitation in terms of representativeness.  Of the study population 22 (34%) were 

identified as having only one, co-morbidity.  A total of 15 (23%) had two co-

morbidities, 16 (25%) had three, 6 (9%) had four and 1(1%) had five.  The remaining  
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four individuals had no co-morbidities but three of them were in the 30-39 age group 

and could therefore, be at risk of co-morbidities developing as they became older if their 

obesity was not addressed. 

 

Hypertension was the most frequently documented co-morbidity for 7 (37%) males and 

10 (22%) females, although in females, hypothyroidism (10, 22%), osteoarthritis (9, 

20%) and asthma (9, 20%) were also widespread.  However, the most frequent co-

morbidity identified in females was depression with 13 (29%) having been diagnosed 

with this condition by clinicians.  These results highlight not only the range of co-

morbidities in relation to obesity but also that individuals frequently have multiple co-

morbid conditions.  

 

4.3.2 Symptoms   

A list of symptoms was compiled from knowledge of the various co-morbidities, 

possible side-effects of treatment, information gained through working with obese 

individuals and the conceptual framework.  To identify their perceived frequency, 

individuals were asked to score symptoms on an ordinal scale of 1 to 10.  For any given 

symptom the lowest score "1" indicated that it occurred very rarely while the highest 

score "10" indicated that it occurred most of the time.  Should a symptom not be 

perceived as a problem by the individual there was also a 'not applicable' box to capture 

this information rather than having it be assumed to be missing data.  In addition, there 

were two 'other' categories to allow individuals to insert symptoms not listed.  Bivariate 

analysis of the variables was undertaken using Spearman's two tailed test of significance 

to explore the associations between weight and symptoms over time. 
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The scores for the listed symptoms were collapsed from ordinal scales of 1 to 10, into 

nominal data to produce three categories: a score of < 3 being classified as low severity, 

scores 4-7 being classified as moderate severity, and scores > 8 being classified as high 

severity.  Symptoms were often related to the co-morbidities of obesity.  Sleep was 

problematic for 59 individuals with 30 of those (8 males and 22 females) saying it was a 

problem of high severity.  Body pain was another common problem for 52 individuals, 

29 (8 males and 21 females) of whom, from all age ranges, identified it as being severe.  

Skin problems were also highlighted as an issue for 45 individuals with 15 of those (4 

males and 11 females) indicating that it was severe.  Correlations between some 

symptoms were statistically significant as shown in Table 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 symptoms with sleep, body pain and skin 

problems. 
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Sleep problems were related to hunger (p = 0.049), heartburn (p = 0.023), cravings (p = 

0.002), and most significantly, body pain (p<0.001).  In addition to sleep, body pain was 

significantly correlated with shortness of breath (p = 0.027), heartburn (p = 0.025), 

abdominal bloating (p = 0.022) (which was more problematic for women) and sweating 

(p = 0.006). 

 

Furthermore, those who had severe skin problems were more likely to have negative 

feelings (p = 0.004), in particular loneliness (p = 0.007) and anger (p = 0.029).    

Therefore identifying and addressing skin problems are an important aspect of care. 

 

The array of symptoms, severity and interrelationships appear numerous but practical 

experience and local clinic audits suggest they may reflect reality.  The difficulty is 

translating these possible symptoms into a succinct practical approach to intervention. 

 

4.3.3 Functional ability 

A five point Likert type scale was used to measure the degree of functional ability and 

coded for analysis where "1" indicated never having any difficulty and "5" indicating 

always having difficulty.  Functional ability was reduced for 42(66%) individuals, who 

had varying degrees of difficulty walking and for 45(72%) for whom going up or down 

stairs, bending or stooping was problematic.  The following activities created some 

difficulty for individuals; getting in and out of the bath (49%), carrying out household 

chores (56%), and dressing (34%).  The extent to which functional ability was reduced 

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

be another important area to incorporate in an intervention. 

4.3.4 Leisure activity 

The number of hours involved in leisure activities was categorised in the questionnaire 

and coded on a scale of 1 to 7 prior to entry into the database, ie. a score of "1" being 

none and a score of "7" being over 40 hours.  The intensity of activities was divided into 

low (eg watching TV, reading), medium (eg gardening, do-it-yourself), and high (eg 

swimming, cycling).   

 

Watching television was the most popular leisure pursuit with 23(36%) watching more 

than 21 hours per week, and 7 (11%) more than 40 hours per week.  At the other end of 

the activity scale, 18 (28%) went swimming and these, like the 10 (16%) who cycled 

tended to be younger.  Those who were more active were more mobile (p = 0.031), less 

bored (p = 0.006) and expressed less dissatisfaction with their bodies (p = 0.026).  

These results suggest that activity and inactivity may both be relevant to a weight 

management intervention. 

 

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

morbidities, symptoms, functional ability and leisure activity. 

 

4.4 Emotional aspects of weight management 

Following on from the examination of the perception of physical aspects of obesity the 

next section provides information on the perceived emotional 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 to 10 with "1" being very satisfied and "10" 

being very dissatisfied.  All individuals had some degree of negative feelings about their 

body image, males less so than females.  Qualitative data from the questionnaire 

provided additional perspectives on each topic and was further broken down into 

smaller themes identified in the data. 

 

One female who scored 10 for all sections of this question as well as for shyness stated 

that she was: "Generally ashamed of my body's appearance".  Comments by other 

individuals such as "my body is a mess", "sad with my body and myself" and "feel fat 

and therefore unattractive" gave further insights into how body image was associated 

with negative feelings (p = 0.003) in general.  More specifically it was associated with 

feelings of guilt (p = 0.002) as explained in this quote.  "Everything seems to jiggle and 

this upsets me then I turn to food for comfort.  Then I feel guilty then I eat more to try to 

make myself feel better (vicious circle)".  The overall conclusion is that negative 

feelings were generally associated with body dissatisfaction.  This suggests that body 

image may be a pertinent factor to include in intervention. 

 

4.4.2 Feelings 

The qualitative data underlined the fact that feelings were particularly important to the 

individual and provided insight into the quantitative data.  These feelings were scored 

on ordinal scales of 1 to 10 with "1" being very rarely, and "10" being most of the time.  

These ordinal scales of 1 to 10, were collapsed to produce nominal data in three 

categories: a score of < 3 being classified as low frequency, scores 4-7 being classified 



 

 

117 

 

as moderate frequency, and scores > 8 being classified as high frequency.  The ordinal 

scales were also grouped to calculate mean scores for both negative and positive 

feelings. 

 

Some individuals [10 (53%) males and 27 (60%) females] scored > 8, suggesting that 

they felt loved.  Low levels of pride, indicated by a score of < 3, were reported by 8 

(42%) males and 21 (47%) females.  There were high levels of guilt experienced by 2 

(11%) males and 19 (42%) females.  There were 21 individuals (33%) who had high 

levels of anger, including 4 out of the 6 in the < 30 age group who were all women.  

There was a correlation between guilt and anger (p = 0.001) and the qualitative data 

gave insights into the relationship between them as indicated in the following comment 

"Generally I am a very positive individual but I have high expectations which I often 

don't meet hence the guilt/anger".  Guilt was also correlated with shyness (p = 0.002) 

and appeared to be connected to the weight of individuals as typified in these two 

written remarks.  "Very shy when meeting people for the first time because of my 

weight" and "I'm far less out-going because of my weight.  I tended to be a bit extrovert 

before I was so heavy”.   

 

It seems that when people are lonely they are also bored (p = 0.002) and the comment 

"Have hated my body since about the age of 11/12 yrs when weight started to increase.  

I try to hide myself if at all possible." could be interrupted as one reason since boredom 

is associated with a high BMI, body dissatisfaction and inactivity.  Loneliness, as shown 

in the following negative correlation, can still be an issue even if one feels loved (-p = 

0.039) as expressed in the following quote "though I have a loving and supportive 

husband I often feel lonely”. 
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When given the option of identifying other feelings, participants documented frustration 

in the comments section.  This was correlated with anger (p = 0.003) and could be due 

to functional problems as indicated in the following quote: "The very process of 

dressing every morning causes frustration and anger".  The outcome of frustration can 

have negative effects on weight management.  "It is a vicious circle.  Frustration at not 

losing makes me want to eat which equals more frustration."  It can come from different 

sources.  Caring responsibilities can create difficulties as in this case where "Mother has 

been ill - hospital etc - quite frustrating - she doesn't make an easy patient" but can 

lessen with a change of circumstance in a different scenario, for example, a "Change of 

job (+boss) is removing most frustrations from my day".  It may be that incorporating 

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

 

Although the myriad of negative feelings, individuals expressed positive feelings like 

pride and confidence (p = 0.004) which were also significantly correlated and appeared 

to be linked to losing weight as exemplified in the comment: "Mostly feel very proud of 

my weight loss over the years”.  It appears that there are intense feelings, particularly 

negative ones, associated with obesity and therefore it was thought relevant to examine 

levels of anxiety and depression. 

 

4.4.3 Anxiety and depression 

Anxiety and depression was rated using the Hospital and Anxiety Depression Scale 

(HADS).  The HAD scores were divided into 0-7, 8-10, >11 for each category of 

anxiety and depression as suggested by Zigmond and Snaith (1983) and coded for 

analysis purposes.  A score of 0-7 indicated a 'probable absence' scores of 8-10  
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'possible presence' and > 11 'probable presence'.  The scores for anxiety and depression 

are shown in Figure 4.5 

 

 
Figure 4.5 Clustered bar charts showing the levels of anxiety and depression for males and 

females. 

 

Males displayed less anxiety than females, with 10 (53%) males scoring between 8 and 

10 compared with 21 (47%) females who scored 11 or more.  Most of these men were 

in the 50-60 age group whereas the 40-49 year old females were more likely to have 

high anxiety levels.  This same female age group also demonstrated high depression 

levels with 11 (24%) females scoring 11 or more and a further 8 (18%) females scoring 

between 8 and 10.  Depression, as identified by the HAD scores, was significantly 

correlated with negative feelings (p = 0.002) and even more so with mobility problems 

(p<0.001).   

 

Emotional well-being appears applicable to weight management 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 important aspect for individuals trying to 

manage their weight.  Therefore, this study examined the support individuals perceived 

themselves to have from their everyday contacts, particularly family and friends. 

 

4.5.1 Social support 

Social support was scored on a scale of 1 to 10, with "1" being very unsupportive and 

"10" being very supportive.  For the purpose of analysis, each variable on the scale was 

grouped with "< 3" being very unsupportive and "> 8" very supportive.  Furthermore, 

these variables were grouped together to give mean scores for support from family, 

friends, colleagues, health professionals and others in the community to try and gauge 

the strength of social support from different people. 

 

Of the 42 individuals who had a partner, 24 (57%) viewed them as being very 

supportive as reflected in some of the comments:  "My husband has always been very 

supportive” and "I am very lucky in the respect that those closest to me ie husband and 

children are extremely supportive”.  However, sometimes there was a perception of 

mixed support from the same person:  "Find partner will one day cook protein only 

meal then the next encourage me to fall by the wayside”  and "I feel my husband can be 

supportive sometimes and others negative”.  Others 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 change or feel that they are giving support but it 

was viewed negatively in these instances where my "Husband 'likes me the way I 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%) perceived them to be supportive, 

however, 6 (14%) felt that their children were very unsupportive by giving them a score 

of 1 but made no comment.  Of the 33 individuals who identified parents, 17 (41%) 

accredited them with being supportive.  One female viewed her mother as not providing 

the support she was looking for as she wrote: "Sometimes I feel my mum is checking up 

on what I eat by asking him (husband) questions and I feel a bit betrayed by this at 

times”.  It may also be helpful to identify other family members and how their actions 

are perceived. 

 

As well as the perception of support from the family, friends may be influential.  6 

(11%) individuals, 5 of whom were females, indicated that close friends were very 

unsupportive whereas 22 (39%) individuals stated that friends were very supportive.  

Acquaintances, however, were far less supportive with 11 [(24%) 2 males and 9 

females] giving a score of < 3.  One subject gave an example of how difficult 

socializing can be. "Some friends tend to buy me drink when they know I'm on a diet, 

one leads to another then your resolve goes!"  Social interaction may be an important 

aspect for consideration in an intervention. 

 

In the workplace, more than half (6) of the 10 employed males, found colleagues to be 

unsupportive.  Conversely, females, including all those <30 years of age, felt they had 

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

Perceived support from health professionals for weight management varied but was 

mostly positive "Specialist doctor and dietitian have encouraged me to get on the 

program again” and "I have had great support from my dietitian, my own doctor and 

Dr X”.   One individual seemed to reflect the teamwork approach aimed for at the clinic  
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to encourage individuals to participate in their care.  “By losing weight and looking 

better makes you feel good, and with the support of the doctors and nurse it gives you 

the encouragement to try harder”. 

 

Although there were no written negative comments, possibly due to the study taking 

place at the clinic and patients not wanting to appear critical, there were some indicators 

of dissatisfaction with the support provided by health professionals.  Even perceived 

positive support can sometimes produce negative feelings.  "The doctors and dietitians 

have been very supportive but I feel as if I have let them and myself down for putting 

weight back on”. 

 

General practitioners were seen by 13 individuals [(22%) 3 male and 10 females] as 

unsupportive but only 1 female identified specialist doctors in the same way.  Most of 

the study population felt that dietitians were very supportive but 3 individuals felt that 

they were not, while 1 male and 6 female felt the same way about nurses.  In fact, 5 

individuals did not see nurses as being relevant to weight management.  This seems to 

suggest that health professionals may need to be aware of their approach to individuals 

to ensure that they are perceived as being supportive. 

 

The qualitative data highlighted that individuals often felt that lack of support was due 

to a lack of understanding.  "I do not receive a lot of support from friends, family and/or 

colleagues because I do not believe that they understand just how much of an issue my 

weight is for me.” and "Lack of understanding by other people.  They don't realise 

 the consequences of straying from the diet even by a little.”   The perceived lack of 

understanding could have knock on effects as indicated in the following quote: "People  
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really don't understand the full implications of the diet and think that just a little will 

have no effect, do not realise the worry you feel about your weight."  It may therefore be 

that health professionals could consider the need to convey empathic understanding.  

 

Even when support was forthcoming there was sometimes an element of frustration and 

perhaps unrealistic expectations from others.  "Generally support has been good, 

however, no-one quite appreciates my frustration or really believes the effort I make." 

Another issue raised by individuals was the stigma they feel.  For example, "I say 'isn't 

it hot in here', they say 'Well if you were not so heavy!” and "everyone is not as fat as 

you are" (when the subject suggested that there should be a bigger space between chairs 

for an event) "Can be very hurtful.” 

 

Prejudice not only comes from the general public but also from health professionals. 

 

"Working in healthcare you are judged by your size.  Once labeled as obese you can 

never rid yourself of it.  Too many health professionals still equate overweight with 

overeating and laziness." 

 

This suggests that negative feelings were engendered by stigma and prejudice and that 

people suffering from obesity may feel stigmatised.   

 

4.6 Beliefs about weight management 

On a 5 point Likert scale, ranging from strongly agree to strongly disagree, 45 

individuals (71%) held the belief that they were the only ones who could control their 

weight and that it was not totally outwith their control 39 (65%).  One subject 
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emphasized this when she wrote: "I believe each individual can control their weight 

problem with the correct help and indeed their own positive mental attitude.”  Taking 

control is not always easy though even for 41 (65%) individuals who believed that if 

they gained weight it was their own fault as indicated by this quote: "I know that I am 

the one who makes the difference in my weight but I still find it very hard to discipline 

myself to try to lose some weight.”  The achievement of weight loss was not viewed by 

51 individuals (81%) as being just good luck.  However, one seemed ambivalent about 

it. "I can't help thinking that the harder I try to control my weight the more difficult it 

becomes." 

 

Those who believed that they were the only ones who could control their weight were 

also more likely to believe that if they gained weight it was their own fault (p<0.001).  

When there is weight gain they seem to blame themselves.  "I know that I am 

accountable for my weight but I feel that I have no control over food.  I often eat when 

I'm not hungry so I deserve to be fat.”  Weight control, however, is not consistent.  One 

subject explained how he viewed it.  "My success in managing my weight comes and 

goes.  My logical brain tells me 'I am in control' but my emotional brain tells me 'your 

body is sabotaging your efforts'.”  Others believed that they had limited control due to 

co-morbidities.  "As my weight gain is related to my thyroid problems I feel my control 

is limited - this isn't really understood.” 

 

The overwhelming majority [53 (91%)] of individuals, believed that the support of 

others was important in helping them with their weight management, and no one 

indicated their disagreement with this.  This was highlighted by the fact that the 

comments in the support section of the questionnaire attracted the highest response rate.   
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One subject explained how support helped her: "Encouragement to give me confidence 

is important” and another believed that factors other than food were important.  "I 

believe weight control goes way beyond just food intake.  Adrenalin, stress, relaxation, 

lifestyle, contentment etc.”  This may suggest that a broad based approach including 

addressing beliefs should be incorporated in a weight management intervention. 

 

4.7 Expectations of weight change 

Females had lower expectations of weight loss than males with 15 expecting to stay the 

same or gain weight while 4 males anticipated that they would stay the same but not 

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

 

The low expectations of individuals can be explained by attribution theory.  One 

individual whose weight loss was minimal wrote "This is due to a 'lack' of reduction in 

weight over the last 9 months”.  It could be interpreted that the lack of weight loss and a 

stable attribution would explain why the individual did not expect to lose weight.  For 

the individual who wrote "Probably a weight loss of less than 1lb per week is more 

realistic”  attributions may have been less stable allowing her to adjust her expectations 

to set a more achievable target.  Another female who expressed a sense of depression 

recognized how unrealistic she had been in her expectations "I certainly would like to 

lose a lot of weight:- I have taken about 20 years to put on about 6 stone and 

unrealistically I want it off in six weeks! (not possible I know!) not even in 6 months 

therefore I get depressed about the whole sorry mess I'm in!  However, another 

individual indicated that she needed help to change her situation as she appeared to have 

a persistent feelings of helplessness.  "I need to do something or get help to break out of  
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my current cycle of feelings - I just don't know what!"  It would therefore appear 

relevant to address weight loss expectations during intervention. 

 

All the results so far have given a general description of the total sample at visit one.  

To illustrate the complexity of weight management APPENDIX 17 highlighted the 

main areas covered so far and APPENDIX 18 and APPENDIX 19 further illuminated 

the intricacies in the form of significant correlations produced from examining positive 

and negative feelings.  The following section explores these areas further by looking at 

them in light of weight change. 

 

4.8 Weight change  

To explore further the relationship between physical, emotional and social aspects on 

weight, differences between those who lost weight and those who gained weight were 

examined. 

 

4.8.1 Categorization of weight change groups 

In moving to this stage of the analysis, individuals were subdivided into three groups to 

permit comparisons between the groups, but firstly, the individuals for each group had 

to be identified.  Of the 64 individuals recruited, one patient withdrew after visit 1 and 

another moved away from the area leaving a total of 62 individuals in the study.  Of the 

remaining 62 individuals, only 32 [(52%) 7male and 25 female] completed all three 

visits.  In order to access a larger data set visit 2 was not taken into account.  This left 

48 individuals [77% (15 male and 33 female)] who had completed both visits 1 and 3.  

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

sample.   

 

Over the six month period, 16 out of 48 (33%) individuals gained weight, 23 (48%) 

were either weight stable or lost up to 5% of their body weight, and 9 (19%) lost more 

that 5% of their body weight, including 3 (5%) who lost more than 10% of their body 

weight.  The decision to group the individuals in this way was in recognition of how the 

literature relates to weight loss changes and benefits.  

 

The use of descriptive statistics, Spearman's correlations, paired t-tests and ANOVA 

analysis were used to determine changes over the study period and explore the 

differences within and between groups.  

 

4.8.2 Demographic aspects of weight change groups 

The demographic details of the groups generally did not differ with weight and BMI 

ranges, mean starting weights, marital status and family history being fairly evenly 

distributed between the groups . 

 

4.8.3 Group allocation 

The individuals were allocated to one of three groups according to their change in 

weight as shown in Figure 4.6 
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Figure 4.6 Clustered bar chart showing the numbers of individuals allocated to the groups of 

weight gain, 0-5% body weight loss and >5% body weight loss by gender. 

 

These results show that 48(33%) gained weight, 23(48%) were either weight stable (1 

male and 1 female) or lost up to 5% of their body weight and 9(19%) lost �5%.  The 

decision to include those who were weight stable in the 0-5% group rather than the 

weight gain group was because weight stability can be viewed as a success.  In addition, 

these individuals may have previously lost weight and been aiming for stability but this 

was unknown.  The severity of obesity was spread over the three groups although in 

those who lost most weight (>5%) all men were in the class III category with only a 

third of women in this same category.   

 

There was an indication that the number of visits attended differed between the groups 

suggesting that those who attended more frequently achieved greater success for weight 

loss.  Half of those who gained weight were in the class III obesity category but only 

one of these attended all three visits.  On the other hand, except for one, those who lost 

>5% of their body weight had attended all three visits.  
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The majority of weight gainers (69%) were under 50 years of age and included 3 

females under the age of thirty while for 0-5% and >5% 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 co-morbidity levels are determined and 

compared briefly.  For the sake of clarity the other changes are reported separately for 

each group before going on to make comparisons and finally 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 of co-morbidities in the total population 

was reflected in the groups.  However, in the weight gain group, osteoarthritis was 

common to both genders (2 males and 4 females) but was not diagnosed in anyone who 

lost >5% body weight.  Stress incontinence was identified in both weight loss groups 

but not in the weight gain group.  The only co-morbidity monitored in this study was 

hypertension, which was identified in all three groups.  Weight loss demonstrated a 

significant improvement particularly in systolic blood pressure (t(22)=2.615;p<0.01) in 

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

 

4.9.2 Symptoms and functional ability in the weight gain group 

The symptoms highlighted by those who gained weight as problematic with scores of 8 

or more, were poor sleep (2 males and 7 females), breathlessness (3 males and 5 

females) and body pain (2 males and 6 females).  These symptoms were also correlated 

to each other with poor sleep being associated with breathlessness (p = 0.056) but more 



 

 

130 

 

significantly with body pain (p = 0.004) and body pain being significantly correlated 

with breathlessness (p = 0.021).  It appears that body pain was the greatest problem for 

sleep disturbance in this group.  

 

In addition, skin problems, although having a mode of 1, indicating that there were few 

problems for most, produced difficulties for 3 individuals who scored 8 or more.  Those 

who had skin problems often had diarrhoea (p = 0.005).  This would suggest that when 

individuals were receiving  Xenical treatment, they had difficulties adhering to the diet 

and this resulted in a high fat intake, which caused the known side effect of diarrhoea.  

The hygiene difficulties of coping with diarrheoacould cause skin problems.  Sweating 

was also associated with skin problems (p = 0.006) and suggests that the cause for this 

should be explored with patients particularly in relation 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% weight loss group 

Examination of the variables of poor sleep, breathlessness and body pain already 

highlighted provided further information.  In the weight loss, as in the weight gain 

group, poor sleep was associated with breathlessness (p = 0.043).  However, poor sleep, 

breathlessness and body pain were mostly less of a problem than for weight gainers 

with modes of 4, 2 and 8 respectively.  It may be that in those who had 0-5% weight 

loss, body pain (p = 0.060) was less likely to disturb their sleep as osteoarthritis was less 

prevalent.  Furthermore, in spite of the existence of asthma, breathlessness had 

significantly reduced (t(18)=3.102;p<.0.005) suggesting that weight loss itself provided 

relief.  
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Unlike the weight gainers, this group revealed a very significant reduction in skin 

problems (t(13)5.236;p<0.001) although 2 individuals still scored 8 or more at visit 3.  

They also had significantly reduced bladder problems (t(10)=1.876;p<0.05) which were 

correlated with skin problems (p = 0.018).  This link was supported by the fact that 

stress incontinence was identified in this group, but not in the weight gainers, 

suggesting that skin problems may have been the result of urinary incontinence.  

 

4.9.4 Symptoms and functional ability in the >5% weight loss group 

Those who lost most weight, that is >5%, had significant reductions in body pain 

(t(6)=2.563;p<0.05).  It appears that their pain was related to abdominal bloating 

(p0.012) which also showed significant reductions (t(6)=3.267:p<0.01.  Therefore, this 

reduction in abdominal bloating was associated with weight loss.  Sleep disturbance, to 

varying degrees, was demonstrated by the modes of 10 and 3, and was associated with 

bladder problems (p = 0.047) reflecting the diagnosis of stress incontinence.  This may 

indicate that for some, weight loss improved their stress incontinence, and as a 

consequence their sleep also improved.  Since the severity of skin problems greatly 

diminished over the course of the study (t(5)=5.861;p0.001) it could be argued that like 

those in the 0-5% weight loss group, stress incontinence was associated with skin 

problems.  

 

However, constipation (p = 0.028) was also related to sleep disturbance.  As bloating is 

known to be related to constipation that may have been the reason for the significant 

correlation with body pain (p = 0.012).  In addition, constipation could have been 

related to the Protein Sparing Modified Fast (PSMF), a dietary intervention, which was 

the treatment prescribed for seven out of the nine individuals in this group.   
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Nonetheless, as there were significant reductions in both body pain (t(6)=2.563;p<0.05) 

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

treatment for the constipation or the weight loss itself provided an improvement.  

Although there are some differences between the co-morbidities and symptoms in each 

group they all have poor sleep, breathlessness and body pain in common.  These 

commonalities were associated with the ability to carry out everyday functions as seen 

in Table 4.3   

Poor sleep Breathlessness Body Pain 
Functional 

difficulties Weight 
gain 

0-5% 
weight 
loss 

>5% 
weight 
loss 

Weight 
gain 

0-5% 
weight 
loss 

>5% 
weight 
loss 

Weight 
gain 

0-5% 
weight 
loss 

>5% 
weight 
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 mobility problems, poor sleep, 

breathlessness and body pain in weight change. 

 
In general, weight change was associated with functional ability.  In addition to poor 

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

discussed above.  In common with those who gained weight, those who lost 0-5% of 

their body weight also had a reduction in hunger (t(18)=2.525;p<0.05) and cravings, 

suggesting that they may have reacted differently.  Whatever the complex reasons for 

the symptoms it does appear that each one improves with weight loss as shown in 

Figure 4.7 
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Perception of symptom change between visit 1 
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Figure 4.7 Clustered bar chart showing mean score changes for symptoms by group. 

 

In fact, breathlessness showed a significant difference between the weight gain group 

and those who lost >5% of their body weight (X²(2)=6.491;p<0.05).  This was 

regardless of a diagnosis of asthma in these groups.  The symptoms highlighted in the 

above graph could be a useful guide to exploring problem areas for patients so that 

appropriate treatment can be implemented and, by addressing them, provide incentive 

for weight loss.   

 

In summary, there was a strong association between co-morbidities, symptoms and 

functional ability.  There were gender differences with males diagnosed more often with 

a cardiovascular risk factor.  Females, on the other hand, were predominately diagnosed 

with asthma and exclusively with stress incontinence or depression.  Regardless of 

gender it appears that those who gained weight were more likely to have been diagnosed 

with osteoarthritis.  Allied to their high levels of pain, their ability to be sufficiently 

physical active to impact on their weight may be limited.  With weight gain, symptoms  
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and functional ability worsened, while weight loss was associated with improvement.  

Despite that it is difficult to identify what is cause and effect but does perhaps 

demonstrate the importance of helping individuals and nurses look at the whole picture. 

 

4.9.5 Physical activity changes in the weight gain group  

Activity levels were divided into low, medium and high intensity.  While two females in 

the 40-60 age group watched over 40 hours of TV a week, generally the weight gainers 

reduced their lower intensity activities of TV watching and using the computer but 

increased their reading.  They also reduced the higher intensity activities of swimming, 

cycling and going to the gym but at the same time they increased their walking and 

gardening.  This indicates that the intensity and diversity of activity is a factor in weight 

change.  While the only statistically significant change was an increase in walking 

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

 

4.9.6 Physical activity changes in the 0-5% weight loss group 

The 0-5% weight loss group had also generally reduced their lower intensity activities 

like TV watching (t(23)=1.775;p0.045) and reading but they increased their higher 

activities such as walking and cycling.  There was also small increases in the levels of 

moderate activity but all were non-significant except for gardening (t(23)=-

1.702;p0.052).  On the other hand, two retired people (1 male and 1 female) watched 

more than 40 hours television per week. 

 

4.9.7 Physical activity changes in the >5% weight loss group 

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

in the 40-49 age group, watched more than 40 hours of television a week.  The higher 
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intensity activities of swimming, going to the gym and dancing (p = 0.033) were 

increased in this group and less time was spent on reading.  Those who went to the gym 

were also more likely to go swimming (p = 0.030) but only 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 are presented in Figure 4.8  
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Figure 4.8 Clustered bar chart showing changes in different physical activities for each 

group between visits 1 and 3. 

 
There was a general reduction in TV watching and an increase in walking by all groups.  

Despite this similarity, and the fact that two people in each group watched more than 40 

hours of TV a week, weight change differed in these individuals.  Weight losers 

increased their higher intensity activities of cycling and going to the gym.  On the other 

hand weight gainers reduced their high intensity activity of swimming.  This suggests 

that weight change is influenced by changes in activity levels.  That is to say, higher 

levels of activity resulted in weight loss or perhaps it was the weight loss which enabled 

greater activity. 
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Those who gained weight had the highest levels of low activity while those who lost 

most weight undertook high intensity activities more often than the others.  It appears 

that those who lost 0-5% of their body weight were the ones who most often undertook 

medium activity levels.  Consequently, it seems that the higher intensity activities are 

most beneficial to weight loss. 

 

Therefore, these results suggest that it may be important to explore all activity changes 

and encourage involvement in higher intensity activities in those who are physically 

able to do so.  However, making changes may not always be easy to implement due to 

social influences. 

 

4.10 Social aspects of weight change 

This section follows the same reporting pattern as physical and emotional aspects of 

weight management, that is, examining perceived support separately for each group 

before going on to make comparisons between the groups. 

 

4.10.1 Perceived levels of social support in the weight gain group 

Weight gainers perceived themselves to have the lowest levels of support and, in spite 

of a marginal increase in spouse/partner support (t(8)=-0.447;p0.668), the mean value at 

visit 1 was only 6.50 (SD2.33) compared to 8.53 (SD1.36) and 7.75 (3.30) for those 

who had 0-5% and >5% body weight loss respectively.  It appeared that they had more 

support from friends (mean 6.67, SD1.97) initially but this diminished slightly 

(t(11)=1.205;p0.253).  These figures indicated that they felt only minimal support was 

forthcoming, particularly from family (p = 0.052) and friends (p = 0.080) which 
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affected their confidence levels (mean 4.75, SD2.59).  This lack of confidence may have 

influenced the belief that their weight was totally outwith their control.  

  

The support of others, however, was important to them and seemed to impinge on levels 

of body dissatisfaction.  Consequently, body dissatisfaction increased (t(14)=-

2.256;p<0.05) as friends were seen as being just a little less supportive 

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

 

In addition, only one female indicated that she felt supported by colleagues while the 

remaining four (1 male and 3 females) who worked with others felt that they received 

no support, in fact, quite the reverse.  However, as colleagues appeared to encourage 

them to be active by walking more (p = 0.005) this perceived negative support might 

have been misconstrued.  Even support from professionals in managing their symptoms 

such as heartburn (p = -0.012) and hunger (p = -0.004) was not forthcoming although 

constipation (p = 0.019) was addressed.  It seemed that this lack of support was linked 

to the confidence they had in their ability to lose weight, and yet they still felt a need of 

support from others. 

 

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

Perceived support was higher in this group than for those who gained weight.  

Irrespective of a significant decrease in spouse/partner support (t(14)=3.005;p<0.001) 

and marginal fluctuations in all other areas, support levels remained high from friends 

and family but less so from colleagues and community.  Family support was associated 

with watching TV (p = 0.040) and reading (p = 0.049) perhaps indicating the general 

low activity levels within the family.  Support from family and friends was also  
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achieved by having contact through speaking to them (p = 0.001) and during visits to 

the house (p = 0.031).  The higher level of confidence in this group may have 

encouraged 7(88%) males and 14(93%) females to either disagree or strongly disagree 

with the belief that weight was inherited so nothing could be done about it. 

  

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

This same belief about inherited weight was even more strongly associated in this group 

with the support of friends (p = 0.026) and professionals (p = 0.026).  Friends appeared 

to give practical support as the more support they had the more likely they were to go to 

the gym (p = 0.025).  This group perceived themselves as having the highest levels of 

support, which increased in all areas, in particular friends (t(6)=-2.739 p<0.05) but with 

the exception of professional support, that support decreased slightly but was still high.  

Professional support in addressing symptoms in this group was perceived to be greater, 

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

 

Changes in perceived support between visits 1 and 3 are shown for each group in 

Figure 4.9 

 

 

 

 

 

 



 

 

139 

 

 

 

 

 

 

 

 

Figure 4.9 Clustered bar chart of mean differences in perceived support scores between visits 

1 and 3 for each group. 

Although the bar chart reflects the changes in the perception of support for each group it 

does not convey the significant difference between weight gainers and those who lost 0-

5% of their body weight in the support they perceived themselves to have from friends 

(F(2.38)=3.302;p<0.05).  Therefore, the levels of perceived support for each of these 

groups are also shown by mean rank scores in Figure 4.10 
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Perception of support at visit 3
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Figure 4.10 Line chart of mean rank scores for family, friends, colleagues, professionals and 

community support for each group at visit 3. 

 

It appears that weight change and levels of support are linked and therefore it seems 

rational to include social support in the intervention. 

 

4.11 Emotional aspects of weight change 

Emotional aspects of weight change were determined by examining negative and 

positive feelings as well as anxiety and depression levels.  As in the previous section, 

looking at physical aspects of weight management, emotional aspects are initially 

reported separately for each group before going on to making comparisons between the 

groups. 

 

4.11.1 Negative and positive feelings in the weight gain group 

Those who gained weight, watched more TV if they felt less loved (p = 0.016) and 

especially if they were dissatisfied with their bust (p = 0.001).  This dissatisfaction was 

also associated with depression (p = 0.010) with the outcome that they had less contact  
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with family and friends either by speaking to them (p = 0.033), going out (p = 0.000) or 

having them visit the house (p = 0.003) therefore perhaps becoming isolated.  It may be 

that isolation was associated with loneliness which appeared to be associated with 

boredom (p<0.001) and shyness (p<0.001).  It may not be surprising then that shyness 

(t(15)=-2.263;p<0.05) increased significantly along with smaller increases in guilt and 

anger.  Anger though, with a mode of 6, was less troublesome than guilt (9), and 

boredom (9).  Boredom appeared to affect activity levels as the greater the boredom the 

less likely the participation in cycling (p = 0.030) or going to the gym (p = 0.029) and to 

a lesser extent walking (p = 0.087).  The only positive feeling, most often having a high 

score, was a perception of being loved with a mode of 8.  

 

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

The levels of perceived negative feelings of guilt, anger and loneliness all decreased but 

shyness and boredom increased, however, none were statistically significant.  Boredom 

was correlated with loneliness (p = 0.025) and guilt (p = 0.015) which was reduced by a 

feeling of pride (p = 0.041).  Albeit, the negative feelings were less troublesome for this 

group, than those for the weight gainers with the following modes: guilt (6), and anger 

(3) and loneliness (1 and 2).  Boredom varied with 5 individuals having a mode of 1 and 

4 individuals having a mode of 9.  More of this group had higher levels of positive 

feelings than the weight gainers with the following modes: being loved (10), confidence 

(7) and pride (4).  This was in spite of the perception of 'being loved' having 

significantly decreased at visit three (t(22)=3.119;p0.005).  Regardless of this, they still 

had the highest mean scores of all the groups for each of these variables and those who 

felt loved were more likely to be confident (p = 0.024) and do handcrafts (p = 0.006) 

and less likely to watch as much television (p = 0.016). 
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4.11.3 Negative and positive feelings in the >5% weight loss group 

The levels of perceived negative feelings all decreased except for boredom, which 

demonstrated no change.  Boredom was correlated with both loneliness (p = 0.068) and 

guilt (p = 0.074) but to a lesser degree than for those who lost 0-5% of their body 

weight.  With the exception of anger (mode = 8), which was statistically significantly 

correlated with guilt (p = 0.010), negative feelings were generally less troublesome for 

this group with the following modes: guilt (1,6,10), loneliness (2) and shyness (1,2).  

Boredom again varied with 2 individuals having a mode of 1, and 2 individuals having a 

mode of 9, which was negatively correlated with being loved (p = 0.026).  More of this 

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

modes: being loved (6,8,10), confidence (8) and pride (5,8).  Emotions would therefore 

appear to be an important aspect of weight management.   

 

4.11.4 Group differences in negative and positive feelings 

There were differences between the groups in the intensity of feelings.  Weight gainers 

had higher levels of negative feelings and lower levels of positive feelings than those 

who lost weight.  Although, when comparing differences between the groups, there 

were no demonstrable statistically significant changes but there were differences 

between the groups, which would appear to have clinical significance.  The changes in 

feelings for each group are displayed in Figure 4.11 
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Figure 4.11 Clustered bar chart showing changes in feelings for each group between visits 1 

and 3. 

 

4.11.5 Anxiety and depression levels in the weight gain group 

The high level of negative feelings were reflected in the prevalence of anxiety and 

depression with one male (25%) and nine females (75%) having anxiety scores of > 11, 

while one male (25%) and 4 females (33%) scored > 11 for depression.  Both anxiety 

(t(14)=-1.484;p0.162) and depression (t(14)=-1.646;p0.124) levels in this group 

increased over the duration of the study. 

 

4.11.6 Anxiety and Depression levels in the 0-5% weight loss group 

The probability, for this group, of having anxiety and depression, identified by scores of  

> 11, was not as high as the weight gainers.  Two males (25%) and six females (40%) 

had these scores for anxiety while for depression it was 4 females (27%) but no males.  

Those who were anxious were also more likely to be depressed (p = 0.005) and both 

anxiety (t(22)=0.183;p0.857) and depression (t(22)=0.447;p0.660) levels showed a 

reduction. 

 

Perception of feelings change between visit 1 and  
3

-2

-1.5

-1

-0.5

0

0.5

1

1.5

2

gu
ilt

an
ge

r

lon
eli

ne
ss

bo
re

do
m

lov
ed

co
nf

ide
nc

e
pr

ide

m
ea

n
 d

if
fe

re
n

ce gain

0-5%

>5%



 

 

144 

 

 

4.11.7 Anxiety and depression levels in the >5% weight loss group 

Identification of anxiety and depression levels of > 11 for this group was generally 

lower than the other two groups.  Anxiety, at that level, was identified in one male 

(33%) and two females (33%) while for depression it was one female (17%) but no 

males. 

 

4.11.8 Group differences in anxiety and depression levels 

However, while both weight loss groups showed a reduction [anxiety 

(t(8)=1.441;p0.193); depression  (t(8)=1.809;p0.113)]  which was not significant, 

anxiety (mean 8.75, SD 3.68) at visit three was marginally higher than the 0-5% weight  

loss group (mean 8.50, SD 3.50) but neither of these groups had as high a mean as the 

weight gainers (10.71, SD 2.70).  Depression means on the other hand, at visit three, 

were weight gain (8.86, SD 2.60), 0-5% weight loss (6.45, SD 2.86) and >5% weight 

loss (3.38, SD 4.10).  The anxiety and depression differences between the groups during 

visits 1 and 3 are shown in Figure 4.12 

         

Figure 4.12 Clustered bar chart of mean differences in anxiety and depression scores 

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

of weight management in the intervention. 

 

4.12 Summary 

This objectives of the exploratory phase were to ascertain the relationship between 

mood, social interaction, functional ability and weight management in obese individuals 

who were not identified as having an eating disorder.  However, the results need to be 

viewed with some degree of caution and seen in the light of the exploratory nature of 

this phase. 

 

The exploratory phase of the study facilitated in depth information to be collated for 

analysis to inform the intervention phase.  Initial results indicate relationships between 

the above variables and that weight gain or loss resulted in changes within these 

variables.  In particular, energy intake, energy expenditure, weight control beliefs, 

physical, emotional and social aspects of weight change were highlighted suggesting 

that to incorporate these elements a more holistic approach to intervention is required. 

 

Co-morbidities were numerous and indicated that there was a gender difference with 

males being more likely to have cardiovascular risk factors, whereas females more 

frequently suffered from depression, asthma, stress incontinence and hormonal 

imbalances.  Symptoms were problematic with sleep disturbance, body pain, 

breathlessness, hunger and cravings most often identified, particularly for those who 

gained weight.  In addition, weight gainers had greater functional disability and were 

less active.  Differences in physical aspects of weight management were shown between 

the groups where symptom severity increased and activity levels decreased in those  
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with weight gain and the converse was true for those who lost weight.  It would appear 

that identifying symptoms, levels of functional ability and activity in addition to co-

morbidities, should be included in assessment. 

 

Anxiety and depression were related to negative emotions and displayed the highest 

starting levels in weight gainers and worsened over time.  Those who lost weight on the 

other hand, had lower levels of anxiety and depression, which decreased during the 

study.  They also had reduced negative emotions and increased levels of positive 

emotions.  Emotional issues, usually missing from other approaches to weight 

management would seem pertinent to intervention. 

 

Social support levels in weight gainers were low and decreased over time while those 

who lost weight felt they had more support and this increased over time.  Physical, 

emotional and social aspects of everyday life impacted on the ability of people suffering 

from obesity to manage their weight.   

