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Summary 

Background 

Obesity is a serious health challenge around the world. It imposes great 
limitations upon everyday activities, evokes stigmatisation and 
discrimination and creates a sense of failure. For many of those affected, 
obesity and fluctuations in weight becomes a lifelong condition and may 
cause existential challenges. Today’s treatment approach to obesity 
seems to be dominated by biomedical ideas and thoughts. Thus, solutions 
to the obesity challenge is mainly sought for within the biomedical 
paradigm. Intertwined with socio-cultural norms and values, the explicit 
and implicit message that is conveyed to people with obesity, is that they 
should lose weight. Accordingly, health related research is dominated by 
research that focus on outcome and experiences related to different types 
of obesity treatment, aiming at finding a solution to how to treat obesity. 
However, neither research nor today’s treatment approach manage to 
capture the complexity and depth of life concerns of living with obesity. 
Health professionals have an important role in the treatment offered to 
people living with obesity. However, little is known about health 
professionals’ interpretations of existential experiences of people who 
are living with obesity.  It is therefore important to conduct qualitative 
studies to understand more about the existential experiences in people 
with obesity, from their perspective and that of health professionals. 

Aims 

The overall aim of this doctoral thesis was to gain a deeper understanding 
of existential experiences of living with obesity, by exploring the 
perspectives of individuals and those of health professionals.   The thesis 
comprised two substudies. The findings of Substudy A are presented in 
two papers. The aim of paper I was to gain deeper insight into existential 
experiences of people living with obesity. The aim of paper II was to 
gain deeper insight into how people living with obesity handle their life 
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situation. The findings of Substudy B are presented in one paper. The 
aim of paper III was to gain deeper insight into existential experiences 
of people who are living with obesity, from the perspective of health 
professionals. 

Methods 

Substudy A consists of qualitative in-depth open-ended interviews with 
people living with obesity. A total of 21 men and women recruited from 
a residential camp and a Healthy Life Centre participated in the study. 
The interviews were followed by a three-step analytical process inspired 
by Ricoeur.  Substudy B used focus group interviews with health 
professionals to complement our knowledge about existential 
experiences of people who are living with obesity. Three focus groups 
with 18 health professionals participated. The interviews were followed 
by analysis using three levels of interpretation of meaning, inspired by 
Brinkmann and Kvale.   

Findings 

The findings revealed existential experiences related to living with 
obesity. People living with obesity seem to face limitations in life 
because of their bodies, leading to feelings of having their life on hold. 
At the same time, they seem to struggle towards balance in life to make 
living bearable, despite their perceived limitations. These existential 
experiences make living with obesity ambiguous. The potential for well-
being in the search for meaning and balance in existence and the life 
phenomena in constant fluctuation, make living with obesity movable. 
Health professionals seem to sense existential experiences in people 
living with obesity, but the meaning of the existential experiences might 
not be fully comprehended. However, nuances in the health 
professionals’ interpretations was revealed pointing towards ambiguity 
and movement. As such, the main findings of this thesis are that living 
with obesity seems to be ambiguous and movable. 
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Conclusions 

Within the context of a system aimed at treating obesity, the dualistic 
view of the body implicit in the biomedical model seems to be of limited 
use when meeting with the person with obesity’s lifeworld. Informed by 
the lifeworld approach, this thesis findings allow for a more extended 
description of an individual with obesity’s relationship to the world, self 
and existence and a better understanding of how living life with obesity 
unfolds. Lifeworld led reflection in general and reflections on the 
intertwining of body and mind in particular, may pave the way to well-
being for the individual. This is a holistic alternative to the biomedical 
approach, originating in the lifeworld of people living with obesity. 
Taking the findings into account, a new way of thinking is required. 
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Abbreviations and clarification of 
concepts 

Obesity: The concept obesity is rooted in the health-related tradition of 
this thesis. In health care, the body mass index (BMI) is used to measure 
obesity. A person whose BMI is 30 or above is considered obese. The 
subcategories “moderate” obesity is above 30; “severe” obesity is above 
35, and “very severe” obesity is above 40. This thesis does not make 
these differentiations, nor does it enter the debate on the problematic use 
of BMI. 

Overweight and obesity: Overweight and obesity is used some places in 
this thesis as a conceptual pair. The terms are used interchangeably in 
daily speech (Westland Barber, 2017). In the interview guide and the 
information provided to the individual, the term overweight is used. 
People with obesity themselves seem to prefer the term overweight to 
obesity (Strömmen et al., 2015). 

Individual/person with obesity vs. patient: Substudy A has used the term 
individual or person about the human being living with obesity. Substudy 
B has several places used the term patient because of the concept’s 
relatedness to the term health professionals. This thesis will mostly use 
the term individual or person when referring to the human being with 
obesity, but in some extent to patient where this is natural i.e. in 
combination with other concepts such as “health professionals”. 

Illness: The concept illness in this thesis is to be understood as the 
subjective experience of a health challenge. Illness must also be 
understood as different from disease. Disease refers to professionals’ 
view of a patient’s condition, expressed in biomedical terms (Delmar, 
2006). The Norwegian language do not differ between disease and illness 
like for instance the English language does and this makes it necessary 
with a clarification of concepts. In this thesis, illness is understood and 
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used correspondingly with the theoretical framework. Thus, the 
references to illness further in this thesis must exclusively be understood 
as a collective term for individuals own understanding of their condition. 
Furthermore, this view of illness must not be understood as taking a stand 
in the debate on whether obesity should be defined as a disease or not 
(Hofmann, 2016), or whether it is a chronical disease (Svenaeus, 2013; 
WHO, 2000). Rather this thesis must be seen as a contribution to the 
discussion that challenges the pathologizing of phenomena in peoples 
life (Jespersen & Møller, 2015; Svenaeus, 2013) by how this thesis shed 
light on surrounding elements that inform life with obesity. 



 

ix 

List of papers 

This thesis comprises the three papers, referred to in the text by Roman 
numerals. 