 

The results of this study suggest that by taking a participatory holistic approach to 

management, nurses could work with individuals to enhance their quality of life and 

improve their health status.  The following diagram (Figure 4.16) illustrates not only 

the complexity of obesity management, but the possible changes achieved by weight 

loss.  A spider’s web was utilized to provide a pictorial symbol of the interplay, strength 

and fragility of the links between various aspects of weight management.  The next 

chapter describes how this evidence informed the intervention for use in primary care. 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

Figure 4.13 Changes between groups 
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Chapter 5 

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

 

The evidence put forward in the previous chapter is discussed to gain insight into the 

difficulties of weight management from the perspective of those who are obese.  These 

findings are discussed under the headings of physical, social and emotional well-being. 

Having this insight is a vital ingredient for the development of a holistic, person-centred 

approach to obesity management and provides the basis for PNs to work in partnership 

with individuals.  A discussion of how such an approach may be implemented in 

practice follows, taking into consideration the tools required, educational needs and 

working context of practice nurses (PNs). 

 

5.1 The individuals’ perspectives of weight management 

In this study, the emphasis has been on a person centred, holistic approach incorporating 

physical, social and emotional well-being.  The relevance 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-being was compromised by a variety of 

weight related co-morbidities.  The individuals selected for this study had multiple 

diseases that reflected those previously identified in the literature review.  It seemed that 

over and above the impact of multiple co-morbidities related to their weight, individuals 

with obesity often had poor physical well-being.  Weight gain was associated with a 

deterioration in physical well-being while individuals who lost weight were able to 
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reverse this trend.  This study particularly highlighted the association between body 

pain, poor sleep and breathlessness and their relationship with functional ability which 

worsened with weight gain but reduced in severity with weight loss.  However, these 

results require further research to confirm these inter-relationships in obesity although 

pain, sleep and mobility associations have been identified for those who had undergone 

coronary artery bypass surgery (Herlitz et al. 1999; Barnason et al. 2000). 

 

5.1.1.1 Symptoms and physical well-being 

The association between pain and functional difficulties may have compromised the 

ability of those in this study to be active and consequently offer an explanation as to 

why no one with osteoarthritis lost >5% of their body weight.  A study looking at pain 

in relation to osteoarthritis found that the accompanying functional problems decreased 

the quality of life but that social support provided a buffer against these negative effects 

(Jakobbson and Hallberg 2002).  However, the buffering effect for those with 

osteoarthritis in this study was not evident as they had low levels of support, and thus 

may have been less able to cope with the pain (McColl et al. 1995).   

 

It could be that apart from any disease, weight itself affects the degree of pain 

experienced, as Fontaine et al. (1997) found that, compared to the general population, 

the obese perceived themselves to have more body pain.  According to Lackner et al. 

(1996) it is the subjective experience of pain that is important to individuals.  Roper et 

al. (1983) agreed with this which was reflected in their quote from McCaffery (1983): 

“Pain is what the patient says it is, existing when he says it does”.   
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Sleep disturbance is known to be associated with a number of obesity related co-

morbidities already identified in this study such as arthritis, asthma, heart disease, 

hypertension, gastroesophageal reflux disease, sleep apnoea and depression (Calhoun 

2003; Suganuma et al. 2001; Lamberg 2003).  Another indication of sleep disturbance 

may be sleep apnoea where those affected would often snore loudly and have periods of 

apnoea or choking during sleep, causing sleep disturbances which resulted in daytime 

sleepiness.  However, disturbed sleep is rarely reported by individuals and if it is, not 

usually followed up (Resta et al. 2003; Merritt 2000).   

 

Another symptom closely associated with pain in those who gained weight in this study 

was breathlessness both of which were associated with functional ability.  The Swedish 

Obesity Study (SOS) (Karason et al. 2000) had similar findings where weight loss 

resulted in a reduction of self-reported breathlessness and chest discomfort.  Jones and 

Bell (2004) suggested incorporating activity into daily routines as a way forward for 

individuals with functional difficulties.  These findings were corroborated by the SOS 

study (Karason et al. 2000) where the resulting weight loss improved functional ability.   

 

5.1.1.2 Physical activity and functional ability 

The high level of self-reported functional difficulty in this study highlights the need for 

individualised care, particularly in relation to physical activity.  The intensity of 

physical activity required for weight loss has caused some debate.  Some assert that to 

be effective it should be vigorous (Tremblay et al. 1990; Schoeller et al. 1997) while 

others (Hammond et al. 1997) advocate that vigorous exercise should only be prescribed 

in exceptional circumstances.  The results of this study suggest that rather than being 

given an ‘ideal’ prescription for exercise, individuals should be involved in deciding 

what they can achieve, as changes in everyday activities are important (Owen 1994).  
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This was also demonstrated by Rosmond et al. (1996) where physical activity levels of 

men, specifically walking (p = 0.005) and gardening (p = 0.013), were inversely 

proportional to BMI (p<0.001). 

 

Leisure-time physical activity levels differed between the three groups in the 

exploratory phase with those who gained weight being less active than those who lost 

weight.  In addition, those who lost most weight were more active especially in higher 

intensity activities.  A review, carried out by Votruba et al. (2000), on the role of 

activity in obesity treatment provides supporting evidence for these results.  However, 

Votruba et al. (2000) stated that some of the studies were very intensive and not 

applicable to free living individuals.  

 

Rosmond et al. (1996) also demonstrated that those who watched TV were more likely 

to have a higher BMI (p<0.001).  The growth in TV ownership has been in line with the 

escalation in obesity prevalence (Prentice and Jebb 1995).  Increasing computer usage 

and microchip development will undoubtedly encourage more inactive lifestyles 

demonstrating that assessment of inactivity is equally as important as assessing activity.  

The present study, however, while demonstrating that physical activity and weight 

change are related, also showed that even those who watched more than 40 hours of 

television a week could still lose weight.  Although everyone watched less television, 

weight gainers also reduced their higher intensity activities such as swimming and 

cycling.  This highlights the importance of individual 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 et al. 1990; Klem et al. 1998), was an 

important factor for the individuals in this study.  As in this study, Ross (1994) and 

later, Brown et al. (2006) found that those who were obese had higher levels of social 

isolation.  The exploratory phase of this study identified that those who gained weight 

became increasingly more isolated in comparison to weight losers who actually 

increased their social contact.  This would seem to suggest that it is not obesity per se 

that is associated with isolation, as the individuals in each group had a similar BMI 

range, but rather a case of the perception of weight gain or loss.  Furthermore, weight 

change is influenced by social interactions both within the family and the wider social 

circle. 

 

5.1.3 Emotional well-being 

Emotions were demonstrated to be of importance in both phases of this research and the 

need to take account of them in subsequent treatment.  Adolfsson et al. (2002) carried 

out a qualitative study of a lifestyle intervention for weight reduction and concluded that 

emotional well-being should be addressed.  Doll et al. (2000), in a large postal survey of 

the general population in four English counties found that some obese people had 

decreased emotional well-being.  However, Doll et al. (2000) also maintained that this 

was due to co-morbidities.  The  results from the exploratory phase suggested that 

weight loss improved emotional status and in contrast weight gain was associated with 

decreased emotional well-being, in particular, anger, guilt and loneliness.  These same 

feelings were reflected in the intervention phase.  Weight loss was reported to make 

individuals feel better about themselves.  Weight gain, on the other hand, for example, 

created anger and guilt caused by a feeling of not being able to control weight.  The 
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reason may have been that weight gainers internalise anger and guilt, which decreases 

their feelings of self-worth and results in self-loathing and isolation (Puhl and Brownell 

2003b).   

 

5.1.3.1 Stigma and emotions 

The internalisation of negative feelings may have been why weight gainers in the 

exploratory phase had an increase in body dissatisfaction.  Perhaps, women in 

particular, believe the messages conveyed by the media as found by Heinberg and 

Thompson (1995).  They suggest that exposure to television commercials created 

greater body dissatisfaction when the ultra thin body was continually portrayed as the 

ideal.  The rise in television viewing (Prentice and Jebb 1995) may have exacerbated the 

prevalence of repeated exposure.  Furthermore, Stice (2002) undertook a meta-analytic 

review and found that high levels of internalisation were associated with eating 

disturbance in bulimia although it is possible that the same could apply to obesity.  

Similarly, women’s magazines have also been implicated in body dissatisfaction 

(Nemeroff et al. 1994).    

 

Interestingly, those who lost weight, regardless of the amount, also displayed high anger 

levels.  Their anger was associated with body dissatisfaction and guilt.  It could be that 

in spite of their success in weight loss they continued to suffer from stigmatisation and 

externalised their anger towards those who they felt were displaying prejudice against 

them, as a coping mechanism (Puhl and Brownell 2003b).  Myers and Rosen (1999) 

examined how the obese dealt with stigma and stated that there were differences in how 

individuals coped perhaps as a result of their awareness of how others viewed obesity 

(Brown et al. 2006).  That would concur with the interpretation here where weight 

gainers self-criticised and isolated themselves while those who lost the most weight felt 
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that they had support from others which perhaps enabled them to express their emotions 

(Ryden et al. 2003).   

 

5.1.3.2 Stress and negative emotions 

It is estimated that 20% of the general population (Royal College of Psychiatrists 2002) 

have depression.  Those who are obese would seem to be at higher risk of depression 

not only due to obesity co-morbidities but also other physical, social and emotional 

pressures previously highlighted.  Therefore, the exploratory phase results were 

compared to medical inpatients in a Scottish hospital (Beausang and Syyed 1998).  Both 

studies used the HADS to identify anxiety and depression.  While findings for 

depression were similar (12% vs 10% male and 24% vs 24% female) anxiety levels in 

this study showed a marked increase particularly in females (16% vs 21 % male and 

27% vs 47% female).  This would indicate that anxiety levels in the obese may be 

higher.  These results are supported by an extensive study of Swedish individuals 

seeking treatment for their obesity (Ryden et al. 2003).  Although Wardle (2005) 

disputes that obese individuals are more likely to be depressed she distinguishes 

between those seeking treatment for their obesity and those who are not and further 

delineates that the strongest link with depression is body dissatisfaction.  One 

unexpected result was the identification of the relationship between grief and weight 

gain and suggests the relevance of taking not only a holistic approach but also involving 

the individual in a person centred assessment.  Further research 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 had in common was the reduction of 

both hunger and cravings.  This apparent anomaly could be explained by applying 

Weiner’s theory of attribution.  It would suggest that weight gainers related hunger to 

cravings and reacted by increasing their food intake, resulting in weight gain.  They had 

a strong internal belief that they were the only ones who could control their weight, 

which was associated with anger.  They also had high levels of guilt, therefore it may be 

that they internalised their failure to control their weight, thus causing anger.  Both 

anger and guilt have been associated with relapse (Grilo et al. 1989; Poston II et al. 

1999).  In addition, this group did not believe that weight change was due to luck and so 

were unable to preserve their self-esteem (Weiner et al. 1974).  This in turn suggests 

that since expectations influence behaviours weight would continue to increase if 

expectations are not altered.   

 

Weight losers, on the other hand, also reduced their hunger levels even more 

significantly, but they had far lower levels of guilt and anger and higher levels of 

positive feelings.  It would appear that they internalised their success in losing weight 

and therefore reacted in a positive emotional way, more specifically, with raised levels 

of confidence and pride.  These feelings are associated with higher self-esteem.  Add to 

this, the future stable expectations of success and weight loss should continue as 

positive behaviours will be maintained.  Further evidence for this interpretation is the 

fact that those who lost most weight had the highest levels of positive feelings.   

 

In conclusion, physical, social and emotional well-being all impact on how individuals 

manage their weight.  Emotional well-being including weight management beliefs and 
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expectations were seen to be of particular relevance.  This suggests that weight 

management requires a more holistic approach than is recommended in current 

guidelines.  Before implementing such an intervention consideration had to be given as 

to the most suitable mode of delivery.  

 

5.2 Incorporating the evidence in the booklet for individuals 

The aim of the booklet ‘My Personal Approach to Weight Management’, as already 

described in Chapter 3, was to encourage person centred, holistic care and facilitate self 

management.  However, structured tools may compromise this aim (Mitcheson and 

Cowley 2002).  Thus, the booklet for individuals was designed to try and avoid these 

pitfalls.  Therefore, it was formulated to help individuals identify their own needs and 

work in partnership with PNs.   Furthermore, it was created to encourage feedback to 

enhance individual empowerment (Pearson et al. 2006).  The difficulty was trying to 

incorporate these elements while keeping it simple. 

 

 The Roper, Logan and Tierney (RLT) model facilitated the transfer of evidence into the 

booklet for individuals.  At the macro level the holistic nature of RLT aided the 

incorporation of physical, psychological, sociocultural and environmental factors.  At 

the micro level the ‘activities of daily living’, detailed previously in chapter 2, took 

forward the concepts of energy intake, energy expenditure, beliefs, physical, social and 

emotional well-being at an everyday level.  One of the key areas which facilitated this 

was the weight management maps of the booklet for individuals to use in the 

intervention phase.  Data from the exploratory phase was transposed into an example 

map to encourage individuals to view both the macro and micro picture.  The purpose of 

providing a blank map was to aid individuals to think about their own situation and 
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influences on their weight, thereby being very person-centred.  It also aimed to facilitate 

discussion for goal setting.  RLT provided direction for assessment and goal setting 

which would appear to be an important aspect of aiding behaviour change.  It also 

recognises that the ability to cope with change is not linear but moves back and fore on 

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

 

The combination of materials (The two booklets: My Personal Approach to Weight 

Management and A Holistic Approach to Weight Management with the addition of 

various practical tools) were designed to aid PNs assist individuals in their care to 

achieve good weight management through a person centred, holistic approach.  

However, any new approach to practice requires an educational input (Furze and 

Pearcey 1999; Howard 1999; Freshwater 2008).   

 

5.3 Facilitating nursing education 

The researcher had an educative role in the study, which was viewed as facilitating 

nursing practice in obesity management.  That is, learning from each other and sharing 

knowledge.  Initially, when approaching PNs to participate in the research a brief 

overview of obesity was presented and the materials displayed.  Feedback and 

discussion of who and how to recruit followed, combining both researcher and nurse 

perspectives.  The aim was that nurses would feel empowered to implement the 

intervention.       

 

The booklet ‘A Holistic Approach to Weight Management’, developed for PNs to 

inform their practice, sought to strike a relevant balance of breadth and depth.  A variety 

of approaches were taken to provide knowledge, present evidence, inform practice, 
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stimulate reflection and yet be practical and realistic.  Included in these approaches was 

a short list of websites.  These websites were wide ranging and contained numerous 

links to other sites.  However, it was reported that very few PNs accessed them due to 

lack of opportunity.   

 

Evidence from the exploratory phase, in the form of case histories, was included as one 

of the activities.  Two case histories were selected.  One detailed the individual who 

gained most weight during the six-month longitudinal study and the other provided 

information on the individual who lost most weight.  To allow the evidence to speak for 

itself, the case studies were the experiences of real people and not fictional characters. 

 

Although the case studies were real people, transferring the knowledge into practice 

demands that the context be considered (Daly et al. 2006).  During outreach visits the 

needs of each PN were taken into account.  They were encouraged to reflect on their 

consultations with obese individuals as reflective practice is deemed to facilitate 

effective clinical practice (Benner et al. 1996; Pearson et al. 2006).  This enabled the 

researcher to adapt to different knowledge levels and skills, rather than be prescriptive 

when providing ongoing education.  However, these opportunities were limited due to 

time constraints on both the researcher and PNs. 

 

To facilitate the transfer of knowledge into practice, practical tools were also created for 

PNs to use in assessment.  As stated earlier, the general population is becoming heavier 

but current weight conversion charts do not adequately reflect this trend.  Consequently, 

10 % weight loss charts also fail to provide sufficient information.  Furthermore, tape 

measures for measuring waist circumference may not be long enough.  However, some 
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tape measures are available with the risk assessment colour coded for men and women 

on either side of the tape.  These were provided along with large sphygmomanometer 

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

 

5.4 Integrating the evidence into practice 

The evidence was integrated into practice at both an organisational and individual level.  

Although there was no intention in this study to impose organisational changes within 

the practice context, it was considered important to view each practice holistically to 

have an awareness of possible influences on how nurses practised.  One potential area 

of tension may be that the person-centred approach does not integrate easily with a 

possible ‘market driven’  environment of the practice (McCormack 1999).  It would 

appear that in addition to the climate within the practice, other factors such as the role of 

the nurse, availability of support, education and time for research are all influential 

(Meijers et al. 2006).  Therefore, there was a balance to be struck between the needs of 

the practice, the research project and those of nurses consequently negotiation and 

facilitation skills were important aspects of implementing the research. 

 
For example, the researcher was very aware from past experience of the need to 

negotiate suitable times to visit the practices and be willing to change these 

arrangements at the last minute.  Nurses who volunteered for the study negotiated with 

their practices before taking part although had the option of the researcher approaching 

the practice.  Great care was taken not to encroach on the nurses’ domain while still 

being supportive.  It was deemed important that the researcher be flexible in the method 

and times by which contact was continued with nurses to accommodate their 

preferences, whether it be by telephone, email or letter.  To ensure its relevance in this 
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context, PNs were invited to participate in researching this approach as Rycroft-Malone 

et al. (2004) argued that “Research evidence is more powerful when it matches clinical 

experience” (p85). 

 

The next chapter describes how this approach to weight management using these 

materials was implemented in primary care. 
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Chapter 6 
 

Implementation and outcomes of the holistic approach 
to weight management in primary care 

 
The previous chapters examined the relevance of including physical, social and 

emotional well-being to develop materials for a holistic approach to weight 

management.  This chapter explores in depth how Practice Nurses (PNs) and individuals 

used these materials to implement weight management in primary care and the resulting 

outcomes.  These results move on from having previously looked at the separate parts to 

learn more about ‘the whole’ to examining how the parts link and interact with ‘the 

whole’ in everyday situations.  Data collection was achieved through the compilation of 

a number of sources:  

• questionnaires about the nurses’ background and current practice;  

• telephone interviews between nurses and the researcher;  

• booklets devised by the researcher and used by individuals and nurses in planning 

and assessing weight management;  

• documents containing measurements of individuals taken by nurses and;  

•  questionnaires devised to gain feedback from individuals about the holistic 

approach.   

Therefore, in the presentation of quantitative data, percentages are rarely given as 

figures were not always consistent, neither were all booklets (My Approach to Weight 

Management) fully completed.  Furthermore in an attempt to reduce the complexity of 

presenting the results for individuals no distinction was generally made between male 

and female. 
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The themes of role development, contextual influences and barriers to weight 

management emerged from the qualitative data collected, coded and categorised from 

the various sources listed above.  The application of these themes to two case studies 

highlighted similarities and differences in using the holistic approach to weight 

management to practice.    

 

After detailing the recruitment process and characteristics of PNs and individuals there 

is an assessment of the role of PNs, their support and education for role development 

and, in particular, obesity management.  Once this foundation is laid the subsequent 

qualitative data analysis provides insight into the implementation and outcomes of the 

holistic approach to weight management.   

 

6.1 Nurse recruitment 

All recruited nurses were female and involved in chronic disease management.  Of the 

24 nurses who responded, 4 were not recruited for the following reasons: 1 changed 

jobs, 1 was involved in another study, 1 had staffing problems with someone off sick 

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

 

6.1.1 Geographical spread 

Of the 20 nurses recruited, one practised in a deprived city area while the others were 

based either in towns or villages.  The city practice of nearly 10,000 patients had the 

unfortunate distinction of having one of the highest morbidity rates in Scotland 

particularly for cardiovascular disease.  The other 19 nurses, whose practices were often 

remote from each other, were in a geographical area covering approximately 2,000 

square miles, where the local economy is based on agriculture, forestry, tourism and a 
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few light industries.  The combination of this rural location and the fact that it was 

distanced from the researcher’s base meant that it was crucial for travel and practice 

visits to be planned and co-ordinated well in advance. 

 

6.1.2 Background information of nurses 

Following the recruitment process, 18 of the 20 participating nurses provided 

background information.  Although initially having agreed to participate and being 

provided with materials, 2 nurses from the same practice decided to withdraw due to 

time pressures and thus provided no further information.  Those nurses who were 

recruited at a later date had either less time to identify and approach individuals for the 

study or were unable to recruit any individuals.  Each practice was given a letter as 

code, therefore, when referring to a nurse the code letter is used and when referring to 

an individual from that practice the same code letter is used together with the number 

allocated to that individual.  Details for all 18 nurses are shown in Table 6.1   
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ID code Years 
qualified 
 

Years in 
primary care 

Age Group Hours of 
work per 
week 

Number of 
Diplomas 

A ♦ 

B ♦ 

C 

D    ○ 

E    ○ 

F    ○ 

G ♦○ 

H ♦○ 

J  ♦○ 

K  ○ 

P 

Q ♦ 

R ♦ 

S ♦ 

T 

V 

W ♦ 

W1 

27 

20 

30 

30 

** 

35 

21 

30 

30 

11 

12 

34 

30 

36 

25 

** 

25 

24 

13 

11 

12 

15 

** 

15 

 3 

25 

16 

 7 

 3 

15 

29 

23 

 5 

** 

19 

 3 

40-49 

40-49 

50-59 

50-59 

** 

50-59 

40-49 

40-49 

50-59 

30-39 

30-39 

50-59 

50-59 

50-59 

40-49 

** 

40-49 

40-49 

37.5 

17.0 

37.5 

18.5 

23.5 

30.0 

18.0 

** 

37.5 

30.0 

** 

37.5 

30.0 

37.5 

24.0 

20.0 

27.0 

** 

 1 

 4 

 6 

 1 

 1 

 3 

 2 

** 

 2 

 1 

** 

 4 

 1 

 6 

 3 

 2 

 3 

** 

 

** missing data     ♦ Nurses who recruited individuals      ○ 1 month recruitment time  

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

week and number of diplomas for each recruited nurse. 

 

All the nurses had a great deal of nursing experience having been qualified between 11 

and 36 years (mean 26.2 sd 7.4).  The portion of that time based in primary care varied 

between 3 and 29 years (mean 13.3 sd 8.0).  Five worked full-time with the remaining 

thirteen working part-time (mean 28.4 sd 7.9).  Following initiation of the study one 

nurse (P) became unwell and took early maternity leave before recruiting any 

individuals.  Of the remaining 17 nurses 9 were able to recruit individuals with obesity.   
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6.2 Recruitment of individuals 

All nurses were requested to recruit five individuals each and the only recruitment 

criteria stipulated was a BMI > 30 kg/m².  They used a variety of strategies to identify 

suitable candidates.  One nurse tried searching the practice database without much 

success indicating that either the search parameters were inappropriate or the system did 

not allow obesity to be identified.  The most common approach was to target those who 

had appointments already booked, although those who were short of time occasionally 

tried to contact people by telephone.  This also created problems as one nurse identified. 

“I think nowadays with everybody working or whatever.  I know even trying to get back 

for blood results you’re ending up leaving messages on machines and things and it’s 

not ideal.” (V)  Occasionally, GPs were asked to pinpoint individuals but mostly nurses 

tended to target those who were known to them through chronic disease management 

clinics.  Table 6.2 shows the details of individual recruitment and the data collected 

from them.  That is, it details how many obese individuals were approached to take part 

in this phase of the study and those who were recruited.  It also identifies how many 

individuals returned their booklets, and questionnaires at the end of the study in addition 

to the physical measurements taken by the PNs. 

 
Individual recruitment and data collected 

Approached Recruited Booklets 
returned 

Questionnaires 
returned 

Physical 
parameters 

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

57 28 18 17 24 

 

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

questionnaires returned by individuals, and physical parameters taken by nurses. 
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6.2.1 Background information of individuals 

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

range by gender for 23 of the remaining 24 individuals. 

 

   

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

 

The age range of the individuals was 32 to 76 (mean 49.6, sd 12.2).  The intervention 

population, although smaller in number than those recruited for the exploratory phase, 

showed a similar pattern of age by gender in that the women tended to be younger than 

the men but unlike those in the exploratory phase there was no-one under 30 years of 

age.  In both phases recruitment showed a similar gender bias with women 

outnumbering men.  Although the bias was stronger in the intervention phase, it has to 

be borne in mind that the numbers were smaller.  Nonetheless, it does appear that 

women, particularly younger women, are more likely to be identified and targeted for 

weight management.  The BMI range by gender is shown in Figure 6.2 
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Figure 6.2 Clustered bar chart showing the number of males and females in each BMI 

category.  

 
 
The mean BMI was 39.4 (sd 7.4).  Body weights ranged from 79.1kg to 143.0kg (mean 

103.9 sd19.8).  This compared to a broader range of 62.3kg to 185.7kg and a mean of 

110kg for the population in the exploratory phase.  However, it would appear that 

primary care nurses, like their colleagues in secondary care where the exploratory phase 

was carried out, are providing care for individuals who are obese and may suffer the 

consequent range of co-morbidities.  Furthermore, the individuals recruited by primary 

care nurses, included those who were extremely obese, that is with class III obesity, and 

as shown in Table 6.3 a high percentage of individuals had numerous co-morbidities.  

Within the same table, comparative data is presented for both phases, calculated to the 

nearest whole number.  
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Number of co-morbidities per individual 

Number of co-
morbidities 
 

  0 
 
n(%) 

  1 
 
 n(%) 

  2 
 
 n(%) 

  3 
 
 n(%) 

  4 
 
n(%) 

  5 
 
n(%) 

       

Exploratory 
phase 

4(6) 22(34) 15(23) 16(25) 6(9) 1(2) 

       
Intervention 
phase 

0(0)   3(16)   6(32)   1(5)  6(32)  3(16) 

 

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

intervention phases. 

 

This would suggest that the primary care cohort of the intervention phase had even 

higher co-morbidity rates than their secondary care counterparts in the exploratory 

phase.  It would seem that there are many physical problems associated with obesity for 

which the Roper, Logan and Tierney (2000) model is applicable.  The range of co-

morbidities are shown in Figure 6.3 

Obesity related co-morbidities of individuals

6

6

6

4

9
2

22

2

3

7

6
diabetes arthritis 

asthma raised cholesterol

hypertension cardiac

gallstones thyroid diseae

PCOS infertility

depression anxiety

 

Figure 6.3 Pie chart showing the number of individuals having each co-morbidity. 

Unlike in the exploratory phase, individuals with type II diabetes were included in the 

intervention phase and it was these individuals who tended to have the greater number 

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



169 
 
and depression levels.  Other commonalities, particularly highlighted in the 17 ‘weight 

management maps’ returned, were problems with mobility (n = 13), sleep (n = 8) and 

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

 

Previous attempts at weight loss were explored.  Of the 28 individuals recruited 20 

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

shown in Table 6.4 

 

Number of previous attempts at 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 at weight loss by male and female. 

 

Not only had some individuals tried to lose weight on numerous occasions they also 

employed a variety of strategies.  These strategies, together with the professionals who 

had been consulted to assist with weight management are presented in Figure 6.4  
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Figure 6.4 Clustered bar chart showing the number of strategies employed by individuals in 

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

 

In an effort to address their weight, some individuals used a variety of approaches.    

Since all individuals had at least one co-morbidity related to obesity, as seen in Figure 

6.3, each one of them had important health issues.  As all the PNs were involved in 

chronic disease management this may have been their prime reason for targeting and 

recruiting these individuals. 

   

Although these individuals had previously attempted to address their weight problem, 

some of them on many occasions, after using the holistic, person centred approach, 78% 

were successful in losing weight.  The changes in weight are presented in Figure 6.5  
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Figure 6.5 The percentage of individuals who gained weight, lost 0-5% and >5% of their body 

weight. 

 

For individuals themselves, a range of emotions also played a significant part in weight 

management as had been shown earlier in the exploratory phase for those attending a 

secondary care clinic.  Individuals in primary care were no different as indicated in the 

following statements gathered from their booklets.  

• Feel like ‘big blob’ (A01) 

• Guilty (B01)  

• I get angry with myself (G05) 

• I feel inadequate and a failure a lot of the time (H04) 

• I don’t like looking at my body.  It depresses me (J02) 

• I am very self critical (Q01) 

• Disgusted with lack of self control (R01)  

Having presented some background information of both PNs and the individuals they 

recruited the next section introduces the context in which the holistic approach to 

weight management was implemented.  
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6.3 PN role in primary care 

Role development emerged as an important theme in relation to implementing the 

holistic approach to weight management.  The categories relating to role development 

were: support and education, support for obesity management and obesity education as 

seen in Figure 6.6 

 

 

 

 

 

 

 

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

education, support for obesity management and obesity education. 

 

The PNs who volunteered for this study were all involved in chronic disease 

management.  They viewed obesity management as relevant to their role particularly in 

relation to their remit in chronic disease management, saying that those with obesity 

 

“have chronic disease problems anyway so I’d be seeing them for another thing.  

That’s why I think practice nurses are in a good position to do things like this” 

(S) and it was “easier to broach maybe in the context of them having some kind 

of chronic disease and you can say, you know, if you lose a bit of weight, then 

that’s maybe going to help your condition”(K). 

 

 

Role development 

Obesity education 

Support and education Support for obesity 
management 



173 
 

6.3.1 Support and education for role development 

In order to carry out their remit for chronic disease management PNs were supported to 

undertake diplomas to fulfil the requirement of the GMS contract.  

 

 “If it’s something that the GPs sort of say that I have to go on then they will pay 

for me but if it’s something that, for instance, the COPD course, it was an 

initiative by our LHCC.  They actually paid for it, but again, if I had wanted to 

do that and I had asked a few years ago they would have said ‘No, it wasn’t 

within the remit of the practice’ but because of the contract it suddenly was 

plummeted, well made the remit”(S). 

 

The type of diplomas undertaken, as seen in Table 6.1, have obesity as a common link.  

However, how PNs view obesity education and management within the chronic disease 

management diplomas appears to differ.  One nurses’ experience was that obesity 

management “wasn’t a big part of it at all”(G).  Another nurse undertaking a different 

diploma said, “You know, it’s healthy eating, weight management in general, so I found 

that valuable really”(E).  Although there are differences in either the perception or 

content of diplomas for co-morbidities it appears that dietary advice is still the main 

focus of weight management.   

 

Even for these diplomas which are encouraged PNs found that “a lot of the study time is 

all your own time, you know.  It’s a shame for any nurse who wants to develop 

themselves”(B).  For some this means that they “usually use up some of my holiday 

time”(S).  
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Some GPs, however, “are better than others at seeing the importance of it.  You know 

that nurses need to keep their development up but personal 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 taken on Agenda for Change 

so they’ve actually been looking at the personal development side.  Therefore, 

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

 

There still exists, however, an obvious tension between the needs of the practice and 

educational needs, as nurses themselves see it.  “What they see as specific requirements 

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

 

In recognition of this the practice nurse advisor in one area recently negotiated with all 

the local managers to allow practice nurses time for continuing professional 

development.  A programme was developed in conjunction with the local school of 

nursing.  “We’ve chosen things that are pertinent to practice nursing but also slightly 

different from the chronic disease stuff as well”(B).  Unlike other educational sessions, 

nurses themselves could request items of interest so “we asked if we could have stress 

management (Q2).  PNs are therefore, looking for interventions that are relevant to 

nursing practice.   

 

6.3.2 Support for obesity management in practice 

Practice nurses feel unsupported in weight management.  “There’s nothing locally to 

help us and we as practice nurses see it all the time, have 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 long and offered only one appointment.  

This was probably due to a shortage of available dietitians.  Most of the nurses who did 

refer individuals to dietetics tended to use the service mainly for diabetic patients.   

 

Unfortunately, some nurses had negative feedback from patients.  “They weren’t told 

anything they hadn’t been told already in practice and they’ve got to trail up the 

Infirmary to be seen as well”(B).  While this was also the experience of other nurses 

they sometimes saw it “more as a reinforcement of what they’ve already been told”(D). 

Some others felt that they had good support from the dietitian for dietary information 

particularly in relation to co-morbidities.  For diabetes management, for example, one 

nurse had received support from dietetic colleagues, occasionally having study days 

with them with the result that she felt “quite confident on the dietary side of things”(S).  

However, as has been argued previously, obesity management is far more complex than 

simply focusing on dietary aspects.  This, and the fact that the experience of individuals 

was not always positive, may indicate why individuals were rarely referred only for 

obesity management.   

 

In addition, some doctors have the attitude that ‘no fat people came out of Belsen’(W) 

and feel that “giving patients time is just blethering”(W).  Therefore added to the fact 

that there are no ‘brownie points’ for obesity management at the time the study was 

undertaken, there was sometimes little support for it within some of the practices.  

There is therefore a need for support as “overall, practice nurses are all desperate to 

find ways to deal with weight management because it’s such a problem”(B).  As one 

nurse put it, you “Tend to bang your head up against the wall”(R) and all agreed that it 

was “quite a difficult area, not full of success”(V).  In addition to frustration at the lack 

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

One PN reflected this need for obesity education saying she “could do with maybe some 

training or something in that aspect of things.  I’ve just never come across anything sort 

of relevant”(G).  Furthermore, it seemed that obesity management is not a priority in 

education as another PN discovered.  “I have recently requested their prospectus for 

next year and there’s definitely nothing related to weight management”(E).  Even when 

specific courses on obesity were identified they did not always come up to expectations.  

 

“I was looking for something extra, something different that I could try and I 

didn’t really find it there.  Hmm, it really, I mean, there was a nutritionist 

speaking and obviously some doctors speaking as well and it really was just, I 

just feel telling us what we already know……It was really just, healthy eating 

and the effects of poor diet”(D). 

 

However, greater satisfaction was experienced when a broader picture was portrayed at 

a different study day, funded by the pharmaceutical industry. 

 

“They were sort of trying to instil in us that to encourage, and you know, the 

patients and not to have too outrageous goals.  To treat everybody as an 

individual.  They all had different needs, different emotions, different reasons 

why they needed to lose weight.”(S). 

 

It appears that PNs have an interest in obesity management but are often frustrated at 

the perceived lack of suitable education to support them in practice.  Greater insight into 

what PNs view as relevant may be gained by identifying their previous educational 

experiences. 
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6.3.4 Educational influences on PNs’ approach to obesity management 

Many of the PNs undertook their training when nursing was task orientated and 

treatment of individuals in their care was undertaken using the paternalistic, biomedical 

model.  For some, the experience of this training may have led to a restricted view of 

weigh management and made it difficult to adopt a holistic, person centred approach.  

However, other PNs who trained in that same era allowed other educational experiences 

to influence their practice. 

 

One nurse candidly reported that in relation to weight management 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 from the doctor.  They just come 

and we have a discussion about their diet and I do all the weights…they really 

just come and we try and review their diet situation and hmm, basically just 

that’s about it really”(T).   

 

Therefore, it may be that some PNs either do not consider viewing weight management 

from a holistic perspective or found it difficult to do so.  

 

Nursing has changed a great deal over the last few decades from being task orientated to 

a more person-centred approach and many of the nurses had integrated changes into 

their practice.  One nurse spoke of how undertaking further education had impacted on 

her practice. 
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“  That certainly broadened my knowledge about research based practice 

because I was a task orientated trained nurse which was 30 years ago, 

obviously, and when you’re maybe having students and things like that plus you 

own work, I found that was a very helpful course to attend…..So really, 

basically, I went because I really knew that I had to go so that I would practice 

more safely and more effectively”(R). 

 

Another nurse who also trained in what may be considered a task orientated era was one 

of the first nurses to undertake a degree and recalled the impact a psychology tutor had 

on her practice and why she was attracted to the holistic approach to weight 

management. 

 

“I suppose that’s how I looked at weight management, sort of like, getting 

underneath the problem because often there is a problem.  I’ve always tried to 

sort of look on it, probably the way you’ve done in a more holistic way and sort 

of tried to unravel why they’ve become, especially if they are particularly 

overweight, why they’ve become the weight they are.  Strip off all the old, you 

know, slimming classes, because a lot of them they have tried them all and then 

go back to let’s start again…. looking at the whole thing, exercise, lifestyle, how 

they see themselves.  Very much what’s in your wee booklet but I didn’t have it 

just as organised”(J).  

 

The holistic approach to weight management seems to have relevance for this type of 

practice.   
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“I think with the information that you gave us that you’re not really dealing with 

the weight, the weight isn’t the prime issue.  It’s what’s causing the weight and I 

thought that this was, well it looked a really good approach and it looked as if 

there was a wee bit of a structured framework to work towards.  Although you 

could say to patients, where do you live and what are the other influences in life, 

what are their personal beliefs and perceptions, nothing was put on paper”(R). 

 

Therefore, although some PNs were attracted to the holistic approach to weight 

management others found it difficult to view weight management from a broader 

perspective, regardless of when they trained.  Education would appear to play an 

important part in how obesity is viewed.  Therefore, education and support for 

implementing the holistic approach to weight management 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 for implementing the holistic approach 

to weight management had to take into consideration the context in which the PNs 

practiced.  In large geographical areas, such as the one where most of the nurses were 

recruited for this study, nurses often travel many miles as well as using their own time 

to further their own professional practice and development.  The interest in obesity 

management was obvious by these nurses doing just that for a one-hour meeting in the 

evening to introduce the study.  For those who could not attend, the researcher visited 

each nurse at their place of work.  A planned study day failed to materialise due to 

constraints on funding, the difficulty with nurse time and the geography of the 
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participating practices.  Most nurses felt that “another meeting would have been useful 

to go through the patient booklet more thoroughly”(W).  While attempts were made to 

facilitate this there was great difficulty trying to arrange a suitable time for everyone 

and due to the time limited research it had to be abandoned.    

 

As a result, apart from the one-hour input there was a lack of opportunity for teaching 

although the researcher was available to the nurses by telephone and email.  Due to 

most nurses having to implement this research within their restricted appointment times 

these contacts when they did occur were often made in the nurses off duty time.  Two 

nurses took up the offer of the researcher sitting in on a consultation.  However, whether 

uptake of the support offered was influence by the PNs’ personal choice or the context 

in which they worked may have been influenced by their level of responsibility and 

autonomy. 

 

6.5 Contextual influences on implementing the holistic 

approach to weight management 

Contextual influence emerged as a theme which influenced the implementation of the 

holistic approach to weight management.  The theme categories were autonomy, 

negotiation and bending the rules as seen in Figure 6.7 
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Figure 6.7 The categories of autonomy, negotiation and bending the rules in the 

theme of contextual influences 

 

Whether the level of responsibility and autonomy was dictated by the practice context, 

devolved responsibility from others within the practice, or personal choice was difficult 

to ascertain.  However, it became apparent that most PNs tried to increase their 

autonomy through negotiation with practice colleagues or simply ‘bending the rules’ as 

one PN put it.  

 

6.5.1 Autonomy 

The nurses in this study appeared to exercise various levels of autonomy.  One nurse 

“just look(ed) at the notes and see what to do from the notes”(T).  Viewed 

simplistically this can be interpreted as simply carrying out instructions within a 

hierarchical system and reflect the historical view of nurses being ‘doctors’ 

handmaidens’ (Darbyshire` 2006).  Other nurses appeared to have greater autonomy, 

particularly with regard to chronic disease management reflecting how the nursing role 

has changed.    
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“ I totally have control of that so once they’re on my disease register I’m the one 

that decides when to see them.  Of course, in liaison with the GP, if he feels, or 

she feels that, you know, they wanted them seen sooner but usually at the end of 

the day I’ll tell them what’s happening and if they’re not happy we can 

reschedule.  Usually they just accept what I feel is okay for the patients”(S). 

 
“The GPs don’t see them at all unless there is something that I specifically want 

them to see them about”(Q). 

 

However, although nurses can and do have a say in day to day nursing practice, there 

has been another development in primary care, that of the introduction of practice 

managers.  Practice managers have power when it comes to allocating appointment 

times and are influenced by the General Medical Services (GMS) contract.  High on the 

agenda of the GMS contract is chronic disease management so it is usually given 

“protected time”(A).   

 

Emotional and social aspects may be important to weight management it is crucial that 

individuals be given time within the consultation to address such issues.  Most chronic 

disease appointments were allocated between 15 and 30 minutes. Initially at least, the 

increase in the length of appointments combined with the fact that nurses have increased 

their hours of work gave the impression of providing more time for direct patient care.  

However, this extra time appeared to be taken up with documenting the requirements 

for the GMS contract or local enhanced services needs, both of which are driven by 

funding.  “We’ve got half an hour for CHD and stroke and we need that to fill out this 

enormous template of three screens”(A).  This had a detrimental effect on consultations 
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as it “doesn’t allow us much time to make eye contact with the patient far less listen to 

their worries”(A).   

 

It is hardly surprising then that nurses view the contract as being a “number crunching 

game”(S) where “points are prizes”(A) and instead of being the ‘doctor’s handmaiden’ 

perhaps feel that they are the manager’s handmaiden as they are seen as being “the 

people that collect the brownie points”(J).  A further illustration of the influence of the 

GMS contract was where there were difficulties incorporating podiatry care into 

diabetic management to gain GMS points.  A solution was found by “reconfiguring our 

clinic to try and cover all the contract points”(A).  Although weight management was 

mentioned in the National Frameworks for Coronary Heart Disease and Diabetes, it did 

not earn ‘brownie points’ when the study was undertaken so nurses had difficulty 

allocating time for it.  Yet, nurses were expected to provide within the allotted 

appointment time a weight management service to those who needed it.  How they 

viewed this remit differed, ranging from “Yes, it’s coming into the equation there”(V) 

to being “part and parcel of a lot of the chronic diseases”(A).  When working within 

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

manipulation of the system.   

 

6.5.2 Negotiation 

For weight management it was sometimes possible to negotiate an earlier appointment 

“if I’m keen to bring these people back early then I can justify it to the manager”(E).   

 

Another nurse negotiated extra time for the duration of the study “I had agreed with the 

practice that I could spend a wee bit more time with these people than I would normally 
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do”(A) while another was unable to achieve extra time and explained the effect she 

thought it had on outcomes.  

 “It would have been nice to have maybe 20mins per patient but again with the 

GP contract and the number crunching game, I was only allowed to do this if it 

didn’t interrupt the rest of the work….On hindsight a wee bit longer probably, 

maybe the other two who didn’t come back maybe if I’d had a bit more time with 

them it could have been more beneficial to the patient”(S). 

Sometimes more subtle ways of creating time were found.  One nurse explained how 

she used the appointment to allow time to address weight management issues when 

screening a husband and wife who were new to the practice.  “He was pretty straight 

forward.  Sometimes you can whiz through them if they are straight forward, no health 

problems and everything’s normal…. So I probably managed to do that with him and 

then spend longer on her”(B).  Others nurses simply ran late. 

 

6.5.3 Bending the rules 

In one practice there was a protocol for seeing people for weight management on a 

weekly, two weekly and then monthly basis.  

 

“It’s officially a set pattern but I consider everyone on an individual basis and if 

I feel that it’s really a benefit to see somebody at three weeks or two weeks 

rather than a month for additional support, as long as I know it’s going to be 

short term or have an idea it’s going to be short term then I’m prepared to…I’ve 

got two who are coming back in a month’s time, or who plan to come back in a 

month’s time, I’ll bring them in slightly earlier but I’ll put them both in for a 15 
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minute appointment which is not ideal but I know that they are going to be able 

to touch base at that point.  So I do bend the rules”(E).   

 

This demonstrated the difficulties of time when taking individual needs into account in 

an effort to deliver person-centred care.  Time constraints in general were a problem for 

all the nurses but some did not mention trying to manipulate the system to benefit 

individuals in their care.  It was within this context that PNs recruited individuals for 

this study.   

 

6.6 Barriers to weight management  

The theme of barriers also emerged as influencing the implementation of the holistic 

approach to weight management.  The categories within the theme of barriers are shown 

in Figure 6.8 

 

 

 

 

 

 

 

Figure 6.8The categories of motivation, not ready, can’t cope, too deep, blamed by 

others and self blame in the theme of barriers to weight management 

 

From analysis of the qualitative data provided by individuals, a number of barriers 

emerged. The utility of using the participatory, holistic approach was reflected in the 

variety of barriers identified.  Each type of barrier, defined in terms used by the 
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participants in the study, is discussed under the categories, of motivation, not ready, 

can’t cope, too deep, blame by others and self-blame.  However, it also emerged that 

when PNs worked in partnership using the materials with individuals, barriers were 

sometimes reduced. 

 

6.6.1 Motivation. 

One PN described how, in her previous approach to weight management, she was 

“struggling with trying to get people motivated.  They just weren’t – it was a case of I 

would advise them to go to weight watchers because they just weren’t listening to 

anything I was saying”(T).  It seems that advice giving to individuals caused frustration 

for the nurse and led to poor outcomes for individuals.   

 

Nurse S elucidated how using the holistic approach differed.  “They’ve never seen 

anything like this before and never been asked what they thought before.  They have 

been told rather than being part of a partnership”(S).  It seems that Peplau’s 

partnership approach is relevant. 

 

Raising the subject of weight is not always easy. “If you suggest they are overweight 

you see the barriers going up straight away with some patients”(C3).  One of the 

individuals highlighted this in her weight management map when she wrote “I hate 

being told I need to lose weight”(J02).  Several nurses thought it easier for them, rather 

than the doctor, to raise the subject of weight because of the relevance to their area of 

work in chronic disease management.  One explained how she would broach the 

subject:   
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“I can say, you know, you’re knees will be a lot better if you were a little bit 

lighter and we could do something about that.  Would you like to? I give them 

the option, I don’t say ‘You’re too fat, you need to lose weight!” I say, you 

know, if you’d like help to move your weight down, I use sort of words like that, 

then I’m here and that’s part of what I do”(J).  

 

It appeared that this approach was more empathic and in line with a person centred 

approach.  Another stumbling block pointed out by Nurse E was:  

 

“if people are quite comfortable with the weight themselves.  I think that’s 

probably where I find sometimes a little bit difficult obviously trying to educate 

and explain.  It’s quite easy to upset some people if they feel, you know, that they 

don’t have a problem or that there isn’t any need to lose weight….My 

confidence has definitely grown with that and you can judge how to approach 

it”(E).  

 

The manner in which individuals are approached does seem to be important and barriers 

can be broken down as nurse J explained:  

 

“I do get the odd barrier but even some of those eventually, because often they 

keep coming back to me because they are asthmatic or something I have the 

opportunity to slowly break these barriers down with them.  They get to know me 

as a person and that I’m not being judgemental.  I’m just thinking about their 

well-being then they’re more likely to open up if you’re not judgemental”(J). 
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Individual H04 confirmed the importance of not being judgemental by writing “My 

nurse practitioner is a good mentor without judging me”. 

 

Part of the art of good communication, a key area for both Peplau and RLT, is knowing 

when the individual’s choice, which should always be respected, is to be accepted at 

face value.  Repeated failed experiences may have dented confidence thereby creating a 

barrier to trying a new approach.  

 

 “One of the ladies in particular is a lady who is 20 stone, you know and has 

been coming to me since, oh I think, particularly since I was here, over just 15 

years, and been to the dietitian, been through all sorts of things and I think that 

she just felt that this isn’t going to make any difference to me either.  That was 

kinda reading between the lines but she never said that”(D).   

 

Sometimes confidence building and conveying a sense of support may be required 

before changes can be attempted.   

 

Nurse R felt that the materials were helpful in that respect:   

 

“I think some of the comments on the pages like, you know, small permanent 

changes are the key to long term success.  It had an encouraging aspect to 

it…The hands on the front….  There’s someone shaking my hand or reaching 

out a hand to help me and then the wee circle and things like, these wee cycles 

of change going on there, but that’s me personally, you know.  I don’t know how 

patients would identify with that”(R). 
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It would appear that involving individuals in partnership rather than simply giving 

advice may improve outcomes.  Furthermore, barriers may be broken down when PNs 

build a good rapport with individuals and are non judgemental in their approach. 

 

6.6.2 Not ready 

Most nurses felt that a good number of the 29 individuals who refused to take part in the 

study were not motivated to address their weight at that time.  Nurse R explored the 

possibility of other reasons before coming to that conclusion. 

 

“They looked at the books and things like that and really, basically what it was, 

‘I’m not really ready. I mean, that was the main reason.  They didn’t say ‘Oh, 

that’s too complicated’.  They didn’t give me anything like that.  I said or is it 

that you don’t want to put things on paper?  Do you think this is going to be a 

painful experience for you having to think about these things?  Maybe what past 

experiences have been.  No, none of them came up with that.  They just said ‘Oh, 

I can’t be bothered just now.  I just took that as ‘I’m not ready’”.(R). 

 

Nurse S who had three refusals spoke of lack of time in addition to not being ready.  “It 

was the time factor.  They didn’t want to be, you know, having to come in and they 

didn’t feel ready.  They didn’t feel this was the right time”(S).    

 

Other individuals agreed to take part in the study but were externally motivated.  “Oh, I 

don’t mind helping somebody with research.  That’s good if it will help some other, I 

don’t mind that”(S02).  This was confirmed by Nurse R who had one individual who  

“liked the idea that this was going to be researched and this was a good reason for 

partaking in something like this.  It might help others.  Not her”.  These externally 
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motivated individuals did less well than others in weight management thereby 

demonstrating the importance of helping individuals focus more on internal motivators. 

 

The materials helped some to identify internal motivators such as looking at their beliefs 

about weight management as one individual wrote, “It’s up to me to do something about 

it.  I have to do it for me and no-one else”(J01).  It seemed as if this individual was 

ready to take control and have an active role in the partnership.  

  

6.6.3 Can’t cope 

Sometimes, individuals felt that they could not cope with making changes.  “The other 

lady, her home circumstances when she looked at it, at home in greater detail, I think 

she got a bit frightened by the weight management map.  She said ‘Oh, I can’t cope with 

that’” (F).  Nurse F clarified that it wasn’t the layout of the map but actually looking at 

it and starting to think what it meant to her that she couldn’t cope with.  Perhaps this 

lady felt a sense of hopelessness created by the map over her circumstances indicating a 

stable attribution and that the effort to make changes was too difficult and therefore she 

was unlikely to succeed (Weiner, 1985). 

 

One individual’s reaction to the booklet reported by nurse V was: “don’t like that, it 

tells me things I don’t want to know”(V).  Although this individual, like the previous 

one, did not participate in the study he continued to attend the nurse who said “Funnily 

enough, there are issues, most of the self image issues have come back into play just 

recently for different reasons and I think he is really going to knuckle down and make a 

big effort now” (V).  Although the booklet had raised issues he did not want to face at the 

time, perhaps at a later date he felt more ready to address them with the help of his 

nurse. 
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Another individual, who did not complete the study, could not cope for different reasons 

as Nurse R explained:   

 

“She had a past experience of a son who committed suicide a year and a half 

ago…. She just said to me yesterday, I don’t think I was really ready.  Probably 

she was still grieving, you know, but at the time when I told her about it, she 

said ‘I really must lose weight because this lady had got rheumatoid plus 

diabetes and she’s really unhappy with the weight that she had gained’”(R).  

  

The nurse’s reaction seemed to indicate that she saw this lady as not being to blame and 

therefore reacted with empathy towards her (Weiner 2006). 

 

6.6.4 Too deep 

Nurse D, who did not manage to recruit anyone, thought the materials were off-putting 

for some individuals. “They just felt that they didn’t want to sort of go, I suppose, too 

deep into the sort of psychological side”(D).  There was the possibility that she did not 

feel comfortable in dealing with any issues that might arise.  On the other hand it may 

have been that some individuals felt the materials to be intrusive.  One such example 

was an individual who, in spite of having a good experience when using the ‘holistic’ 

approach, felt that the weight management map was “too personal” (A03) as it revealed 

that he had depression.  He did have a depressive episode during the study resulting in a 

weight gain of 6kg before he lost it again.  However, most nurses who did recruit 

individuals had a different point of view.   
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“For some reason, just working through the booklet and I mean, it’s very good 

it doesn’t dig too deeply.  People don’t have to say what’s happening but they 

can do…it’s not too diggy, not too psychology”(J).  

 

Nurse R who had many years experience in primary care provided further evidence that 

individuals had the choice to withhold information.  This nurse recognised that for one 

individual “there were a lot of things bubbling beneath the surface but she wasn’t 

willing to come up with it”(R).  It appears that individuals have the option of how much 

to reveal.  In addition to having this option it seemed that there was no pressure to 

complete all sections of the weight management map as two individuals omitted one 

section while completing all other sections.  The materials appeared to be beneficial in 

aiding nurses and individuals to work together in partnership.  However, it can be more 

difficult at times to maintain a good rapport with individuals.  

 

6.6.5 Blamed by others 

Nurse A recognised how easy it was to convey the wrong messages.  “Your mood 

changes as much as anybody else’s.  You might have a bad day and approach it the 

wrong way.  You have to be aware of that and the body language”(A).  The 

professional’s own views can also unintentionally be conveyed to the individual making 

them feel that they are being judged.  “They say they’re good and then they haven’t lost 

weight”(T).  Values, beliefs, attitudes and prejudices may influence what impression is 

given (Roper et al. 2000) therefore it would seem that communication skills are 

important. 

 

The following experience of S02 demonstrated how sensitive individuals can be, 

indicating the fundamental importance of adopting good communication skills.  In spite 
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of a good relationship with her nurse and making progress with weight management, 

she had a bad experience with another health professional.  She had been prescribed a 

weight loss drug (Xenical) but when her weight became static was refused another 

prescription with the following result: 

 

“Felt like I was being punished for not losing weight!  (I had PMT).  This reinforced my 

feelings of being a ‘failure’.  I’ve since regained the weight I’d lost”(S02).  It may have 

been that the protocol for the weight loss drug was being followed but the individual’s 

understanding was compromised by poor communication. 

 

This demonstrates the importance of having an awareness of how professional 

interaction affects individuals.  It would seem that individuals do feel that they are being 

judged even by their own families like J01 who felt “My Mum always puts me down”. 

 

These reactions could be explained by attribution theory where individuals are viewed 

as having control over their weight and by not making an effort elicit anger from others 

who then blame them.  It seems too that if lack of effort is considered to be ongoing 

more anger is engendered (Weiner 2006) 

 

6.6.6 Self-blame   

It is not only professionals and family members who were thought to be judgemental 

but the obese individuals tended to judge themselves harshly as Q01 recognised: “I am 

very self critical”.  Negative feelings, including anger and guilt, were prevalent among 

the individuals and often directed towards themselves like G01 who was “angry with 

myself” and R01 who was “disgusted with lack of self control”.  These attitudes are 
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therefore not only common in society but among the obese themselves.  Again, this 

reflects attribution theory.  

 

“Some people if I gave it to some of my regular patients/clients you know, they 

would be ‘Oh, what’s this all about?’.  You know, I’m here for help to lose 

weight…… I kind of feel that the type of patients that were coming to me were 

wanting more dietary advice and support.  A lot of them maybe know what they 

should and should not be eating but if they know they are seeing me on a regular 

basis, for they’re wanting to please me as well as themselves”(C). 

 

Nurse Q shared her thoughts on how negative feelings and trying to please the 

professional can be detrimental.  Her awareness encouraged her to provide extra 

support. 

 

“I think at times there’s a bit of embarrassment and shame that they don’t lose 

weight.  In fact, I think they are pleasing me or the person who is doing it and 

it’s not really that.  Sometimes, people do the same if they go to a weight 

management class.  I’m as guilty about it myself, I’ve been to them all.  And you 

feel guilty if you put on a pound or two because you weigh yourself before you 

go and think ‘oh dear, I don’t want to go because of that and then you don’t turn 

up for the next appointment because it’s got worse.  Telephoning there is handy, 

which I did”(Q). 

 

Nurse J shared her views on how the holistic approach was different from familiar 

approaches to obesity management. 

 



195 
 

“By the time they get to me they’ve been through all the slimming classes and 

they are very, very relieved to get away from calorie counting and treats and 

good and bad and, you know, all this kind of jargon that all these slimming 

classes are laced with. People coming feel guilty because they’ve eaten a 

chocolate biscuit, you know.  I think actually, everybody I’ve approached about 

it or talked to have seemed almost relieved to think that there can be a different 

way.  It’s not about restriction and doing without.  It’s about actually just 

looking at your life right across the board and I think they seem to be quite 

relieved and sort of think, oh I’m not going through one of those kind of, you 

know, again where you’ve basically just got to eat what somebody tells you to 

eat”(J). 

 

An individual expressed a similar view when she wrote “The booklet has made me think 

about the ‘whole of me’ and all areas I need to sort out in my life.  Thanks!”(R01)  

In conclusion, these barriers demonstrate the interplay between all aspects of the holistic 

approach to weight management.     

 

In the following section each practice is viewed as a single unit comprising of PNs, the 

individuals they recruited and the context in which they interacted with each other.  It 

builds on the data already presented.  Greater insights were accessed through in-depth 

data analysis as the level of interactions between PNs and individuals deepened.  The 

theme of partnership between PNs and individuals emerged as central to helping 

individuals make changes and is discussed in the following section.   
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6.7 Partnership 
 
Partnership is viewed by Peplau as the essence of nursing (Pearson et al. 2005).  It 

appears that when PNs worked in partnership with individuals they helped them come 

to a realisation of what they needed to do by identifying the problem areas of weight 

management through reflection.  In turn, reflection helped individuals become self 

aware and empowered them to take responsibility for their weight management.  The 

various themes linked to partnership are shown in Figure 6.9 and subsequently 

addressed in the text below. 

 

 

 

 

 

 

 
 

 

 

Figure 6.9 The categories of realisation, identifying the problems, reflection, 

facilitating reflection for empowerment, self-reflection for empowerment, knowing 

the individual, self-awareness and responsibility in the theme of partnership. 

 

The following cases, although used to emphasise one theme also collate the various 

themes in keeping with the holistic approach. 

 

 

partnership 

realisation 
Identifying the 
problems 

reflection 

Self-reflection for 
empowerment 

Self-awareness 

responsibility 

knowing the 
individual 

facilitating reflection 
for empowerment 
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6.7.1 Realisation 

Most of the nurses who recruited individuals for the study appeared to already have an 

approach congruent with holism but lacked the tools to facilitate partnership working in 

weight management.  One nurse explained her usual approach: “I start off by saying, 

well, you help me and I’ll help you, kind of thing.  This is a joint affair.  How badly do 

you need it and want it and what for and what good things it will be for.  Why do you 

really want it?”(Q).  From this, it appears she was involving the individual by 

encouraging them to think about why they wanted to manage their weight better and 

what the benefits would be.   

 

She gave an example of how this worked out in practice when using the study materials.  

 

 “He realises he has to do it for his heart.  He’s not long having had heart 

problems.  He realised he had to get fitter.  He started going walking, he felt his 

trousers were looser.  He felt better, he cut down on drink, not that he drank that 

much.  In himself he felt better although he didn’t lose very much so I will be 

keeping an eye on him”(Q).   

 

It would appear that the nurse and individual worked together with the materials.  The 

outcome of the partnership seemed to help the individual realise that he had to lose 

weight to prevent worsening his heart condition.  Furthermore having identified the 

problem, reflected upon what he needed to do, he took responsibility and felt 

empowered to implement the necessary actions.  The PN also 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 following case study, not only aided the 

individual to identify the problem areas but helped the nurse to highlight other areas to 

target for treatment.   

 
A 48yr old divorced female with a BMI 37.5, did in spite of living with her brother and 

three children, felt lonely and isolated.  She had not addressed her weight problem 

before, although she identified that it started with problems in childhood and was also 

affected by family life.  Her arthritis troubled her at times and she also suffered from 

hypertension, anxiety and depression 

 

The ‘weight management map’ helped her to recognise that she was comfort eating, 

particularly in the evening, so she planned to eat only when hungry.  She also planned 

to go out more.  During the consultation, her nurse picked up from the ‘weight 

management map’ that there were sleep difficulties so this was also explored to find 

connections with various other factors.  There was an improvement in sleep as shown in 

the following Table 6.5 together with other changes 
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 Before After 

Regular activities I do a lot of studying to  
try to enhance my  
career prospects 
 

I read more 
 

Eating and drinking I often have take away 
meals 
 

Porridge for breakfast 
Smaller portions 
 

Mobility Knees painful most of  
the time – worse in  
damp weather 
 

Walk more 

Feelings about myself I am not confident 
I am very self critical 
 

I accept things I can not 
change 

Body dissatisfaction I like nothing about my 
body 
 

I don’t like my body 

Benefits of weight loss I would feel better 
 

I climb stairs more 

Beliefs about weight 
management 

My weight is all my fault 
 
 

I am trying to reduce my 
weight 

Social contacts I have few friends  
outside of work 
 

I do not see many people 

Support none I do not have help from 
friends 
 

Health problems Worry a lot 
I do not sleep well –  
dog disturbs sleep 
Painful knees 
 

I sleep better 

 

Table 6.5 Weight management map for Q01 

 

As the partnership between nurse and individual developed providing a vehicle for trust 

and openness it was agreed that stress counselling would be of benefit.  Prior to referral 

to the counselling service, which was available within the practice, weight had been 

fairly static in spite of the other measures taken.  Had stress not been tackled perhaps 

weight loss could not have been achieved and demonstrates, as the nurse recognised, the 

importance of trying “to 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.  Home circumstances or stress or lonely, 

not having friends to go out with even to do a little walking and exercise…..It’s looking 

at the pattern not just the signs on the scales”(Q).  This view was supported by the 

individual themselves as they found that the most helpful parts of the ‘holistic approach’ 

were “trying to assess why I am overweight” and “regular contact with nurse”(Q01).   

 

The nurse was often seen as a source of support particularly when individuals perceived 

a lack of support and social contacts.  In this context, six individuals in this study 

specifically identified the practice nurse as providing support and indicates the 

relevance of Peplau’s idea of surrogacy. 

    

6.7.3 Reflection 

Nurse J felt that reflection helped people to be honest with themselves and spoke of how 

she approached it using the materials.  “I said to him, ‘It’s like looking at yourself in the 

mirror and saying well look this is the way it is.  This 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 individuals to reflect.  One 

nurse felt it inappropriate.   “Reflections, sort of looking back, you know, I think 

a lot of people thought, well in my view, would maybe, know they are overweight 

and they know they’ve had hang-ups over the years but they don’t need to be 

reminded about it.”(C). 

 

Perhaps there was a reluctance to try and help individuals address these ‘hang-ups’ for 

fear that difficult issues be raised.  Nurse R, on the other hand, appeared comfortable 
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about the possibility that issues other than purely physical problems may be identified in 

the holistic approach 

 

“because it does open a few cans of worms, being able to refer in whatever 

different direction they need to go to and be ready for that…. I think it was 

intense but you get that all the time anyway.  It doesn’t matter who walks 

through the door”(R). 

   

She gave examples of how emotion can be associated with asthma and hypertension. 

 

“General practice patients can come in with asthma but there’s a whole pile of 

other stuff because it’s been an emotional thing that’s triggered off their last 

asthma, therefore hyperventilation and so it goes on, you know.  That’s not an 

unusual thing.  Or they come in and the blood pressure’s a bit elevated and that 

and they’ve had a terrible time and this is what’s been going on”(R). 

 

During her everyday practice, it appeared that Nurse R recognised the need to address 

emotional issues raised by individuals having reflected on their situation.  Emotions are 

therefore, an important element of weight management.  It also demonstrates a person 

centred approach as does the following example. 

 

6.7.3.1 Facilitating reflection/empowerment 

The importance of reflecting on how emotions and social issues are closely intertwined 

with physical health is demonstrated in the following case study.  Furthermore, it 
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reveals that when the nurse and individual work in partnership to aid reflection it may 

result in empowering the individual to change the situation for the better.  

 

A female (R01) who lived with her retired husband had a BMI 46.2 and lost 3kg 

overall.  She suffered from diabetes, arthritis, gallstones and anxiety, had often tried to 

lose weight including attending the nurse and at one stage had been prescribed Xenical.   

Due to her mobility problems, where even dressing and showering were difficult, she 

occupied her time with a variety of sedentary pastimes.  As a result, managing her 

weight was very difficult for her.   

The benefits she hoped to gain with weight loss were better mobility and to feel better 

about herself.  The key areas she identified for change were her eating habits and self 

control.  The nurse and researcher saw the individual together in an atmosphere of trust 

and respect.  This may have helped her to reveal during the consultation that, although 

she had written that her husband gave her good support, it was not always appropriate 

support.  She felt unable to change the situation resulting in an increase in her levels of 

anxiety.  The main focus of the consultation was therefore to empower her to find ways 

of reducing her anxiety levels to facilitate change. 

She had been a singer and loved music but her husband watched a lot of television with 

the result that she no longer felt able to listen to music although it was important to her 

and helped her relax.  She talked it through and then felt empowered to make plans to 

achieve change through negotiation with her husband.   
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As the nurse commented in the interview at the end of the study: 

 

“it’s actually given her courage and strength to talk about her relationship 

within her household.  That has opened quite a few doors for her and it’s made 

her kind of manage things a wee bit better at home as she was becoming very 

resentful and things about the home situation.  It was making her think a bit 

more about that and how she could maybe have coping skills about trying to 

detach from the situations that make her eat more and stuff like that”(R). 

 

The nurse’s interpretation that coping skills were developed seemed to be borne out in 

the action map.  The action map also illustrated how self-reflection was facilitated 

leading to empowerment of the individual. 

  

6.7.3.2 Self-reflection/empowerment 

R01 had lost 5kg when other influences came into play as can be seen in the following 

items from one of the action maps (Table 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 not helpful with 
diet 

Feelings relaxation 
 Music I’m enjoying 
 

Table 6.6 Action Map for R01 
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In the action map R01 identified that over a three week period there had been many 

visitors with the result that her eating pattern was different and she had gained 6kg.  Her 

pain levels also increased at that time.  Realisation of the influences of social and 

physical issues on her eating pattern may have helped her with the aid of the nurse to 

develop better ways of managing these difficult times.  This would seem to be the case 

as, at a later date, when again many visitors and an increase in pain occurred, there was 

a much smaller weight gain of 0.6kg.  At that time her joint pain was so severe that she 

required a steroid injection. 

 

It would appear then that completing the booklet was “very helpful, wish I had been 20 

yrs younger though!” and in combination with regular, empathic contact with her 

“wonderful nurse” had helped her reflect on the influences on how she managed her 

weight and was empowered to make changes. 

 

6.7.4 Knowing the individual 

Nurses talked about knowing their patients on different levels.  There was a superficial 

level when trying to accommodate appointments “ once you get to know the patients, 

you know when they like to come early in the morning and get on with things”(T).  Then 

there was a more personal level where “you get to know your patients and quite often 

they have a weight problem.  It’s quite a, you know, if you suggest they are overweight, 

you see the barriers going up straight away with some patients”(C).  The final level of 

‘knowing’ was much deeper and achieved when a trusting relationship had been 

established.  “I got to know her a bit better.  Yes, she opened up to me in the end and at 

the finish of this approach with her”(Q).   
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Using the materials appeared to help another nurse to get to know one individual on a 

deeper level and resulted in him being able to open up to her.  At first he was unsure of 

the materials but the uncertainty was negated through working in partnership with the 

nurse and his wife. 

  
“Even the chap who thought ‘oh this is going to be too much, all these pages 

and all this bother, in fact, as I was showing him the booklet, he thought ‘och’ 

but when I actually worked through each page with him you could see he 

thought ‘Yeah’, but he still wanted his wife to read it to fully understand it…. He 

came back very interested.  She thought it was great.  I think they will use it 

quite well”(J) 

 

The final outcome is unknown as he had to be excluded from the final analysis, due to 

the time restrictions of data collection but this approach appeared to help him to open 

up. 

 

 “The guy I actually did it with, he was just about in tears, you know, he was 

actually, because I think he realised, I can’t remember if I told you.  He was the 

chap that his wife had written in a little bit beneath the reasons why - the three 

things they wanted to change.  First of all she’d written in his weight gain had 

accelerated since his brother died very suddenly four years ago and he hadn’t 

spoken to him for three years so that was a major trigger”(J). 

 

This suggests the possible utility of the booklet in helping individuals identify issues of 

which they had previously been unaware.  It appears that completing the weight 

management map raised bereavement issues for the man who had not previously 
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realised the connection between his brother’s death and his own weight gain.  However, 

it could be that this connection may not have been made without the aid of his wife.  

Whether this indicates a gender difference is an issue for debate.  Nonetheless, 

identification of the problem meant that he could then make appropriate plans to deal 

with the bereavement issues thus subsequently enabling him to lose weight.  It also 

demonstrates the value of looking at the whole person as unexpected triggers can 

emerge.   

 

6.7.5 Self-awareness 

Nurse A agreed that individuals were not always aware of what influenced their ability 

to manage their weight and that using the booklet in the partnership was helpful.  “I 

think it promotes discussion when you’re looking at all these other areas and the patient 

may be unaware that these areas impact on their eating habits so it was definitely 

relevant”(A).  This was confirmed by one of the individuals she recruited who felt that 

the most helpful part of the approach was being “helped to identify with nurse changes I 

needed to make”.  The result was that he had “stopped eating rubbish” and 

“continue(d) to exercise”(A01). 

 

Even if individuals became self-aware they still required support.  “Support from 

nurse”(R02) was identified by one individual who made changes such as “Not buying 

certain foods (biscuits,cakes); tried to facilitate more hobby time; recognised 

stress/eating link”(R02) as being important.  It seems that taking a person centred 

holistic approach may be of benefit to individuals.  An example of the outcome in 

failing to access support in spite of becoming self-aware is demonstrated in the 

following case study.   
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A 44yr old female (S04) with a BMI 30.2 appeared to have been helped to realise that 

she had to make changes.  Unfortunately, when returning for a follow-up appointment 

her usual nurse was on holiday.  She did not feel able to discuss her weight management 

with the other nurse, probably because she had not built up a trusting relationship with 

her.  In fact, she did not want the nurse to see the booklet.  This meant that while the 

most helpful part of the ‘holistic approach’ for this individual was that  “It made me 

admit I have problems with my weight and how I manage it”(S04) her unwillingness to 

share these insights with the other nurse meant that she could not support her in an 

appropriate way.  The working partnership was diminished and the individual did not 

return for some months resulting in a 4 kg weight gain.  It would therefore appear that 

the booklet, the nurse and the individual may each have 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 responsibility for their own health may not be 

easy for some individuals.  Previous consultations with health professionals may have 

taken the ‘passive patient’ approach, which tends to encourage dependency but 

individuals in today’s health service climate are encouraged to take some responsibility 

for their own health.  Both nurses and individuals sometimes found this shift of 

emphasis difficult.  “People come expecting you to tell them what to do”(W). but this 

may not produce results according to nurse T.  “I know for a fact that if the doctors tell 

them to lose weight it never works.  It just never works because it is not coming from 

them”(T).  However, even by taking a different approach and inviting individuals to 

participate in their care may not work either.  Nurse V highlighted that people 

“expected me to do more of an instant fix rather than sending them away to think about 



208 
 
this, that and the next thing”(V).  They were unwilling to take responsibility by “doing 

some homework and I think people weren’t prepared to put the effort into it as well as 

not wanting to hear what the results were saying”(V).  The lack of effort as identified in 

attribution theory and associated poor outcomes appears to be endorsed by the 

individuals who wrote that he “found that all the help in the world won’t work if you 

yourself are not dedicated to making the changes”(S01).  

 

It does seem that the holistic approach did encourage individuals to be less dependent 

on health professionals and take some responsibility for themselves. 

  

 “I think it made the patients take equal responsibility which is quite important 

here because we do have a population that’s, they’re quite dependent on what 

the medical profession say and they’ll do but primarily they don’t seem to take 

on the responsibility for that.  They think it’s okay just to turn up at the surgery 

and, oh yeah, well I didn’t manage that or you know because”(R). 

 

She specified how the individual’s booklet gave an opportunity to challenge people.   

 

“I felt that working with the paper exercises of it, you can say to the patients, 

well you’ve put this down.  How well have you got on with that or has there been 

a problem with that or is there a different way of managing that or have you 

maybe tried this”(R). 

 

Therefore, it appears that writing things in the booklets assisted not only the 

identification of problem areas but also in assessing progress for both individuals and 
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PNs.  It may have helped individuals take responsibility for making changes but also 

challenge them if no changes had been made. 

 

Several individuals agreed with this.  For example, A03 who found the most helpful 

part was to “put ideas/thoughts on to paper”(A03) or as S01 put it “having things 

written in black and white”.  It also helped them to focus on areas for change. “I knew 

most of the areas I needed to think about already, but it was a useful tool to reinforce 

them and make me focus on my weak areas”(S02).  As a result it helped them to take 

responsibility for making these changes.  “Took control of what I ate and drank.  Can’t 

blame anyone else if I go wrong”(S01).  

 

However, Q03 pointed out that, “The individual needs to want to lose weight and 

although the map helps to clarify reasons, the individual may need more help than 

that.”   One individual who found the weight management map not that easy to complete 

suggested that the nurse played a vital role in that situation.  “Needed time with nurse to 

clarify and make it clear” although she commented that it was a “really good 

idea”(R02). 

 

Although the weight management map appeared to be an important component for 

clarifying problem areas, the working partnership between PN and individual would 

also seem to be a vital aspect in providing further clarification before changes can be 

implemented. 

 

Having examined the overall picture of how PNs and individuals work together in 

partnership the following section provides a more in-depth look at two specific 

practices. 
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6.8 Practice comparison in context  

Two practices were selected on the basis of weight outcome for more in-depth 

examination.  Three of the five individuals who gained weight over the duration of the 

study came from the same practice.  Therefore, this practice (G) was selected for deeper    

exploration along with practice (B) where individuals lost most weight.  

 

These two practices were set in rural locations, each having two GPs and a single  

practice nurse.  For reasons of confidentiality the practices were given the codes of B 

and G.  The two nurses shared a lot of similar attributes as shown in Table 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, 
hypertension,  
Cervical cytology, Asthma, 
COPD, Weight management,  
Travel health, Phlebotomy 
 

Diabetes, CHD, hypertension,  
Asthma, Weight management, 
Travel health, 
Phlebotomy 

Diplomas Diabetes, cervical cytology, 
Asthma, COPD 

Diabetes, asthma 

 
Comfort at raising the 
subject of weight 
 

 
10 

 
8 

Confidence in helping 
people manage their 
weight 
 

 7 8 

Obesity training None None 

Recruits 2 6 

Drop outs 0 4 

 
Table 6.7 Table of background information for nurses B and G. 

Note: 1 individual in practice G developed lung carcinoma after recruitment and died. 
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When it came to select individuals to take part in the study both nurses, in common with 

all the other nurses, targeted those who had previously been attending for weight 

management.  In spite of commonalities between the two nurses, apparent differences in 

their approach to weight management began to emerge.  Practice 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 experience of primary care nursing but one of 

the best recruiters for the study in spite of having only one month to do so.  It appeared 

that in this practice, as in others, there was an expectation that the nurse would take on 

the role of dealing with weight management as it was “something that seems to fall on 

to the practice nurses and the GPs are a bit bad at sending the people through - to go 

and see the nurse about losing weight”(G).  Although she initially indicated that she felt 

comfortable and confident about taking on this role (see Table 6.7), during the 

interview this was less evident. 

 

“Certainly since I came into post they’ve used me.  I mean they did sort of 

discuss and I said yes, I was happy to see people but never felt I was really 

skilled at it.  I’ve certainly had no training.  It’s a bit adhoc and I’ve managed to 

get leaflets from health promotion and various reps and things which we’ve sort 

of gone through, so nothing terribly structured”(G). 

 

Although nurse G undertook weight management as requested by the doctors she was 

uncertain about how to go about it.  In addition, she did not appear to have a great deal 

of control over the appointment system.  All appointments were 10-15 minutes with no 
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variation for the different chronic diseases.  She indicated that she would have liked 

more time with individuals for the study. 

 

“I always seemed to be a bit pushed for time with this and I think it would have 

been nice to have longer, to have half an hour or something with them….I can 

get them to come in for double appointments but often if I haven’t made the 

appointment the girls don’t know to do that or the patient 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 the need for longer appointments not being 

able to arrange them so that she could “ try and talk through”(G) with individuals 

meant it may have been difficult for her to develop any in-depth relationship.  This, 

however, did not appear to be the only impact on nurse-patient relationships.   

 

There seemed to be a lack of trust as she was sceptical about individuals telling the truth 

because she  

 

“went over what they’d changed, what the progress was but equally they seemed 

to be doing all these things and they identified the actions they’d changed, their 

progress seemed to be good and yet they just weren’t losing weight.  So you 

begin to wonder were they just telling you a piece of, you do, you know.”(G).   

 

The lack of trust in a relationship prevents people from 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 individuals dropped out of the study in this 

practice.  Nurse G saw two reasons for this.  

 

“Some of them are just poor attenders, they’re working, they can’t fit their 

appointment into our times.  The times aren’t always that great because I don’t 

go after 3 o’clock.  It’s hard for the workforce to come.  I equally think they 

knew they weren’t losing weight and they didn’t want to come back. …they 

probably feel guilty or they’ve let you down, you know, they’ve failed.  Maybe 

you’ve put all this work in and they’re not doing their bit”(G).   

 

The idea of patients not playing the game was emphasised when she talked about 

recruitment.  “I’d no difficulty recruiting them.  They all said ‘Oh, yeah’.  Like I 

probably could have had more but the difficulty was sort of hanging on to them and 

getting them to tow the line”(G).  It appears that it was difficult for individuals to 

maintain motivation even for regular attendance. 

 

Nurse G was good at data collection but appeared to view the study in a mechanistic 

way as she talked of following the protocol step by step and completing the paper work.  

When she mentioned the benefit individuals gained from completing the booklet ‘My 

Personal Approach to Weight Management’ and how it made them think, her thoughts 

focused more on obesity related diseases. 

  

“It really made them think about why they’d got to that stage and why they, let 

me see, they have to think back to when their weight problems started and 

identify their own health problems and things.  That was really quite a good 



214 
 

exercise I think, for most people and what previous approaches they’d tried and, 

as I say, a lot of them had tried lots of them”(G). 

 

However, since she was one of the last nurses to come into the study there may have 

been an issue about the individuals she recruited as she recognised “It’s not for people 

going for the quick fix which may be some of these people”(G) or they may simply not 

have been ready to address their weight problems.  When asked about any issues that 

individuals raised when using this approach she replied, “Nothing really that I wouldn’t 

have expected”(G).  As can be seen in the following case studies using the holistic 

approach did not aid the development of a partnership with individuals. 

  

When one 34 yr old female (G01) with a BMI of 31.6 returned her ‘weight management map’ 

she had written “I have cravings for food……I get angry with myself and can feel guilty after I 

have eaten lots” indicating the possibility that she was a binge eater.  This was not explored, 

probably because Nurse G, not surprisingly, would be unaware of the possible link.  The 

individual also kept cancelling appointments thereby providing no opportunity for their 

professional partnership to develop.  Had the relationship developed it may have provided a safe 

environment in which the individual could reveal more or allow clarification of what she meant.  

Nevertheless, as will be seen later, Nurse G did not see the depth of this approach as being very 

relevant for the individuals she had recruited.  

 

Even for those who attended regularly, like the 61 year old mother (G04) of the 

previous individual (G01), the outcome was weight gain.  During her time in the study 

she changed from Class I to Class II obesity.  Her weight appeared to be influenced by 

socio-cultural issues and demonstrates that including social issues are pertinent.  
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The family were very sociable and lived in a farming community.  Nurse G gave an 

example of the difficulties of this social culture.  Kittens born on the farm were given to 

friends.  Since there was no charge, chocolates were given as a ‘thank you’ putting 

pressure on the mother to eat them.  Nurse G seemed unsure as to how to help the 

mother deal with these situations highlighting the need for further education in 

addressing cultural beliefs to aid individuals to reflect and develop better coping skills.   

 

The only other individual to attend regularly was a 75year old with multiple co-

morbidities (G05).  The three key areas she wanted to work on were 

• I would like to sleep better 

• Have more confidence in solving my weight 

• I would like to be healthier 

In spite of this all her action maps although very specific were entirely food focused.  In 

fact, all the ‘action maps’ returned from individuals in this practice were food orientated 

with occasionally a brief mention of activity as seen in the following Table 6.8 

ID Action 1 Action 2 Action 3 
G01 Eat more fruit 

and exercise work 
out to try and lose 
stomach 

Replace chocolate 
biscuit with plain 
biscuit  
Stop eating 
between meals  
esp crisps 
 

Make time for 
walks regular 
especially after 
meals 

G04 Trying to cut out 
between meals 

Eating strawberries 
without cream 

Having new 
potatoes without 
butter 
 

G05 Have 1 digestive 
biscuit instead of  
2 at night with 
ovaltine 

Have 1 
crackerbread with 
morning tea  
instead of 2 

Really try to avoid 
salted peanuts as a 
snack.  Try fruit 
instead 

 

Table 6.8 Action maps for G01, G02 and G03. 
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Since the holistic approach is different from the traditional ones in use, the expectations 

of both nurse and individual may have been that food would be the focus of the goals.  

This is a feasible argument since Nurse G had acquired dietary knowledge and the 

individuals had “tried everything before… They had all been dieting before”(G).  In 

addition, the individuals who returned the questionnaires indicated their satisfaction 

about their experience of using this approach.  They also indicated that they had made 

changes.  One individual wrote that “knowing what to eat” and “visiting the nurse to 

weigh you” (G04) was most helpful.  The least helpful part for another individual was 

“actually making myself do it.  Will power was needed”(G01).  These comments 

seemed to confirm that consultations were in line with traditional approaches.  

 

It would appear, therefore, that Nurse G may not have entirely understood this 

approach.  Although individual needs were acknowledged it appeared that addressing 

these needs in practice was difficult for Nurse G.  Therefore, whether this approach was 

unsuitable for these individuals is debatable.  It is more likely that the convergence of 

several factors influenced outcomes.  Some of these issues could possibly have been 

avoided had there been more coaching time.  The researcher and nurse had only one 

hour on a one to one basis prior to implementation of the study in this practice.  While 

Nurse G acknowledged the need to improve her knowledge of obesity management “I 

still feel I could do with maybe some training or something in that aspect of things.” she 

did not access the available continued support.  Neither the opportunity for the 

researcher and Nurse G to see an individual together nor the support offered by email 

and phone were taken up.  The only opportunity for further learning was during visits 

by the researcher to the practice for the purposes of data collection.  Unfortunately, 

these were limited in time due to nurse workload and frequency due to distance.   
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Nurse G’s lesser experience in primary care; short recruitment time; limited 

appointments in both length of time and time of day; difficulties in developing a 

partnership and insufficient learning opportunities with the researcher may all have 

influenced outcomes.  It is also possible that her limited education on weight 

management may be why she focused on food and tended to ignore a more holistic 

approach but this was not a finding in any of the other practices.  

 

6.8.2 Practice B 

Nurse B acted in an advisory role with the local health board in addition to working in 

the practice.  Unlike Nurse G she had several months to recruit and recruited only two.  

The two individuals she targeted had tried many times to lose weight in the past, and in 

many ways, including hypnotherapy and counselling.  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.  I thought they were the ones who to me 

were likely to be motivated to do something.”  She felt extremely comfortable about 

raising the issue of weight and saw it as “part and parcel of a lot of the chronic diseases 

as well, especially diabetes”(B).  For initiating the study she was able to allocate a 30 

minute appointment as she had complete control over her appointment times and varied 

them according to the need of patients and communicated this to other members of the 

practice team. 

 
“The receptionists have got a list out front that I’ve made up.  How long things 

take, for example, the longest appointment would be someone who is coming for 

spirometry with reversibility.  That’s quite a long appointment.  It can take 40 

mins and it takes a bit of organisation as well.  Other things like chronic disease 

reviews, they are 20 minutes, smears are 20 minutes.  The shortest appointment 
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I have is a 10 minute appointment and that might be for blood pressure checks, 

blood samples”(B). 