Paper I 

Haga BM, Furnes B, Dysvik E, Ueland V (2019). Putting life on hold: 
lived experiences of people with obesity. Scandinavian Journal of 
Caring Sciences. 34(2).  https://doi.org/10.1111/scs.12756  

Paper II 

Haga BM, Furnes B, Dysvik E, Ueland V (2019). Aspects of well-being 
when struggling with obesity. International Journal of Qualitative 
Studies on Health and Well-being. 14(1). 
https://doi.org/10.1080/17482631.2019.1699637  

Paper III 

Haga BM, Furnes B, Ueland V (2020). Existential experiences of people 
with obesity from the perspective of health professionals.  
Ready for submission.  



 

x 

 

Intentionally left blank 

 



 

xi 

Table of Contents 

Acknowledgements .......................................................................................... iii 

Summary .......................................................................................................... iv 

Abbreviations and clarification of concepts ................................................... vii 

List of papers ................................................................................................... ix 

1 Introduction ............................................................................................... 1 
1.1 Outline of thesis ........................................................................................ 3 

2 Background ............................................................................................... 5 
2.1 A biomedical approach to the obesity challenge ....................................... 5 
2.2 A broader approach to the obesity challenge ............................................ 7 
2.3 Previous research related to experiences when living with obesity .......... 8 

3 Theoretical framework ............................................................................ 15 
3.1 The lifeworld as ground .......................................................................... 16 
3.2 The body in a phenomenological perspective ......................................... 17 

3.2.1 Phenomenology of life phenomena ...................................................... 18 
3.2.2 A caring science perspective on health and well-being ........................ 19 

3.3 Aims and research questions ................................................................... 20 
3.3.1 Paper I .................................................................................................. 20 
3.3.2 Paper II ................................................................................................. 21 
3.3.3 Paper III ................................................................................................ 21 

4 Methodology ........................................................................................... 23 
4.1 Philosophical considerations ................................................................... 23 
4.2 Study design ............................................................................................ 23 

4.2.1 Substudy A ........................................................................................... 24 
4.2.2 Substudy B ........................................................................................... 25 

4.3 Methods .................................................................................................. 26 
4.3.1 Participants ........................................................................................... 27 
4.3.2 Data collection and material ................................................................. 31 

4.4 Data analysis ........................................................................................... 34 
4.4.1 Data analysis of Substudy A................................................................. 35 
4.4.2 Data analysis of Substudy B ................................................................. 37 

4.5 Research quality ...................................................................................... 38 



 

xii 

4.6 Ethical considerations ............................................................................. 42 

5 Findings ................................................................................................... 45 
5.1 Paper I ..................................................................................................... 45 
5.2 Paper II .................................................................................................... 46 
5.3 Paper III .................................................................................................. 47 

6 Discussion ............................................................................................... 49 
6.1 Living with obesity – an ambiguous and movable experience ................ 49 
6.2 Living with obesity – in a biomedical and socio-cultural context ........... 52 
6.3 Living with obesity – movements towards well-being ........................... 57 
6.4 Summary of discussion ........................................................................... 62 
6.5 Methodological considerations ............................................................... 63 

7 Conclusion .............................................................................................. 69 
7.1 Implications for practice ......................................................................... 70 
7.2 Implications for further research ............................................................. 71 

8 References ............................................................................................... 73 

PART II .......................................................................................................... 91 

Papers .............................................................................................................. 93 
Paper I ................................................................................................................ 95 
Paper II ............................................................................................................. 105 
Paper III ............................................................................................................ 117 

Appendices ................................................................................................... 163 
Appendix 1 – Interview guide persons with obesity ........................................ 163 
Appendix 2 – Interview guide focus group interviews with health professionals

 .............................................................................................................. 164 
Appendix 3 – Information given to persons with obesity................................. 165 
Appendix 4 – Information given to health professionals.................................. 168 
Appendix 5 – Ethical approvals ....................................................................... 171 

 



 

xiii 

List of Figures 

Figure 1- Overview of the theoretical framework .......................................... 15 
Figure 2 - Overview of the study design ......................................................... 24 
Figure 3 - A schematic illustration of an extended understanding of existential 

experiences when living with obesity ...................................... 62 
 

List of Tables 

Table 1 - Overview of aims, participants, data collection and analysis .......... 26 
Table 2 - Selection criteria for participants affected by obesity ..................... 28 
Table 3 - Sample characteristics individuals with obesity. Papers I and II 

(N=21) ..................................................................................... 29 
Table 4 - Selection criteria for health professionals ....................................... 30 
Table 5 - Sample characteristics health professionals (N=18) ........................ 31 
 



 

xiv 

 

Intentionally left blank 

 



Introduction 

1 

1 Introduction 

 “No… I must wait to buy clothes until I've lost weight.” 

I heard this from a woman, looking at the same clothes as me outside a 
clothing shop a summer day a couple of years ago. Then she walked 
away. She is of the growing number of people falling into the category 
“obesity”. She clearly did not believe that she deserved new clothes. Her 
comment can be interpreted as an existential expression related to living 
with obesity, how she experiences her life. This dissertation is concerned 
with existential experiences of living with obesity. Qualitative research, 
especially phenomenology, can be used to comprehend such existential 
matters and lived experiences and is the foundation of this thesis. 

Given 0 kg/m2) nearly doubled 
worldwide between 1980 and 2014, the World Health Organization 
(WHO) has identified it as a global health challenge (WHO, 2014). 
Overweight and obesity are considered one of the foremost health risks 
connected to developing serious and chronic diseases, including 
premature mortality (WHO, 2009). In addition, obesity requires both 
prevention and treatment (WHO, 2000). The dominant approach to 
obesity seems to be the biomedical, which favours certain physical 
measurements (Engel & Engel, 2012). The biomedical perspective 
emphasises weight reduction as a means to health (Bray, Frühbeck, 
Ryan, & Wilding, 2016; WHO, 2000).  

Many people affected by obesity have made repeated attempts to lose 
weight, (Bombak & Monaghan, 2017; Owen-Smith, Donovan, & Coast, 
2014). However, losing weight and maintaining long-term weight loss 
have proven difficult (Look AHEAD Research Group, 2014). Obesity 
can place great limitations on everyday life (Christiansen, Borge, & 
Fagermoen, 2012), contribute to reduced quality of life (Yazdani, Sharif, 
Elahi, Hosseini, & Ebadi, 2019), diminished well-being (Rand et al., 
2017) and cause existential challenges (Glenn, 2013; Toft & Uhrenfeldt, 
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2015; Westland Barber, 2017). For many, obesity is a lifelong condition, 
often characterised by repeated fluctuations in weight (Grønning, 2014; 
Owen-Smith et al., 2014), which reinforce the existential concerns 
(Rugseth, Groven, & Engelsrud, 2015).  