  

As well as having control over practice appointments, Nurse B, can decide on whether 

or not to refer individuals in her care.  Part of the reason was that there was a “real lack 

of dietetic input, timewise, manpower.  There’s a severe shortage”(B) but she also took 

into consideration whether or not it was advantageous to the individuals. 

 

“I refer all the diabetic patients to the dietitian but sometimes the feedback from 

patients is not always positive.  They’ve had to wait a long time on the 

appointment.  They weren’t told anything they hadn’t been told already in 

practice and they’ve got to trail up the Infirmary to be seen as well…. I tend not 

to refer obese patients”(B).  

 

She recognised that the holistic approach to weight management was different from 

traditional ones and explained what it was that encouraged her to explore it’s potential 

utility in practice. 

 

“Well, I just thought it sounded really different, interesting and overall practice 

nurses are all desperate to find ways to deal with weight management because 

it’s such a problem.  The sound of it, the holistic sound of it, sounded really 

interesting to me in making people look at themselves inside as well, you know.  

Not just a case of weighing them once a month, you know”(B).  

 

However, on receiving the support materials for the holistic approach she expressed 

some initial reservations, although they soon subsided. 
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“I think, initially I was concerned at the sort of depth of it, I guess you would 

say.  The reading involved, the amount of work.  We all want an easy life.  None 

of us want extra work, filling out forms and things if you think it’s not going to 

do any good.  It really has made them look at themselves in a different way and 

try and address the real issues rather than just, you know.  They were both fed 

up to the back teeth of diets and you know, just life was taken up with thinking 

about food.  So this has made them look at different aspects of their lives”(B).  

 

Her experience of using the holistic approach was quite different to that of Nurse G.  

The two individuals she recruited were friends and wanted to see the nurse together.  

While the approach was intended solely for use with each individual, the researcher did 

not want to impose restrictions as both nurse and the two individuals were keen to work 

on it together.  After all, the idea was to test the utility of this approach in practice.   

 

Nurse B’s willingness to accommodate their request indicated how her practice was 

flexible and person centred.  The researcher was invited to share the first consultation 

during one of the outreach visits to the practice and this seemed to help her 

understanding of the approach and how to use it.  “I certainly found it helpful to have 

you there at the initial consultation to go through it because I didn’t feel confident in 

myself not being involved in it’s make up”(B). 

 

Following that initial consultation the researcher and Nurse B kept in touch by phone 

and email which provided the opportunity for both to learn from each other.  In emails 

the problems of seeing two individuals simultaneously were discussed.  In particular, 
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the fact that they had different problems and the consultation was focused more on one 

than the other.  In a later email, Nurse B conveyed  

 

“Interestingly B02 phoned me in the pm and said she was worried that B01 

wasn’t getting a chance to open up.  She asked if I would phone B01 and make 

sure she was happy for B02 to be there.” 

 

They still wanted to come together but as subsequent visits became more in-depth a 

slight tension began to creep in.  Nurse B was sensitive to this and took the opportunity 

when circumstances allowed, to separate the appointments.  This permitted both 

individuals to gain more from the consultations without compromising their friendship. 

 

“Certainly one of them was far more open about things after looking at the book.  

In fact, we’re considering even a referral to psychology for her.  She’s thinking 

about that at the moment to try and address some of her issues that she has 

which go right back to childhood really.  She has an adopted daughter and she 

worries about her weight and she’s worried that she’s not being a good role 

model.  The booklet certainly has made her aware of her role as a mother and 

how she can be a good role model to this girl”(B). 

 

Nurse B explained how the partnership had developed and benefited both of them.  She 

spoke of knowing the individual on a deeper level and how this helped trust and 

openness to evolve thereby leading to better outcomes. 

 

“I have been seeing her very regularly and she’s someone who I knew a little bit 

before but not very well.  I feel we really have formed a very close relationship, 
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professional obviously and she feels comfortable.  She always comes to the 

appointments whereas before my previous experience of her was that she was a 

bit of a non-attender which made me think she was burying her head basically 

and didn’t want anybody telling her what she was doing wrong and you know, 

she didn’t want to hear it really, I think before.  She’s someone who’s been sent 

to me.  She tends to be sent to me when she’s not towing the line.  She’s someone 

who also has asthma and smokes.  She used to use God knows how many 

ventolin inhalers in a month.  We would try to address that.  We tried to make a 

proper diagnosis.  We tried to get her to use inhaled steroid and she wouldn’t 

have it really.  She wasn’t interested but I think things in her own personal life 

changed as well.  Her marriage broke up and she’s on her own now with this 

girl and she’s really had to come on has learned to drive.  She had to sell the 

family home and she lives in a horrible flat in a horrible estate.  Her husband 

had told her she would never do it so things have changed in her own personal 

life too.  Maybe we were just lucky that it was the right time to approach her and 

she attended very regularly and was very happy to come to me and talk about all 

sorts of issues in her life.  At the same time has managed to lose some weight so 

we are encouraged.” 

 

This demonstrates how the development of a real partnership can help people change.  It 

also showed that Nurse B had insight into using a holistic approach.  It seems that this 

approach encompasses both the art and science of nursing when sometimes “You’re 

seen more as a sounding board or a support rather than a sort of clinician, if you 

like”(B).  It is acknowledged that taking a holistic approach is not an easy option for 

either nurse or individual but the partnership can prove beneficial.   
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One morbidly obese, 49 year old female (B02) started the study with a weight of 113kg 

(BMI 48.9).  She had enjoyed swimming in the past and decided that she would try it 

again.  Due to mobility problems she found it difficult to get in and out of the pool so 

made arrangements for the use of a hoist.  She had been several times when the hoist 

broke.  Unfortunately, the attitude of the pool attendant made her feel that she was to 

blame.  In the past this would have made her comfort eat but through completing and 

discussing the map with Nurse B she learned how to cope better with stressful 

situations.  “The map brought up feelings about myself and the way some people 

reacted to me.  This was very difficult at times.” (B02) 

 

Learning new coping strategies takes time and sometimes the situations very stressful.  

Unfortunately, when her daughter was hospitalised and required emergency surgery she 

coped less well resulting in some weight gain.  Nevertheless, overall she still lost 2 kg 

during her time in the study and was not disheartened.  For someone with such complex 

problems this was a good start and she certainly valued the partnership built up with her 

nurse.  “My nurse is wonderful.  There is no pressure, and I hope to continue until I 

reach a good weight.  Thanks!” (B02) 

 

The following extracts from her booklet reflect how useful the weight management map 

may be in identifying areas for change and seeing what has been achieved. (Table 6.9) 
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Weight Management Map Before After 

Regular activities Dog walking 
Garden 
reading 

Walking 
swimming 
stairs at work 
 

Eating and drinking Too many take-aways 
Meals are OK but too 
much snacking choc and 
biscuits 
 

Less take aways 
Still snacking a bit 

Mobility Going upstairs is a 
problem 
Sore feet sometimes 
 

Improved 

Feelings about myself Still tend to run myself 
down  
More confident than I  
used to be 
 

Up and down but less 

Body dissatisfaction Everything! Pleased that I’m feeling 
better but still hate my 
body 
 

Benefits of weight loss Health improvement 
Feel better about myself 
Clothes 
 

Fitter 
Clothes 
Example to K (daughter) 

Beliefs about weight 
management 

Need to get organised 
properly 
More exercise 
Control fats and sugars 
 

I’m sure I can do it if I can 
keep reminding myself 

Social contacts Limited outside work Still same small circle of 
friends and sister 
 

Support Not a lot in family apart 
from my sister 

Sister 
Nurse 
 

Health problems Diabetes 
Self-esteem 

Diabetes 

 

Table 6.9 Before and after weight management maps for B02. 

 

Her 53 year old friend (B01) was taller and weighed 143 kg giving a BMI 51.3.  Her 

problems were less complex but nevertheless difficult for her.  Her husband had a long-
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term illness and with the addition of other family commitments she had no time to 

herself.  With encouragement she too looked at herself in a much more holistic way and 

decided to build in time during the day for herself and targeted three key areas for 

action.   

• To walk better  

• Not feel so guilty 

• To have a hobby 

These key areas reflect how different this approach is.  Later she also went swimming 

with her friend but there was no ‘weight management map’ completed at the end of the 

study to document changes.  Although she was less diligent about completing the 

booklet, perhaps recording it elsewhere as Nurse B explained when giving comments on 

the booklet  

 

“I think it’s a good diary, if you like, of progress.  It’s a handy size, although 

one of my patients did comment that she would have preferred a sheet that she 

could put up somewhere that she could refer to.  She knew what it was and it 

would remind her.  The book she tended to leave it lying about and then forget 

where it was”(B).   

 

Confirmation was given by B01 when she wrote comments about the ‘Weight 

Management Map’.  “I would prefer a poster format that I can put on the kitchen wall 

so I don’t lose it and see it more often.”  An additional thought about ‘My Action Map’ 

was also expressed. “A wipable one can be upgraded as you progress”(B01). 
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These suggestions showed that she took ‘ownership’ of this approach and wanted to 

personalise it for her own particular needs and this may partly explain why she lost 7kg.   

 

The two individuals who were recruited in this practice seemed to have been helped to 

take a much broader view of obesity management than those from practice G.  

Although, in common with some others, “The initial thinking about it” (B01) was 

important and another change had taken place in that it helped her to “focus more on the 

successes (with rewards) rather than on failures” (B01).  She did not specify in the data 

what these rewards were but her friend aimed to reward herself with “a few days 

away”(B02).  B02 also demonstrated that sometimes before any food or activity 

changes can take place other adjustments need priority.  “That feeling better about 

myself doesn’t need to be losing weight.  Liking myself more for who I am.”(B02).  This 

starting point can then lead to “making me more conscious that losing weight makes me 

feel better in myself”(B02).  Only once confidence is gained does weight management 

become beneficial and not cause such negative feelings.   

 

The following is an example of an individual in one such practice.  She (W03) had long 

term weight problems and a number of years previously had been referred to specialists 

for weight management without success.  More recently, while taking part in this study, 

she had been prescribed Xenical and later Reductil, again without success.  She, in 

common with another individual in the practice believed that “diets have been proved 

not to work for me”(W03).  Ingrained beliefs such as these are very difficult to deal 

with.  In spite of viewing the booklet as being good she did not find it at all easy to 

identify and decide on areas for action with the nurse.  Her comment that “overeating 

was never the problem”(W03) might indicate that she felt as if she were being accused 

of overeating and therefore, her experience of using the approach was very poor.  
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However, at a later date, it may be that as the therapeutic relationship built up with the 

nurse she was helped to be more self-aware and honest with herself resulting in a loss of 

3.5kg.  Progress may have been hindered by a lack of support from other team members 

in practice.   

 

Having examined in depth interactions between PNs and individuals on a one-to-one 

basis, the following sections looks at how PNs view the holistic approach to weight 

management generally, including those PNs who were unable to recruit. 

 

6.9 Filling the void in weight management 

This section provides feedback from PNs on their general experience of using the 

holistic approach to weight management.  An emergent theme from using the holistic 

approach was that it appeared to ‘fill a void’ in weight management although there were 

also limitations to it’s use as demonstrated in the following categories: time issues, fear 

of unknown, credibility of materials, changing practice, working in partnership, taking a 

holistic approach, not for everyone and future use, as shown in Figure 6.10 
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Figure 6.10 The categories of time issues, fear of unknown, credibility of materials, 

changing practice, working in partnership, taking a holistic approach, not for 

everyone and future use in the theme of filling the void. 

 

6.9.1 Time issues 

Time was a scarce commodity making implementation of this approach difficult for 

nurses especially as most of them had to incorporate it into their existing time 

schedules. 

 

 “My only problem is the time factor.  Not just for my personal approach way.  It’s like 

for anything that you have to motivate people and help them change their behaviour.  

You don’t have the facility or the time factor so this is all done in a 10 minute slot”(S). 

 

However, for those who could spend longer with individuals it seems that the benefits 

outweigh the time required.   

 

“I feel it’s probably quite time consuming BUT obviously the benefits are there 

if you are willing to put in the effort and the work and the time because it’s not a 

Fear of unknown 

Credibility of materials 
Future use 

Changing practice 
Not for everyone  

Taking a holistic approach Working in partnership 

Filling the 
void 

Time issues 
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quick 10 minute appointment.  Then hopefully the benefit of that would 

encourage you to use it more”(B).  

 

This approach was not intended as a quick fix but takes a long-term view.  Even 

individuals who gave encouraging signs that they intended to make changes permanent 

realised that change took time as there were “still areas I want to change but am taking 

it slowly”(S01). 

 

6.9.2. Fear of the unknown 

Although PNs viewed the educational booklet ‘A holistic Approach to Weight 

Management’ as relevant, most of them found it initially daunting.  In addition to the 

format of the booklet, part of the reason for the initial feelings may be due to the holistic 

approach to weight management being “very different, completely different from 

anything I’d done before”(G).  One nurse suggested that the A4 size of the nurse 

booklet was forbidding as “it looked like exam time”(S) so perhaps an A5 size would 

have been better.  Her initial reaction of “Oh no, look at this writing” soon subsided 

when she “ sat down with a cup of tea, and I enjoyed it, especially, as I say, the case 

studies.  I can identify with that”(S).   

 

Another nurse reported similar reactions   

 

“It’s the fear of the unknown as well, you know.  We’ve never had this before.  I 

thought, oh God, what have I got into here, you know….BUT when you actually 

take the time to sit down and read it, it all makes so much sense and the two 

patients that I did have involved in it said exactly the same”(B).  
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Rather than the materials being daunting it was carrying out the study that made one 

nurse hesitate before committing herself.  “When I saw that I thought ‘Yeah, that looks 

like a good idea and then I thought oh trying to get patients and trying to get them to 

follow it could be a hassle but then when I actually looked at it”(J).  

 

6.9.3 Credibility of the materials 

Once the nurses had a look at the educational materials they became more enthusiastic.  

“ It sounded a super idea and its well laid out and you think, this is something I could 

really use, you know” (F).  For some there was too much depth in the nurse booklet but 

one nurse expounded her view on why this was required.   

 

“I think there was a fair bit of depth there but I think obviously you needed to 

have some kind of evidence to back up what you were saying.  You know, I mean 

you get a lot of stuff through the post or whatever and you think, yeah, that 

sounds great but where’s you evidence to back this up.  But certainly there’s 

evidence there to back up what you were saying.  I think that made it a bit more 

credible.”(K). 

 

All the nurses liked the case studies.  “I love the case studies, I think that’s the way to 

go for nurses” (S) for the following reason  “I think it’s when you’re working with 

patients all the time that it gives you something to relate to” (K).   

 

The patient booklet appealed to all the nurses who used it with patients.   
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“It appealed to me because its not a big huge thick book that I think patients would find 

daunting.  I mean, if they saw pages and pages ‘oh, boring, before they even start.  I felt 

it was quite a nice simple straight forward well laid out approach”(R).   

 

Nurses therefore found the holistic approach a credible, relevant and practical 

alternative to traditional ways of dealing with obesity.  There was interest too from GPs 

in one practice.  “It just happened to be mentioned in the coffee room so I jumped on the 

opportunity and showed the GP the info and stuff like that.  She was really quite 

interested, you know”(J).  The interest appeared genuine as the materials were acquired 

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 were unable to recruit for the study.  

Some took on board the holistic message for their practice.   

 

“The material did bring that home to me that I hadnae looked at it quite from, 

looked in more depth at it from a holistic, and that does take a bearing with your 

patients when you’re talking to them, asking them if there is any other things 

involved, and stresses and problems and what have you and taking that into 

account more so now”(V).  

 

 One nurse detailed the effect on her practice.  

  

“I probably have made a lot of changes.  Again, it boils down to this holistic 

approach.  I think again I was very channelled in how I educated patients but 

now I think I can make them, you know, look at a much broader picture of their 
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life of what’s going on in their life to sort of then obviously be able to focus on 

their sort of weight management.  Although I haven’t actually recruited anybody 

it’s definitely helped”(E8).    

 

Her enthusiasm extended to thinking about “if there 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.  So I’m gonna have to try and do 

maybe even talk to them a bit longer about getting – you know, bring feelings up 

and things, oh I don’t know, it’s just time, I think”(T).    

 

Her uneasiness about addressing feelings may be why she was 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 approached, as it was “probably my fault that 

neither of them worked, really”(T). 

 

In addition to raising awareness of what impacts on obesity the materials were 

useful.   “Just being a bit more aware of the wider issues and to not focus in 

maybe just so much in on what people are eating and how much exercise they’re 

doing.  You know, whether there’s maybe social things going on or whatever… I 

would definitely adopt the 10% thing, I think it is a good, a really good gauge to 

start with”(K).   
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When applying it to practice one of the nurses said, “It’s just having your finger on the 

button really and it turns weight management into something very concrete and quite 

important without them getting sort of obsessed with calories and things like that”(J).   

 

The conversion chart also proved useful.  “It 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 practice.  “You could see the light in their 

eyes when they had lost lbs but say half and kilo or point 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 never been asked what they 

thought before.  They have been told rather than being part of a partnership”(S).   

 

The experience of working together in partnership with individuals seemed to add to the 

appeal of this approach for nurses as “It makes the person take part as well and take 

some ownership of it”(Q6). 

 

6.9.6 Taking a holistic approach 

One nurse said how “We were initially very focused on sort of diet a little bit of 

lifestyle where I think this was more as it is – a holistic approach to weight 

management.  It looked a every aspect of their life so I think that’s where we 

were quite keen”(E).  Another nurse explained how the holistic approach fitted 

in with her approach to practice by providing a framework. “It looked a really 

good approach and it looked as if there was a wee bit of a structured framework 
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to work towards.  Although you say to patients, where do you live and what are 

the other influences in life, what are their personal beliefs and perceptions, 

nothing was put on paper”(R). 

 

However, there were mixed opinions as to the suitability of the holistic approach for 

everyone. 

 

6.9.7 Not for everyone 

There were reservations voiced as to the suitability of the holistic approach for 

everyone.   

 

 “I felt that the patients needed to have a certain amount of hmm, how shall I put 

it, for want of a better word, enough savey to really think about this.  Not 

picking the ones that weren’t the brightest of the bunch because we do have one 

or two that I really don’t think would be able to get their head round it”(V).   

 

This is a key issue when considering how to best to help individuals but in actual fact it 

was used by Nurse J with someone who had learning disabilities.  Her carer helped her 

to complete the booklet and she started losing weight although put some back on when  

becoming “excited about holiday”(J01). 

 

Another potential difficulty was the lack of literacy skills.  It had been anticipated and 

was highlighted by the experience of Nurse A.  “I didn’t realise one of them had 

difficulty reading so that was a problem for her and it ended up we wrote out the book 

together. I wrote what she told me”(A).   
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Nurses tended to select those ‘heart sink’ individuals who had tried many times in the 

past to lose weight.  It seems that the advice giving of prior interventions were not 

always successful.  “It’s all very well giving the advice if they take it and it works then 

that’s fine.  If it doesn’t then it’s not so easy after that.”(V).  Judging by the results of 

this study it would appear that the holistic approach is particularly suited to weight 

management, in particular those who are in the higher BMI bracket and individuals with 

long term weight problems. 

 

6.9.8 Future use 

Most nurses said they would use this approach again and some asked for more booklets 

to use with other individuals post study.  One nurse, however, could not “see myself 

being able to commit that sort of time again”(A).  Others suggested that if it was 

modified they would consider using it.  The part that everyone agreed caused greatest 

difficulty was the design of the ‘action maps’.  They were “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 that “once they got the hang of it they were up and 

running, they were away ahead of me.  Basically, with that wee bit extra time they 

seemed to kind of, you know, manage quite well”(R).  The researcher took on board 

these messages so the action maps were adapted (APPENDIX 20) on completion of the 

pilot study to make them simpler and provide more writing space.  It is hoped that with 

the adaptations time would be saved.  

 

Some nurses said they would be selective in their future use because  

 



235 
 

“some people don’t have huge problem with it but would like to just be 

monitored.  The fact that they are coming to see someone, something to aim for, 

sometimes that’s just enough for people and not everyone can afford to go to 

clubs and things”(B)  

 

but use it with “probably people who are grossly overweight and had to have very risky 

health problems due to their weight”(B). 

 

Others saw the potential for using the approach with everyone.  “I would like to even 

use this first hand, right at the very beginning for everybody”(R).  One nurse thought 

she would “use it quite a lot because it is a rising problem in our practice”(J) and again 

specified “I will use it with like people coming newly to me”(J).  Opinions as to the 

value of this tool for every individual therefore differed but the final word is given to 

Nurse J.  “I think having a structured positive holistic tool like this I think I would 

hopefully, my patients would benefit more.  It’s not 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 effectiveness of the holistic approach to weight 

management in terms of weight loss before going on to examine the relevance of 

identifying different aspects in relation to the whole person.  The difficulties of 

implementing the holistic approach are then discussed, followed by further discussion 

on the utility of the booklets, the experience of using the holistic approach and the 

education and support provided.  Consideration is then given to the role of practice 

nurses (PNs), particularly working in partnership with obese individuals and the 

influence this had on moving individuals towards self management.  The difficulties of 

implementing weight management are considered next and finally, conclusions are 

drawn in relation to a holistic approach to weight management in primary care. 

 

7.1 The relevance of taking a holistic approach 

Overall, the holistic approach developed for this study appeared to have some impact on 

weight management.  It seemed to have an impact on both those individuals who were 

overweight and also the nurses who used it in practice.  However, it is accepted that this 

is a small study, although, there appears to be some positive outcomes in using this 

holistic approach as against ‘traditional’ approaches.   

 

7.1.1 The effectiveness of the holistic approach in terms of weight change 

In terms of weight change the results suggest that the holistic approach is reasonably 

effective in the short term.  Due to the very small number recruited for this study no true 
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comparisons with other interventions can be made.  However, some indication of 

effectiveness may be gained by examining the results with other UK primary care 

studies.  In a randomised controlled trial, Moore et al. (2003) found that their 

intervention for obesity management made no difference.  The more effective 

Counterweight (2004a) model provided greater detail thus allowing some comparison.  

There were similarities between Counterweight and the holistic approach in mean age 

(50.6 vs 49.6) and drop out rates (13% vs 14%).  Recruits to the Counterweight 

programme had a lower BMI (36.9 vs 39.4) and had fewer co-morbidities (75% vs 

100% with at least one co-morbidity).  Fewer Counterweight subjects had lost >5% of 

their weight after three months (13.9% vs 17%).  These results are promising in terms of 

short term weight loss judging by estimates of 10% success rates (Brown and Psarou 

2006) but these comparisons should be treated with extreme caution.  No conclusions 

can be drawn about possible long term outcomes of the holistic approach.  Since most 

people regain lost weight over 5 years (Stern et al. 1995; Anderson et al. 2001) it would 

be necessary to undertake a much larger and longer study to gain such evidence but 

other factors also need to be considered. 

 

There are many strands to the holistic approach and therefore many elements might 

contribute to it’s success or otherwise.  The question is what components of the holistic 

nature of the approach made the difference.  It is acknowledged to be a complex 

intervention (Campbell et al. 2007) looking at the whole person incorporating physical, 

social and emotional influences on weight management.  PNs and individuals who were 

able to incorporate these perspectives were able to take a broader approach to 

intervention.  There seems to be some advantage to looking at the whole person as it 

appeared to move people away from just being diet focused.  It was apparent from the 
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findings that people were able to see the relationship between physical, social and 

emotional aspects of weight management.  It also seems that having looked holistically 

at weight management they learned more about the relevant parts to work on (Thorne 

2001).  However, not all individuals and practitioners identified with the holistic 

approach, indicating perhaps, that this approach is not for everyone.  

 

7.1.2 Identifying parts of the whole  

The holistic approach identified areas which may not be identified in usual practice for 

weight management.  For example, bereavement issues and being a good role model 

influenced different stages of weight management.  Perhaps these issues came to light 

because of the holistic nature of the approach. 

 

It appears that unresolved grief may affect how people manage their weight as indicated 

by the lady whose son had committed suicide.  In another instance a man had come to 

realise that his weight problem began following his brother’s sudden death.  On using 

the materials with his wife he realised the connection between his weight and 

unresolved grief perhaps showing the importance of spousal support (Cramer 1991; 

Koivaula et al. 2002).  However, there seems to be limited evidence for spouse support 

in weight management (McLean et al. 2003) perhaps indicating the need to take a 

holistic approach.       

   

While the usual focus is on how individuals can gain support from others, a different 

aspect of weight management emerged from this study.  The weight management map 

helped one individual to become aware of her responsibility as a good role model for 

her daughter thus providing an incentive to make changes in her own life.  Families tend 

to follow similar dietary habits (Rodin 1992) and since mothers are usually the principal 
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providers of food for the family (Benton 2004) they play a key role in the type of foods 

provided.  The mother in this study planned to reduce her own consumption of take-

away meals and snacks which have grown in popularity (House of Commons 2004) in 

an effort to be a better role model for her daughter.  This tactic was also used by a father 

in a study by Jackson et al. (2005).  Being a role model for physical activity is also 

important as Gable and Lutz (2000) found that television watching was associated with 

childhood obesity.  However, parents who were active themselves and encouraged their 

daughters to be active were positive role models (Davison et al. 2003).   

 

Coping in the wider community is not always easy as was illustrated by one individual 

who received a gift of chocolates from a friend.  This gift which superficially appeared 

to be supportive, had a negative outcome.  As gifts (Helman 2000) and friendship are so 

tightly bound there may be a fear of damaging the relationship if gifts are refused.  One 

individual in the exploratory phase found that pressure from friends coerced him into 

having more alcohol than he planned.  These situations demonstrate how influential 

friends, (Nestle et al. 1998) inadvertently or deliberately sabotage the actions of 

individuals trying to manage their weight.  Friends, however, may not be the only 

influence on weight management practices. 

 

One individual encountered negative attitudes at the local pool when she made a real 

effort to return to swimming.  In the past, following such a negative experience she 

would have used food as a comfort.   Her reaction on this occasion was different as she 

was able to see the broader context and take more appropriate action rather than 

allowing the rejection to drive her to food.  However, helping 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 management is not an easy option as PNs 

not only have to help individuals deal with prejudice but also have to set aside their own 

prejudices (Brown 2006).  It is argued by anthropologists that the ‘blame culture’ in 

obesity was associated with a puritanical attitude towards food in Northern Europe (De 

Garine and Pollock 1995) where a lack of discipline was viewed as sinful.  Crandall 

(1994) agreed but further explained that from an attributional stance if obesity is viewed 

as controllable then individuals will be blamed for their lack of control and stigmatised.  

Weiner et al. (1988) further clarified that the perceived lack of control was seen as the 

obese individual being unwilling to make an effort to take control.  One PN seemed to 

find it difficult to take a holistic approach and preferred advice giving but when that 

failed to have an effect she suggested that the individual go elsewhere for weight 

management.  Health professionals taking this stance may tend to blame and stigmatise 

individuals.  This behaviour could be at odds with the Nursing and Midwifery Council 

(NMC) code of conduct, which states that nurses must “respect the patient or client as 

an individual” (Semple and Cable 2003 p.41).  It might be argued that the holistic 

approach to weight management proposed in this study provides the necessary channel 

to facilitate ‘appropriate behaviours’.  Unfortunately, even health professionals such as 

physicians, nurses and dietitians who are involved in obesity management frequently, 

and in the researcher’s view incorrectly, relate poor hygiene, lack of will power and 

dishonesty to obesity (Puhl and Brownell 2001).  It follows that these beliefs influence 

the approach to practice. 
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Implementing a holistic approach requires some means by which it can be facilitated.  

The approach taken here was of developing a booklet and weight map in which holism 

was utilised in conjunction with some educational support from the researcher. 

 

7.2.1 Booklet for holistic care 

The booklet ‘My personal approach to weight management’ was designed to aid the 

development of partnership working between nurse and individual in a holistic way.  It 

seemed to strike a chord with most PNs who took ownership of the holistic approach as 

it reflected their own philosophy to care.  Individuals likewise stated that the booklet 

helped them take control of how they managed their obesity unlike the study, by Currell 

and Urquhart (2004) who found the only benefit of individuals keeping their own 

booklet, was that they were less likely to be lost.  The booklet in the present study 

appeared to achieve its aim of facilitating a holistic approach.  It also helped some 

individuals to address issues such as reflection, taking control, trust and power sharing. 

 

7.2.1.1 Weight management map 

In particular, the weight management map, promoted self-reflection, leading to 

identification of areas for change.  It was devised by utilising evidence from individuals 

in the exploratory phase.  The inclusion of quotes from individuals from the exploratory 

phase may have been part of the reason why those taking part in the intervention found 

the map relevant to their own needs.  Although care had been taken to include only a 

selection of quotes to stimulate the individuals’ thoughts about the way they managed 

their own weight that was not always the outcome.  One individual was known to have 

used the map provided for the nurse.  The map for the PNs contained a much larger list 

of relevant quotes from the exploratory phase.  This was to help PNs be aware of the 

range of possible influences on weight management but not intended for use by 
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individuals.  Unfortunately, it was used by one individual as a checklist and, in so 

doing, did not stimulate her to think about what influenced her own weight.  That 

particular individual had a poor outcome suggesting that using the booklet on it’s own 

may not lead to appropriate weight management.  Therefore, the weight management 

booklet needs to be used in conjunction with the nurse as stimulus for discussion within 

the nurse/individual partnership.  Stromgren et al. (2001) had similar results where 

quality of life questionnaires completed by cancer patients provided a focus for 

discussion.  Furthermore, they compared the questionnaires to nursing records to 

discover that although nurses were good at pinpointing physical impairments, they less 

often identified other areas of impaired well-being.  This highlights that, rather than 

only the PN undertaking the assessment it is important to involve the individual.  In this 

study, the weight management map provided challenge without blame, as it was the 

individuals themselves who identified their current lifestyle.  A number of individuals 

provided evidence for this supposition when they stated that writing things down helped 

them realise what they needed to do, which is the first step to self-management.   

 

However, the map may bring up uncomfortable topics.  The legitimacy of encouraging 

people to do so may be debatable as not all nurses feel comfortable with this.  The 

experience of one individual was that dealing with the issues raised helped her move 

forward and make changes to succeed in weight loss.  Nonetheless, another individual 

felt that using the map was intrusive when it identified his depression.  Care may be 

required in selecting with whom to use the approach and highlights the dilemma of 

helping people change without doing harm.  These experiences underline the need for 

professional skills in dealing with unexpected situations that may arise. 
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7.2.1.2 Goal and action planning 

It could be deduced that both the type of materials and the nurse/individual relationship 

were crucial for goal setting.  Although individuals identified the components of their 

own lifestyles and the map concept seemed to help them see the links between various 

aspects, occasionally they did not carry that through to identify goals.  It appears that 

working in partnership with their nurse to create a plan of action was particularly 

important in these instances.  This seems to indicate some individuals find it difficult to 

implement goal and action planning without support. 

  

It may be that the booklet and map in this holistic approach helps make a distinction 

between long and short-term goals.  Writing down and reviewing the short-term goals 

seemed to help individuals create and achieve long-term goals with associated rewards.  

It would appear that when short-term goals reflect the individual’s own goals they are 

more likely to be achieved and avoid “the danger of disheartenment” (Roper et al. 2000 

p.137).  Furthermore, as happened occasionally in this study, focusing almost 

exclusively on food for these goals did not result in weight loss.  This highlights the 

importance of a taking a broader holistic approach to identify appropriate goals and 

action planning . 

 

7.2.1.3 Written plans 

The action map, where individuals wrote down their goals, achievements and rewards 

although very relevant was reported to be more difficult to use at first.  A Cochrane 

review (Toelle and Ram 2006) suggested that the use of such written plans in asthma 

care did not necessarily improve outcomes.  However, these plans were probably 

focused on medication and peak flow readings.  Therefore, the plans were likely to be 

implemented from a prescriptive perspective rather than holistically as in the present 
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study where individuals reported that writing things down was very useful.  The nurse 

and individual also worked in partnership to clarify outcomes but time pressures often 

limited discussion when using the booklet in consultations and this restriction in time 

may have compromised outcomes.  Stapleton et al. (2002) who undertook research into 

evidence based leaflets in maternity care concluded that if materials were not discussed 

their potential was greatly reduced.  Therefore, if good outcomes are to be achieved, 

sufficient time must be provided for these discussions.  This is particularly relevant for 

the holistic approach where physical, social and emotional factors may impact on 

weight management and therefore require time to identify pertinent issues. 

 

This study demonstrated that taking a partnership approach using the booklet ‘My 

Personal Approach to Weight Management’ could improve outcomes.  In an editorial of 

a medical journal, Holman and Lorig (2000) asserted that taking a partnership approach 

does produce more effective outcomes.   Koch, et al. (2004) in another asthma study 

demonstrated that where individuals were able to take control through partnership, they 

were able to alter their lifestyle and improve outcomes.  Their conclusion was that 

“There needs to be a focus on providing people with the means to grow and learn in a 

participative relationship that cannot be fully realized with ‘off the shelf’ self-

management solutions.” (Koch et al. 2004 p.484).    

 

Regardless of being designed for use by everyone, the booklet in this study appeared to 

provide individualised care by aiding the growing and learning processes for both PNs 

and individuals.  Nonetheless, although some PNs in this study were effective in 

assisting individuals with obesity management the evidence would suggest that it might 

not be suitable for every individual and may need further support.  Furthermore, perhaps 
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a greater impact would have resulted if more support and education had been provided 

for PNs in practice. 

 

7.3 Experience of using the intervention 

Irrespective of support and educational needs it could be argued that establishing a 

therapeutic relationship is not instinctive to nurses and requires effort (Moyle 2003) and 

the emotional effort involved may be too taxing for some (Smith 1992).  Some may 

prefer to keep a degree of detachment particularly if individuals are likely to want to 

discuss problems with which the PNs feel unable to deal (McQueen 2000).  Hence the 

holistic approach taken in this study where the ‘weight management map’ appeared to 

raise awareness in individuals may have been more difficult for some nurses.  Nurses 

may implement blocking tactics to avoid emotional issues disclosed by individuals if 

they feel uncomfortable and unable to deal with them (Wilkinson 1991).  These 

blocking tactics such as ignoring individuals’ cues and changing topics may enable 

nurses to concentrate on their own agenda by maintaining control (Wilkinson 1991).  

Keeping control, it could be argued does not facilitate a holistic approach (Phillips 

1996).   

 

The setting in which nurses work also appears to have an impact. If they perceive 

themselves as having personal support from their practice hierarchy, like practice B, 

they may be less likely to use blocking tactics (Booth et al. 1996).  Dealing with 

emotional issues, however, “involves feeling, and feeling involves personal 

vulnerability.”  (Henderson 2001 p.131) which, perhaps for some PNS, may have too 

high a personal cost.  
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Several PNs who recruited individuals in this study appeared to feel very comfortable 

with the holistic approach, and this enabled them to introduce the subject of weight with 

individuals and encompass emotional care in their management.  It appeared that the 

materials encouraged the therapeutic partnership as more than one nurse in this study 

indicated that the holistic approach was fairly intense but suggested that addressing 

emotional needs was not unusual in primary care nursing.  In fact, one nurse stated that 

it was worth the time and effort thus providing a great deal of job satisfaction (Staden 

1998).  This was also the finding of Gallant et al. (2002) but according to Simpson 

(1991) “deeper feelings the patient has will become known to a nurse only if the 

relationship is a sound one” (p.96).  

 

Phillips (1996) asserted that the first aspect of involving emotional work in the 

therapeutic relationship is for the nurse to provide reassurance and a ‘sounding board’ 

for individuals.  One of the PNs in this study used the same terminology when she 

described working with individuals.  It would appear that by “acting as a sounding 

board against which the patient may air his views and give full expressions to his 

feelings in a non-judgemental relationship” (Peplau 1988 p.226) she was implementing 

beneficial nursing care.  The outcome of her therapeutic encounters in the study 

produced good results, which Phillips (1996) indicated was the second aspect of 

emotional involvement.  Emotion, as mentioned earlier, is a key theme of Peplau’s 

model and is used to help the individual to develop better coping skills.  It therefore 

appears that if a trusting relationship develops between PN and individuals, individuals 

can talk about their problems and be assisted to recognise their own reactions and 

coping mechanisms and learn from them (Pearson et al. 2005).  By doing so may lead to 

changes in behaviour and improved coping skills when faced with new situations. 
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However, as also highlighted earlier, there may be a gender difference in confronting 

emotional issues.  There was evident discomfort expressed by one man when the map 

raised his awareness of depression.  Another man appeared to have difficulty either 

realising or expressing the relationship between his weight gain and his brother’s 

sudden death.  These situations suggest that men may find emotions difficult to deal 

with or express.  Emotional expression may be learned in childhood.  It appears that 

parents respond differently to the emotions of their offspring as unlike girls, boys are 

punished for expressing sadness (Garside and Klimes-Dougan 2002).  The result may be 

that in adulthood men are more reluctant to articulate their feelings and seek support 

(Burleson 2003, Ryan et al. 2005).  Awareness of a possible gender difference may be 

important as it could be argued from the results of the exploratory phase that if 

emotional well-being is addressed weight loss would be the outcome.  However, men 

may not feel comfortable with addressing emotional issues and so raises the question of 

the relevance of the holistic approach to both men and women.   

 

7.4 Education and support  

Whilst the booklets and partnership working appear to be essential for the holistic 

approach a further key component must also be a need for PN education as Brown et al. 

(2007) identified that there is a lack of knowledge and understanding about obesity 

management.  Nurses are aware of their need to continually develop their knowledge 

and practice (Thomson 1999) but PNs in this study expressed their need for support and 

training in obesity management.   

 

The booklet ‘A Holistic Approach to Weight Management’ aimed to provide at least a 

background to obesity and described a holistic approach to management.  It produced 
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small changes in nursing practice in those PNs who were unable to recruit individuals 

and had no other input from the researcher.  Grimshaw et al. (2001) included nursing 

education in a comprehensive overview of systematic reviews regarding professional 

education in health care.  They found that while education had a positive effect on 

nurses, printed materials alone had minimal impact.  A later systematic review by many 

of the same authors (Freemantle et al. 2006) came to the same conclusion. 

   

7.4.1 Outreach visits 

In this study, other methods of education were employed in addition to materials, 

including outreach visits.  Grimshaw et al. (2001) agreed that outreach visits were 

generally effective and Fairall et al. (2005) concluded from their primary care study in 

South Africa that nurse practitioners had improved the identification and treatment of 

tuberculosis and asthma.  However, there was no improvement in smoking cessation 

(Fairall et al. 2005) perhaps due to the restricted time that nurses had in consultations 

with individuals or a lack of skills to encourage behaviour change.  O’Brien et al. 

(2006) included a smoking cessation study in their systematic review where outreach 

visits along with written materials and educational meetings proved successful.  In 

addition to reminders and feedback, they also highlighted the benefit of several outreach 

visits rather than only one.   

 

In this study, outreach visits were a key part of the planned educational process and 

considered to contribute to improving weight management.  These visits allowed the PN 

and researcher to discuss difficulties that arose, particularly in relation to PN and 

individual consultations and how to progress intervention.  However, not all PNs took 

up this opportunity although it appears that situational learning is beneficial (Grimshaw 

et al. 2001).  The greatest benefit seemed to be gained when the researcher and PN 
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shared a consultation with an individual.  This provided an opportunity for the holistic 

approach to be actioned in practice without the researcher taking over the consultation.   

Following the consultation, further education took place in the form of ‘reflection-in-

action’ (Schon 1987).  This reflective practice appeared to aid PNs to see weight 

management in a new way and recognise a broader range of options to intervention 

(Paniagua 2001).  It may have been, however, that the two nurses who availed 

themselves of this opportunity had already acquired knowledge and understanding of 

holistic interventions and perhaps felt more at ease with sharing a consultation.  

Furthermore, the individuals who came to them for obesity management also indicated 

their satisfaction with such encounters.   

   

7.4.2  Education and attitudes  

It may be that participating in a consultation using the holistic approach had an effect on 

the PNs approach to weight management.  Although the booklets were underpinned by 

a non-judgemental approach, perhaps sharing a consultation provided further emphasis 

as the PNs had developed greater self-awareness, facilitating the development of a 

partnership with individuals.   

 

 It may have been difficult for some PNs to avoid being influenced by negative societal 

beliefs about obesity.  A recent review by Brown (2006) confirmed that nurses 

displayed similar negative views to GPs with regards to individuals with obesity.  Any 

lack of success in weight management may have contributed to feelings of frustration 

for some PNs in this study.  This, in turn, may have led to individuals feeling that they 

were being blamed for poor outcomes, as found by Ogden and Hoppe (1998), although 

they also found that nurses with more experience had more positive attitudes.  Perhaps 
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education for obesity management should incorporate societal attitudes to increase 

understanding of what it is like to be obese and thereby view individuals holistically. 

 

For those PNs who did not share a consultation with the researcher, an educational 

workshop may have provided generally better outcomes as such interactive groups have 

been confirmed to improve professional practice (O’Brien et al. 2006).  An opportunity 

to improve therapeutic counselling skills in such groups may aid a better understanding 

of how to deal with future consultations.  For example, one individual identified in her 

weight management map that she overate and felt guilty.  As “secrecy is most often 

connected with feelings of guilt” (Peplau 1988 p.137) perhaps she was a binge eater.  

Binge eaters often eat in secret (Lyons 1998) and therefore it is not easy for individuals 

to admit to themselves, far less to someone else, what they are doing.  The weight 

management map helped raise self-awareness thereby requiring the PN to have good 

counselling skills in this type of situation to elicit information to explore further the 

possibility of binge eating.  However, this poses the question of what skills PNs are 

required to have.  It seems unrealistic to expect PNs to have specialist counselling skills, 

such as cognitive behavioural therapy, suggested for eating disorders interventions 

(NICE 2004).  Nonetheless, it seems that PNs do identify individuals who need specific 

help as several PNs made appropriate referrals to psychologists or counsellors for 

various reasons.   