After obesity treatment (whether “successful” or “unsuccessful”), people 
still struggle with existential issues (Groven, Ahlsen, & Robertson, 2018; 
Groven, Råheim, & Engelsrud, 2010; Rørtveit, Furnes, Dysvik, & 
Ueland, 2017). Given the biomedical approach to obesity, health 
professionals are at risk of overlooking the individuals’ potential 
existential challenges appearing during the treatment of people with 
obesity (Ueland, Furnes, Dysvik, & Rørtveit, 2019). However, health 
professionals must be cognizant of the challenges associated with living 
with obesity (Merrill & Grassley, 2008; Rørtveit et al., 2017). 

Living with obesity is more than a health challenge. The view on 
management of own health has evolved, and has become an individual 
project (Nettleton, 2013). The dominant societal value in Western culture 
applauds the strong-willed and disiplined individual who takes 
responsibility for his/her health (Mik-Meyer, Torp, Kokko, & Ringsberg, 
2014). Thus, the moral cultural pressure on the body appears as 
burdensome and can lead to self-stigma and self-objectification  
(Grønning, Scambler, & Tjora, 2013; Jutel, 2005; Spahlholz, Baer, 

. The increase in 
overweight and obesity, and the reason for why people fail to lose weight 
and maintain weight loss, is therefore often associated with personal 
characteristics, like being weak-willed and lazy (Mik-Meyer et al., 2014; 
Throsby, 2007). Hence, attitudes towards people with obesity are often 
characterised by disparagement and stigmatisation (Puhl & Heuer, 2009; 
Spahlholz et al., 2016). This moral burden of obesity adds to the 
existential life challenges linked to living with obesity. 

Even if existential experiences have been addressed in studies of living 
with obesity and healthcare towards this group, research that deepens our 
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knowledge is very limited. When considering how the challenges 
influence the health of people with obesity, it is relevant to explore what 
it is like to live with obesity (Glenn, 2013; Rugseth, 2011; Westland 
Barber, 2017) from an existential perspective (Dahlberg, 2014). 
Solutions to the obesity challenge are therefore not sufficient if they are 
based only on a biomedical strategy; they must also resonate with the 
lived experiences of those affected by it (Thomas, Hyde, Karunaratne, 
Herbert, & Komesaroff, 2008).  

Therefore, by exploring the lifeworld of a person with obesity, we may 
gain a deeper insight in existential experiences of people living with 
obesity. Moreover, by shedding light on existential experiences of people 
with obesity from health professionals’ perspective we may expand our 
knowledge of the phenomenon. This may reveal an additional 
perspective, a carer’s perspective, which will complement our 
knowledge.  

To my knowledge, no previous Norwegian or international studies have 
explored existential experiences when living with obesity, from the 
perspective of individuals and that of health professionals and seen them 
together. Understanding existential experiences of people living with 
obesity might contribute to advance the current treatment approaches to 
obesity and may help to provide more optimal support to people 
struggling from obesity.  

The overall aim of this doctoral thesis was to gain a deeper understanding 
of existential experiences when living with obesity by exploring the 
perspectives of individuals and those of health professionals. 

1.1 Outline of thesis 
This thesis comprises two parts. 

Part I consists of seven chapters. Chapters 1 and 2 are a broad 
introduction to existential experiences when living with obesity. They 
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also offer a short description of the dominant approach to people living 
with obesity, and some existing alternatives. Chapter 3 provides the 
theoretical framework of this thesis and concludes with a presentation of 
aims and research questions of the two substudies that make up this 
thesis. Chapter 4 describes the research methodology, study design, data 
analysis, ethical considerations and discusses the trustworthiness of the 
study. Chapter 5 summarises the findings. Chapter 6 discusses the 
findings in the light of the chosen theoretical perspectives and previous 
research. The chapter ends with a discussion of methodological 
considerations. Chapter 7 concludes with an overview of possible 
implications of the research findings for practice and further research.  

Part II contains the three original research papers and the appendices. 
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2 Background 

The following section will describe the contexts of living with obesity. 
In addition, the section presents an overview of the literature on the 
experiences and perspectives of individuals with obesity and those of 
health professionals. Comprehensive literature searches have been 
conducted throughout the writing of papers and the “kappe”, last in May 
2020. 

2.1 A biomedical approach to the obesity 
challenge 

The prevailing disease model is the biomedical, grounded in molecular 
biology (Engel & Engel, 2012). This model understands disease as a 
deviation from the norm of measurable biological variables (Engel & 
Engel, 2012). According to this understanding, obesity results from “an 
imbalance between energy intake and expenditure during an extended 
period” (Bray et al., 2016 p. 1947) 1. Within the health care system, 
measuring obesity has become the standard. A person’s body mass index 
(BMI) is based on the relationship between weight (in kilos) to the square 
of the height (in square metres) (WHO, 2000). According to the 
biomedical model, a smaller intake of energy helped by diets, combined 
with higher expenditure of energy through physical activity can 
contribute to weight reduction (Bray et al., 2016; Knutsen, 2012). 

In 1997 the WHO declared war against “the global obesity epidemic” 
(WHO, 2000). Today, close to one in five people in the world are 
considered having obesity (2014). From a medical perspective this is 
worrying, because obesity is associated with negative physical and 
mental health outcomes (Carey et al., 2014; Chen, Jiang, & Mao, 2009; 
Grover et al., 2015). Thus, a comprehensive plan for preventing and 

 
1 The causes of this imbalance and the causes of the specific participants’ obesity are 
beyond the scope of this thesis. 
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managing the global obesity epidemic was published in 2000 (WHO). 
Since then, countries worldwide have heeded WHOs call for collective 
action against obesity.  