 

This seems to emphasise a need for caution in using the holistic approach and the need 

for better education.  However, although PNs in this study indicated their wish to 

further their skills and knowledge in a way appropriate for nursing it appeared that this 

may not always be easy. 
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7.5 The role of the practice nurse in primary care 

Like their counterparts in New Zealand it appears that the PNs role is “largely moulded 

around the GPs in their particular practice” (Kenealy et al. 2004 p.73) thereby 

sometimes restricting the way in which they practised.  The greater emphasis on treating 

long-term conditions in primary care has resulted in chronic disease management being 

delegated to PNs as reflected by this study.  This change has been influenced by 

government policy and GPs themselves (Charles-Jones et al. 2003) through the growing 

demands on the workload by the General Medical Services (GMS) contract.   

 

It appears that nurses involved in chronic disease management may be viewed as 

substitute doctors to reduce the workload and healthcare costs in primary care (Laurant 

et al. 2004).  Should this be the case, the holistic approach would not fit in with this type 

of practice as it is not disease orientated and may be time costly. Therefore, support for 

implementation in practice would be required.  

 

7.5.1 Obesity management in primary care  

Nurses may not always receive the organisational support they require to change their 

practice (McKenna et al. 2004; Brown et al. 2007) even in the short term.  It is 

therefore, important to understand the context in which PNs work.  

 

The allocation of GMS points (NHS 2005) for the identification of obesity in primary 

care indicated that a greater priority was to be placed on obesity management.  

However, providing intervention once individuals have been identified as being obese 

may be compromised by competing priorities and level of general practitioner 

commitment (Counterweight 2006).  Funding influences priorities and the Scottish 
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government (2008) have very recently committed £15million directly targeted at 

tackling obesity over the next three years.  Part of that funding is aimed at primary care 

but there appears to be a lack of enthusiasm to implement weight management 

strategies, in particular, it seems one that takes a holistic approach. 

 

In the UK both GPs and PNs contend that they treat individuals in their care holistically 

(Charles-Jones et al. 2003) but this approach is hampered by current incentives in the 

GMS contract (Howie et al. 2004).  One of the PNs in the present study highlighted how 

the need to document the requirements of the existing contract is detrimental to the 

interactive relationship between practitioner and individual (Michie et al. 2004). 

 

A bigger influence on implementing obesity management is probably the attitude of 

GPs towards individuals with obesity.  Some PNs in this study suggested that there were 

GPs who displayed similar attitudes to GPs in research undertaken by Mercer and 

Tessier (2001) where obesity was viewed as a behavioural problem rather than a 

medical one.  Further studies stated that GPs viewed obese individuals as lacking will 

power, indulgent, inactive and non-compliant (Foster et al. 2003; Puhl and Brownell 

2001).  Furthermore, they strongly indicated that individuals were the cause of their 

own obesity and therefore should manage it themselves (Epstein and Ogden 2005).  In 

such environments, nurses interested in obesity management may experience difficulty 

in providing adequate time for intervention and could be part of the reason that some 

PNs in this study felt unsupported although no attempt was made to interview GPs to 

ascertain their views.   

 

The attitudes of professionals have been explored in stigmatised groups such as 

substance abusers and were found to impinge on therapeutic care (Moodley-Kunnie 
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1988).  Since obesity is said to be the “last socially acceptable form of prejudice” 

(Stunkard and Sorensen 1993 p.1037) it seems reasonable to argue that attitudes would 

affect care in this group.  Furthermore, nurse theorists such as Peplau (1988) suggest 

that quality of care can be compromised by prejudicial attitudes, which are coloured by 

societal beliefs and values.   

 

Although PNs in this study, like their colleagues elsewhere (Brown et al. 2007) viewed 

themselves as having a role to play in weight management, it may be that GPs who 

employed them were generally reluctant to address obesity (Epstein and Ogden 2005).  

This may have been partly due to the lack of efficacious treatments (Foster et al. 2003) 

but more likely to be a lack of time, training and remuneration (Puhl and Brownell 

2001).  Another element in the reluctance of GPs to address obesity is the fact that more 

than half said they were unsuccessful in treating it (Foster et al. 2003) suggesting that 

interventions such as the holistic approach might be applicable to other professional 

groups.  However, these results should be treated with caution as although 5,000 

primary care physicians were randomly sampled the response rate was only 13%.  There 

may also be cultural differences as that particular study (Foster et al. 2003) was carried 

out in the United States of America (USA).  It may be that the UK is different as both 

GPs (75%) and PNs (88%) stated they had the motivation to treat obesity 

(Counterweight Project Team 2004b).   

 

Implementation may also be influenced by the importance attached to an intervention by 

GPs.  For example, it was suggested that failure to implement an evidence based 

training package to improve urinary continence in primary care (Abbott and Hotchkiss 

2001) was partly due to the lack of support from GPs who may have been influenced by 
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their view of the unimportance of incontinence.  Obesity interventions may fall into a 

similar category.  

 

A UK wide cross-sectional observational study (Counterweight Project Team 2004b) 

showed that obesity was under-diagnosed.  Women were found to have more visits than 

men to their GP or PN but they were also more likely to be weighed during the 

consultation (69% of women compared with 57% of men).  The same study also 

showed that obese men, once identified, were more likely to be assessed for 

cardiovascular risk factors than women with a higher BMI.  It may be that, unlike 

males, females are more aware of their body size, due to cultural pressure to achieve 

slim figures, and therefore, seek help.  This was confirmed in a qualitative study in 

primary care where obesity was viewed by health professionals as a "woman's problem" 

and not treated as an important health issue (Mercer and Tessier 2001).  While this 

appeared true for some of the GPs who worked with the PNs in the holistic approach to 

weight management, the nurses themselves showed awareness of obesity related issues 

for both men and women and the health implications for all.  Nevertheless, it was 

mainly women who were recruited for this study.  One reason may have been that the 

short recruitment time resulted in women being more accessible as PNs tried to contact 

them at home during the daytime.  It may also have been the case that women 

themselves were more willing to address their weight by participating in the study.  

Cultural influences, rather than health concerns, may have had a part to play for both the 

women recruits and the PNs.  Nonetheless, some PNs did recruit regardless of these 

issues. 
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7.6 Partnership 

The concept of partnership was an important aspect in relation to outcomes in this 

study.  Developing a partnership may falter at the very first steps of orientation and 

identification (Peplau 1988) if an individual seeks help in managing their weight and the 

nurse does not accept them in a non-judgemental way, listen to their needs and educate 

them in understanding obesity.  Hewitt-Taylor (2003) sees partnership between the 

nurse and individual as characterized by negotiation leading to empowerment of the 

individual and may reflect the quality of care required for better outcomes (Di Blasi et 

al. 2008).  Before going on to look at partnership development it would be pertinent to 

examine the context in which PNs work and how this might impinge on their ability to 

develop partnership in practice. 

 

7.6.1 Nurse self-awareness 

The evidence in this study also appeared to indicate that some PNs were very self-

aware.  Self-awareness is a key element in Peplau’s model and is the first requirement in 

developing a partnership with individuals (Walsh 1991).  In the guest editorial of a 

nursing journal Chavasse (1992) suggested that nurses also need to have a self-

awareness of their prejudices.  Setting aside prejudices facilitates open communication 

and “unconditional acceptance” (Peplau 1988 p.235) of individuals, which is vital to 

providing holistic care.  Historically, barriers to achieving greater communication have 

been organisational in that nurses were task orientated discouraged from becoming 

emotionally involved with patients (Menzies 1960).  Hence, attention was focused on 

the provision of physical care and other areas neglected (McQueen 2000).  This 

distancing of oneself discouraged the development of a trusting relationship. 
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Was it the case that PNs who were successful in supporting individuals with weight loss 

were more able to develop trusting relationships with individuals?  FalkRafael (2001) 

identified a trusting relationship as being non-judgemental, respectful, empathic, 

enhancing dignity and providing a safe environment.  In that same study individuals 

were interviewed and corroborated these findings.  One was quoted as saying “It’s 

because I feel safe with her, and I feel very, very confident that I don’t have to worry; 

she is not going to judge me…She’s very attuned to how I’m feeling.” (FalkRafael 2001 

p.7).  Such findings concur with those of a systematic review of patients in primary care 

(Wensing et al. 1998) suggesting that central to any intervention such as this is the need 

for nurses to establish such relationships.  This raises the question the extent to which 

the provision of materials contributes to the intervention.  As already discussed, the 

materials appear to be important but it may be that if the materials are used within a 

trusting relationship outcomes would improve further.  However, it takes time to 

develop trust in a partnership and it also depends on the particular practitioner as some 

individuals have found that even after years of attending their practitioner they never 

got to ‘know’ them (Paterson 2001).   

 

7.6.2 Knowing 

The PNs in this study talked of knowing individuals at different levels.  Some talked of 

‘knowing’ individuals at a superficial level where they arranged appointments times that 

they knew would suit individuals.  Russell et al. (2003) argued that knowing the social 

circumstances of individuals was crucial in developing partnerships.  PNs, particularly 

in more rural areas where they are usually part of the community themselves, are often 

aware of social situations pertinent to the individuals in their care.  While that level of 

knowing provides a good base on which to develop a relationship it may not be enough.  
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In order to achieve a therapeutic effect Williams (2001) contends that a level of 

closeness and intimacy is required.  

 

It may have been that others who spoke of a deeper ‘knowing’ developed a trusting 

relationship which evolved to the point where individuals felt confident enough to 

divulge very personal details.  Therefore, the findings of this study would suggest that a 

deeper level of ‘knowing’ enhances the partnership further and gives increased 

satisfaction to both individual and professional while improving outcomes.  This 

involves altering the balance of power between individual and professional.   

 

7.6.3 The power balance 

The PNs in this study tended to encourage individuals to participate in their care thereby 

altering the power balance.  By doing so they helped individuals to improve their skills 

“in meeting problems rather than in teaching solutions to problems” (Peplau 1988 

p.247).  It appeared that unlike the traditional paternalistic approach where the 

authoritarian style of consultation dictates that the power lies with the health 

professional (Nyatanga and Dann 2002).  In a partnership the power is shared through 

the professional taking a facilitative role, which leads to empowerment in the individual 

(Gallant et al. 2002).  In essence this means willingness on the part of nurses to 

relinquish the ‘nurse knows best’ attitude and believe that individuals are capable of 

making choices.  Just as parents are reluctant to allow their children to make choices 

perhaps nurses who conform to a paternalistic approach had more difficulty in allowing 

individuals to make their own decisions and set goals (Pill et al. 1999) although they 

may genuinely believe they are involving individuals in their care.  Nonetheless, the 

result of creating a parent-child relationship could have 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 that individuals became empowered 

through partnership with the PN. Plans and goals were set to fit in with the individual’s 

lifestyle by sharing their own experiences of weight management with the PNs who 

brought their knowledge and skills to the partnership.  In order to help individuals 

achieve change it has already been suggested that nurses first require self-awareness 

before they can develop a partnership with individuals and get to know them on a 

deeper level.  This, in turn, enables the individual to bring their knowledge of past 

weight loss experiences, beliefs, values and current life situations to the consultation.   

 

7.7 Self-management 

The results from this study appeared to suggest that when individuals worked in 

partnership with the nurse they participated fully in their care and felt more in control 

(Henderson 1997).  Nonetheless, it has been suggested that not all individuals want to 

participate in their care (Waterworth and Luker 1990; Biley 1992).  These particular 

studies (Waterworth and Luker 1990; Biley 1992) were carried out in secondary care 

but a primary care study McKinstry (2000) revealed that interest in participation 

depended on the type of problem and those with chronic conditions preferred greater 

input in their care.  In a qualitative study exploring the facilitators and barriers to 

participation of asthma patients, for example, Caress et al. (2002) identified having 

enough information and continuity of care as facilitators while barriers included the 

professional’s unwillingness to recognise the patients’ expertise and lack of time during 

appointments.  The findings of this present study suggest that these same factors apply 

to obesity management and therefore it is imperative that 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 endured weight problems for a long time and 

as with any long term condition they would have gained a great deal of knowledge 

particularly with regards to diet, since treatment has often been focused on diet alone.  

There is a difference between knowing what to do and how to achieve it.  It seems that 

when PNs only gave advice it probably had little impact.  The traditional paternalistic 

reaction to a lack of success would be to blame the individual for non-compliance which 

Russell et al. (2003) stated is a way for health professionals to keep control.  They argue 

that transferring power and control to individuals through a person centred approach is a 

more relevant way forward.  Although there are many definitions of empowerment in 

the literature, the one applicable here is “a social process of recognizing, promoting and 

enhancing people’s abilities to meet their own needs, solve their own problems and 

mobilize the necessary resources in order to feel in control of their own lives” (Gibson 

1991 p.359).  A way of doing so may be to incorporate the expertise of individuals into 

nursing care to encourage their participation.  Therefore, taking a participatory, person 

centred, holistic approach seems relevant. 

 

7.7.2 Towards self-management 

This study appeared to show that for individuals to develop self management skills they 

need self-awareness to enable them to recognise areas of their lives that need to change 

in order to achieve their goals.  The evidence seemed to show that reflection encouraged 

self-awareness leading to self-management practices (Elfhag and Rossner 2005).  and 

PNs were often able to help individuals in “the processes of self-renewal self-repair, 

(and) self-awareness” (Peplau 1988 p.251).  As identified by several individuals, it was 

not always easy and even painful for some but with the aid of an empathic PN, 

individuals were encouraged to believe in their own self worth and so raise their self-
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esteem (Eckroth-Bucher 2001).  In turn, this appeared to increase confidence (Eckroth-

Bucher 2001) in their ability to lose weight. 

 

The results of the current study suggest that taking a holistic approach to goal setting is 

important (NIH 1998).  Having scrutinised various areas of their life and beliefs, to 

enable them to decide on the areas for change, individuals in this study were encouraged 

to set goals.  The breakdown of these goals into manageable targets may have helped 

them to feel more in control and thus more confident in their own ability to achieve 

these targets.  However, those who gained weight tended to focus on food and 

occasionally activity thereby not looking at ‘the whole me’.   

 

As seen in this study some individuals reacted to lapses in weight control by self-

criticism (Popkess-Vawter et al. 1998).  This is often related to guilt and as “guilt 

operates outside awareness” (Peplau 1988 p.135) reduces the capacity of the individual 

to identify the changes required for better weight management.  Awareness of the 

circumstances of a lapse is important if individuals are to learn how best to deal more 

appropriately with the same circumstance in the future.  Therefore, self-monitoring is a 

useful tool for self-management (Elfhag and Rossner 2005) and incorporating it in the 

‘action plan’ appeared to facilitate self-monitoring.  Individuals were able to review to 

what degree they had succeeded in achieving their goals and adjust or introduce new 

goals as progress was made.  

 

Individuals who made progress with weight management in this study conveyed greater 

satisfaction with the relationship they had with their PN.  Perhaps, taking a person 

centred approach helped individuals become more involved in their care by 

participating (Ciechanowski et al. 2004).    
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In a nutshell, “The nurse promotes client empowerment and competency by maintaining 

the relationship, reinforcing client progress, supporting decision-making, and assisting 

the client to learn new knowledge and skills.” (Gallant et al. 2002 p.153).  The materials 

appeared to play an important part in assisting PNs and individuals to achieve 

empowerment through partnership.  Nonetheless, there appeared to be some practical 

difficulties with implementing the holistic approach.   

 

7.8 Practical aspects of implementing the holistic approach 

If PNs were expected to take a medical model approach to care it may have had 

implications for implementing the holistic approach.  Should they lack practice 

autonomy (Zwarenstein and Bryant 2000) they may feel that they have little authority to 

make changes (Funk et al. 1991).   

 

With regard to appointment times the attempts by PNs to provide longer consultations 

according to individual need were not always successful.  They were restricted to 10 or 

very occasionally 20 minutes.  Current practice for dietitians giving weight management 

advice is half an hour for a new appointment and follow-up sessions of about 20 

minutes duration (Harvey et al. 2002b).  In the Counterweight programme appointment 

times for PNs were 10-30 minutes.  The implementation of the holistic approach was 

therefore, more restricted in the time allocated to individuals.  This may partly be 

explained by the fact that it was not practice driven, unfunded and depended on the 

interest and good will of the volunteer nurses who were only permitted to take part in 

the study if it did not interfere with their current workload.  In such circumstances the 

level of PN autonomy may have been more important than for usual practice. 
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Any complex intervention which includes implementing lifestyle changes may require a 

longer appointment, at least, initially.  Like the individuals in a smoking cessation 

study, those taking part in the holistic approach may have preferred a shared approach 

to treatment but this means a longer consultation time (McKinstry 2000).  In addition, 

the recall system now generally in place for chronic disease sufferers, while it improves 

process outcomes, does not improve patient outcomes (Renders et al. 2005).  Robinson 

(2004) suggested that for good self-management in inflammatory bowel disease, for 

example, fixed routine appointments were less effective as the disease was 

unpredictable and relapsing in nature.  Obesity follows a similar pattern in that people 

have lapses of control, leading to relapse, when faced with unexpected life events.  Even 

everyday occurrences, as seen in this study, affect the way individuals manage their 

weight.  As with other chronic conditions it seems that being available for individuals at 

their point of need improves outcomes.  It would therefore seem important to have 

greater flexibility in the appointment system to allow follow-up to suit individual needs.   

 

Although initially requiring longer consultations this could even have a knock on effect 

of requiring fewer follow-up appointments (Howie et al. 2004) as individuals gradually 

learn self-management practices.  Improved care evolves through a long term 

relationship, although Cabana and Jee (2004) say it may take many consultations with 

the same professional.  Both longer appointment times and greater flexibility were 

recommended by GPs themselves (Freeman et al. 2002) but it does not appear to have 

materialised.  Nonetheless, the majority of PNs in this study managed to achieve 

flexibility in both appointment time and frequency to the advantage of patient care. 

  

Taking control, however, was no easy matter for some PNs who felt unsupported by 

their GPs.  Their experience was similar to that of Welsh PNs who saw obesity 
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management as part of their role but were frustrated about not being allowed to allocate 

the necessary time (Owen 2004).  Primary care nurses in Northern Ireland also felt that 

they had neither time nor authority to implement changes in general as they had a lack 

of managerial support (McKenna et al. 2004).  There appeared to be conflicting 

messages given to both the PNs in this current study and elsewhere.  GPs, like their 

counterparts in Wales and Ireland, generally did not see obesity management as their 

role and delegated it to PNs who, it should be noted, were not always given the 

authority to organise appointments accordingly.  One reason why that might be is that 

GPs who themselves spend less time with patients may not be able to be so person 

centred and less likely to recognise and deal with long term or psychosocial problems 

(Wilson and Childs 2002).  They were also more likely to refer people to PNs for 

weight management as their interest in addressing lifestyle issues was limited.  

Therefore, they may not have viewed longer appointments as being necessary.  It may 

have been that some nurses, who experienced this had a sense of weight management 

being ‘dumped’ on them by the GPs, as expressed by one PN during her interview.  PNs 

in England had similar experiences (Cadman and Wiles 1996).   

 

Some PNs in this study manipulated the system by not openly challenging the 

appointment system but simply overrunning on appointment times.  This less visible 

influence may have furnished them with more power than if they were to openly 

challenge the system and risk being ‘told off’, as was the experience of PNs in Wales 

(Owen 2004) when they allocated what was seen as too much time for obesity 

management.  

 

Other PNs negotiated to spend longer on appointments and brought together the practice 

policy on appointments, the GPs medical care for individuals, and their own unique 
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intimate knowledge of individual’s concerns, so acting as advocate for those in their 

care.  There is, of course, a responsibility for the outcomes in acting in this way and a 

need to consider and reflect on how it affects other individuals so as not to compromise 

their care.  Autonomous nurses accept that responsibility by justifying their actions, 

which is an imperative of the Nursing and Midwifery Council Code of Conduct (NMC 

2002).     

 

An example given by several nurses in this study was the decision not to refer 

individuals to the dietitian, which they justified by explaining the waiting times, lack of 

follow-up or gain, and inconvenience to individuals.  These same PNs, who appeared to 

provide holistic care, often referred individuals to psychologists or counsellors where a 

need was identified thus demonstrating an awareness of holistic care.  By referring to 

other members of the healthcare team they also recognised their own limitations thereby 

demonstrating accountability for their actions.  This seems to suggest that the 

complexity of weight management often requires a multidisciplinary approach.  The 

complexity also suggests that a holistic approach is required.  Therefore, other health 

care professionals may benefit from education from a holistic perspective.  

 

7.9 Conclusions 

The holistic approach to weight management may be worth exploring further.  The hard 

outcome of weight, where 78% of individuals lost weight compares favourably with the 

results from other studies.  However, it is recognised that this pilot study is very small 

and a larger study is required.     
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Other results from this study suggest that obesity management is complex and requires a 

participatory, holistic, person centred approach to intervention.  It seems that looking at 

the whole person is pertinent to successful outcomes as it sometimes raises issues that 

may be missed in traditional approaches.  Most PNs and individuals expressed their 

satisfaction with this approach. 

 

Supporting materials, particularly the unique ‘Weight Management Map’, appear to be a 

key contributing factor to the success of the study.  By looking at the whole it seemed to 

allow identification of the ‘parts’ and the links between them.  Doing so, seemed 

relevant for action planning and goal setting, key components of making changes.  

Having this in written form was seen as advantageous by both PNs and individuals.   It 

also appeared to help individuals participate in their care leading to self management 

practices.   

 

The materials for PNs appeared to aid changes in practice, even for those who did not 

recruit for the study.  All PNs expressed their need for obesity education and although 

most PNs were enthusiastic about the holistic approach, as it seemed to fit with their 

approach to nursing, for some the minimal educational input for the holistic approach 

may have compromised their ability to implement change.  As a result it could have 

been more comfortable to apply familiar ways of working to this approach rather than 

embrace a totally new concept.  Educational input, in particular from outreach visits, 

appeared to be very beneficial when implementing the holistic approach. 

 

PNs who ‘bought’ into the ‘holistic’ concept seemed to work in greater partnership with 

individuals and have better outcomes.   They also appeared to have support from their 

practices and have more control over their work load.  For other PNs the work setting 
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may have compromised the opportunities to engage at a deeper level with individuals 

although some nurses may have avoided emotional involvement by simply giving 

advice. 

 

The evidence from this study suggests the relevance of expanding practice in the area of 

weight management in primary care through taking a holistic approach.  In the next and 

final chapter the, conclusions, limitations and recommendations of this study are 

discussed. 
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Chapter 8 
 

Conclusions, limitations and recommendations 
 

This final chapter begins by detailing the conclusions drawn from the research related to 

a holistic approach to weight management.  The limitations and strengths of the 

research are then presented, followed by the implications and recommendations for 

education, practice and research.  Finally, strategies to disseminate the research are 

proposed.  Conclusions about the applicability of the conceptual framework for the 

holistic approach to weight management are drawn followed by conclusions about the 

feasibility of the approach to PNs in the context of primary care. 

 

8.1 Conclusions 

In order to ascertain if the aims and objectives, outlined in chapter 2, have been 

achieved they are now revisited.  Once this has been established a brief examination is 

undertaken to compare weight outcomes in relation to other UK primary care studies. 

 

8.1.1 Aims and objectives revisited 

At the outset, the overall aim of the study was to develop and evaluate a holistic 

approach to obesity management for primary care nurses and obese individuals in their 

care.  A two phase study was carried out with the initial exploratory phase providing 

data to inform the primary care intervention.  The objectives of each phase are 

considered separately. 
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8.1.1.1 The objectives of the exploratory phase 

a)   Identify patterns of behaviour and explore how they impact on weight management 

The relationship between weight beliefs, expectations, physical, social and 

emotional well-being and weight management was established.  Their impact on 

weight management was achieved by retrospectively dividing the individuals into 

three groups by weight change.  Fully achieving this objective may have been 

compromised by not collecting data on actual food intake due to efforts to avoid the 

‘diet culture’.  However, that omission was rectified in the intervention phase by 

incorporating factual information from existing literature highlighted in the 

theoretical framework.   

   

b)   Ascertain the association of physical well-being and weight management 

This objective provided evidence of the high level of co-morbid diseases suffered by 

those who are obese.  Individuals identified a number of symptoms but in particular 

poor sleep, breathlessness and body pain which all impinged on their ability to be 

active.  Physical activity levels differed between those who gained and lost weight.  

However, it was also highlighted that assessment of activity levels should include all 

types of inactivity as well as activity. 

 

c)   Explore the role of perceived social support on weight management 

The perception of social support, particularly from friends and family was an 

important aspect of weight change.  Individuals who had the greatest support lost 

most weight and were more likely to be active.  However, for some who lost weight, 

the level of perceived support from their partner actually decreased.  This may 

reflect that making changes can disturb the dynamics of a relationship. 

 



269 
 
d)   Detect the range of emotions experienced by obese individuals and the perceived  

      impact of them on weight management 

Obese individuals often displayed negative feelings such as guilt, anger, loneliness 

and boredom, often related to anxiety and depression.  Weight gain worsened these 

feelings but weight loss reduced them and also increased confidence and pride.   

 

e)   Examine the beliefs and expectations of obese individuals with regard to weight  

      management 

Most individuals, although indicating that controlling weight was not easy, 

recognised that they were the only ones who could control it and if they gained 

weight it was their own fault.  In relation to weight change some individuals viewed 

their co-morbidities as limiting their control.  Nearly all individuals believed that 

having support was important.  Often the expectations of 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 was guided by the theoretical 

framework, were shown to be relevant to the development of the new participatory, 

person centred holistic approach.  The design of the materials encouraged both PNs 

and individuals to work in partnership on a broad range 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 primary care was fraught with 

difficulties primarily due to the restricted time span.  Most PNs felt that obesity 

management was part of their role and were looking for help in fulfilling that 

function.  Accessing the education and support provided was difficult for some PNs 

due to internal constraints within the practice setting.  The short recruitment time for 

the intervention phase reduced the number of individuals in the study and perhaps 

influenced the drop out rate. 

 

Although the philosophy underpinning the holistic approach did not appear to be 

universally accepted, most PNs found it applicable to their practice.  The materials 

provided a structure for practice and at the same time allowed flexibility in how 

individual PNs worked.  The difficulty of acquiring in depth information from 

individuals within the constraints of traditional methods was often overcome using 

the holistic approach.  However, some PNs appeared to find it difficult to use the 

materials in a broader way and applied traditional narrower approaches to 

intervention.  The utility of the approach was generally viewed positively but the 

rigidity of the appointment system was regarded as restrictive in relation to overall 

outcomes.  

 

c)   Determine the level of individual satisfaction with the approachMost individuals 

expressed their satisfaction with this approach.  They appreciated the shift of 

emphasis away from the ‘diet culture’ with it’s negative connotations to a more 

positive perspective.  Concerns were occasionally expressed about the awareness 

raised by the ‘weight management map’ but generally this awareness was used 
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positively.  The majority of individuals were satisfied 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 obesity management and the need to develop 

new interventions that were deemed holistic in nature.  Identifying areas often examined 

separately in the research arena but given less prominence in a practice setting appeared 

to provide a constructive basis for a conceptual framework to aid the development of a 

holistic approach to weight management as shown in Figure 8.1    

 

 

 

The conceptual framework used theories from different disciplines, namely medicine, 

psychology, sociology and nursing to inform the research and, although this was at 

times difficult to ‘hold together’, it was helpful in guiding and informing the research.  

It raised the view of how physical, social and emotional aspects in conjunction with 
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beliefs about weight management may be related.  However, additional research on a 

larger scale is required to confirm these results.  A more difficult aspect of the 

conceptual framework was deciding how to transfer the knowledge into practice, 

therefore more discussion of the relevance of the two nursing models seems relevant. 

 

The two nursing models of Peplau (1988) and Roper, Logan and Tierney (RLT) (2000) 

appeared appropriate to combine all these concepts to provide a structure to guide 

practice for a holistic weight management intervention.  Peplau (1988) appeared 

particularly relevant but Roper, Logan and Tierney (RLT) (2000) may be more 

controversial.  As indicated before, their use was heuristic (Wimpenny 2002). 

 

RLT (2000) provide the structure to guide the identification of the influences on 

activities of living by incorporating physical, social and emotional factors while 

Peplau’s therapeutic, goal-directed, interpersonal participatory approach provided the 

vehicle to implement such change.  However, the intention to produce a person-centred 

approach may have been compromised had the activities of living listed by RLT been 

used as a checklist type (Reed and Robins 1991).  However, at one practice the 

extended example map, intended for nurses, was used as a checklist resulting in poor 

outcomes.  

 

The application of Peplau’s theory, which also perceived individuals in a holistic way, 

provided the means through which PNs could work in partnership with individuals.  

There were many examples of the relevance of Peplau to weight management where 

PNs occupied roles of stranger, counsellor, resource person, surrogate and teacher.  

Sometimes it proved difficult to move on from the role of stranger resulting in the 

termination of the relationship, perhaps reflecting the challenge of establishing rapport 
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which requires good communication skills.  Peplau (1988) also maintained that cultural 

stereotyping influences the ability to be empathic, one of the requirements for good 

communication skills.  As communication skills are central to Peplau’s model, 

implementation of the holistic approach may not have been easy for some PNs.  The 

inability to provide greater support to enhance communication skills was a limitation of 

this study.   

 

In conclusion, it appears that the conceptual framework was a useful guide for 

implementing a holistic person centred approach to weight management.  The cyclical 

nature of the conceptual framework appeared to reflect the nature of both behaviour 

change and obesity management.  However, further work is required to refine the 

conceptual framework for further research in different contexts. 

 

8.1.3 The effectiveness of the holistic approach for PNs 

In terms of weight outcomes the holistic approach was effective as 78% of individuals 

lost weight.  It may be that the way in which the approach is implemented makes a 

difference as of those who gained weight all but two came from the same practice.  

Practice nurses in primary care appear well placed to implement strategies to address 

obesity management.  However, although they view obesity management as part of their 

role they feel unsupported both educationally and managerially in the practice setting.  

Nonetheless, PNs have an important role to play in helping individuals towards better 

outcomes.  A number of key elements related to achieving better outcomes emerged 

from this study.  Firstly, the way PNs interacted with individuals was important.  It 

appears that the manner in which weight management is approached makes a difference 

to the person.  A non judgemental approach facilitated by the use of the ‘weight 

management map’ helped break down some barriers.  Once these barriers dissipated a 
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partnership between PN and the individual could develop more easily.  One of the 

difficulties for PNs in developing a partnership was the practice of ‘advice giving’.  

This sometimes hindered the process of getting to know individuals more deeply in 

terms of addressing the underlying causes of weight difficulties.   

 

PNs who recognised, that obesity management was multifaceted tended to look on 

obesity management more holistically.  That is, were able to acknowledge and work 

with the interaction between energy intake, energy expenditure, physical, social and 

emotional well-being, weight control beliefs and weight management.   

 

However, PNs agreed that there was a need to provide longer appointment times, that is, 

more that the usual 10 minute appointment.  Improved results were obtained when, in 

spite of the confines of the GMS contract, PNs were able to provide consultations of 

length and frequency according to individual needs.  Nonetheless, it seems that although 

increasing the length of appointment times would be beneficial, intervention may focus 

on advice giving and not be holistic or person-centred.  The service implications of 

enhanced appointment times and health improvements, requires further economic 

analysis and research.  

 

8.1.4 Support for implementing the holistic approach 

The context in which nurses practised had restrictions for them all when it came to 

professional development.  The lack of education may have compromised the outcomes 

and the way in which some PNs implemented the holistic approach.  This conclusion 

was reached as those who were able to have most contact with the researcher and used 

all the educational materials supplied and suggested, had the best outcomes.  Outreach 
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visits were welcomed by the PNs but also sharing a consultation with them had the most 

benefit.  It gave the PNs more confidence and the outcome for individuals improved.   

 

Had ‘champions’ not emerged through the recruitment process this study would have 

been seriously compromised.  These champions were influential in facilitating the study 

by providing a link to the PNs.  Nonetheless, implementing the holistic approach was 

not easily achieved as the time available for education was very limited and further 

restricted by the geographical spread of the PNs.  Although these approaches were 

beneficial further development should perhaps include a one day workshop.  Other 

means of education should also be explored and evaluated.  

  

8.2 The utility of the materials provided for the holistic 
approach  
 

The materials used in the consultations were viewed by both PNs and individuals as 

relevant to practice.     

 

8.2.1 Booklet for individuals 

In general, the booklet ‘My Personal Approach to Weight Management’ appeared useful 

in providing a structure to guide weight management.  In particular, the unique ‘Weight 

Management Map’ played a key role. 

 

8.2.1 1 Weight Management Map 

The ‘Weight Management Map’ appeared central to the holistic approach in a number 

of ways.  It was holistic in that it helped focus the minds of some individuals on 

physical, social and emotional aspects and how they managed their weight.  Providing 
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space to document such thoughts on paper, aided by the mind map concept, was clearly 

a useful exercise.  Furthermore, the ‘Weight Management Map’ also helped individuals 

become aware of links between physical, social and emotional influences on their 

weight management thereby raising self-awareness.  This sometimes raised issues, for 

example, being a good role model and bereavement issues that may not usually be 

identified as affecting weight management.  Identifying these individualised issues 

enabled relevant action plans to be formulated reflecting the importance of taking a 

holistic, person centred approach.  Therefore, the outcomes of this pilot study suggest 

that the flexible structure of the ‘Weight Management Map’ appears to be a useful tool 

but requires further research. 

 

The ‘Weight Management Map’ laid the foundation to encourage individuals, to be 

proactive in their care and take ownership of their weight management had some 

success.  In addition to aiding some individuals in self-reflection and self-awareness, the 

materials, in conjunction with nurse consultations, encouraged them to take 

responsibility for self-management.  Many PNs felt that the individual booklets gave 

weight management credence, however, the booklets would benefit from further 

refinement and research. 

 

The mind map design of the ‘Weight Management Map’ was useful for both nurse and 

individual by challenging individuals in a non judgemental way.  However, trying to 

continue the mind map format for the goal setting section called ‘My Action Plan’ was 

less successful and an obvious limitation.  As a result, ‘My Action Plan’ was redesigned 

at the end of this study (APPENDIX 18).  However, this still requires further 

development. 
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8.2.1.2 PN Booklet and practical materials 

The booklet for PNs was well received and aided changes in practice even for those PNs 

who did not recruit individuals.  It appeared to help some PNs view obesity more 

holistically.  In particular, the inclusion of case studies was popular as they provided 

real scenarios to which PNs could relate.  Further development of the booklets is 

required, particularly taking into account enhancement of the visual aspects of printed 

materials.    

 

The box of practical tools (APPENDIX 9) to aid practice, such as height and weight 

conversion charts, were welcomed by PNs.  Although similar tools do exist, they are 

limited in scope.  As the general population becomes heavier, there will be a greater 

need for more relevant tools in the future.  Therefore, practical tools for intervention are 

required and need further development. 

    

Applying the conceptual framework to the booklets for individuals to use in practice 

was no easy task.  The difficulties were in bringing all the strands together and applying 

them in such a way as to maintain the holistic view but still produce relevant materials, 

which were straightforward to use in practice.   

 

8.3 Overall conclusions 

This pilot study of the holistic approach to weight management was effective in terms 

of weight loss over a three month period for 78% of individuals recruited.  However, 

further work is required.  In practice the conceptual framework allowed the 

complexities of obesity to be addressed while the underlying philosophy of holism 

provided a channel for the development of the nurse/individual partnership.  This 
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combined the science with the art of nursing.  The holistic approach, unlike the 

paternalistic approach, does appear to promote behaviour change, self-management and 

facilitate wellbeing.  Since a number of nurses wanted to continue using the holistic 

approach to weight management, after completion of the study, it was concluded that 

this approach seemed to fulfil their future requirements.  It should therefore, following 

further refinement and research be recommended as a way forward in obesity 

management where the individual, and where appropriate, in conjunction with the nurse, 

explores the cause behind the weight gain.   

 

This study achieved the aims and objectives initially set out, and has demonstrated that 

the holistic, person centred approach to weight management provides an evidence-based 

vehicle for both the art and science of nursing.  Furthermore, the intervention fulfills the 

recommendations of the NICE (2006) guideline in that it: 

• Helps individuals identify barriers to good weight management 

• Includes behaviour change strategies 

• Provides written goals and actions 

The intervention also incorporates the Department of Health (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 control 

• Is multicomponent 
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8.4 Methodological issues and limitations 

There were a number of limitations in both the exploratory and intervention phases of 

this study.  Some of these limitations may have been avoided 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 intervention phases differed in context.  

The exploratory phase took place at an outpatient hospital clinic while the 

intervention phase was implemented in primary care.  These differing contexts are a 

limitation in terms of relevance of the results from the exploratory phase to those in 

the intervention phase.  However, this limitation was lessened by the fact that both 

samples had experience of primary care.  Furthermore, they were similar in 

demographic and co-morbidity detail reflecting that PNs in the areas where the 

research was carried out have no onward referral process to a specialist clinic and 

have to deal with the obesity epidemic themselves. 

 

b) Another limitation of data collection was that the researcher was part of the 

multidisciplinary team where this phase was carried out.  However, no intervention 

was undertaken by the researcher and contact with individuals was minimised by 

providing self complete questionnaires. 

 

c) Data analysis was compromised by having to omit visit two data from the three 

visits over six months.  This information would have given insight into differences 

between visits one and two, and two and three thus providing more robust data on 

the expectations of weight loss with weight change.  As life experiences affect 
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weight management on a continuum, this limitations meant that these outcomes 

could not be observed in the exploratory phase. 

 

d) Statistical significance of the results was compromised 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 carried out more systematically but the key 

areas were reviewed and reflect the complexity of weight management.   

 

b) Due to time restrictions individuals were in the study for a very limited duration.  

Since weight change varies over time and the holistic approach is intended to 

produce more permanent life changes a much longer study would have given more 

validity to the findings.  A picture of longer term outcomes was therefore 

unobtainable. 

 

c) Due to the size of the study no distinction was made between different nurses, for 

example, between a practice nurse and nurse practitioner.  Therefore, the level of 

expertise was not taken into account.  As the type of previous nurse education was 

found to impact on the PN approach to weight management the degree to which the 

educational content of the holistic approach influenced them could not be 

definitively ascertained. 

    

d) Apart from field notes detailing the occasional introduction of the researcher to a 

general practitioner, little was gathered on their perspective of obesity management 
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in practice.  This limitation compromised the data on the contextual influences on 

PNs ability to implement obesity management. 

 

e) Data collected from individuals was self reported and from PNs through 

interviews.  This raises questions about reliability (Miller 2001; Polit and Beck 

2006).  Although other means of data collection may have reduced this risk, such as 

repeat interviews with PNs the time constraints prohibited this.  The addition of 

interviews with individuals would have provided far greater insight into their 

perspective of the intervention but again time and resource constraints prohibited 

this. 

 

f) Although the researcher was aware of ‘bracketing’ (Miles and Huberman 1994; 

Parahoo 2006) it was inevitable that the research process including data analysis 

was influenced by the researcher in some way.  This influence was therefore a 

further limitation . 

 

g) Due to the overall approach used it can be difficult to separate out the various 

elements contributing to the outcomes.  The researcher, educational approach and 

materials were combined within the research approach so no attempt was made to 

separate and assess.  It could be argued that doing so may have resulted in losing 

some of the fundamental nature of the intervention (Hawe et al. 2004).  

Nevertheless, the question remains of the extent to which the ‘researcher’ had 

influence over the outcomes achieved.  Although the researcher was distanced from 

the intervention in that PNs carried out the implementation and there were hard 

outcomes in terms of weight loss, the data on the utility of the approach may have 
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been influenced by the relationship between the researcher and PNs.  Therefore, this 

may have been a limitation.  

 

8.5 Implications and recommendations for practice 

Nurses identified the lack of structured approaches for obesity management in practice 

and were seeking new ways forward.  The holistic approach to weight management has 

implications for nursing practice.  It would involve a change of approach for all nurses, 

some more than others, depending on their world view.  Understanding the influences of 

physical, social and emotional factors on weight management may help PNs to view 

holistic care as being advantageous.  However, those PNs who are used to telling 

individuals ‘what to do’ may find it difficult to relinquish control and involve 

individuals in decision-making through partnership working.  Therefore, professional 

and practice development is necessary for PNs to enable them to develop both 

knowledge about obesity and skills to practice the holistic approach to weight 

management.   

 

The nature of the holistic approach means that nurses have to develop a broader view of 

obesity and how it affects individuals.  Nurses also need an awareness of their own 

reactions to individuals with obesity and be able to address any prejudices they may 

harbour.  Furthermore, taking a person centred approach demands that communication 

skills are a key element of management, particularly in addressing emotional issues.  

For practice, the implication is that nurses need, not only the skills to deal with 

emotional issues, but also a willingness to do so.   

   



283 
 
The novel holistic approach to weight management showed promise regardless of the 

restrictions on practice.  If more time was allowed for initial consultations it may prove 

more beneficial and lead to improved outcomes in the long term.  Further research on a 

larger scale which includes a health economic assessment as well as long term outcomes 

is required to ascertain the efficacy of the holistic approach. 

 

8.6 Recommendations for continuing professional 

development for nurses  

• Nurse education for obesity management requires development from a nursing 

perspective 

• Beliefs and attitudes about obesity and those who are obese should be addressed 

in nurse education 

• Appropriate materials incorporating ideas of holism should be made available 

• The provision of shared educational materials for nurses and obese individuals 

to enhance partnership working    

• Person centred materials to encourage self-management practices from the 

perspective of the individual 

• The provision of nurse education at different levels to suit various needs  

• The development of an accredited diploma comparable to those for other chronic 

diseases 

• A variety of modes of delivery, such as outreach visits, peer coaching and e-

learning 

• The development of centres of excellence within the primary care setting to act 

as a resource for other general practices in the area 
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8.7 Recommendations for further research 

• Following refinement, the conceptual framework should be further researched 

for applicability to obesity management 

• Emotional issues would benefit from further exploration of their relevance in 

weight management  

• The utility of the materials require further exploration, in particular the unique 

weight management map. 

• Further research is required to confirm or refute the current findings of the 

holistic approach to weight management by undertaking larger trials 

• Including interviews with participating individuals in future research would 

provide a greater depth of feedback on the relevance the holistic approach to 

weight management 

• The effect of appointment times and flexibility on outcomes when using the 

holistic approach could be explored   

• There is a need to ascertain the suitability of the holistic approach for different 

groups, for example by age, gender and various levels of obesity.  Further areas 

of research interest would be the applicability of the approach for those who 

have different levels of literacy skills and various ethnic groups 

• The holistic approach could be researched with different professional groups in 

various contexts, for example, physiotherapists and community pharmacists  

• Research should be undertaken into different ways of providing educational 

support for obesity management for nurses in primary care  

 

8.8 Dissemination Strategies 

Finally, it is proposed to disseminate the findings of this research by: 
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• publishing articles in nursing journals 

• presenting conference papers 

• provide a summary of the research to colleagues 

• collaborate with other researchers to develop obesity strategies 

• collaborate with educational institutions to develop obesity management 

education programmes and e-learning training materials 



 

REFERENCES 

ABBOTT, S., and HOTCHKISS, J., 2001. It takes more than clinical effectiveness to 
change nursing practice: an unsuccessful project in the nurse promotion of urinary 
continence. Clinical Effectiveness in Nursing, 5, pp. 81-87. 

ABRAMSON, L.Y., SELIGMAN, M.E. and TEASDALE, J.D., 1978. Learned 
helplessness in humans: critique and reformulation. Journal of Abnormal Psychology, 
87(1), pp. 49-74. 

ADOLFSSON, B., CARLSON, A., UNDEN, A., ROSSNER, S., 2002. Treating 
obesity: A qualitative evaluation of a lifestyle intervention for weight reduction. Health 
Education Journal. 61(3), pp. 244-258. 

ALLENDER, S., and RAYNER, M., 2007. The burden of overweight and obesity-
related ill health in the UK. Obesity Reviews, 8, pp. 467-473. 

ANDERSON, J.W., KONZ, E.C., FREDERICH, R.C., WOOD, C.L., 2001. Long-term 
weight-loss maintenance: a meta-analysis of US studies. American Journal of Clinical 
Nutrition, 74, pp. 579-584. 

ANTHONY, D., 1999. Understanding Advanced Statistics. London: Churchill 
Livingstone. 

ARONSON, E., 1999. The Social Animal. 8th edition, New York, Worth publishers. 

AVENELL, A., BROOM, J., BROWN, T.J., POOBALAN, A., AUCOTT, L., 
STEARNS, S.C., SMITH, W.C.S., JUNG, R.T., CAMPBELL, M.K., GRANT, A.M., 
2004. Systematic review of the long-term effects and economic consequences of 
treatments for obesity and implications for health improvement. Health Technology 
Assessment, 8(21), pp. 1-194. 

BANTING, W., 1869. Letter on Corpulence. 4th edition, London, Harrison.  

BARNASON, S., ZIMMERMAN, L., ANDERSON, A., MOHR-BURT, S., NIEVEEN, 
J., 2000. Functional status outcomes of patients with a coronary artery bypass graft over 
time. Heart and Lung, 29(1), pp. 33-46. 

BARTLETT, S.J., WADDEN, T.A., VOGT, R.A., 1996. Psychosocial Consequences of 
Weight Cycling. Journal of Consulting & Clinical Psychology, 64(3), pp. 587-592. 

BEAUSANG, P., and SYYED, R., 1998. Screening for Anxiety and Depression in 
Adult General Medical In-Patients in a Scottish District General Hospital. Scottish 
Medical Journal, 43, pp. 177-180. 

BEHI, R., 1995. The individual's right to informed consent. Nurse Researcher, 3(1), pp. 
14-23. 

BENNER, P., TANNER, C.A., CHELSA, C.A., 1996. Expertise in nursing practice: 
caring clinical judgment and ethics. New York, Springer. 



 

BENTON, D., 2004. Role of parents in the determination of the food preferences of 
children and the development of obesity. International Journal of Obesity, 28(7), pp. 
858-869. 

BIGGS, J., and FLEURY, J., 1994. An exploration of perceived barriers to 
cardiovascular risk reduction. Cardiovascular Nursing, 30(6), pp. 41-46. 

BILEY, F.C., 1992. Some determinants that effect patient participation in decision-
making about nursing care. Journal of Advanced Nursing, 17(4), pp. 414-421. 
 
BLACKTOP, J., 1996. A discussion of different types of sampling techniques. Nurse 
Researcher, 3(4), pp. 5-15. 
 
BLAIR, S.N., and BRODNEY, S., 1999. Effects of physcial inactivity and obesity on 
physical inactivity and obesity on morbidity and mortality: current evidence and 
research issues. Medicine and Science in Sports and Exercise, 31(11), pp. S646-662.
  
BLAIR, T., 2006. Public Speech on Our Nation’s Future relating to Health Living. 26th 
July, 2006. 

BLANCHARD, C.M., MCGANNON,K.R., SPENCE, J.C., RHODES, R.E., NEHL, E., 
BAKER, F., BOSTWICK, J., 2005. Social ecological correlates of physical activity in 
normal weight, overweight, and obese individuals. International Journal of Obesity, 29, 
pp. 720-726. 

BOHM, D., 1995. Wholeness and the Implicate Order. London. Routledge. 

BOOTH, K., MAGUIRE, P.M., BUTTERWORTH, T., HILHER, V.G., 1996. 
Perceived professional support and the use of blocking behaviours by hospice nurses. 
Journal of Advanced Nursing, 24, pp. 522-527. 

BOUTELLE, K.N., BIRNBAUM, A.S., LYTLE, L.A., MURRAY, D.M. and STORY, 
M., 2003. Associations between perceived family meal environment and parent intake 
of fruit, vegetables, and fat. Journal of Nutrition Education & Behavior, 35(1), pp. 24-
29. 

BRANNON, L., and FEIST, J., 1997 Health Psychology: An Introduction to Behaviour 
and Health. Pacific Grove, Brooks/Cole Publishing Company.  

BRAY, G.A., 1996. Health hazards of obesity. Endocrinology & Metabolism Clinics of 
North America, 25(4), pp. 907-919. 

BROMLEY, C., SPROSTON, K., SHELTON, N., 2005. The Scottish Health Survey 
2003, Homepage of The Stationery Office, Available at 
www.scotland.gov.uk/Pubications/2005/11/25145024/50261  (accessed 20/07/2006]. 

BROWN, I., 2006. Nurses' attitudes towards adult patients who are obese: literature 
review. Journal of Advanced Nursing, 53(2), pp. 221-232. 



 

BROWN, I., JONES, G., THOMPSON, J., TOD, A., 2006. Obesity, Stigma and Quality 
of Life. The International Journal of Interdisciplinary Social Sciences. 1(2), pp. 169-
178. 

BROWN, I., and PSAROU, A., 2006. Literature review of nursing practice in managing 
obesity in primary care; developments in the UK. Journal of Clinical Nursing, 17, pp. 
17-28.  

BROWN, I., STRIDE, C., PSAROU, A., BREWINS, L., THOMPSON, J., 2007. 
Management of obesity in primary care: nurses’ practices, beliefs and attitudes. Journal 
of Advanced Nursing, 59(4), pp. 329-341. 

BROWN, J., WIMPENNY, P. and MAUGHAN, H., 2004. Skin problems in people 
with obesity. Nursing Standard, 18(35), pp. 38-42. 

BROWN, W.J. and MILLER, Y.D., 2001. Too wet to exercise? Leaking urine as a 
barrier to physical activity in women. Journal of Science and Medicine in Sport, 4(4), 
pp. 373-378. 

BROWN, W.J., MILLER, Y.D., MILLER, R., 2003. Sitting time and work patterns as 
indicators of overweight and obesity in Australian adults. International Journal of 
Obesity, 27(11), pp. 1340-1346. 

BRUCE, A.C., MCNURLAN, M.A., MCHARDY, K.C., BROOM, J., BUCHANAN, 
K.D., CALDER, A.G., MILNE, E., MCGAW, B.A., GARLICK, P.J., JAMES, W.P., 
1990. Nutrient oxidation patterns and protein metabolism in lean and obese subjects. 
International Journal of Obesity, 14(7), pp. 631-646. 

BUNDRED, P., KITCHINER, D., BUCHAN, I., 2001. Prevalence of overweight and 
obese children between 1989 and 1998: Population based series of cross sectional 
studies. British Medical Journal, 322(7282), pp. 326-328. 

BURLESON, B.R., 2003. The experience and effects of emotional support: What the 
study of cultural and gender differences can tell us about close relationships, emotion, 
and interpersonal communication. Personal Relationships, 10, pp. 1-23. 

BURNARD, P. and CHAPMAN, C.M., 1993. Professional and Ethical Issues in 
Nursing: The Code of Professional Conduct. 2nd edition, London, Scutari Press. 

BUZAN, T. and BUZAN, B., 2000. The Mind Map Book. Millenium edition. London, 
BBC Worldwide Ltd. 

CABANA, M., AND JEE, S.H., 2004. Does continuity of care improve patient 
outcomes? Journal of Family Practice, 53(12) pp. 974-980. 

CADMAN, L. and WILES, R., 1996. Nutrition advice in primary care: evaluation of 
practice nurse nutrition training programmes. Journal of Human Nutrition & Dietetics, 
9(2), pp. 147-156. 

CALHOUN, W.J., 2003. Nocturnal asthma. Chest. 123(3), pp. 399S-405S. 

 



 

CAMPBELL, N.C., MURRAY, E., DARBYSHIRE, J., EMERY, J., FARMER, A., 
GRIFFITHS, F., GUTHRIE, B., LESTER, H., WILSON, P., KINMONTH, A.L., 2007. 
Designing and evaluating complex interventions to improve health care. British Medical 
Journal, 334, pp. 455-459. 

CARESS, A., LUKER, K., WOODCOCK, A., BEAVER, K., 2002. A qualitative 
exploration of treatment decision-making role preference in adult asthma patients. 
Health Expectations, 5(3), pp. 223-235. 

CARTER, D.E., 1991 Descriptive Research. In Cormack, D.F.S (EDS). The Research 
Process in Nursing, 2nd edition, Blackwell Science, Oxford, , pp. 178-185. 

CATERSON, I.D., and BROOM, J. 2001. Obesity a Pocket Picture Guide. 1st ed. 
Sydney, Harcourt Health Communications. 

CAULFIELD, M.J., and KARAGEORGHIS, C.I., 2008. Psychological effects of rapid 
weight loss and attitudes towards eating among professional jockeys. Journal of Sports 
Sciences, 26(9), pp. 877-883. 

CENTRE FOR REVIEWS AND DISSEMINATION, 2006. Self-management 
education programs in chronic disease: a systematic review and methodological critique 
of the literature. Database of Abstracts of Reviews of Effectiveness, 1. 

CERINUS, M., 2001. The ethics of research. Nurse Researcher, 8(3), pp. 72-89. 

CHAMBERS, R., and WAKLEY, G., 2002. Obesity and Overweight Matters in 
Primary Care. Oxford, Radcliffe Medical Press. 

CHANG, L., HUNG, L., CHOU, Y., LING, L., 2007. Applying the health belief model 
to analyze intention to participate in preventive pulmonary tuberculosis chest x-ray 
examinations among indigenous nursing students. Journal of Nursing Research, 15(1), 
pp. 78-87. 

CHARLES-JONES, H., and LATIMER, J., MAY, C., 2003. Transforming general 
practice: the redistribution of medical work in primary care. Sociology of Health & 
Illness, 25(1), pp. 71-92. 
 
CHAVASSE, J.M., 1987. A comparison of three models of nursing, Nurse Education 
Today. 7, pp. 177-186. 

CHAVASSE, J.M., 1992. New dimensions of empowerment in nursing - and 
challenges. Journal of Advanced Nursing, 17(1), pp. 1-2. 

CIECHANOWSKI, P., RUSSO, J., KATON, W., VON KORFF, M., LUDMAN, E., 
LIN, E., SIMON, G., BUSH, T., 2004. Influence of Patient Attachment Style on Self-
care and Outcomes in Diabetes. Psychosomatic Medicine, 66(5), pp. 720-728. 

CLARK, S., 2001. Mapping grief: an active approach to grief resolution. Death Studies, 
25(6), pp. 531-548. 

CLARKE, A., 1999. Data collection: the research interview. Professional Nurse, 14(4), 
pp. 246-248. 



 

CLARKE, A., 2001. Evaluation research in nursing and health care. Nurse Researcher, 
8(3), pp. 4-14. 

CLEMENT, K., 2006. Genetics of human obesity. Comptes Rendus Biologies, 329, pp. 
608-622. 

COHEN, S., and WILLS, T.A., 1985. Stress, Social Support, and the Buffering 
Hypothesis. Psychological Bulletin, 98(2), pp. 310-357. 

COHEN, S., GOTTLIEB, B.J., UNDERWOOD, L.G., 2001. Social relationships and 
health: challenges for measurement and intervention. Advances in Mind-Body Medicine, 
17(2), pp. 129-141. 
 
COMLEY, A.L., 1994. A comparative analysis of Orem’s self-care model and Peplau’s 
interpersonal theory. Journal of Advanced Nursing. 20, pp. 755-760. 

COREC, 2005-last update, new operational procedures for NHS RECs: guidance for 
applicants to research ethics committees [Central Office for Research Ethics 
Committees], Available at   
www.papworthpeople.com/foi_pdfs/Guidance_2004.pdf2004  (accessed 09/06/2004). 

COSTANZO, P.R., REICHMANN, S.K., FRIEDMAN, K.E., MUSANTE, G.J., 2001. 
The mediating effect of eating self-efficacy on the relationship between emotional 
arousal and overeating in the treatment-seeking obese. Eating Behaviors, 2, pp. 363-
368. 

COUNTERWEIGHT PROJECT TEAM, 2004a. A new evidence-based model for 
weight management in primary care: the Counterweight Programme. Journal of Human 
Nutrition & Dietetics, 17(3), pp. 191-208. 

COUNTERWEIGHT PROJECT TEAM, 2004b. Current approaches to obesity 
management in UK Primary Care: the Counterweight Programme. Journal of Human 
Nutrition & Dietetics, 17(3), pp. 183-190. 

COUNTERWEIGHT PROJECT TEAM, 2006. Factors affecting successful 
implementation of a weight management programme in the UK primary care: the 
Counterweight Programme. Obesity Reviews, 7 Supplement, 2:283. 

CRAMER, D., 1991. Social support and psychological distress in women and men. 
British Journal of Medical Psychology. 64, pp. 147-158. 

CRANDALL, C.S., 1994. Prejudice Against Fat People: Ideology and Self-Interest. 
Journal of Personality & Social Psychology, 66(5), pp. 882-894. 

CURRELL, R., and URQUHART, C., 2004. Nursing record systems: effects on nursing 
practice and health care outcomes. The Cochrane Database of Systematic Reviews 1, 
CD002099. 

CUSUMANO, D.L., and THOMPSON, J.K., 1997. Body Image and Body Shape Ideals 
in Magazines: Exposure, Awareness and Internalization. Sex Roles, 37(9/10), pp. 701-
721. 



 

CUTCLIFFE, J.R., and MCKENNA, H.P., 1999. Establishing the credibility of 
qualitative research finding. Journal of Advanced Nursing,. 30(2), pp. 374-380.  

DALGARD, O.S., BJORK, S., TAMBS, K., 1995. Social Support, Negative Life 
Events and Mental Health. British Journal of Psychiatry, 166(1), pp. 29-34. 
 
DALY, W. and CARNWELL, R., 2001. The case for a mulit-method approach. Nurse 
Researcher, 8(3), pp. 30-44. 
 
DARBYSHIRE, P., 2006. Heroines, hookers and harridans: exploring popular images 
and representations of nurses and nursing. In DALY, J., SPEEDY, S., JACKSON, D., 
(EDS). Contexts of nursing: an introduction. Sydney, Churchill Livingstone. 

DAS, A.K., OLFSON, M., MCCURTIS, H.L., WEISSMAN, M.M., 2006. Depression 
in African Americans: Breaking barriers to detection and treatment: Community-based 
studies tend to ignore high-risk groups of African Americans. Journal of Family 
Practice, 55(1) pp. 30-39. 

DAVIS, K. and KUMAR, D., 2003. Pelvic floor dysfunction: a conceptual framework 
for collaborative patient-centred care. Journal of Advanced Nursing, 43(6), pp. 555-568. 

DAVISON, K.K., CUTTING, T.M., BIRCH, L.L., 2003. Parents’ Activity-Related 
Parenting Practices Predict Girls’ Physical Activity. Medicine and Science in Sports and 
Exercise, 35(9) pp. 1589-1594. 

DE GARINE, I. and POLLOCK, N., (EDS)., 1995. Social Aspects of Obesity. London, 
Gordon and Breach. 

DENNIS, C., 2003. Peer support within a health care context: a concept analysis. 
International Journal of Nursing Studies, 40(3), pp. 321-332. 

DENT, J., ELSERAG, H.B., WALLANDER, M.A., JOHANSSON, S., 2005. 
Epidemiology of gastro-oesophageal reflux disease: a systematic review. Gut, 54(5), pp. 
710-717. 

DEPARTMENT OF HEALTH, 1999. Saving Lives: Our Healthier Nation. London, 
Department of Health. 

DEPARTMENT OF HEALTH, 2005a. Supporting people with long term conditions: 
Liberating the talents of nurses who care for people with long term conditions. 50011. 
London, Department of Health. 

DEPARTMENT OF HEALTH, 2005b. Self Care – A Real Choice.  Self Care Support – 
A Practical Option. 266332. London, Department of Health. 

DEPARTMENT OF HEALTH, 2006. Supporting people with long term conditions to 
Self Care: A guide to developing local strategies and good practice. 270415. London, 
Department of Health. 

DIABETES PREVENTION PROGRAM RESEARCH GROUP, 2002. New England 
Journal of Medicine, 346, pp. 393-403. 



 

DI BLASI, Z., HARKNESS, E., ERNST, E., GEORGIOU, A., KLEIJNEN, J., 2008. 
Health and patient practitioner interactions: a systematic review: 96. EBM Reviews, 
Database of Abstracts of Reviews of Effects. Issue 1. 

DIETZ, W.H., 2004. Overweight in Childhood and Adolescence. New England Journal 
of Medicine, 350(9), pp. 855-857. 

DI GIROLAMA, M., HARP, J., STEVENS, J., 2000. Obesity: Definition and 
epidemiology In LOCKWOOD, D.H., HEFFNER, T.G., Obesity: Pathology and 
Therapy. New York, Springer. 

DOLL, H.A., PETERSEN, S.E.K., STEWART-BROWN, S.L., 2000. Obesity and 
Physical and Emotional Well-Being: Associations between Body Mass Index, Chronic 
Illness, and the Physical and Mental Components of the SF-36 Questionnaire. Obesity 
Research, 8(2), pp. 160-170. 

DOUCET, E., IMBEAULT, P., ST-PIERRE, S., ALMERAS, N., MAURIEGE, P., 
DESPRES, J., BOUCHARD, C., TREMBLAY, A., 2003. Greater than predicted 
decrease in energy expenditure during exercise after body weight loss in obese men. 
Clinical Science, 105, pp. 89-95. 

EBERWINE, D., 2002. Globesity: The Crises of Growing Proportions Perspectives in 
Health Magazine, Pan American Health Organization, 7(3). 

ECKROTH-BUCHER, M., 2001. Philosophical basis and practice of self-awareness in 
psychiatric nursing. Journal of Psychosocial Nursing, 39(2), pp. 32-39. 

EDMAN, J.L., YATES, A., ARUGUETE, M.S., DEBORD, K.A. 2005. Negative 
emotion and disordered eating among obese college students. Eating Behaviors, 6(4), 
pp. 308-317. 

EKNOYAN, G., 2008. Adolphe Quetelet (1796–1874) - the average man and indices of 
obesity. Nephrology Dialysis Transplantation, 23(1), pp. 47-51. 

ELFHAG, K., and ROSSNER, S., 2005. Who succeeds in maintaining weight loss? A 
conceptual review of factors associated with weight loss maintenance and weight 
regain. Obesity Reviews, 6(1), pp. 67-85. 

ELLIS-STOLL, C.C. and POPKESS-VAWTER, S., 1998. A Concept Analysis on the 
Process of Empowerment. Advances in Nursing Science, 21(2), pp. 62-68. 

EPSTEIN, L. and OGDEN, J., 2005. A qualitative study of GPs' views of treating 
obesity. British Journal of General Practice, 55, pp. 750-754. 

ERIKSSON, J., FORSEN, T., OSMOND, C., BARKER, D., 2003. Obesity from cradle 
to grave. International Journal of Obesity, 27(6), pp. 722-727. 

ERLICHMAN, J., KERBEY, A.L., JAMES, W.P.T., 2002. Physical activity and its 
impact on health outcomes. Paper 2: prevention of unhealthy weight gain and obesity by 
physical activity: an analysis of the evidence. Obesity Reviews, 3(4), pp. 273-287. 

 



 

FAIRALL, L.R., ZWARENSTEIN, M., BATEMAN, E.D., BACKMANN, M., 
LOMBARD, C., MAJARA, B.P., JOUBERT, G., ENGLISH, R.G., BHEEKIE, A., 
VAN RENSBURG, D., MYERS, P., PETERS, A.C., CHAPMAN, R.D., 2005. Effect of 
educational outreach to nurses on tuberculosis case detection and primary care of 
respiratory illness; pragmatic cluster randomised controlled trial. British Medical 
Journal, 331(7519), pp. 750-754. 

FALKRAFAEL, A.R., 2001. Empowerment as a process of evolving consciousness: a 
model of empowered caring. Advances in Nursing Science, 24(1), pp. 1-16.  

FAUGIER, J., LANCASTER, J., PICKLES, D., DOBSON, K., 2001. Barriers to 
healthy eating in the nursing profession: part 1. Nursing Standard, 15(36), pp. 33-36. 

FAWCETT, J., 2000. The state of nursing science: where is the nursing in the science?  
Journal of Nursing Theory, 9(3), pp. 3-10. 

FERRARO, K.F., SU, Y., GRETEBECK, R.J., BLACK, D.R. and BADYLAK, S.F., 
2002. Body Mass Index and Disability in Adulthood: A 20-Year Panel Study. American 
Journal of Public Health. 92(5), pp. 834-840. 

FIELDING, N., 1994. Varieties of research interviews. Nurse Researcher, 1(3), pp. 4-
13. 

FIRBY, P., 1995. Critiquing the ethical aspects of a study. Nurse Researcher, 3(1), pp. 
35-42. 

FLATT, J.P., 1992. The Biochemistry of Energy Expenditure. In: P. BJORNTORP and  
B.N. BRODOFF, (EDS)., Obesity. Philadelphia, Lippincott, pp. 100-116. 

FLEMING, K., 2007. The Knowledge Base for Evidence-based Nursing: A Role for 
Mixed Methods Research? Advances in Nursing Science, 30(1), pp. 41-51. 

FONTAINE, K.R., CHESKIN, L .J., BAROFSKY, I., 1997. Health-related quality of 
life in obese persons seeking treatment. Journal of Family Practice. 43(3), pp. 265-270. 

FOOD STANDARDS AGENCY, 2006. Board agrees principles for front of pack 
labelling [Food Standards Agency], Available at  
http://www.food.gov.uk/news/newsarchive/2006/mar/signpostnewsmarch  (accessed 
20/07/2006). 

FORCHUK, C., 1994. The orientation Phase of the nurse-client relationship: testing 
Peplau’s theory. Journal of Advanced Nursing, 20, pp. 532-537. 

FORCHUK, C., and REYNOLDS, W., 2001. Clients’ reflections on relationships with 
nurses; comparison from Canada and Scotland. Journal of Psychiatric and Mental 
Health Nursing, 8, pp. 45-51. 

FORCHUK, C., WESTWELL, J., MARTIN, M., AZZAPARDI, W.B., Kosterewa-
Tolman, D., Hux, M., 1998. Factors Influencing Movement of Chronic Psychiatric 
Patients From the Orientation to the Working Phase of the Nurse-Client Relationship on 
an Inpatient Unit. Perspectives in Psychiatric Care, 34(1), pp. 36-44. 



 

FOREYT, J.P., BRUNNER, R.L., GOODRICK, G.K., CUTTER, G., BROWNELL, 
K.D., ST JEOR, S.T., 1995. Psychological correlates of weight fluctuation. 
International Journal of Eating Disorders, 17(3), pp. 263-275. 

FORSLUND, F.B., LINDROOS, A.K., SJOSTROM, L., LISSNER, L., 2002. Meal 
patterns and obesity in Swedish women - A simple instrument describing usual meal 
types, frequency and temporal distribution. European Journal of Clinical Nutrition, 
56(8), pp. 740-747. 

FOSTER, C., HILLSDON, M., THOROGOOD, M., 2004. Environmental perceptions 
and walking in English adults. Journal of Epidemiology & Community Health, 58(11), 
pp. 924-928. 

FOSTER, G.D., WADDEN, T.A., VOGT, R.A, BREWER, G., 1997. What is a 
reasonable weight loss? Patients' expectations and evaluations of obesity treatment 
outcomes. Journal of Consulting & Clinical Psychology, 65(1), pp. 79-85. 

FOSTER, G.D., WADDEN, T.A., PHELAN, S., SARWER, D.B., SANDERSON, R.S., 
2001. Obese Patients' Perceptions of Treatment Outcomes and the Factors That 
Influence Them. Archives of Internal Medicine, 161(17), pp. 2133-2139. 

FOSTER, G.D., WADDEN, T.A., MAKRIS, A.P., DAVIDSON, D., SANDERSON, 
R.S., ALLISON, D.B., KESSLER, A., 2003. Primary care physicians' attitudes about 
obesity and its treatment. Obesity Research, 11(10), pp. 1168-1177. 

FRANKENFIELD, D.C., ROWE, W.A., COONEY, R.N., SMITH, J.S., BECKER, D., 
2001. Limits of body mass index to detect obesity and predict body composition. 
Nutrition, 17(1), pp. 26-30. 

FRASER, M., 1996. Using Conceptual Nursing in Practice: A Research-Based 
Approach. 2nd edition, London, Harper and Row. 

FREEMAN, G.K., HORDER, J.P., HOWIE, J.G.R., HUNGIN, A.P., HILL, A.P., 
SHAH, N.C., WILSON, A., 2002. Evolving general practice consultation in Britain: 
issues of length and context. British Medical Journal, 324(7342), pp. 880-882. 

FREEMANTLE, N., HARVEY, E.L., WOLF, F., GRIMSHAW, J.M., GRILLI, R., 
BERO, L.A., 2006. Printed educational materials: effects on professional practice and 
health care outcomes. Cochrane Database of Systematic Reviews, 4. 

FRESHWATER, D., 2008. Developing an evidence-based approach to clinical practice. 
IN FRESHWATER, D., TAYLOR, B.J., SHERWOOD, G., (EDS).,  International 
Textbook of Reflective Practice in Nursing. Oxford, Blackwell Publishing. 

FUNK, S.G., CHAMPAGNE, M.T., WIESE, R.A., TORNQUIST, E.M., 1991. 
BARRIERS: The Barriers to Research Utilization Scale. Applied Nursing Research, 
4(1), pp. 39-45. 

FURST, E.L., 1997. Cooking and femininity. Women's Studies International Forum, 
20(3), pp. 441-449. 



 

FURZE, G., PEARCEY, P., 1999. Continuing education in nursing: a review of the 
literature. Journal of Advanced Nursing, 29(2), pp. 355-363. 

GABLE, S., and LUTZ, S., 2000. Household, Parent, and Child Contributions to 
Childhood Obesity. Family Relations, 49, pp. 293-300. 

GALLAGHER, K.I., JAKICIC, J.M., NAPOLITANO, M.A., MARCUS, B.H., 2006. 
Psychosocial factors related to physical activity and weight loss in overweight women. 
Medicine and Science in Sports and Exercise, 38(5), pp. 971-80.  

GALLANT, M., BEAULIEU, M., CARNEVALE, F., 2002. Partnership: an analysis of 
the concept within the nurse-client relationship. Journal of Advanced Nursing, 40(2), 
pp. 149-157. 

GALLETLY, C., CLARK, A., TOMLINSON, L., 1996. Evaluation of dexfenfluramine 
in a weight loss program for obese infertile women. International Journal of Eating 
Disorders, 19(2), pp. 209-212. 

GARSIDE, R.B., and KLIMES-DOUGA, B., 2002. Socialization of Discrete Negative 
Emotions: Gender Differences and Links to Psychological Distress. Sex Roles, 47(3-4), 
pp. 115-128. 
 
GASTMANNS, C., 1998. Interpersonal relations in nursing: a philosophical-ethical 
analysis of the work of Hildegard E. Peplau. Journal of Advance Nursing. 28(6), pp. 
1312-1319. 

GIBSON, C.H., 1991. A concept analysis of empowerment. Journal of Advanced 
Nursing, 16(3), pp. 354-361. 

GIBSON, P.G., POWELL, H., COUGHLAN, J., WILSON, A.J., ABRAMSON, M., 
HAYWOOD, P., BAUMAN, A., HENSLEY, M.J., WALTERS, E.H., 2007. Self-
management education and regular practitioner review for adults with asthma. 
Cochrane Database of Systematic Reviews. 3. 

GLENNY, A.M., O'MEARA, S., MELVILLE, A., SHELDON, T.A., WILSON C. 
1997. The treatment and prevention of obesity: a systematic review of the literature. 
International Journal of  Obesity and Related Metabolic Disorders, 21(9), pp. 715-37. 

GOLDBERG, G., 2003. FLAIR-FLOW 4: Synthesis report on obesity for health 
professionals. Nutrition Bulletin, 28(4), pp. 343-354(12). 

GOODE, C.J., and PIEDALUE, F., 1999. Evidence-based clinical practice. Journal of 
Nursing Administration, 29(6), pp. 15-21. 

GORTMAKER, S.L., MUST, A., PERRIN, J.M., SOBOL, A.M., DIETZ, W.H., 1993. 
Social And Economic Consequences Of Overweight In Adolescence And Young 
Adulthood. New England Journal of Medicine, 329(14), pp. 1008-1012. 

GREENBERG, B.S., EASTIN, M., HOFSCHIRE, L., LACHLAN, K., BROWNELL, 
K.D., 2003. Portrayals of Overweight and Obese Individuals on Commercial Television. 
American Journal of Public Health, 93(8), pp. 1342-1348. 



 

 

 
GREENHALGH. T., ROBERT, G., BATE, P., KYRIAKIDOU, O., MACFARLANE, 
F., PEACOCK, R., 2004. How to Spread Good Ideas: systematic review.  Report for the 
National Co-ordinating Centre for NHS Service Delivery and Organisation R & D 
(NCCSDO). 

GREER, B., and MULHERN, G., 2002. Making Sense of Data and Statistics in 
Psychology. Hampshire, Palgrave. 

GRIFFITHS, P., and NORMAN, I., 2005. Science and art in reviewing literature. 
International Journal of Nursing Studies, 42, pp. 373-376. 

GRILO, C.M., SHIFFMAN, S., WING, R.R., 1989. Relapse crises and coping among 
dieters. Journal of Consulting & Clinical Psychology. 57, pp. 488-495. 

GRIMSHAW, J.M., SHIRRAN, L., THOMAS, R., MOWATT, G., FRASER, C., 
BERO, L., GRILLI, R., HARVEY, E., OXMAN, A., O’BRIEN, M.A., 2001. Changing 
Provider Behavior: An Overview of Systematic Reviews of Interventions. Medical 
Care, 39(8), Supplement 2, pp. 2-45.   

GUERCIOLINI, R., 1997. Mode of action of Orlistat. International Journal of Obesity. 
21. S12-13. 

GUSTAFSON, T.B. and SARWER, D.B., 2004. Childhood sexual abuse and obesity. 
Obesity Reviews, 5(3), pp. 129-135. 

HAMILTON, E.W. and ABRAMSON, L.Y., 1983. Cognitive patterns and major 
depressive disorder: A longitudinal study in a hospital setting. Journal of Abnormal 
Psychology, 92(2), pp. 173-184. 

HAMMOND, J.M., BRODIE, D.A., BUNDRED, P.E., 1997. Exercise on prescription: 
guidelines for health professionals. Health Promotion International, 12(1), pp. 33-41. 

HAMPSON, G., ed. 2006. Practice Nurse HANDBOOK. 5th edition, Oxford, Blackwell 
Publishing. 

HANKEY, C.R., ELEY, S., LESLIE, .W.S., HUNTER, C.M., LEAN, M.E.J., 2004. 
Eating habits, beliefs, attitudes and knowledge among health professionals regarding the 
links between obesity, nutrition and health. Public Health Nutrition, 7(2), pp. 337-343. 

HARGREAVES, M.K., SCHLUNDT, D.G., BUCHOWSKI, M.S., 2002. Contextual 
factors influencing the eating behaviours of African American women: a focus group 
investigation. Ethnicity and Health, 7(3), pp. 133-147. 

HARRISON, R.A., MCELDUFF, P., EDWARDS, R., 2006. Planning to win: Health 
and lifestyles associated with physical activity amongst 15,423 adults. Public Health, 
120(3), pp. 206-212. 



 

HARVEY, E.L., GLENNY, A.M., KIRK, S. F. L., SUMMERBELL, C.D., 1999. A 
Systematic review of interventions to improve health professionals' management of 
obesity. International Journal of Obesity, 23, pp. 1213-1222. 

HARVEY, E.L., GLENNY, A.M., KIRK, S.F.L., SUMMERBELL, C.D., 2002a. An 
updated systematic review of interventions to improve health professionals' 
management of obesity. Obesity Reviews, 3(1), pp. 45-55. 

HARVEY, E.L., SUMMERBELL, C.D., KIRK, S.F.L., HILL, A.J. 2002b. Dietitians’ 
views of overweight and obese people and reported management practices. The Journal 
of Human Nutrition and Dietetics. 15, pp. 331-347. 

HARVEY, E.L., GLENNY, A.M., KIRK, S.F.L., SUMMERBELL, C.D., 2005. 
Improving health professionals' management and the organisation of care for 
overweight and obese people. Cochrane Database of Systematic Reviews, 4. 

HASLAM, D., SATTAR, N., LEAN, M., 2006. Obesity – time to wake up. British 
Medical Journal, 333, pp. 640-642. 

HAWE, P., SHIELL, A., RILEY, T., 2004. Complex interventions: how “out of 
control” can a randomised controlled trial be? British Medical Journal, 328, pp.1561-
1563. 

HEINBERG, L.J., and THOMPSON, J.K., 1995. Body image and televised images of 
thinness and attractiveness: A controlled laboratory investigation. Journal of Social & 
Clinical Psychology, 14(4), pp. 325-338. 

HELMAN, C.G., 2000. Culture, Health and Illness. 4th edition, Oxford, Butterworth 
Heinemann.  

HENDERSON, A., 2001. Emotional labor and nursing: an under-appreciated aspect of 
caring work. Nursing Inquiry, 8(2), pp. 130-138.  

HENDERSON, S., 1997. Knowing the patient and the impact on patient participation: 
A grounded theory study. International Journal of Nursing Practice, 3(2), pp. 111-118. 

HERLITZ, J., WIKLUND, I., CAIDAHL, K., KARLSON, B.W., SJOLAND, H., 
HARTFORD, M., HAGLID, M., KARLSSON, T., 1999. Determinants of an impaired 
quality of life five years after coronary artery bypass surgery. Heart, 81(4), pp. 342-346.  

HERPERTZ, S., KIELMANN, R., WOLF, A.M., LANGKAFEL, M., SENF, W., 
HEBEBRAND, J., 2003. Does obesity surgery improve psychosocial functioning? A 
systematic review. International Journal of Obesity, 27, pp. 1300 – 1314.  

HERRMANN, C. 1997. International experiences with the hospital anxiety and 
depression scale – a review of validation data and clinical results. Journal of 
Psychosomatic Research, 42(1), pp. 17-41. 

HEWITT-TAYLOR, J., 2003. Issues involved in promoting patient autonomy in health 
care. British Journal of Nursing, 12(22), pp. 1323-1330. 



 

HINSON LANGFORD, C.P., BOWSHER, J., MALONEY, J.P., LILLIS, P.P., 1997. 
Social support: a conceptual analysis. Journal of Advanced Nursing, 25, pp. 95-100. 

HOLMAN, H. and LORIG, K., 2000. Patients as partners in managing chronic disease : 
Partnership is a prerequisite for effective and efficient health care. British Medical 
Journal, 320(7234), pp. 526-527. 

HOLTER, I.M., and SCHWARTZ-BARCOTT, D., 1992. Action research: what is it? 
How has it been used and how can it be used in nursing? Journal of Advanced Nursing, 
18, pp. 298-304. 

HOPE, K.W., and WATERMAN, H.A., 2003. Praiseworthy pragmatism? Validity and 
action research. Journal of Advanced Nursing, 44(2), pp. 120-127. 

HORSBURGH, D., 2003. Evaluation of qualitative research. Journal of Clinical 
Nursing. 12, pp. 307-312. 

HOUSE OF COMMONS HEALTH COMMITTEE, 2004. Obesity. HC 23-1. London, 
The Stationary Office Ltd. 

HOUSE, J.S., 1981. Work Stress and Social Support. Massachusetts, Addison Wesley. 

HOWARD, S., 1999. Learning and teaching in practice. In HINCHLIFF, S., Ed., The 
Practitioner as Teacher 3rd edition., Edinburgh, Elsevier Churchill Livingstone. 

HOWIE, J.G.R., HEANEY, D., MAXWELL, M., 2004. Quality, core values and the 
general practice consultation: issues of definition, measurement and delivery. Family 
Practice, 21(4), pp. 458-468. 

HU, F.B., LEITZMANN, M.F., STAMPFER, M.J., COLDITZ, G.A., WILLETT, W.C., 
RIMM, E.B., 2001. Physical Activity and Television Watching in Relation to Risk for 
Type 2 Diabetes Mellitus in Men. Archives of Internal Medicine, 161(12), pp. 1542-
1548. 

HU, F.B., LI, T.Y., COLDITZ, G.A., WILLETT, W.C., MANSON, J.E., 2003. 
Television Watching and Other Sedentary Behaviors in Relation to Risk of Obesity and 
Type 2 Diabetes Mellitus in Women. JAMA, 289(14), pp. 1785-1791. 

HUNT, G., and WAINWRIGHT, P., (EDS) 1994. Expanding the Role of the Nurse: The 
Scope of Professional Practice. Oxford, Blackwell Scientific Publications.  

INFORMATION SERVICES (ISD) NHS NATIONAL SERVICES SCOTLAND. 
2005. Available at  http://www.isdscotland.org.isd/3751.html  (accessed 10/03/2008). 

INTERNATIONAL DIABETES INSTITUTE. 2000. The Asia-Pacific perspective: 
Redefining obesity an its treatment. International diabetes institute. Available at 
http://www.diabetes.com.au/pdf/obesity_report.pdf  (accessed 24/10/2007).  

IRVINE, L.M.C., 1995. Can concept mapping be used to promote meaningful learning 
in nurse education? Journal of Advanced Nursing, 21(6), pp. 1175-1179. 



 

JACKSON, D., MANNIX, J., FAGA, P., MCDONALD, G., 2005. Overweight and 
obese children: mothers’ strategies. Journal of Advanced Nursing, 52(1), pp.6-13.  

JACOBSSON, U. and HALLBERG, I., 2002. Pain and quality of life among older 
people with rheumatoid arthritis and/or osteoarthritis: a literature review. Journal of 
Clinical Nursing, 11(4), pp. 430-443. 

JAKICIC, J.M., WING, R.R., WINTERS-HART, C., 2002. Relationship of physical 
activity to eating behaviors and weight loss in women. Medicine & Science in Sports & 
Exercise, 34(10), pp. 1653-1659. 

JEFFERSON, A., 2006. Breaking down barriers - examining health promoting 
behaviour in the family. Kellogg's Family Health Study 2005. Nutrition Bulletin, 31(1), 
pp. 60-64. 

JENKINS-CLARKE, S., and CARR-HILL, R., 2001. Changes, challenges and choices 
for the primary health care workforce: looking to the future. Journal of Advanced 
Nursing, 34(6), pp. 842-849. 

JOHNSON, R.B., and ONWUEGBUZIE, A.J., 2004. Mixed Methods Research: A 
Research Paradigm whose Time Has Come. Educational Researcher, 33(7), pp. 14-26. 

JONES, G.C. and BELL, K., 2004. Adverse health behaviors and chronic conditions in 
working-age women with disabilities. Family & Community Health, 27(1), pp. 22-36. 

KARASON, K., LINDROOS, A.K., STENLOF, K., SJOSTROM, L., 2000. Relief of 
Cardiorespiratory Symptoms and Increased Physical Activity After Surgically Induced 
Weight Loss: Results From the Swedish Obese Individuals Study. Archives of Internal 
Medicine, 160(12), pp. 1797-1802. 

KARAYURT, O., and DRAMALI, A., 2007. Adaptation of Champion’s Health Belief 
Model Scale for Turkish women and evaluation of the selected variables associated with 
breast self-examination. Cancer Nursing, 30(1), pp.69-77. 
  
KARLSSON, J., TAFT, C., SJOSTROM, L., TORGERSON, J.S., SULLIVAN,M. 
2003. Psychosocial functioning in the obese before and after weight reduction: 
construct validity and responsiveness of the Obesity-related Problems scale. 
International Journal of Obesity,27(5), pp. 617-630. 