All over the world, interventions for people with obesity seem to be 
guided by a medical paradigm, and situated in the health service (Jepsen, 
2015). In Norway, the implementation of the directives from WHO 
resulted in two plans for prevention and treatment of people with 
overweight and obesity; one for adults and one for children (The 
Norwegian Directorate of Health, 2010b; The Norwegian Directorate of 
Health, 2010a). The Norwegian care plan for adults is organised around 
primary care and specialist care. The municipalities are responsible for 
the primary preventive work at individual, group and society level. The 
general practitioner (GP) normally coordinates the work with individual 
patients 35 with weight related 
concomitant diseases can be referred to treatment through the regional 
obesity outpatient clinics. Patients can be offered lifestyle treatment, 
follow-up at a Learning and Mastery health-centre or obesity reducing 
surgery (The Norwegian Directorate of Health, 2010b). 

The current approaches to obesity make primarily weight reduction a 
goal to reduce risk factors associated with living with obesity and to 
promote health (Bray et al., 2016; Groven & Heggen, 2018). There has 
been an attempt the last years to downplay the focus on weight loss by 
establishing municipal Healthy Life Centres,  which have taken a broader 
approach to the challenge (The Norwegian Directorate of Health, 
2019b). However, the person with obesity is still evaluated and treated 
within the biomedical understanding of obesity. Følling, Solbjør and 
Helvik’s (2015) have explored whether Norway’s new Healthy Life 
Centres can help people with their heavy emotional baggage. 

Obesity is easily linked to lifestyle. In principle, obesity can be “cured” 
by adopting a new lifestyle, but losing weight and maintaining long-term 
weight loss appear to be very difficult (Look AHEAD Research Group, 
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2014). Weight reduction is possible, but research shows that most people 
who try to change their lifestyle, eventually return to their old habits and 
their weight gradually increases (Grønning, 2014).  

2.2 A broader approach to the obesity challenge 
In recent years, more researchers and research communities have shed a 
critical light on the biomedical model in relation to the obesity challenge. 
Under the assumption that long-term weight loss is difficult to maintain 
for the long-term and may lead to weight cycling, it is claimed that 
weight cycling in itself may contribute to worse rather than better health 
(Rugseth et al., 2015; Samdal & Meland, 2018). Researchers question if 
it is ethical to recommend methods whose success rate is so low and that 
can be harmful (Samdal & Meland, 2018). Researchers acknowledge that 
obesity is multifaceted and that the emphasis on weight loss is an overly 
simplistic solution (Carryer, 2001; Fastenau et al., 2019). It is also 
claimed that the medical paradigm fails to capture the complexity and 
depth of life concerns in people with obesity (Kwan, 2011). It is therefore 
time for a new obesity narrative (Ralston et al., 2018). Together, 
researchers have advocated for alternative approaches to the obesity 
challenge (Brown & Wimpenny, 2011; Fastenau et al., 2019; Ralston et 
al., 2018; Rugseth et al., 2015; Samdal & Meland, 2018).  

Some alternative approaches have been tested. The journey towards 
well-being in individuals with obesity might be supported by non-dietary 
principles, like respecting one’s body shape and size diversity (Clifford 
et al., 2015; Samdal & Meland, 2018). Interventions based on a holistic 
model such as “Health at every size” and other non-dieting approaches 
have been shown to improve multiple health outcomes such as blood 
pressure and cholesterol (Clifford et al., 2015). A holistic model implies 
a provision of treatment that pays attention to the whole person and 
his/her life situation; a care that is responsive to each person’s needs 
(Carryer, 2001; Dossey, Keegan, & Guzzetta, 2005; McBride, 1988). 
The principle that weight is not the focal point minimises weight-stigma 
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and makes the patient feel well in the health care setting (Tylka et al., 
2014). Rugseth, Groven & Engelsrud (2015) emphasise the importance 
of paying less attention to the large body and tracking weight, and paying 
more attention to meaningful and health facilitating activities.  

As far as I know, there seems to be no broader approaches to the obesity 
challenge outside of Norway’s health care service. The “fat acceptance 
movement” seems to have limited appeal. However, within health care a 
broader approach to the obesity challenge, has been tested. “Broader” 
approaches combine the existing treatment offer with treatment of the 
mental health. Helse Nord-Trøndelag (2018) and Helse Stavanger (2019) 
are both testing such approaches. 

2.3 Previous research related to experiences 
when living with obesity  

Previous research on living with obesity has been conducted for instance 
within the psychological, medical, sociological and ethnographical 
traditions. Some studies have raised important questions about the way 
in which people with obesity experience their life. There is also a huge 
amount of lifeworld research with experiences from treatment as a 
context. However, as far as I know few studies have deepened the 
existential experiences with the human being’s life experience as 
context. Chosen parts of those studies that touch the phenomenon, and 
these that explore existential experiences form the basis of this review. 

Interventions and measures of effects as solutions to the problem of 
obesity dominate the quantitative research on obesity. In addition to 
measuring BMI, weight loss, energy consumption, activity and 
biomedical parameters such as blood pressure (Bray et al., 2016), 
quantitative studies have studied the health-related quality of life, 
psychosocial functioning, anxiety and depression before and after 
treatment (Look AHEAD Research Group, 2014; Jakobsen et al., 2018; 
Karlsson, Taft, Ryden, Sjostrom, & Sullivan, 2007). Some studies call 
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for more comprehensive qualitative research to shed light on the lives of 
people with obesity, saying that questionnaires alone are not insufficient 
(Aasprang, Andersen, Våge, Kolotkin, & Natvig, 2013; Aasprang et al., 
2008; Jepsen et al., 2015). 

Also within qualitative research much of the focus has been on 
individuals’ experiences with different types of obesity treatment. This 
research sheds light on some of the challenges that these individuals face 
when encountering healthcare or treatment programmes based on 
lifestyle change (Følling et al., 2015; Malterud & Ulriksen, 2010b; 
Skyrud & Trollvik, 2019) or experiences related to bariatric surgery 
(Lier, Aastrom, & Rørtveit, 2016). These studies contribute valuable 
information regarding the patients’ anxiety for failing (again), the need 
for support, feelings of vulnerability and shame, but the focus in these 
studies is on the patients’ experiences with the treatment programme, not 
on their existential life experiences.  