KARNER, A., TINGSTROM, P., ABRANDTDAHLGREN, M.R.P.T., BERGDAHL, 
B., 2005. Incentives for lifestyle changes in patients with coronary heart disease. 
Journal of Advanced Nursing, 51(3), pp. 261-275. 

KATHOL, D.D., GEIGER, M.L., HARTIG, J.L., 1998. Clinical Correlation Map: A 
Tool for Linking Theory and Practice. Nurse Educator, 23(4), pp. 31-34. 

KATZ, D.A., MCHORNEY, C.A., ATKINSON, R.L., 2000. Impact of obesity on 
health-related quality of life in patients with chronic illness. Journal of General Internal 
Medicine, 15(11), pp. 789-796. 



 

KATZ, D.A., and MCHORNEY, C.A., 2002. The Relationship Between Insomnia and 
Health-Related Quality of Life in Patients With Chronic Illness. The Journal of Family 
Practice, 51(3), pp. 229-236. 

KATZMARZYK, P.T. and DAVIS, C., 2001. Thinness and body shape of Playboy 
centerfolds from 1978 to 1998. International Journal of Obesity & Related Metabolic 
Disorders. Journal of the International Association for the Study of Obesity, 25(4), pp. 
590-592. 

KAY, S.J. and SINGH, M.A.F., 2006. The influence of physical activity on abdominal 
fat: a systematic review of the literature. Obesity Reviews, 7(2), pp. 183-200. 

KAYMAN, S., BRUVOLD, W., STERN, J., 1990 Maintenance and relapse after 
weight-loss in women: Behavioral aspects. American Journal of Clinical Nutrition, 52, 
pp. 800-807. 

KENEALY, T., ARROLL, B., KENEALY, H., DOCHERTY, B., SCOTT, D., 
SCRAGG, R., SIMMONS, D., 2004. Diabetes care: practice nurse roles, attitudes and 
concerns. Journal of Advanced Nursing, 48(1), pp. 68-75. 

KINNEAR, P.R., and GRAY, C.D., 2000. SPSS for Windows Made Simple: Release 10. 
Hove, Psychology Press Limited. 
 
KLEM, M.L., WING, R.R., MCGUIRE, M.T., SEAGLE, H.M., HILL. J.O., 1998. A 
descriptive study of individuals successful at long-term maintenance of substantial 
weight loss. American Journal of Clinical Nutrition, 66, pp. 239-246 

KNAPP, R.T., 1998. Quantitative Nursing Research. California, Sage publications. 

KOCH, T., JENKIN, P., KRALIK, D., 2004. Chronic illness self-management: locating 
the 'self'. Journal of Advanced Nursing, 48(5), pp. 484-492. 

KOCH, T., SELIM, P., KRALIK, D., 2002. Enhancing lives through the development 
of a community-based participatory action research programme. Journal of Clinical 
Nursing, 11(1), pp.109-117. 

KOIVULA, M., PAUNONEN-ILMONEN, M., TARKKA, M., TARKKA, M., 
LAIPPALA, P., 2002. Social support and its relation to fear and anxiety in patients 
awaiting coronary artery bypass grafting. Journal of Clinical Nursing, 11(5), pp. 622-
633. 

KUSHI, L.H., 2006. Epidemiologic Research on the Obesity Epidemic: A 
Socioenvironmental Perspective. Epidemiology, 17(2), pp. 131-133. 

LACKNER, J.M., CAROSELLA, A.M., FEUERSTEIN, M., 1996. Pain Expectancies, 
Pain, and Functional Self-Efficacy Expectancies as Determinants of Disability in 
Patients with Chronic Low Back Disorders. Journal of Consulting and Clinical 
Psychology, 64(1), pp. 212-220. 



 

LAMBERG, L., 2003. Illness, Not Age Itself, Most Often the Trigger of Sleep 
Problems in Older Adults. The Journal of the American Medical Association, 290(3), 
pp. 319-323. 

LAMBERT, L., RAIDL, M., SAFAII, S., CONNER, C., GEARY, E.J., AULT, S., 
2005. Perceived Benefits and Barriers Related to Post Partum Weight loss of 
Overweight/Obese Postpartum WIC Participants. Topics in Clinical Nutrition, 
20(1), pp. 16–27. 

LARSSON, U., KARLSSON, J., SULLIVAN, M., 2002. Impact of overweight and 
obesity on health-related quality of life - A Swedish population study. International 
Journal of Obesity, 26(3), pp. 417-424. 

LAURANT, M., REEVES, D., HERMENS, R., BRASPENNING, J., GROL, R., 
SIBBALD, B.,2004. Substitution of doctors by nurses in primary care. Cochrane 
Database of Systematic Reviews, Issue 4. Art. No.: CD001271. DOI: 
10.1002/1465158.CD001271.pub2. 

LEFCOURT, H.M., 1982 Locus of control: Current trends in theory and research. 2nd 
edition, Hillsdale, New Jersey: Lawrence Erlbaum Associates. 

LEIBEL, R.L., ROSENBAUM, M., HIRSCH, J., 1995. Changesin energy expenditure 
resultin from altered body weight. New England Journal of Medicine, 332(10), pp. 621-
628. 

LEWIN, S.A., SKEA, Z.C., ENTWISTLE, V., ZWARENSTEIN, M., DICK, J., 2007. 
Interventions or providers to promote a patient-centred approach in clinical 
consultations. The Cochrane Library, 3. 

LIEVENSE, A.M., BIERMAZEINSTRA, S.M.A., VERHAGEN, A.P., VAN BAAR, 
M.E., VERHAAR, J.A.N., KOES, B.W., 2002. Influence of obesity on the development 
of osteoarthritis of the hip: a systematic review. Rheumatology, 41(10), pp. 1155-1162. 

LIKERT, R., 1932. "A Technique for the Measurement of Attitudes", Archives of 
Psychology, 140: pp. 1-55. 

LINCOLN, Y.S., and GUBA, E.G., 1985. Naturalistic Inquiry. Newbury Park CA, 
Sage. 

LLOYD, H.M., PAISLEY, C.M., MELA, D.J., 1995. Barriers to the adoption of 
reduced-fat diets in a UK population. Journal of the American Dietetic Association, 
95(3), pp. 316-322. 

LOOS, R.J.F., BOUCHARD, C., 2003. Obesity – is it a genetic disorder? Journal of 
Internal Medicine, 254, pp. 401-425. 

LUPTON, D., 1996. Food, the Body and the Self, London, Sage Publications. 

LYONS, M.A., 1998. The phenomenon of compulsive overeating in a selected group of 
professional women. Journal of Advanced Nursing, 27, pp. 1158-1164. 



 

MACINNES, D., 2003. Evaluating an assessment scale of irrational beliefs for people 
with mental health problems. Nurse Researcher, 10(4), pp. 53-67. 

MALIN, N. and TEASDALE, K., 1991. Caring versus empowerment: considerations 
for nursing practice. Journal of Advanced Nursing, 16(6), pp. 657-662. 

MALLINSON, R.K., RELF, M.V., DEKKER, D., DOLAN, K., DARCY, A., FORD, 
A., 2005. Maintaining Normalcy: A Grounded Theory of Engaging in HIV-orientated 
Primary Medical Care. Advances in Nursing Science, 28(3), pp. 265-277. 

MANSON, J.E., WILLETT, W.C., STAMPFER, M.J., COLDITZ, G.A., HUNTER, 
D.J., HANKINSON, S.E., HENNEKENS, C.H., SPEIZER, F.E., 1995. Body Weight 
and Mortality among Women. New England Journal of Medicine, 333(11), pp. 677-685. 

MARMONIER, C., CHAPELOT, D., FANTINO, M. and LOUISSYLVESTRE, J., 
2002. Snacks consumed in a nonhungry state have poor satiating efficiency: influence 
of snack composition on substrate utilization and hunger. American Journal of Clinical 
Nutrition, 76(3), pp. 518-528. 
 
MCCOLL, M.A., HAU, L., SKINNER, H. 1995. Structural relationships between social 
support and coping. Social Science Medicine. 41(3), pp. 395-407. 

MCCORMACK, B., KITSON, A., HARVEY, G., RYCROFT-MALONE, J., 
TITCHEN, A., SEERS, K., 2002. Getting evidence into practice: the meaning of 
‘context’. Journal of Advanced Nursing, 38(1), pp. 94-104. 
 
MCCRONE, D., 2001. Understanding Scotland: The Sociology of a nation. 2nd 
edition.London, Routledge.  

MCDOWELL, A.J., and BOND, M.J., 2006. Body image differences among Malay, 
Samoan, and Australian women. Asian Pacific Journal of Clinical Nutrition, 15(2), pp. 
201-207. 

MCKENNA, H.P., ASHTON, S., KEENEY, S., 2004. Barriers to evidence-based 
practice in primary care. Journal of Advanced Nursing, 45(2), pp. 178-189. 

MCKINSTRY, B., 2000. Do patients wish to be involved in decision making in the 
consultation? A cross sectional survey with video vignettes. British Medical Journal, 
321(7265), pp. 867-871. 

MCLEAN, N., GRIFFIN, S., TONEY, K., HARDEMAN, W., 2003. Family 
involvement in weight control, weight maintenance and weight-loss interventions: a 
systematic review of randomised trials. International Journal of Obesity, 27(9), pp. 987-
1005. 

MCQUEEN, A., 2000. Nurse-patient relationships and partnership in hospital care. 
Journal of Clinical Nursing, 9(5), pp. 723-731. 

MEIJERS, J.M.M., JANSSEN, M.A.P., CUMMINGS, G.G., WALLIN, L., 
ESTABROOKDS, C.A., HALFENS, R.Y.G., 2006. Assessing the relationships 



 

between contextual factors and research utilization in nursing: systematic literature 
review. Journal of Advanced Nursing, 55(5), pp. 622-635. 

MEIN, G.K., SHIPLEY, M.J., HILLSDON, M., ELLISON, G.T.H., MARMOT, M.G., 
2005. Work, retirement and physical activity: cross-sectional analyses from the 
Whitehall II study. European Journal of Public Health, 15(3), pp. 317-322. 

MENON, U., CHAMPION, V., MONAHAN, P.O., DAGGY J., HUI, S., SKINNER, 
C.S., 2007. Health belief model variables as predictors of progression in stage of 
mammography adoption. American Journal of Health Promotion. 21(4), pp. 255-261. 

MENZIES, I.E.P., 1960. A case study of the functioning of social systems as a defence 
against anxiety.  A report on the study of a nursing service of a general hospital.  
Human Relations, 13, pp. 95-121. 

MERCER, S.W. and TESSIER, S., 2001. A qualitative study of general practitioners' 
and practice nurses' attitudes to obesity management in primary care. Health Bulletin, 
59(4), pp. 248-253. 

MERRITT, S., 2000. Putting sleep disorders to rest. RN, 63(7), pp. 26-31. 

MEYER, J.E. and PUDEL, V., 1972. Experimental studies on food-intake in obese and 
normal weight individuals. Journal of Psychosomatic Research, 16(4), pp. 305-308. 

MEYER, J., 1995. Stages in the process: a personal account. Nurse Researcher. 2(3), 
pp.24-37. 

MICHALOPOULOS, A., TZELEPIS, G., GEROULANOS, S., 2003. Morbid obesity 
and hypersomnolence in several members of an ancient royal family. Thorax, 58(3), pp. 
281-282. 

MICHIE, S., HENDY, J., SMITH, J., ADSHEAD, F., 2004. Evidence into practice: a 
theory based study of achieving national health targets in primary care. Journal of 
Evaluation in Clinical Practice, 10(3), pp. 447-456. 

MILES, M.B. and HUBERMAN, A.M., 1994. An Expanded Sourcebook: Qualitative 
Data Analysis. 2nd edition, Thousand Oaks, Sage Publications. 

MILLER, W., and ROLLNICK, S., 1991. Motivational Interviewing: Preparing People 
to Change Addictive Behavior. New York, The Guildford Press. 

MITCHELL, E.A., CONLON, A., ARMSTRONG, M., RYAN, A.A., 2005. Towards 
rehabilitative handling in caring for patients following stroke: a participatory action 
research project. International Journal of Older People Nursing in association with 
Journal of Clinical Nursing. 14(3a), pp.3-12.  

MITCHESON, J., COWLEY, S., 2002. Empowerment or control?  An analysis of the 
extent to which client participation is enabled during health visitor/client interactions 
using a structured health needs assessment tool. International Journal of Nursing 
Studies. 40(4), pp. 413-426. 



 

MOODLEY-KUNNIE, T., 1988. Attitudes and perceptions of health professionals 
toward substance use disorders and substance-dependent individuals. International 
Journal of the Addictions, 23(5), pp. 469-475. 

MOORE, H., SUMMERBELL, C.D., GREENWOOD, D.C., TOVEY, P., GRIFFITHS, 
J., HENDERSON, M., HESKETH, K., WOOLGAR, S., ADAMSON, A.J., 2003. 
Improving management of obesity in primary care: cluster randomised trial. British 
Medical Journal, 327(7423), pp. 1085. 

MOYLE, W., 2003. Nurse-patient relationship: A dichotomy of expectations. 
International Journal of Mental Health Nursing, 12(2), pp. 103-109. 

MUELLER, A., JOHNSTON, M., BLIGH, D., 2001. Mind-Mapped Care Plans: A 
Remarkable Alternative to Traditional Nursing Care Plans. Nurse Educator, 26(2), pp. 
75-80. 

MULROW CD, CHIQUETTE E, ANGEL L, CORNELL J, SUMMERBELL C, 
ANAGNOSTELIS B, BRAND M, GRIMM R. 1998. Dieting to reduce body weight for 
controlling hypertension in adults. Cochrane Database of Systematic Reviews. Issue 4. 
Art. No.: CD000484. DOI: 10.1002/14651858.CD000484 

MULVIHILL, C., and QUIGLEY, R., 2003. The Management of Obesity and 
Overweight: an analysis of reviews of diet, physical activity and behavioural 
approaches.  Evidence briefing. London, Health Development Agency. 

MURPHY, K., COONEY, A., CASEY, D., CONNOR, M., O’CONNOR, J., DINEEN, 
B., 2000. The Roper, Logan and Tierney (1996) Model: perceptions and 
operationalization of the model in psychiatric nursing within a Health Board in Ireland. 
Journal of Advanced Nursing, 31(6), pp. 1333-1341. 

MURRAY, S.A., MANKTELOW, K., CLIFFORD, C., 2000. The interplay between 
social and cultural context and perceptions of cardiovascular disease. Journal of 
Advanced Nursing, 32(5), pp. 1224-1233. 

MYERS, A., and ROSEN,J.C., 1999. Obesity stigmatization and coping: Relation to 
mental health symptoms, body image, and self-esteem. International Journal of 
Obesity. 23, pp. 221-230. 

NATIONAL AUDIT OFFICE, 2001. Tackling Obesity in England. HC 220. London, 
The Stationary Office. 

NATIONAL AUDIT OFFICE, 2006. Healthcare Commission and Audit Commission. 
185686 02/06 7333, London, The Stationary Office. 

NATIONAL INSTITUTES OF HEALTH., 1998. Clinical Guidelines on the 
Identification, Evaluation, and Treatment of Overweight and Obesity in Adults. U.S. 
Department of Health and Human Services, No. 98-4083. 

NATIONAL INSTITUTES OF HEALTH., 2000. The Practical Guide: Identification, 
Evaluation, and Treatment of Overweight and Obesity in Adults. U.S. Department of 
Health and Human Services, No. 00-4084. 



 

NATIONAL INSTITUTE FOR HEALTH AND CLINICAL EXCELLENCE. 2004. 
Eating disorders: Core interventions in the treatment and management of anorexia 
nervosa, bulimia nervosa and related eating disorders. NICE clinical guideline 9, 
Available at http://www.nice.org.uk/CG009NICEguideline (accessed 31/07/2008). 

NATIONAL INSTITUTE FOR HEALTH AND CLINICAL EXCELLENCE. 2006. 
Obesity: guidance on the prevention, identification, assessment and management of 
overweight and obesity in adults and children. NICE clinical guideline 43. 

NEMEROFF, C.J., STEIN, R.L., DIEHL, N.S., SMILACK, K.M., 1994. From the 
Cleavers to the Clintons: Role choices and body orientation as reflected in magazine 
article content. International Journal of Eating Disorders, 16(2), pp.167-176. 
 
NESTLE, M., WING, R., BIRCH, L., DISOGRA, L., DREWNOWSKI, A., 
MIDDLETON, S., SIGMANGRANT, M., SOBAL, J., WINSTON, M., ECONOMOS, 
C., 1998. Behavioral and social influences on food choice. Nutrition Reviews, 56(5 part 
2), pp. S50-74. 
 
NEUBERGER, J., 1999. Do we need a new word for patients? Let’s do away with 
“patients”. British Medical Journal. 318, pp. 1756-1757. 

NEWTON, C., 1991. The Roper-Logan-Tierney Model in Action. Macmillan, London. 
 
NHS CENTRE FOR REVIEWS AND DISSEMINATION, 1997. A systematic review 
of interventions in the treatment and prevention of obesity. York, NHS Centre for 
Reviews and Dissemination. 

NOEL, P.H., FRUEH, B.C., LARME, A.C., PUGH, J.A., 2005. Collaborative care 
neeeds and preferences of primary care patients with multimorbidity. Health 
Expectations, 8(1), pp. 54-63. 

NURSING & MIDWIFERY COUNCIL, 2002. Code of Professional Conduct. London. 

NYATANGA, L. and DANN, K., 2002. Empowerment in nursing: the role of 
philosophical and psychological factors. Nursing Philosophy, 3(3), pp. 234-239. 

O’BRIEN, A.J., 2001. The therapeutic relationship: historical development and 
contemporary significance. Journal of Psychiatric and Mental Health Nursing, 8, pp. 
129-137. 

O’BRIEN, T., FREEMANTLE, N., OXMAN, A.D., WOLF, F., DAVIS, D.A., 
HERRIN, J., 2006. Education outreach, visits: effects on professional practice and 
health care outcomes, Cochrane Database of Systematic Reviews, 1.  

O’CATHAIN, A., MURPHY, E., NICHOLL, J., 2007. Why, and how, mixed methods 
research is undertaken in health services in England: a mixed methods study. BMC 
Health Services Research, 7(85), pp. 1-11. 

OFFICE OF HEALTH ECONOMICS, 1994. Obesity. London: Office of Health 
Economics. 



 

OFFICE OF POPULATION CENSUSES AND SURVEYS., 1991. Standard 
Occupational Classification Vol 3, London, HMSO.   

OGDEN, J. and HOPPE, R., 1997. The relative effectiveness of two styles of 
educational package to change practice nurses' management of obesity. International 
Journal of Obesity, 21, pp. 963-971. 

OGDEN, J. and HOPPE, R., 1998. Changing practice nurses' management of obesity. 
Journal of Human Nutrition & Dietetics, 11(3), pp. 249-256. 

O'MEARA, S., GLENNY, A.M., SHELDON, T., MELVILLE, A., WILSON, C., 1998. 
Systematic review of the effectiveness of interventions used in the management of 
obesity. Journal of Human Nutrition & Dietetics, 11(3), pp. 203-206. 

OMRAN, S., AL-HASSAN, M., 2006. Gender differences in signs and symptoms 
presentation ad treatment of Jordanian myocardial infarction patients. International 
Journal of Nursing Practice, 12(4), pp. 198-204. 

OPPENHEIM, A.N., 1992. Questionnaire Design, Interviewing and Attitude 
Measurement: New Edition. London, Pinter Publishers. 

ORGANISATION FOR ECONOMIC CO-OPERATION AND DEVELOPMENT, 
2006. Available at: http://www.oecd.org/document/30/0,2340,en.html. Accessed 
21/10/2007. 

ORZANO, A.J., and SCOTT, J.G., 2004. Diagnosis and Treatment of Obesity in 
Adults: An Applied Evidence-Based Review. Journal of the American Board of Family 
Practice. 17(5), pp. 359-369. 

OTSUKA, R., TAMAKOSHI, K., YATSUYA, H., MURATA, CH., SEKIYA, A., 
WADA, K., ZHANG, H., MATSUSHITA, K., SUGIURA, K., TAKEFUJI, S., YANG, 
P., NAGASAWA, N., KONDO, T., SASAKI, S., TOYOSHIMA, H., 2006. Eating Fast 
Leads to Obesity: Findings Based on Self-administered Questionnaires among Middle-
aged Japanese Men and Women. Journal of Epidemiology, 16(3), pp. 117-124. 

OWEN, T.A., 2004. Weight in Wales. Nutrition Bulletin, 29(2), pp. 85-91. 

OYSTER, C.K., HANTEN, W.P., LLORENS, L.A., 1987. Introduction to Research: A 
Guide for the Health Science Professional. Philadelphia: Lippincott Co. 

PANIAGUA, H., 2001. Practice made Perfect: Higher level aspirations for practice 
nurses. Bath, The Bath Press, 

PARAHOO, K., 2006. Nursing Research: Principles, Process and Issues. 2nd edition, 
Basingstoke, Palgrave Macmillan.  

PASSMORE, R. and EASTWOOD, M.A., 1986. Davidson and Passmore: Human 
Nutrition and Dietetics. 8th edition, Edinburgh, Churchill Livingstone. 

PATERSON, B., 2001. Myth of empowerment in chronic illness. Journal of Advanced 
Nursing, 34(5), pp. 574-581. 



 

PEARSON, A., PORRITT, K., DORAN, D, VINCENT, L., CRAIG, D., TUCKER, D., 
LONG, L. 2006. A systematic review of evidence on the professional practice of the 
nurse and developing and sustaining a healthy work environment in healthcare. 
International Journal of Evidence Based Healthcare, 4, pp. 221-261. 

PEARSON, A., VAUGHAN, B., FITZGERALD, M., 2005. Nursing Models for 
Practice. 3rd edition, Butterworth Heinemann, London.  

PEPLAU, H.E., 1987. Interpersonal constructs for nursing practice. Nurse Education 
Today, 7, pp. 201-208. 

PEPLAU, H.E., 1988. Interpersonal Relations in Nursing. Basingstoke, Macmillan 
Press Ltd. 

PEREIRA, M.A., KARTASHOV, A.I., EBBELING, C.B., VAN HORN, L., 
SLATTERY, M.L., JACOBS, D.R., LUDWIG, D.S., 2005. Fast-food habits, weight 
gain, and insulin resistance (the CARDIA study): 15-year prospective analysis. Lancet, 
365(9453), pp. 36-42. 

PHILLIPS, S., 1996. Labouring the emotions: expanding the remit of nursing work? 
Journal of Advanced Nursing, 24(1), pp. 139-143. 

PIKORA, T.J., GILES-CORTI, B., KNUIMAN, M.W., BULL, F.C., JAMROZIK, K., 
DONOVAN, R.J., 2006. Neighborhood Environmental Factors Correlated with 
Walking Near Home: Using SPACES. Medicine & Science in Sports & Exercise, 38(4), 
pp. 708-714. 

PILL, R., REES, M., STOTT, N.C.H., ROLLNICK, S., 1999. Can nurses learn to let 
go? Issues arising from an intervention designed to improve patients' involvement in 
their own care. Journal of Advanced Nursing, 29(6), pp. 1492-1499. 
 
PLSEK, P.E., and GREENHALGH, T., 2001. The challenge of complexity in health 
care. British Medical Journal, 323(7313), pp. 625-628. 

POLGAR, S. and THOMAS, S.A., 2000. Introduction to Research in the Health 
Sciences 4th edition, Melbourne, Churchill Livingstone. 

POLGAR, S. and THOMAS, S.A., 2008. Introduction to Research in the Health 
Sciences 5th edition, Edinburgh, Churchill Livingstone,. 

POLIT, D.F. and BECK, C.T., 2006. Essentials of Nursing Research: Methods, 
Appraisal and Utilization, 6th edition, Philadelphia., Lippincott Co. 

POLLOCK, N., 1995. Cultural elaborations of obesity – fattening practices in Pacific 
Societies. Asian Pacific Journal of Clinical Nutrition,14, pp. 358-360. 

POPHAM, F. and MITCHELL, R., 2006. Leisure time exercise and personal 
circumstances in the working age population: longitudinal analysis of the British 
household panel survey. Journal of Epidemiology & Community Health, 60(3), pp. 270-
274. 



 

POPKESS-VAWTER, S., BRANDAU, C. and STRAUB, J., 1998. Triggers of 
overeating and related intervention strategies for women who weight cycle. Applied 
Nursing Research, 11(2), pp. 69-76. 

POPPITT, S.D., SWANN, D., BLACK, A.E., PRENTICE, A.M., 1998. Assessment of 
selective under-reporting of food intake by both obese and non-obese women in a 
metabolic facility. International Journal of Obesity, 22(4), pp. 303-311. 

POSTON II, W.S.C., ERICSSON, M., LINDER, J., NILLSSON, T., GOODRICK, 
G.K., FOREYT, J.P., 1999. Personality and the prediction of weight loss and relapse in 
the treatment of obesity. International Journal of Eating Disorders. 25(3), pp. 301-309. 

POSTON II, W.S.C., and FOREYT, J.P., 2000. Successful management of the obese 
patient. American Family Physician, 61(12), pp. 3615-3622. 

POWER, C., MANOR, O., MATTHEWS, S., 2003. Child to adult socioeconomic 
conditions and obesity in a national cohort. International Journal of Obesity, 27(9), pp. 
1081-1086. 

PRENTICE, A .M., and JEBB, S.A., 1995. Obesity in Britain: gluttony or sloth? British 
Medical Journal, 311, pp. 437-439. 

PRENTICE, A.M., and JEBB, S.A., 2001. Beyond body mass index. Obesity Reviews, 
2(3), pp. 141-147. 

PRENTICE, A.M. and JEBB, S.A., 2003. Fast foods, energy density and obesity: a 
possible mechanistic link. Obesity Reviews, 4(4), pp. 187-194. 

PROCHASKA, J.O., DICLEMENTE, C.C., NORCROSS, J.C., 1992. In Search of How 
People Change: Applications to Addictive Behaviors. American Psychologist, 47(9), pp. 
1102-1114. 

PUHL, R. and BROWNELL, K.D., 2001. Bias, discrimination, and obesity. Obesity 
Research, 9(12), pp. 788-805. 

PUHL, R. and BROWNELL, K.D., 2003a. Ways of coping with obesity stigma: Review 
and conceptual analysis. Eating Behaviors, 4(1), pp. 53-78. 

PUHL, R.M. and BROWNELL, K.D., 2003b. Psychosocial origins of obesity stigma: 
toward changing a powerful and pervasive bias. Obesity Reviews, 4(4), pp. 213-227. 

PUHL, R.M., SCHWARTZ, M.B., BROWNELL, K.D., 2005. Impact of Perceived 
Consensus on Stereotypes About Obese People: A New Approach for Reducing Bias. 
Health Psychology, 24(5), pp. 517-525. 

PULLEN, C.H., WALKER, S.N., HAGEMAN, P.A., BOECKNER, L.S., 
OBERDORFER, M.K., 2005. Differences in eating and activity markers among normal 
weight, overweight, and obese rural women. Women's Health Issues, 15(5), pp. 209-
215. 

RAPOPORT, L., CLARK, M., WARDLE, J., 2000. Evaluation of a modified cognitive-
behavioural programme for weight management. International Journal of Obesity & 



 

Related Metabolic Disorders. Journal of the International Association for the Study of 
Obesity, 24(12), pp. 1726-1737. 

RAVUSSIN, E., BURNAND, B., SCHUTZ, Y., JEQUIER, E., 1985. Energy 
expenditure before and during energy restriction in obese patients. American Journal of 
Clinical Nutrition, 41(4), pp. 753-759. 
 
REED, J., and ROBBINS, I., 1991. Models of nursing: their relevance to the care of 
elderly people. Journal of Advanced Nursing. 16, pp. 1350-1357. 

REILLY, J.J., METHVEN, E., MCDOWELL, Z.C., HACKING, B., ALEXANDER, 
D., STEWART, L., KELNAR, C.J.H., 2003. Health consequences of obesity. Archives 
of Disease in Childhood, 88(9), pp. 748-752. 

RENDERS, C.M., VALK, G.D., GRIFFIN, S., WAGNER, E.H., EIJK, J.T., 
ASSENDELFT, W.J.J., 2005. Interventions to improve the management of diabetes 
mellitus in primary care, outpatient and community settings. Cochrane Database of 
Systematic Reviews, 4. 

RENDERS, C.M., VALK, G.D., GRIFFIN, S., WAGNER, E.H., EIJK, J.T., 
ASSENDELFT, W.J.J., 2007. Interventions to improve the management of diabetes 
mellitus in primary care, outpatient and community settings. Cochrane Database of 
Systematic Reviews, 3. 

RESTA, O., BARBARO, M., FOSCHINO, P., BONFITTO, P., GILIBERTI, T., 
DEPALO, A., PANNACCIULLI, N., DE PERGOLA, G., 2003. Low sleep quality and 
daytime sleepiness in obese patients without obstructive sleep apnoea syndrome. 
Journal of Internal Medicine. 253(5), pp. 536-543. 

RGUIBI, M., and BELAHSEN, R., 2006. Fattening practices among Moroccan 
Saharawi women. Eastern Mediterranean Health Journal. 12(5), pp. 619-624. 

RISJORD, M.W., DUNBAR, S.B., MOLONEY, M.E., 2002. A New Foundation for 
Methodological Triangulation. Journal of Nursing Scholarship. 34(3), pp. 269-275. 

RISSANIEN, A.M., 1996. The economic and psychosocial consequences of obesity. 
Ciba Foundation Symposium, 201, pp. 194-201: discussion pp. 201-206.  

RITCHIE, J. and LEWIS, J., (EDS). 2003. Qualitative Research Practice: A Guide for 
Social Science Students and Researchers. London: Sage Publications. 

ROBERTS, P., PRIEST, H., BROMAGE, C., 2001. Selecting and utilising data sources 
to evaluate health care education. Nursing Research, 8(3), pp. 15-29. 

ROBINSON, A., 2004. Inflammatory bowel disease - empowering the patient and 
improving outcome. Alimentary Pharmacology & Therapeutics, 20(Supplement 4), pp. 
84-87. 

ROBINSON, B.E., and BACON, J.G., 1996. The “if only I were thin...” treatment 
program; decreasing the stigmatizing effects of fatness. Professional Psychology: 
Resarch and Practice, 27, pp. 175-183. 



 

RODIN, J., 1992. Determinants of Food Intake Regulation in Obesity In Bjorntorp, P., 
and Brodoff, B.N., (EDS). Obesity. Philadelphia, J B Lippincott Company. 

ROGGE, M.M., GREENWALD, M., GOLDE, A., 2004. Obesity, Stigma, and Civilized 
Oppression. Advances in Nursing Science, 27(4), pp. 301-315. 

ROLFE, G.,2006. Validity, trustworthiness and rigour: quality an the idea of qualitative 
research. Journal of Advanced Nursing,53(3), pp. 304-310. 

ROPER, N., LOGAN, W., TIERNEY, A.J., 1983. Using a Model for Nursing. 
Edinburgh, Churchhill Livingstone.  

ROPER, N., LOGAN, W., TIERNEY, A.J., 2000. The Roper Logan Tierney Model of 
Nursing: Based on Activities of Living. Edinburgh, Churchhill Livingstone. 

ROSESTOCK, I.M., The Health Belief Model: Explaining behaviour through 
expectancies, In: GLANZ, K., LEWIS, F.M., RIMER, B.K., (EDS). 1990. Health 
Behavior and Health Education. Theory, Research and Practice. San Francisco, 
Jossey-Bass. pp. 39-62. 

ROSMOND, R., LAPIDUS, L., BJORNTORP, P., 1996. The influence of occupational 
and social factors on obesity and body fat distribution in middle-aged men. 
International Journal of Obesity, 20(7), pp. 599-607. 

ROSS. C.E., 1994. Overweight and Depression. Journal of Health and Social Behavior. 
35, pp. 63-78. 

ROSSNER, S., 1997. Defining success in obesity management. International Journal of 
Obesity & Related Metabolic Disorders. Journal of the International Association for the 
Study of Obesity, 21(Suppl 1), pp. S2-4. 

ROTTER, J.B., 1966 Generalized expectancies for internal versus external control of 
reinforcement. Psychological Monographs, 80(1) pp.1-28.   

ROYAL COLLEGE OF NURSING, 2004. Research Ethics: RCN guidance for nurses. 
London: Royal College of Nursing. 

ROYAL COLLEGE OF PHYSICIANS, 1998. Clinical management of overweight and 
obese patients: With particular reference to the use of drugs. London, The Royal 
College of Physicians. 

ROYAL COLLEGE OF PHYSICIANS, 2003. Anti-obesity drugs: guidance on 
appropriate prescribing and management. London, Royal College of Physicians. 

ROYAL COLLEGE OF PSYCHIATRISTS, 2002. Depression. Available at: 
www.rcpsych.ac.uk/campaigns/cminds/leaflets/dep/depression.htm  (accessed 20/07/06) 

RUSSELL, S., DALY, J., HUGHES, E., OP'T HOOG, C., 2003. Nurses and 'difficult' 
patients: negotiating non-compliance. Journal of Advanced Nursing, 43(3), pp. 281-287. 



 

RYAN, R.M., LAGUARDIA, J.G., SOLKY-BUTZEL, J., CHIRKOV, V., KIM, Y., 
2005. On the interpersonal regulation of emotions: Emotional reliance across gender, 
relationships, and cultures. Personal Relationships, 12, pp. 145-163. 

RYCROFT-MALONE, J., SEERS, K., TITCHEN, A., HARVEY, G., KITSON, A., 
MCCORMACK, B., 2004. What counts as evidence in evidence-based practice? 
Journal of Advanced Nursing, 47(1), pp. 81-90. 

RYDEN, A., KARLSSON, J., SULLIVAN, M., TORGERSON, J.S., TAFT, C., 2003. 
Coping and Distress: What Happens After Intervention? A 2-Year Follow-up From the 
Swedish Obese Individuals (SOS) Study. Psychosomatic Medicine, 65(3), pp. 435-442. 

SALMON, J., BAUMAN, A., CRAWFORD, D., TIMPERIO, A., OWEN, N., 2000. 
The association between television viewing and overweight among Australian adults 
participating in varying levels of leisure-time physical activity. International Journal of 
Obesity, 24(5), pp. 600-606. 

SALVAGE, J. 2006 Model thinking. Nursing Standard. 20(17), pp. 24-25. 

SANDELOWSKI, M., 1993. Rigor or rigor mortis: the problem of rigor in qualitative 
research revisited. Advances in Nursing Science, 16(2), pp. 1-8. 

SANDELOWSKI, M., 1995. Sample size in qualitative research. Research in Nursing 
and Health, 18, pp. 179-183. 

SANDELOWSKI, M., 2000. Combining Qualitative and Quantitative Sampling, Data 
Collection, and Analysis Techniques in Mixed-Method Studies. Research in Nursing 
and Health, 23, pp. 246-255. 

SARAFINO, E.P., 1990. Health Psychology: Biopsychosocial Interactions. New York, 
John Wiley and Sons. 

SARGENT, J.D. and BLANCHFLOWER, D.G., 1994. Obesity and Stature in 
Adolescence and Earnings in Young Adulthood: Analysis of a British Birth Cohort. 
Archive of Pediatric and Adolescent Medicine, 148, pp. 681-687. 

SARIS, W.H.M., BLAIR, S.N., VAN BAAK, M.A., EATON, S.B., DAVIES, P.S.W., 
DI PIETRO, L., FOGELHOLM, M., RISSANEN, A., SCHOELLER, D., SWINBURN, 
B., TREMBLAY, A., WESTERTERP, K.R., WYATT, H., 2003. How much physical 
activity is enough to prevent unhealthy weight gain? Outcome of the IASO 1st Stock 
Conference and consensus statement. Obesity Reviews, 4(2), pp. 101-114. 

SCHOELLER, D.A., SHAY, K., KUSHNER, R.F., 1997. How much physical activity 
is needed to minimize weight gain in previously obese women? American Journal of 
Clinical Nutrition. 66, pp. 184-188. 

SCHON, D.A., 1987. Educating the Reflective Practitioner. San Francisco, Jossey-Bass 
Publishers. 

SCHWARTZ, M.B., CHAMBLISS, H.O., BROWNELL, K.D., BLAIR, S.N., 
BILLINGTON, C., 2003. Weight bias among health professionals specializing in 
obesity. Obesity Research, 11(9), pp. 1033-1039. 



 

SCOTTSH EXECUTIVE, 2005. Health in Scotland. Available at 
http://www.scotland.gov.uk/Publications/2006/10/30145141/7 (accessed 08/10/07) 

SCOTTISH EXECUTIVE, 2006. Delivering care, enabling health: Harnessing the 
nursing, midwifery and allied health professions’ contribution to implementing Delivery 
for Health in Scotland. B46599. 

SCOTTISH EXECUTIVE HEALTH DEPARTMENT, 2004. Review of Bariatric 
Surgical Services in Scotland (Weight Loss Surgery for Adults who are Severely Obese). 
Edinburgh: Scottish Executive. 

SCOTTISH GOVERNMENT, 2008. Funding to tackle obesity. Available at 
http://www.scotland.gov.uk/News/Releases/2008/01/24105109 (accessed 30/01/08) 

SCOTTISH INTERCOLLEGIATE GUIDELINES NETWORK, 1996. Obesity in 
Scotland: integrating prevention with weight management. Edinburgh: SIGN. 

SCOTTISH OFFICE, 1998. Research Strategy for the National Health Service in 
Scotland. J19705 7/98. Edinburgh: The Stationary Office. 

SECHRIST, K., and PRAVIKOFF, D., 2001. Semantic Differential Scale: Cinahl 
Information Systems, California. Cinahl. 

SEIDELL, J.C., 1995. The impact of obesity on health status: Some implications for 
health care costs. International Journal of Obesity, 19(SUPPL. 6), pp. S13-S16. 

SEMPLE, M. and CABLE, S., 2003. The new Code of Professional Conduct. Nursing 
Standard, 17(23), pp. 40-8, 50-1. 

SHARMA, L., KAPOOR, D., ISSA, S., 2006. Epidemiology of osteoarthritis: an 
update. Current Opinion in Rheumatology, 18(2), pp. 147-156. 

SHAW, A., MCMUNN, A., FIELD, J., (EDS). 1998. The Scottish Health Survey. 
Edinburgh: The Stationery Office. 

SIMON, G.E., VON KORFF, M., SAUNDERS, K., MIGLIORETTI, D.L., CRANE, 
P.K., VAN BELLE, G., KESSLER, R.C., 2006. Association Between Obesity and 
Psychiatric Disorders in the US Adult Population.  Archives of General Psychiatry, 
63(7), pp. 824-830 

SIMPSON, H., 1991. Peplau’s Model in Action, London, Macmillan. 

SJOBERG, A., HALLBERG, L., HOGLUND, D., HULTHEN, L., 2003. Meal pattern, 
food choice, nutrient intake and lifestyle factors in The Goteborg Adolescence Study. 
European Journal of Clinical Nutrition, 57(12), pp. 1569-1578. 

SKIADAS, P.K. and LASCARATOS, J.G., 2001. Dietetics in ancient Greek 
philosophy: Plato's concepts of healthy diet. European Journal of Clinical Nutrition, 
55(7), pp. 532-537. 

SKIDMORE, P., 2007. Macronutrient intakes and their role in obesity. Nutrition 
Bulletin, 32(supplement 1), pp. 4-13. 



 

 
SMART, F. 2005. The whole truth? Nursing Management. 11(9), pp. 17-19. 

SMITH, P., 1992. The Emotional Labour of Nursing: How nurses care. London, 
Macmillan Education Limited. 

SMUTTS, J.C., 1926. Holism and Evolution. New York, Macmillan. 

SONG, W.O., CHUN, O.K., OBAYASHI, S., CHO, S., CHUNG, C.E., 2005. Is 
consumption of breakfast associated with body mass index in US adults? Journal of the 
American Dietetic Association, 105(9), pp. 1373-1382. 

SOTERIOU, T., HEK, G., GRAY, S., 2005. Patient confidentiality, clinical data and 
NHS research - a researcher's guide. Nurse Researcher, 13(2), pp. 19-25. 

SPEZIALE, H.J.S., and CARPENTER, D.R., 2007. Qualitative Research in Nursing: 
Advancing the Humanistic Imperative. 4th edition, Philadelphia, Lippincott Williams 
and Wilkins. 

SPITZER, B.L., HENDERSON, K.A., ZIVIAN, M.T., 1999. Gender Differences in 
Population Versus Media Body Sizes: A Comparison over Four Decades1. Sex Roles, 
40(7-8), pp. 545-565. 

STADEN, H., 1998. Alertness to the needs of others: a study of the emotional labour of 
caring. Journal of Advanced Nursing, 27, pp. 147-156. 

STAPLETON, H., KIRKHAM, M., THOMAS, G., 2002. Qualitative study of evidence 
based leaflets in maternity care. British Medical Journal. 324(7338), pp. 1-6. 

STEINBECK, K., 2006. Health experts warn of global obesity pandemic. St. Petersburg 
Times On Line Tampa Bay. Available at 
http://www.sptimes.com/2006/09/04/news_pf/Worldandnation/Healthexpertswarn 
(accessed 10/09/2006). 

STEPTOE, A., DOHERTY, S., RINK, E., KERRY, S., KENDRICK, T., HILTON, S., 
1999. Behavioural counselling in general practice for the promotion of healthy 
behaviour among adults at increased risk of coronary heart disease: randomised trial. 
British Medical Journal, 319(7215) pp. 943-947.  

STERN, J.S., HIRSCH, J., BLAIR, S.N., FOREYT, J.P., FRANK, A., KUMANYIKA, 
S.K., MADANS, J.H., MARLATT, G.A., ST JEOR, S.T., STUNKARD, A.J., 1995. 
Weighing the options: criteria for evaluating weight-management programs. The 
Committee to Develop Criteria for Evaluating the Outcomes of Approaches to Prevent 
and Treat Obesity. Obesity Research, 3(6), pp. 591-604. 