There is a substantial amount of qualitative research on the stigma of 
obesity. Stigmatisation creates feelings of powerlessness (Mold & 
Forbes, 2013), loneliness (Lewis, Thomas, Hyde, Castle, & Komesaroff, 
2011), shame, blame and guilt (Grønning et al., 2013; Kirk et al., 2014; 
Pila, Sabiston, Brunet, Castonguay, & O’loughlin, 2015) all of which 
might have a negative impact on self-worth and the sense of identity 
(Lewis, Thomas, Blood, et al., 2011; Thomas et al., 2008). Studies show 
overwhelmingly negative attitudes towards people with obesity in 
modern society, including medical settings (Puhl & Brownell, 2001; 
Puhl & Heuer, 2009; Robstad, Westergren, Siebler, Söderhamn, & 
Fegran, 2019). The perceived prejudice and disrespect that people with 
obeisty receive from health professionals seems to worsen the sense of 
stigma (Christiansen, Karlsen, & Larsen, 2017). Previous studies have 
also shown that people with obesity develop multifaceted coping 
mechanisms (Bombak, 2015; Puhl & Brownell, 2003). Although these 
studies are useful in identifying several core themes related to living with 
obesity, they are limited to the experience of stigma. 
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Much of the phenomenological lifeworld research on people with 
obesity’s existential experiences have studied their experiences with 
medical interventions. An academic cluster emerging from Oslo 
Metropolitan University with branches to the University of Bergen and 
the university colleges in Sogndal and Molde, have published many 
studies of peoples lived experiences after treatment; bariatric surgery and 
lifestyle intervention. These studies highlight the ambivalence the 
patients report when interviewed after surgery (Groven et al., 2018; 
Natvik, Råheim, Andersen, & Moltu, 2018; Warholm, Øien, & Råheim, 
2014). Moreover, they shed critical light on both the use of weight loss 
surgery as a means of forcing people to change lifestyle (Groven, 
Råheim, Braithwaite, & Engelsrud, 2013), and the inherent epistemology 
of such interventions focusing on effect and outcome, and not the 
personal process included in such great changes (Natvik et al., 2018). A 
study from the perspective of health professionals emphasises that the 
hegemony of biomedicine is a tacit premise for bodily change (Groven 
& Heggen, 2018). All these studies point to the existential domain, 
emphasising that the current scientific perspective on obesity “seems not 
to capture the existential, autonomous, and personal experience of losing 
weight and maintaining weight loss” (Natvik et al., 2018) p 10. A 
hermeneutic review based on qualitative studies confirms this picture; 
people (still) struggle with existential issues and strive for a meaningful 
life after obesity treatment (Rørtveit et al., 2017). However, the studies 
do not deepen our understanding of what it is like to live with obesity. 

Few studies focus on the existential experiences of the person living with 
obesity with the person’s life experience as context. One issue has been 
that people with obesity describe the effects of having a huge body and 
the impact on life (Christiansen et al., 2012; Glenn, 2013; Westland 
Barber, 2017). Their weight is at the forefront of all experiences and is 
perceived as an impediment to everything that the participants would like 
to do (Rugseth, 2011). Moreover, cycles of losing and regaining weight 
produce feelings of stagnation and resignation, resulting in emotional 
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distress (Overgaard, 2002; Owen-Smith et al., 2014; Ueland et al., 2019). 
Participants describe a vicious circle as the emotional distress hinders 
participation in social and health-related activities, leading to even more 
emotional distress and weight gain (Owen-Smith et al., 2014).  

In this situation while trying to and wanting to lose weight, and in light 
of modern trends that highlight individualism and self-fulfilment, people 
with obesity can believe that they have failed to live up to their potential 
and fulfil their desires (Glenn, 2013; Grønning, 2014; Ueland et al., 
2019). Hence, obesity might become life itself (Grønning, 2014).  

However, people with obesity cannot escape their bodies; but must find 
a way to live with them (Malterud & Ulriksen, 2010a). With this as a 
basis, some lifeworld research shows that people with obesity, within 
their powerlessness and felt limitations have found a way to handle life 
(Rugseth, 2011; Rugseth & Standal, 2015). According to this 
understanding, informants, in addition to describing their body as an 
impediment to living, also claim that their large body gives them a sense 
of having good health, strength and stamina (Rugseth, 2011). Not all 
people with obesity passively internalise social norms, but actively resist 
them (Grønning et al., 2013), and strive every day to create identity and 
meaning in life (Bylund, Benzein, & Sandgren, 2017; Groven, Galdas, 
& Solbrække, 2015; Groven, Råheim, & Natvik, 2017; Natvik, 
Gjengedal, Moltu, & Råheim, 2015). Toft and Uhrenfeldt’s (2015) 
review describes a dynamic between suffering and well-being and how 
it influences the experience of existential homecoming when doing 
physical activity. A recent Danish doctoral thesis has explored the 
phenomenon of having a large but active body in a more holistic way 
(Toft, 2019; Toft, Galvin, Nielsen, & Uhrenfeldt, 2020).  Grønning et al. 
(2013) highlight that participants’ resistance has been insufficiently 
studied, and Rand et al. (2017) have called for mental well-being to be 
better addressed in studies of people living with obesity.  
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Norway’s health professionals have recently become increasingly 
involved in interventions designed to treat different lifestyle diseases 
(including overweight and obesity), within primary care and specialist 
care; in private and public institutions. Health professionals therefore 
have an important role in the treatment offered to people with obesity 
(Alvarez, Greene, Hibbard, Overton, & Alvarez, 2016). The clinical 
encounter between the professional and the patient seems to be of great 
significance in terms of how patients’ existential experiences are 
understood and met (Salemonsen, Førland, Hansen, & Holm, 2020). 
However, very little is known about how health professionals can 
provide high-quality care for people living with obesity (Salemonsen et 
al., 2020). Still less is known about health professionals’ interpretations 
of existential experiences of people when living with obesity. Health 
professionals’ experiences seem to be related to how patients adapt to or 
use different treatment options. Research shows that health professionals 
seem cognizant of the complexity of living with obesity (Brown & 
Thompson, 2007; Hunter, Rawlings-Anderson, Lindsay, Bowden, & 
Aitken, 2018; Salemonsen et al., 2020). However, according to health 
professionals, not all patients are ready to share their experiences and 
their emotional distress (Groven & Heggen, 2018; Sagsveen, Rise, 
Grønning, & Bratås, 2018). Some studies report that health professionals 
regard many of the challenges individuals with obesity have as 
psychological problems (Dahl, Rise, Kulseng, & Steinsbekk, 2014; Mik-
Meyer et al., 2014). However, one study has shown that the patients 
interviewed in the same study challenged this perception (Dahl et al., 
2014). The study concludes that there is a risk that this tension can lead 
to stigmatisation and stereotyping. 

Sagsveen et. al (2018) report from health professionals that some people 
involved in lifestyle changes seem to lack ownership of their life and to 
not take responsibility for their plans and goals. According to health 
professionals, many things in the lives of people with obesity seem to 
happen by chance (Dahl et al., 2014). This lack of responsibility and 



Background 

13 

structure has a negative influence on professionals’ attitudes to their 
patients (Brown, 2006; Mold & Forbes, 2013; Schwartz, Chambliss, 
Brownell, Blair, & Billington, 2003). However, health professionals 
strive to treat their patients with respect, despite their ambivalence 
(Robstad, Söderhamn, & Fegran, 2018; Shea & Gagnon, 2015). The 
health professionals highlight a holistic perspective as well as addressing 
their patients’ psychological challenges and emotional distress 
(Salemonsen et al., 2020).   

Several studies describe the challenges in the relationship between health 
professionals and individuals with obesity. However, as far as I know, 
only Groven and Heggen (2018) have explored the encounter as a means 
to better understand the individual with obesity. Getting insight into 
existential experiences of people who are living with obesity from the 
perspective of health professionals might shed light on our understanding 
of living with obesity. 

There therefore seems to be a need to understand people with obesity 
better in order to provide the support they need. By exploring the 
existential experiences of living with obesity from the perspectives of 
individuals and those of health professionals, we assume we will gain 
insight into existential experiences of people who are living with obesity. 
Understanding these experiences will complement our knowledge of this 
group’s challenges and lay a foundation for more holistic approaches. 
The assumption is that if health care providers recognise existential 
experiences of people living with obesity, they can also offer them the 
support that they need. 
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3 Theoretical framework 

A theory is an abstract generalisation that can be used to explain how 
phenomena are connected, and to interpret research findings (Polit & 
Beck, 2018). This thesis, including the two substudies has been guided 
by a lifeworld-oriented philosophy grounded in the phenomenological 
tradition and particular Merleau-Ponty’s (Merleau-Ponty & Smith, 2002) 
view of the body and experience as lived. This approach illuminates the 
phenomenon “existential experiences when living with obesity” and 
provides a context for understanding human experience, including 
health, well-being, caring and illness. In this respect, the thesis has been 
based on other existential oriented approaches that focus on these issues, 
such as found in Dahlberg (2008), Galvin and Todres (2013) and Delmar 
(2006).  

 

Figure 1- Overview of the theoretical framework 

Figure 1 depicts the theoretical framework. It shows how caring science 
perspectives form the core of this thesis. The phenomenology of life 
phenomena and the lifeworld approach to well-being are both concerned 
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with how people, despite having health challenges find meaning and 
balance in life. The phenomenology of life phenomena and the lifeworld 
approach to well-being can be linked to the phenomenology of the body 
and the lifeworld perspective by the coinciding interest for life as it is 
experienced for the human being. 

3.1 The lifeworld as ground 
A research approach implies to take a perspective (Bengtsson, 2005). 
The scientific perspective in qualitative research is the “filter” through 
which the research is conducted. This “filter” must be made explicit so 
that other studies can also examine the research (Bengtsson, 2005). This 
thesis is rooted in a tradition that is based on an empirical application of 
the lifeworld approach. This tradition relies on the lifeworld theory and 
methods that allow researchers and practitioners to access the lived world 
of patients and professionals. The strong philosophic foundation 
illuminates universal existential issues and provides caring with 
distinctive knowledge and evidence (Dahlberg, 2011).  

The philosophical fundament was developed in the first half of the 20th 
century. Husserl’s notion of the lifeworld, Heidegger’s contemplations 
of human freedom, Merleau-Ponty’s ideas about the body as both subject 
and object, and Gadamer’s horizons of interpretation have formed the 
basis of the lifeworld approach (Dahlberg et al., 2008). 

Lifeworld is the world of lived experiences, the world in which we live 
(Van Manen, 1997). The lived experiences should be examined as the 
subjects describe them. The phenomenological idea of going “to the 
things themselves” originates with Husserl (Dahlberg et al., 2008). 
Phenomenology begins within the lifeworld as the concrete and lived. 
The purpose of lifeworld research is to elicit and reveal the phenomenon, 
and thereafter describe it (Dahlberg et al., 2008). 
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The lifeworld perspective is concerned with the influence of health and 
illness, suffering and well-being on a person’s lifeworld and existence. 
When healthy, we take our easy and natural access to the world for 
granted (Dahlberg et al., 2008). However, when ill, our relationship with 
the world is disturbed, our everyday activities are disrupted, and we 
cannot reach our goals (Dahlberg et al., 2008). The body in illness 
becomes an obstacle to immediate engagement with the world.  

3.2 The body in a phenomenological perspective 
Supported by Merleau-Ponty’s (Merleau-Ponty & Smith, 2002) theories 
of the lived body and lived experience it is possible to develop the 
meaning of patients’ and people’s experiences. Merleau-Ponty corrected 
the duality of the body and mind. He sees the human being as an essential 
and indivisible unit, one that is in constant interplay with other people 
and the world. Merleau-Ponty’s ideas can therefore be thought of as 
holistic (Carel, 2018; Merleau-Ponty & Smith, 2002). 

Merleau-Ponty (2002) considers the body as central to experiencing and 
understanding the world. Within this understanding the human being 
does not have a body, he is his body through which he has access to the 
world. Thus, the body is the subject of experience and perception and is 
the bearer of a human’s previous life, meaning and self-image (Westland 
Barber, 2017) Through the body and the bodily experience the world 
becomes meaningful.  

According to Merleau-Ponty, our bodies are ambiguous, which means 
that they can never be reduced to a subject or object (Westland Barber, 
2017). It both sees and is seen, touch and is touched (Merleau-Ponty & 
Tin, 2000). The subjective body is characterised by an unreflective 
awareness of the body. However, a change in the lived body changes the 
natural access to the world, and one becomes aware of one’s body. One 
might consider one’s body as alien to whom one perceives oneself to be. 
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Obesity might reflect such an interruption, which can keep a person from 
immediate engagement with one’s world and one’s life (Toombs, 1993). 