STICE, E., 2002. Risk and Maintenance Factors for Eating Pathology: A Meta-Analytic 
Review. Psychological Bulletin, 128(5). p.825-848. 

STILWELL, B., and HOBBS, R., (EDS) 1990. Nursing in General Practice: Clinical 
Car: Book One. Oxford, Radcliffe Medical Press Ltd.  



 

STRIEGEL-MOORE, R.H., FAIRBURN, C.G., WILFLEY, D.E., PIKE, K.M., DOHM, 
F., KRAEMER, H.C., 2005. Toward an understanding of risk factors for binge-eating 
disorder in black and white women: a community-based case-control study. 
Psychological Medicine, 35(6), pp. 907-917. 

STROMGREN, A.S., GROENVOLD, M., SORENSEN, A., ANDERSEN, L., 2001. 
Symptom recognition in advanced cancer. A comparison of nursing records against 
patient self-rating. 45(9), pp. 1080-1085. 

STUBBS, R.J., HARBRON, C.G., MURGATROYD, P.R., PRENTICE, A.M., 1995. 
Covert manipulation of dietary fat and energy density: Effect on substrate flux and food 
intake in men eating ad libitum. American Journal of Clinical Nutrition, 62(2), pp. 316-
329. 

STUNKARD, A.J., 1957. The dieting depression: untoward responses to weight 
reduction. American Journal of Medicine, 23, pp. 77-86. 

STUNKARD, A.J., HARRIS, J.R., PEDERSEN, N.L., MCCLEARN, G.E., 1990. The 
body-mass index of twins who have been reared apart. New England Journal of 
Medicine, 322(21), pp. 1483-1487. 

STUNKARD, A.J., and SORENSEN, T.I.A., 1993. Obesity and Socioeconomic Status - 
A Complex Relation. New England Journal of Medicine, 329(14), pp. 1036-1037. 

STUNKARD, A.J. and ALLISON, K.C., 2003. Two forms of disordered eating in 
obesity: binge eating and night eating. International Journal of Obesity, 27(1), pp. 1-12. 

SUGANUMA, N., SHIGEDO, Y., ADACHI, H., WATANABE, T., KUMANO-GO, 
T., TERASHIMA, K., MIKAMI, A., SUGITA, Y., TAKEDA, M., 2001. Association of 
gastroesophageal reflux disease with weight gain and apnea, and their disturbance on 
sleep. Psychiatry & Clinical Neurosciences, 55(3), pp. 255-256. 
 
SURTEES, P.G., WAINWRIGHT, N.W.J., KHAW, K-T., 2004 Obesity, confidant 
support and functional health: cross-sectional evidence from the EPIC-Norfolk cohort. 
International Journal of Obesity.28, pp 748-758. 

TEIXEIRA, P.J., GOING, S.B., SARDINHA, L.B., LOHMAN, T.G., 2005. A review 
of psychosocial pre-treatment predictors of weight control. Obesity Reviews, 6(1), pp. 
43-65. 

THOMSON, S., 1999. Creating a learning environment. IN Hinchliff, S., ED. The 
Practitioner as Teacher, 3rd Edition, Edinburgh, Elsevier Churchill Livingstone. pp. 1-
23.  

THORNE, S.E., 2001. People and their parts: deconstructing the debates in theorizing 
nursing’s clients. Nursing Philosophy, 2(3), pp. 259-262. 

TIGGEMANN, M. and LYNCH, J.E., 2001. Body Image Across the Life Span in Adult 
Women: The Role of Self-Objectification. Developmental Psychology, 37(2), pp. 243-
253. 



 

TIMMINS, F., and O’SHEA, J., 2004. The Roper-Logan-Tierney (1996) model of 
nursing as a tool for professional development in education. Nurse Education in 
Practice, 4, pp. 159-167. 

TOELLE, B.G. and RAM, F.S.F., 2006. Written individualised management plans for 
asthma in children and adults. Cochrane Database of Systematic Reviews, 1. 

TOORNVLIET, A.C., PIJL, H., TUINENBURG, J.C., ELTE-DE WEVER, B.M., 
PITERS, M.S.M., FROLICH, M., ONKENHOUT, W., MEINDERS, A.E., 1997. 
Psychological and metabolic responses of carbohydrate craving obese patients to 
carbohydrate, fat and protein-rich meals. International Journal of Obesity, 21(10), pp. 
860-864. 

TREECE, E.W., and TREECE, J.W., 1986 Elements of Research in Nursing, 4th edition, 
Saint Louis, Mosby Co. 

TREMBLAY, A., DESPRES, J., LEBLANC, C., CRAIG, C.L., FERRIS, B., 
STEPHENS, T., BOUCHARD, C., 1990. Effect of intensity of phsycical activity on 
body fatness and fat distribution. American Journal of Clinical Nutrition. 51, pp. 153-
157. 

TREMBLAY, A., DOUCET, E., IMBEAULT, P., 1999. Physical activity and weight 
maintenance. International Journal of Obesity, 23(3), pp. S50-S54. 

TSAI, W., YANG, C., LIN, S., FANG, F., 2004. Impact of obesity on medical problems 
and quality of life in Taiwan. American Journal of Epidemiology, 160(6), pp. 557-565. 

TUCKET, G. 2005. Part II. Rigour in qualitative research: complexities and solutions. 
Nurse Researcher, 13(1), pp.29-42. 

TUDORLOCKE, C., WILLIAMS, J.E., REIS, J.P., PLUTO, D., 2004. Utility of 
Pedometers for Assessing Physical Activity: Construct Validity. Sports Medicine, 34(5), 
pp. 281-291. 

TUDORLOCKE, C. and BASSETT, D.R.J., 2004. How Many Steps/Day Are Enough?: 
Preliminary Pedometer Indices for Public Health. Sports Medicine, 34(1), pp. 1-8. 

TUOMILEHTO, J., LINDSTROM, J., ERIKSSON, J.G., VALLE, T.T., 
HAMALAINEN, H., ILANNE-PARIKKA, P., KEINANEN-KIUKAA NNIEMI, S., 
LAAKSO, M., LOUHERANTA, A., RASTAS, M., SALMINEN, V., UUSITUPA, M., 
AUNOLA, S., CEPAITIS, Z., MOLTCHANOV, V., HAKUMAKI, M., MANNELIN, 
M., MARTIKKALA, V., SUNDVALL, J., 2001. Prevention of Type 2 Diabetes 
Mellitus by Changes in Lifestyle among Individuals with Impaired Glucose Tolerance. 
New England Journal of Medicine, 344(18), pp. 1343-1350.  

UNITED KINGDOM CENTRAL COUNCIL FOR NURSING, MIDWIFERY AND 
HEALTH VISITING. 1992a. Code of Professional Conduct for the Nurse, Midwife and 
Health Visitor. 3rd edition. London, UKCC. 

VAN DAM, H.A., VAN DER HORST, F.G., KNOOPS, L., RYCKMAN, R.M., 
CREBOLDER, H.F.J.M., VAN DEN BORNE, B.H.W., 2005. Social support in 



 

diabetes: A systematic review of controlled intervention studies. Patient Education and 
Counseling, 59(1), pp. 1-12. 

VAN GEMERT, W.G., SEVEREIJNS, R.M., GREVE, J.W., GROENMAN, N., 
SOETERS, P.B., 1998. Psychological functioning of morbidly obese patients after 
surgical treatment. International Journal of Obesity & Related Metabolic Disorders: 
Journal of the International Association for the Study of Obesity, 22(5), pp. 393-398. 

VAN MEIJEL, B., GAMEL, C., VAN SWIETEN-DUIJFJES, B., GRYPDONCK, 
M.H.F., 2004. The development of evidence-based nursing interventions: 
methodological considerations. Journal of Advanced Nursing. 48(1), pp. 84-92. 

VERHEIJDEN, M.W., BAKZ, J.C., VAN WEEL, C., KOELEN, M.A., VAN 
STAVEREN, W.A., 2005. Role of social support in lifestyle-focused weight 
management interventions. European Journal of Clinical Nutrition, 59, Suppl 1, pp. 
S179-S186. 

VGONTZAS, A.N., BIXLER, E.O., CHROUSOS, G.P., 2003. Metabolic disturbances 
in obesity versus sleep apnoea: the importance of visceral obesity and insulin resistance. 
Journal of Internal Medicine, 254(1), pp. 32-44. 

VOTRUBA, S.B., HORVITZ, M.A., SCHOELLER, D.A., 2000. The Role of Exercise 
in the Treatment of Obesity. Nutrition, 16, pp. 179-188. 

WADDEN, T.A. and STUNKARD, A.J., 1985. Social and Psychological Consequences 
of Obesity. Annals of Internal Medicine, 103(6pt2), pp. 1062-1067. 

WADDEN, T.A., FOSTER, G.D., LETIZIA, K.A., 1994. One-year behavioral 
treatment of obesity: Comparison of moderate and severe caloric restriction and the 
effects of weight maintenance therapy. Journal of Consulting & Clinical Psychology, 
62(1), pp. 165-171. 

WADDEN, T.A., STEEN, S.N., WINGATE, B.J., FOSTER, G.D., 1996. Psychosocial 
consequences of weight reduction: how much weight loss is enough? American Journal 
of Clinical Nutrition, 63(3 Suppl), pp. 461S-465S. 

WADDEN, T.A., WOMBLE, L.G., SARWER, D.B., BERKOWITZ, R.I., CLARK, 
V.L., FOSTER, G.D., 2003. Great Expectations: 'I'm Losing 25% of My Weight No 
Matter What You Say'. Journal of Consulting & Clinical Psychology, 71(6), pp. 1084-
1089. 

WALSH, M., 1989. Model example. Nursing Standard, 3, pp. 23-25. 

WALSH, M., 1991. Models in Clinical Nursing – the way forward. London, Bailliere 
Tindall. 

WALTERS, V. and CHARLES, N., 1997. "I just cope from day to day": 
unpredictability and anxiety in the lives of women. Social Science & Medicine, 45(11), 
pp. 1729-1739. 



 

WANG, S.S., BROWNELL, K.D., WADDEN, T.A., 2004. The influence of the stigma 
of obesity on overweight individuals. International Journal of Obesity, 28(10), pp. 
1333-1337. 

WARDLE, J., 2005. Psychological and Personality Disorders: Cause or Consequence of 
Weight Gain? Obesity Reviews, 6, Supplement 1, pp. 31. 

WARSI, A., WANG, P.S., LAVALLEY, M.P., AVORN, J., SOLOMON, D.H., 2004. 
Self-management Education Programs in Chronic Disease. Archives of Internal 
Medicine. 164, pp. 1641-1649. 

WATERWORTH, S. and LUKER, K.A., 1990. Reluctant collaborators: do patients 
want to be involved in decisions concerning care? Journal of Advanced Nursing, 15(8), 
pp. 971-976. 

WATSON, J., 1988. Nursing: Human Science and Human Care – A Theory of Nursing. 
New York, National League for Nursing. 

WATSON, R. 1998. Longitudinal quantitative research designs. Nurse Researcher. 
5(4), pp. 41-54. 

WATSON-MILLER, S., 2005. Assessing the postoperative patient: Philosophy, 
knowledge and theory. International Journal of Nursing Practice. 11, pp. 46-51. 

WEAVER, K., and OLSON, J.K., 2006. Understanding paradigms used for nursing 
research. Journal of Advanced Nursing. 53(4), pp. 259-469. 

WEBB, R., BRAMMAH, T., LUNT, M., URWIN, M., ALLISON, T., SYMMONS, D., 
2003. Prevalence and Predictors of Intense, Chronic, and Disabling Neck and Back Pain 
in the UK General Population. Spine, 28(11), pp. 1195-1202. 

WEINER, B., FRIEZE, I., KUKLA, A., REED, L., REST, S., ROSENBAUM, R.M., 
1974. Perceiving the Causes of Success and Failure. New York, General Learning 
Press. 

WEINER, B., 1985. An Attributional Theory of Achievement Motivation and Emotion. 
Psychological review, 92(4), pp. 548-573. 

WEINER, B., AMIRKHAN, J., FOLKES, V.S., VERETTE, J.A., 1987. An attributional 
analysis of excuse giving: Studies of a naive theory of emotion. Journal of Personality 
and Social Psychology, 52(2), pp. 316-324. 

WEINER, B., PERRY, R.P., MAGNUSSON, J., 1988. An Attributional Analysis of 
Reactions to Stigmas. Journal of Personality & Social Psychology, 55(5), pp. 738-748. 

WEINER, B., 1991. Metaphors in Motivation and Attribution. American Psychologist, 
46(9), pp. 921-930. 

WEINER, B., 2006. Social Motivation, Justice, and the Moral Emotions: An 
Attributional Approach. New Jersey, Lawrence Erlbaum Associates. 



 

WENSING, M., JUNG, H.P., MAINZ, J., OLESEN, F. and GROL, R., 1998. A 
systematic review of the literature on patient priorities for general practice care. Part 1: 
Description of the research domain. Social Science & Medicine, 47(10), pp. 1573-1588. 

WESLEY, R.L., 1995. Nursing theories and models. 2nd edition, Pennsylvania, 
Springhouse Corporation. 

WESTERTERP, K.R., 1999. Obesity and physical activity. International Journal of 
Obesity & Related Metabolic Disorders: Journal of the International Association for 
the Study of Obesity, 23(Suppl 1), pp. 59-64. 

WIBBERLEY, C. and KENNY, C., 1994. The case for interactive interviewing. Nurse 
Researcher, 1(3), pp. 57-64. 

WILKINSON, S., 1991. Factors which influence how nurses communicate with cancer 
patients. Journal of Advanced Nursing, 16, pp. 677-688. 

WILLENBRING, M.L., LEVINE, A.S., MORLEY, J.E., 1986. Stress induced eating 
and food preference in humans: A pilot study. International Journal of Eating 
Disorders, 5(5), pp. 855-864. 

WILLIAMS, A., 2001. A literature review on the concept of intimacy in nursing. 
Journal of Advanced Nursing. 33(5), pp. 660-667. 

WILLIAMSON, D.F., THOMPSON, T.J., ANDA, R.F., DIETZ, W.H., FELITTI, V., 
2002. Body weight and obesity in adults and self-reported abuse in childhood. 
International Journal of Obesity & Related Metabolic Disorders: Journal of the 
International Association for the Study of Obesity, 26(8), pp. 1075-1082. 

WILSON, A. and CHILDS, S., 2002. The relationship between consultation length, 
process and outcomes in general practice: a systematic review. British Journal of 
General Practice, 52, pp. 1012-1020. 

WIMPENNY, P., 2002. The meaning of models of nursing to practising nurses. Journal 
of Advanced Nursing. 40(3), pp. 346-354. 

WINEMILLER, D.R., MITCHELL, M.E., SUTLIFF, J., CLINE, D.J., 1993. 
Measurement strategies in social support: A descriptive review of the literature. Journal 
of Clinical Psychology, 49(5), pp. 638-648. 

WING, R.R. and HILL, J.O., 2001. Successful Weight Loss Maintenance. Annual 
Reviews Nutrition, 21, pp. 323-241. 

WOLMAN, B.B., 1982. Psychological Aspects of Obesity: A Handbook. New York, 
Van Nostrand Reinhold Co. 

WORLD HEALTH ORGANIZATION, 1998. Obesity-promoting and managing the 
global epidemic. Geneva: Report of the WHO Consultation on Obesity. 

WORLD HEALTH ORGANIZATION, 2000. Obesity: preventing and managing the 
global epidemic. Geneva: WHO Technical Report Series 895. 



 

WORLD HEALTH ORGANIZATION, 2002. Obesity in the Pacific: Too big to ignore. 
WHO Regional Office for the Western Pacific. ISBN 9822039255. p4. 

WORLD HEALTH ORGANIZATION, 2003. Global Strategy on Diet, Physical 
Activity and Health. Available at: 
http://www.who.int/nutrition/topics/obesity/en/print.html  (accessed 10/09/2006). 

WURTMAN, J.J., WURTMAN, R.J., GROWDON, J., 1981. Carbohydrate craving in 
obese people: Suppression by treatments affecting serotonergic transmission. 
International Journal of Eating Disorders, 1(1), pp. 2-15. 

WURTMAN, R.J. and WURTMAN, J.J., 1989. Carbohydrates and depression. 
Scientific American, 260(1), pp. 68-75. 

WYMAN, J.F., 2003. Treatment of Urinary Incontinence in Men and Older Women: 
The evidence shows the efficacy of a variety of techniques. American Journal of 
Nursing, 103(SUPPLEMENT), pp. 26-35. 

YANOVSKI, S.Z., NELSON, J.E., DUBBERT, B.K., SPITZER, R.L., 1993. 
Association of binge eating disorder and psychiatric comorbidity in obese individuals. 
American Journal of Psychiatry, 150(10), pp. 1472-1479. 

YOSHIOKA, M., DOUCET, E., ST-PIERRE, S., ALMERAS, N., RICHARD, D., 
LABRIE, A., DESPRES, J.P., BOUCHARD, C., TREMBLAY, A., 2001. Impact of 
high-intensity exercise on energy expenditure, lipid oxidation and body fatness. 
International Journal of Obesity, 25, pp. 332-339. 

ZIGMOND, A.S., and SNAITH, R.P., 1983. The Hospital Anxiety and Depression 
Scale. Acta Psychiatr.scan, 67, pp. 361-370. 

ZWARENSTEIN, M., BRYANT, W., 2000. Interventions to promote collaboration 
between nurses and doctors. Cochrane Database of Systematic Reviews. Issue 2. Art. 
No: CD000072.DOI: 10.1002/14651858.CD000072. 
 



Appendix 1 

 

Exploratory phase questionnaire exploring the association between 
feelings and weight management 

 



 

ID Number � � � 

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 II diabetes/impaired glucose tolerance      CHD  

 

  hypertension      dyslipidaemia     sleep apneoa  

 

  peripheral oedema     stroke     osteoarthritis  

 

  gallbladder disease     hypothyroidism    PCOS 

 

  lower extremity venous stasis    other (specify)  …………………… 

 



 

ID Number � � � 

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 

 

       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? 

 

    yes    no 

 

    If yes, what is your occupation? ……………………………………………………….. 



 

ID Number � � � 

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  

 

menopause    other (please specify) …………………………… 

 

 

 

(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's side   mother's side  

 

children    sons    daughters 

 

 

 

 

 

 

 

 

 

 

 



 

ID Number � � � 

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     NA 

                Very rarely    most of the time 

 

Diarrhoea     1     2     3     4     5     6     7     8     9     10     NA 

             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     NA 

                Very rarely    most of the time 

 

Hunger      1     2     3     4     5     6     7     8     9     10     NA 

                Very rarely    most of the time 

 

Food cravings     1     2     3     4     5     6     7     8     9     10     NA 

                Very rarely    most of the time 

 

Sweating      1     2     3     4     5     6     7     8     9     10     NA 

                Very rarely     most of the time 

 

Body Pain     1     2     3     4     5     6     7     8     9     10     NA 

                Very rarely    most of the time 

 

Skin problems     1     2     3     4     5     6     7     8     9     10     NA 

(eg redness in skin creases; psoriasis)          Very rarely     most of the time 

 

Bladder problems     1     2     3     4     5     6     7     8     9     10      NA 

(eg leakage)               Very rarely    most of the time 

   

Shortness of breath    1     2     3     4     5     6     7     8     9     10     NA 

(eg asthma; going up stairs)              Very rarely    most of the time 

 

Poor sleep     1     2     3     4     5     6     7     8     9     10     NA 

                Very rarely    most of the time 

 

Heartburn     1     2     3     4     5     6     7     8     9     10     NA 

                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 Number � � � 

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 

 

 

 

 

 

 

 

 

 

 

 

Going up or down stairs 

 

 

 

 

 

 

 

 

 

 

 

Bending or stooping 

 

 

 

 

 

 

 

 

 

 

 

Getting in or out of the bath 

 

 

 

 

 

 

 

 

 

 

 

Getting dressed 

 

 

 

 

 

 

 

 

 

 

 

Household chores 

 

 

 

 

 

 

 

 

 

 

 

 

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 

 

 

 

 

 

 

 

 

 

 

 

Use the stairs 

 

 

 

 

 

 

 

 

 

 

 

Go by car/bus/taxi 

 

 

 

 

 

 

 

 

 

 

 

 

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 

 

 

 

 

 

 

 

 

 

 

 

Go out with friends/family 

 

 

 

 

 

 

 

 

 

 

 

Have friends/family to your house 

 

 

 

 

 

 

 

 

 

 

 

Go out on your own 

(eg to shops, for a walk) 

 

 

 

 

 

 

 

 

 

 

 

 



 

ID Number � � � 

 

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. 

 

    

 Hour Hour Hour Hour Hour Hour 

None Less than 1 1-4 5-10 11-20 21-40 over 40 

 

 

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) 

…………………….. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Other (please specify) 

…………………….. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Other (please specify) 

……………………… 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

ID Number � � � 

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     7     8     9     10   NA 

                   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     2     3     4     5     6     7     8     9     10   NA 

                   very unsupportive                                                very supportive 

 

 

    Example 3: If you do not have a husband/wife/partner 

 

husband/wife/partner   1     2     3     4     5     6     7     8     9     10  √ NA 

                   very unsupportive                                                very supportive  

 

 

 

Family  

 

   husband/wife/partner   1     2     3     4     5     6     7     8     9     10   NA 

                   very unsupportive                                                very supportive  

 

    children    1     2     3     4     5     6     7     8     9     10   NA 

                                             very unsupportive                                                very supportive 

 

    parents     1     2     3     4     5     6     7     8     9     10   NA 

                  very unsupportive                                                very supportive 

 

    other household members  1     2     3     4     5     6     7     8     9     10   NA 

                   very unsupportive                                                very supportive 

 

   others (please specify)   1     2     3     4     5     6     7     8     9     10   NA 

…………………………….                   very unsupportive                                                very supportive 

 

 

 

Friends   

 

 close friends    1     2     3     4     5     6     7     8     9     10    NA 

                                 very unsupportive                                                very supportive  

            

                  acquaintances    1     2     3     4     5     6     7     8     9     10   NA 

                                very unsupportive                                                very supportive 

 

 others (please specify)   1     2     3     4     5     6     7     8     9     10   NA 

…………………………….     very unsupportive                                 very supportive 



 

ID Number � � � 

Work      

 

 supervisor/manager          1     2     3     4     5     6     7     8     9     10   NA 

                   very unsupportive                                                very supportive 

                           

 colleagues    1     2     3     4     5     6     7     8     9     10   NA 

                 very unsupportive                                                very supportive 

 

 others (please specify)   1     2     3     4     5     6     7     8     9     10   NA 

…………………………….     very unsupportive                                very supportive 

 

 

Health professionals  

 

 General Practitioner   1     2     3     4     5     6     7     8     9     10   NA 

                  very unsupportive                                                very supportive 

 

 Specialist doctors    1     2     3     4     5     6     7     8     9     10   NA 

                 very unsupportive                                very supportive 

 

 Nurses     1     2     3     4     5     6     7     8     9     10   NA 

                             very unsupportive                                                very supportive 

 

 Dietitians    1     2     3     4     5     6     7     8     9     10   NA 

                 very unsupportive                                                very supportive 

 

 others (please specify)   1     2     3     4     5     6     7     8     9     10   NA 

…………………………….    very unsupportive                                very supportive 

 

 

General contacts  

 

  clothes shop assistants           1     2     3     4     5     6     7     8     9     10   NA 

                 very unsupportive                                 very supportive 

 

  leisure centre staff   1     2     3     4     5     6     7     8     9     10   NA 

                 very unsupportive                                                very supportive 

  

   school/college staff   1     2     3     4     5     6     7     8     9     10   NA 

                 very unsupportive                                very supportive 

 

   others (please specify)   1     2     3     4     5     6     7     8     9     10   NA 

…………………………….     very unsupportive                                very supportive 

 

 

 

Please add any comments you have about the support or lack of support you have experienced in the last three months. 

 

………………………………………………………………………………………………………………………………………………………………………………………….. 

 

………………………………………………………………………………………………………………………………………………………………………………………….. 

 

………………………………………………………………………………………………………………………………………………………………………………………….. 



 

ID Number � � � 

 

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)   1     2     3     4     5     6     7     8     9     10 

……………………..                         Very rarely                    most of the time 

 

 

 

Comments………………………………………………………………………………………………………………………………………………………………. 

 

……………………………………………………………………………………………………………………………………………………………………………….. 

 

……………………………………………………………………………………………………………………………………………………………………………….. 

 

 

 

 

 

 

 



 

ID Number � � � 

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             Strongly  

          Agree           Agree       Undecided     Disagree       Disagree 

 

Managing my weight is totally outwith my control                                                                   

 

If I lose weight it is just by good luck                                                                         

 

I am the only one who can control my weight                                                                        

 

My weight I heredited so I can do nothing about it                                                                            

 

It is my own fault if I put on weight                                                                    

 

The support of others in helping me with my                                                                   

weight management is important to me 

 

Comments………………………………………………………………………………………………………………………………………………………… 

 

…………………………………………………………………………………………………………………………………………………………………………. 

 

…………………………………………………………………………………………………………………………………………………………………………. 

 

 

 

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     4     5     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 

 

 

Comments………………………………………………………………………………………………………………………………………………………….. 

  

…………………………………………………………………………………………………………………………………………………………………………… 

 

………………………………………………………………………………………………………………………………………………………………………….. 
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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 

than 5lbs 

Gain 3-5lbs Gain 1-2lbs Stay the same Lose 1-2lbs Lose 3-5lbs Lose more 

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 

than 5lbs 

Gain 3-5lbs Gain 1-2lbs Stay the same Lose 1-2lbs Lose 3-5lbs Lose more 

than 5lbs 

 

 

 

 

Comments………………………………………………………………………………………………………………………………………………………………………….. 

 

 …………………………………………………………………………………………………………………………………………………………………………………………… 

 

…………………………………………………………………………………………………………………………………………………………………………………………… 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

This page contained questions 1 to 7 of the HADS questionnaire 



 

 

 

 

This page contained questions 8 to 14 of the HADS questionnaire 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 the HADS 
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 

 

 

5 Patient Information Sheets 
 
5  Patient Consent Forms 
 
5  My Personal Approach to Weight Management booklets 
 
5 Questionnaires for research subjects 
 
5 Addressed envelopes 
 
1 A Holistic Approach to Weight Management booklet 
 
1 Weight Management Map (examples) 
 
1 Weight Management Map – Case study 1 
 
1 Weight Management Map – Case study 2 
 
2 My Action Map 
 
1  A Holistic Approach to Weight Management laminated protocol 
 
1 Laminated height/weight conversion chart 
 
1 Laminated 10% weight loss chart (metric) 
 
1 Laminated 10% weight loss chart (imperial) 
 
1 Background Information form 
 
1 Measuring Tape 
 
1 Large cuff 
 

 
 
 



 

 

Appendix 5 

 

Recruitment flier to practice nurses for the intervention phase 



 

 

Appendix 6 

 

Background questionnaire for nurses in the intervention phase 



 

 

Appendix 7 

 

Evaluation questionnaire for  

‘My Personal Approach to Weight Management’ 



 

 

Appendix 8 

 

Sheet for recording physical parameters of individuals 

in the intervention phase 



 

 

Appendix 9 

 

Charts provided in box of materials for the intervention phase 

 



Weight conversion chart 
 

 

st  lb kg st  lb kg st  lb kg st  lb kg st  lb kg st  lb kg st  lb kg st  lb kg st  lb kg 

  9     7 60.3 11     7 73.0 13     7 85.7 15    7 98.4 17     7 111.1 19     7 123.6 21     7 136.8 23     7 149.5 25     7 162.3 

  9     8 60.8 11     8 73.5 13     8 86.2 15     8 98.9 17     8 111.6 19     8 124.3 21     8 137.3 23     8 150.0 25     8 162.7 

  9     9 61.2 11     9 73.9 13     9 86.6 15     9 99.3 17     9 112.0 19     9 124.7 21     9 137.7 23     9 150.4 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   10 150.9 25   10 163.6 

  9   11 62.1 11   11 74.8 13   11 87.5 15   11 100.2 17   11 112.9 19   11 125.6 21   11 138.6 23   11 151.4 25   11 164.1 

  9   12 62.6 11   12 75.3 13   12 88.0 15   12 100.7 17   12 113.4 19   12 126.1 21   12 139.1 23   12 151.8 25   12 164.5 

  9   13 63.0 11   13 75.8 13   13 88.5 15   13 101.2 17   13 113.9 19   13 126.6 21   13 139.5 23   13 152.3 25   13 165.0 

10     0 63.5 12     0 76.2 14     0 88.9 16     0 101.6 18    0 114.3 20     0 127.0 22     0 140.0 24     0 152.7 26     0 165.4 

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     1 140.4 24     1 153.2 26     1 165.9 

10     2 64.4 12     2 77.1 14     2 89.8 16     2 102.5 18    2 115.2 20     2 128.2 22     2 140.9 24     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     3 128.6 22     3 141.4 24     3 154.1 26     3 166.8 

10     4 65.3 12     4 78.0 14     4 90.7 16     4 103.4 18    4 116.1 20     4 129.0 22     4 141.8 24     4 154.5 26     4 167.3 

10     5 65.8 12     5 78.5 14     5 91.2 16     5 103.9 18    5 116.6 20     5 129.5 22     5  142.3 24     5 155.0 26     5 167.7 

10     6 66.2 12     6 78.9 14     6 91.6 16     6 104.3 18    6 117.0 20     6 130.0 22     6 142.7 24     6 155.4 26     6 168.2 

10     7 66.7 12     7 79.4 14     7 92.1 16     7 104.8 18     7 117.5 20     7 130.4 22     7 143.2 24     7 155.9 26     7 168.6 

10     8 67.1 12     8 79.8 14     8 92.5 16     8 105.2 18     8 117.9 20     8 130.9 22     8 143.6 24     8 156.4 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     9 131.4 22     9 144.1 24     9 156.8 26     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 22   10 144.5 24   10 157.3 26   10 170.0 

10   11 68.5 12   11 81.2 14   11 93.9 16   11 106.6 18   11 119.3 20   11 132.3 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 20   12 132.7 22   12 145.4 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   13 145.9 24   13 158.6 26   13 171.4 

11     0 69.9 13     0 82.6 15     0 95.2 17     0 107.9 19     0 120.7 21     0 133.6 23     0 146.4 25     0 159.1 27     0 171.8 

11     1 70.3 13     1 83.0 15     1 95.7 17     1 108.4 19     1 121.1 21     1 134.1 23     1 146.8 25     1 159.5 27     1 172.3 

11     2 70.8 13     2 83.5 15     2 96.2 17     2 108.9 19     2 121.6 21     2 134.5 23     2 147.3 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     4 109.8 19     4 122.5 21     4 135.4 23     4 148.2 25     4 160.9 27     4 173.6 

11     5 72.2 13     5 84.8 15     5 97.5 17     5 110.2 19     5 122.9 21     5 135.9 23     5 148.6 25     5 161.4 27     5 174.1 

11     6 72.6 13     6 85.3 15     6 98.0 17     6 110.7 19     6 123.4 21     6 136.4 23     6 149.0 25     6 161.8 27     6 174.5 

 

 



Height conversion chart 
 

 

ft    in cm ft    in cm ft    in cm ft    in cm ft    in cm 

4       6¼ 137.8 5       0¼ 153.0 5       6¼ 168.3 6       0¼ 183.5 6       6¼ 198.8 

4       6½ 138.4 5       0½ 153.7 5       6½ 168.9 6       0½ 184.2 6       6½ 199.4 

4       6¾ 139.1 5       0¾ 154.3 5       6¾ 169.5 6       0¾ 184.8 6       6¾ 200.0 

4       7 139.7 5       1 154.9 5       7 170.2 6       1 185.4 6       7 200.7 

4       7¼ 140.3 5       1¼ 155.6 5       7¼ 170.8 6       1¼ 186.1 6       7¼ 201.3 

4       7½ 141.0 5       1½ 156.2 5       7½ 171.4 6       1½ 186.7 6       7½ 201.9 

4       7¾ 141.6 5       1¾ 156.8 5       7¾ 172.1 6       1¾ 187.3 6       7¾ 202.6 

4       8 142.2 5       2 157.5 5       8 172.7 6       2 188.0 6       8 203.2 

4       8¼ 142.9 5       2¼ 158.1 5       8¼ 173.4 6       2¼ 188.6 6       8¼ 203.9 

4       8½ 143.5 5       2½ 158.8 5       8½ 174.0 6       2½ 189.2 6       8½ 204.5 

4       8¾ 144.1 5       2¾ 159.4 5       8¾ 174.6 6       2¾ 189.9 6       8¾ 205.1 

4       9 144.8 5       3 160.0 5       9 175.3 6       3 190.5 6       9  205.7 

4       9¼ 145.4 5       3¼ 160.7 5       9¼ 175.9 6       3¼ 191.1 6       9¼ 206.4 

4       9½ 146.0 5       3½ 161.3 5       9½ 176.5 6       3½ 191.8 6       9½ 207.0 

4       9¾ 146.7 5       3¾ 161.9 5       9¾ 177.2 6       3¾ 192.4 6       9¾ 207.6 

4     10 147.3 5       4 162.6 5     10 177.8 6       4 193.0 6     10 208.3 

4     10¼ 148.0 5       4¼ 163.2 5     10¼ 178.4 6       4¼ 193.7 6     10¼ 208.9 

4     10½ 148.6 5       4½ 163.8 5     10½ 179.1 6       4½ 194.3 6     10½ 209.6 

4     10¾ 149.2 5       4¾ 164.5 5     10¾ 179.7 6       4¾ 194.9 6     10¾ 210.2 

4     11 149.9 5       5 165.1 5     11  180.3 6       5 195.6 6     11 210.8 

4     11¼ 150.5 5       5¼ 165.7 5     11¼ 181.0 6       5¼ 196.2 6     11¼ 211.5 

4     11½ 151.1 5       5½ 166.4 5     11½ 181.6 6       5½ 196.8 6     11½ 212.1 

4     11¾ 151.8 5       5¾ 167.0 5     11¾ 182.2 6       5¾ 197.5 6     11¾ 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)  

 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

st lb lbs st lb st lb lbs st lb st lb lbs St lb st lb lbs st lb st lb lbs st lb st lb lbs st lb 

10 0 14 9 0 12 0 17 10 11 14 0 20 12 8 16 0 22 14 6 18 0 25 16 3 20 0 28 18 0 

10 1 14 9 1 12 1 17 10 12 14 1 20 12 9 16 1 23 14 6 18 1 25 16 4 20 1 28 18 1 

10 2 14 9 2 12 2 17 10 13 14 2 20 12 10 16 2 23 14 7 18 2 25 16 5 20 2 28 18 2 

10 3 14 9 3 12 3 17 11 0 14 3 20 12 11 16 3 23 14 8 18 3 26 16 5 20 3 28 18 3 

10 4 14 9 4 12 4 17 11 1 14 4 20 12 12 16 4 23 14 9 18 4 26 16 6 20 4 28 18 4 

10 5 14 9 5 12 5 17 11 2 14 5 20 12 13 16 5 23 14 10 18 5 26 16 7 20 5 28 18 5 

10 6 15 9 5 12 6 17 11 3 14 6 20 13 0 16 6 23 14 11 18 6 26 16 8 20 6 29 18 5 

10 7 15 9 6 12 7 17 11 4 14 7 20 13 1 16 7 23 14 12 18 7 26 16 9 20 7 29 18 6 

10 8 15 9 7 12 8 18 11 4 14 8 20 13 2 16 8 23 14 13 18 8 26 16 10 20 8 29 18 7 

10 9 15 9 8 12 9 18 11 5 14 9 20 13 3 16 9 23 15 0 18 9 26 16 11 20 9 29 18 8 

10 10 15 9 9 12 10 18 11 6 14 10 21 13 3 16 10 23 15 1 18 10 26 16 12 20 10 29 18 9 

10 11 15 9 10 12 11 18 11 7 14 11 21 13 4 16 11 23 15 2 18 11 26 16 13 20 11 29 18 10 

10 12 15 9 11 12 12 18 11 8 14 12 21 13 5 16 12 24 15 2 18 12 26 17 0 20 12 29 18 11 

10 13 15 9 12 12 13 18 11 9 14 13 21 13 6 16 13 24 15 3 18 13 27 17 0 20 13 29 18 12 

11 0 15 9 13 13 0 18 11 10 15 0 21 13 7 17 0  24 15 4 19 0 27 17 1 21 14 29 18 13 

11 1 15 10 0 13 1 18 11 11 15 1 21 13 8 17 1 24 15 5 19 1 27 17 2 21 1 29 19 0 

11 2 16 10 0 13 2 18 11 12 15 2 21 13 9 17 2 24 15 6 19 2 27 17 3 21 2 30 19 0 

11 3 16 10 1 13 3 18 11 13 15 3 21 13 10 17 3 24 15 7 19 3 27 17 4 21 3 30 19 1 

11 4 16 10 2 13 4 19 11 13 15 4 21 13 11 17 4 24 15 8 19 4 27 17 5 21 4 30 19 2 

11 5 16 10 3 13 5 19 12 0 15 5 21 13 12 17 5 24 15 9 19 5 27 17 6 21 5 30 19 3 

11 6 16 10 4 13 6 19 12 1 15 6 22 13 12 17 6 24 15 10 19 6 27 17 7 21 6 30 19 4 

11 7 16 10 5 13 7 19 12 2 15 7 22 13 13 17 7 24 15 11 19 7 27 17 8 21 7 30 19 5 

11 8 16 10 6 13 8 19 12 3 15 8 22 14 0 17 8 25 15 11 19 8 27 17 9 21 8 30 19 6 

11 9 16 10 7 13 9 19 12 4 15 9 22 14 1 17 9 25 15 12 19 9 28 17 9 21 9 30 19 7 

11 10 16 10 8 13 10 19 12 5 15 10 22 14 2 17 10 25 15 13 19 10 28 17 10 21 10 30 19 8 

11 11 16 10 9 13 11 19 12 6 15 11 22 14 3 17 11 25 16 0 19 11 28 17 11 21 11 30 19 9 

11 12 17 10 9 13 12 19 12 7 15 12 22 14 4 17 12 25 16 1 19 12 28 17 12 21 12 31 19 9 

11 13 17 10 10 13 13 19 12 8 15 13 22 14 5 17 13 25 16 2 19 13 28 17 13 21 13 31 19 10 



 
10% Weight loss Chart 

(Imperial)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

st lb lbs st lb st lb lbs st lb st lb lbs St lb 

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 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 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 1 

23 13 33 21 8 25 13 36 23 5 27 13 39 25 2 

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 (39lbs) 

 

The general aim is 1-2lbs a week weight loss 

 

1lb a week over a year = 52lbs (23.6kgs) 

2lb a week over a year = 104lbs (47.3kgs) 



10% Weight loss Chart 
(Metric)  

 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

Weight 

Start 

Weight 

10% 

loss 

Goal 

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 12.5 112.5 145 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 11.3 101.7 133 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 71.1 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 

 



 

 

Physical activity

feelings

body dissatisfaction
social contacts

social support

symptoms

beliefs about weight
management

mobility problems

?

watch television
swim
cycle
garden
read
walk

walking
bending
stairs
bathing
dressing
chores

confident
proud
lonely
bored
angry
guilty

bust
stomach
thighs
arms
everything

my weight is totally outwith my control
I am the only one who can control my weight
my weight is all my fault
I inherited my weight and can do nothing about it
I know the right things to eat
I feel I need advice on the best types of food for me

a lot of contact with others
isolate myself
do not see many people

family
friends
colleagues
acquaintances

gastric reflux
abdominal bloating
body pain
poor sleep
food cravings
hunger
skin problems
stress incontinence
diarrhoea
vomiting
perspiration

eating and drinking

no breakfast
large portions
high fat foods
high sugar foods
snacks
take away meals
alcohol

feel better about myself
go upstairs without being breathless
feel more comfortable
have better health

possible benefits of
weight loss

Weight Management Map
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Appendix 10 

 

Interview schedule for nurses who recruited in the intervention phase 



 

 

Appendix 11 

 

Interview schedule for nurses who were unable to recruit 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 for the  

exploratory phase of the research 



 

 

Appendix 15 

 

Ethics amendment approval 



 

 

This page contained an ethics letter approving an amendment to the 
research procedure 



 

 

Appendix 16 

 

Approval letter from research and development for the 

 intervention phase 



 

 

This page contained the approval letter from a Research and 
Development Department for the intervention phase 



 

 

Appendix 17 

 

Diagram of the research design for the exploratory phase 
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hunger
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Diagram of the research design for the exploratory phase  



 

 

Appendix 18 

 

Correlations of negative feelings from the exploratory phase 

 



 

 

 

Correlations of negative feelings

p = <0.05*
p = <0.01**

 



 

 

Appendix 19 

 

Correlations of positive feelings from the exploratory phase 

 



 

 

POSITIVE 
FEELINGS

PERCEIVED
SUPPORT OF FAMILY

& FRIENDS

REDUCED 
DEPRESSION

IT IS MY OWN FAULT 
IF I HAVE PUT ON 

WEIGHT

PRIDE*

LESS
SHY**

CONFIDENCE**

REDUCED ANXIETY PRIDE*

PRIDE**

WEIGHT LOSS

ACTIVITY

FREQUENT SOCIAL 
CONTACT

LESS 
BORED*

CONFIDENCE
CONFIDENCE**

Correlations of positive feelings

P = < 0.05*
P = < 0.01**

 

 



 

 

Appendix 20 

 

Revised ‘My Action Plan’ for the booklet 

‘My Personal Approach to Weight Management’ 



 

 

Daily Actions

Plan

My Action Map

Progress

Reward …………………………………………….

Weekly Actions

Plan

My Action Map

Progress

Reward …………………………………………….
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