Lived experiences are created through the bodily encounter with the 
world, and the reflections about this bodily encounter. Being-in-the-
world is therefore intertwined with the socio-cultural context. Thus, a 
person with obesity will experience the world and make meaning of it 
with and through her/his body and bodily actions (Westland Barber, 
2017).  

3.2.1 Phenomenology of life phenomena 
All human beings must relate to basic conditions of their existence. 
These conditions are universal and fundamental phenomena that we can 
neither avoid nor escape (Delmar, 2006). As developed by Delmar 
(2006) within the Nordic caring philosophical discourse, the 
understanding of life phenomena provides a basis for understanding the 
existential challenge of living with obesity. Delmar (2006) elaborates on 
the life phenomena in relation to illness. When a person becomes ill or 
experiences health challenges, universal life phenomena become more 
evident. Within Delmar’s (2006) understanding, illness is the individuals 
subjective experience of a health challenge. These experiences can be 
recognised by concrete expressions on how the condition intervenes in 
each individual’s life, and involves life phenomena such as hope and 
hopelessness, vulnerability and longing.  Depending on one’s situation, 
life phenomena might have life limiting and life facilitating 
characteristics (Delmar, 2006).  

However, life phenomena are at risk of being overlooked in today’s 
health care. Caring for the ill patient entails meeting more than basic 
needs. It means helping the patient to identify and understand the various 
expressions of life phenomena; both nuances and diversity, and to make 
room for the existential possibilities (Delmar, 2006). With its perspective 
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on living and the lived life, the understanding of life phenomena is 
relevant to this thesis (Delmar, 2006; Hoeck & Delmar, 2018).   

3.2.2 A caring science perspective on health and well-
being 

In a caring science perspective, caring should focus on strengthening the 
person’s health and well-being (Dahlberg & Segesten, 2010). According 
to Dahlberg and Segesten (2010) health can be described in terms of 
experiences of well-being; a condition where the person is able to carry 
out minor and major life projects (Dahlberg & Segesten, 2010). Well-
being is subjective and personal and is expressed in terms of being in the 
world. Being is a holistic condition, meaning that everyone strives to find 
his/her own balance in harmony with his/her existence (Dahlberg, 
Todres, & Galvin, 2009). Finally, health can also be found within illness, 
as a balance between suffering and well-being, in the endeavour to regain 
well-being and balance in life (Todres, Galvin, & Dahlberg, 2014). The 
way people having challenges like obesity, handle life despite their 
perceived limitations is, according to Dahlberg et.al (2008) considered 
to have great influence on their well-being, and on the potential to 
experience health.  

However, patients report that they, because of the way care is organised 
and practised, are often seen more as categories and statistics than as 
human beings. Health and social service has given primacy to 
management by objectives or targets, and prioritised narrow and 
specialised outcomes, technology and efficiency. This points to the 
assumption that something is missing in health and social care (Galvin 
& Todres, 2013). There is a risk that humanised care and caring for well-
being is being diminished. Within this understanding, care is more than 
cure, and caring which does not attend to human experiential processes 
is incomplete (Galvin & Todres, 2013) because caring cannot be 
understood as separate from life and existence (Hörberg et al., 2011). 
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Husserl’s notion of the lifeworld, and care led from this perspective 
provides ideas and values which appear to be of the greatest importance 
to humanise health care, known as lifeworld-led care (Galvin & Todres, 
2013). Lifeworld-led care provides a direction for caring by focusing not 
just on health as the absence of illness, but also on well-being in a 
positive sense. An existential view of being human means that health is 
conceptualised in terms of both its limitations and its possibilities for 
human existence (Galvin & Todres, 2013). Thus, well-being includes the 
existential dimensions of freedom and vulnerability. Caring within this 
understanding of the human being means to be open to the lifeworld of 
the patient by listening to his/her stories, daring to both touch and be 
touched and not avoid the ambiguities of existence (Galvin & Todres, 
2013). However, the carer needs to recognise both the vulnerabilities and 
the freedoms of the ill patient to support his/her well-being.  

3.3 Aims and research questions 
The overall aim of this doctoral thesis was to gain a deeper understanding 
on existential experiences of people living with obesity, by exploring the 
perspectives of individuals and those of health professionals.  

Overarching research question 

How do existential experiences unfold in individuals living with obesity? 

The thesis consists of two substudies. The findings of Substudy A are 
presented in two papers; the findings of Substudy B resulted in one. The 
following section elaborates upon the aims and research questions linked 
to each paper. 

3.3.1 Paper I 
The aim was to gain deeper insight into existential experiences when 
living with obesity. The following research question was addressed: 
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– What is it like for people to live with obesity? 

3.3.2 Paper II 
The aim was to gain deeper insight into how people living with obesity 
handle their life situation. The following research question was 
addressed:  

– In what way does well-being unfold within the struggle of living 
with obesity? 

3.3.3 Paper III 
The aim was to gain deeper insight into existential experiences in people 
with obesity, from the perspective of health professionals. The following 
research questions were addressed:  

– How do health professionals in a healthcare context describe the 
existential experiences of people with obesity?  

– How can the health professionals’ experiences related to getting 
involved in challenges of people with obesity contribute to a 
deeper understanding of living with obesity? 
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4 Methodology 

This chapter introduces the philosophical considerations and outlines the 
study design and methods. Finally, the chapter concludes by addressing 
issues of trustworthiness and ethics. 

4.1 Philosophical considerations 
The phenomenological-hermeneutic approach is appropriate for 
describing and interpreting human experience (Dahlberg et al., 2008). 
This approach is open to the lived experiences of people and therefore 
based on a lifeworld perspective. Lifeworld is the world of lived 
experiences (Dahlberg et al., 2008). The lived experiences should be 
examined as described by the subjects and represents the 
phenomenological idea of going “to the things themselves” (Dahlberg et 
al., 2008 p. 32).  

By combining phenomenological and hermeneutic approaches, I sought 
a deeper understanding of the phenomenon, by developing descriptions 
and interpretations to answer the overall and the specific aims. Moving 
between parts of the text and the whole is a dynamic process that leads 
to new understanding and extended knowledge (Dahlberg et al., 2008). 
Therefore, the application of the phenomenological and hermeneutic 
approaches must be seen as intertwined (Dahlberg et al., 2008). 

4.2 Study design 
An inductive, exploratory and descriptive design was developed. The 
inductive approach means that the researcher approaches the 
phenomenon with no predefined hypotheses. The approach is data-
driven, unlike the theory-driven deductive approach. In an inductive 
research design the researcher moves from the data to a theoretical 
understanding (Graneheim, Lindgren, & Lundman, 2017). An 
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exploratory design is suitable when little is known about the 
phenomenon under consideration and the aim is to add nuance and depth 
(Brinkmann & Kvale, 2015). To our knowledge, there is no similar 
comprehensive study. The descriptive part of the thesis design presents 
the matter in question as precisely as possible. Figure 2 presents an 
overview of the study design.  

 

Figure 2 - Overview of the study design 

4.2.1 Substudy A 
This study used qualitative open-ended in-depth interviews with 
individuals living with obesity. The data collection was followed by 
analysis and interpretation inspired by the phenomenological 
hermeneutic thinking of Ricoeur (Delmar et al., 2005; Furnes & Dysvik, 
2011; Ricœur, 1976). This approach captured and interpreted existential 
experiences in the lives of people with obesity, because the phenomenon 
is tied to human existence (Dahlberg et al., 2008; Delmar et al., 2006). 
The analysis of the findings described the perceived limitations linked to 
living with a large body. However, the analysis also elicited descriptions 
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about how the individual’s handled everyday life. The fact that they 
handled life despite and within their experienced limitations pointed 
towards well-being according to the definition by, among others, 
Dahlberg et al. (2008). It was an insight that we had not fully anticipated. 
The pre-liminary findings in Substudy A was divided in two parts and 
analysed separately in the continuation; with different research questions 
in each part. Moreover, this division resulted in paper I and paper II.  

4.2.2 Substudy B 
A focus group study was appropriate to gain deeper insight on existential 
experiences of people living with obesity from the perspective of health 
professionals. There was a need to find out whether we had missed 
anything in the in-depth interviews with individuals. Focus groups 
interviews add to the data that are gathered through individual interviews 
(Morgan, 1997). Due to the limited research from the perspective of 
health professionals, we assumed that the topic was relatively 
unexplored. Focus groups are a useful research method when the aim is 
to explore phenomena within a group, based on common experiences and 
meanings (Malterud, 2012). Unlike individual interviews, the interaction 
in a focus group can stimulate discussions, responses and corrections, 
and maybe bring forth tacit knowledge (Macnagthen & Myers, 2004). 
We therefore hoped that focus group interviews with professionals 
providing daily care for people with obesity could elicit common 
experiences that would extend and complement our knowledge.  

The focus group interviews were followed by analysis of three levels of 
interpretation of meaning, inspired by Brinkmann and Kvale (2015). 
This interpretative model was chosen because in these interviews we 
went a “detour” about the health professionals view to obtain an 
understanding of existential experiences when living with obesity. We 
assumed that when taking a “meta-perspective” and not approaching the 
phenomenon directly, Brinkmann and Kvale’s (2015) three 
interpretation contexts, and especially the possibility of making a 
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common-sense interpretation would make an analysis of the findings 
possible.  

4.3 Methods 
Recruitment, data collection and analysis for the two sub studies were 
performed separately. Table 1 presents an overview of the two 
substudies, concerning aims, participants, data collection and analysis. 

Table 1 - Overview of aims, participants, data collection and analysis 
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4.3.1 Participants 
Substudy A 

The study of the individuals with obesity was planned and conducted 
first. When doing qualitative research, it is important to choose a sample 
that can answer the research questions (Malterud, 2011). Therefore, we 
wanted contact with people with obesity who could provide rich 
descriptions of the phenomenon. We had access to people with obesity 
through two health promotion programmes. Hence, we decided to use 
convenience sampling and include participants from these programmes 
in the study (Malterud, 2011). Given the sensitivity of the topic, we knew 
that recruiting participants with obesity from a broader population, for 
example by newspaper advertisement, could be difficult (Westland 
Barber, 2017). We also left the idea to interview members of the only 
known organization for people with overweight and obesity, 
Landsforeningen for overvektige, because of its strong patient and right 
focus (FFO, n.d.). We were afraid that the participants’ expressions could 
be led by this focus, and maybe divert the focus from life as such, 
something we considered could lead to prejudice in the findings. Based 
on these considerations, we contacted the leading professionals in two 
health promotion centres with a request to access their participants. Since 
the context for the study was the individuals’ life experience, the 
participants should be recruited shortly after their entry into the 
programme to avoid prejudices related to their treatment. In addition, the 
programme itself should not be a topic in the interview.  

The programmes addressed different groups about medical severity and 
geographical catchment areas. The Centre managers informed about the 
study, both orally and in writing, and mediated contact between those 
who volunteered and the interviewer. In this study we wanted to 
investigate the existential experiences when living with obesity in the 
adult population, so the lower age limit was set to >18 years. Other 
inclusion criteria were inclusion in a health promotion programme, both 
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genders, ability to speak and write in Norwegian, having a BMI 35 
kg/m2, and finally, able to provide informed consent on their own behalf. 
The BMI limit was set to 35 kg/m2, because the health authorities has 
set the same limit as criterion for receiving specialist care (BMI 35 
kg/m2 including weight-related concomitant diseases), as an indicator of 
the severity of the condition. The criterion being able to provide 
informed consent on their own behalf was chosen to exclude those 
people with severe mental diagnosis at the current moment. The 
overview of the selection criteria is provided in Table 2. 

Table 2 - Selection criteria for participants affected by obesity 

 

Recruiting participants from two programmes ensured a wide range of 
participants. One person (a man) did not turn up for the interview 
because of feeling ill2, so 21 individuals were included in the study. It 
was considered a strength that both genders were well represented, and 
that half of the sample was employed (vs. unemployed). Table 3 outlines 
the sample characteristics of persons with obesity. 

 
2 This information was accidentally omitted from paper I. 
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Table 3 - Sample characteristics individuals with obesity. Papers I and II (N=21) 

 

Substudy B 

After Substudy A was completed, Substudy B was conducted. 
Participants for three focus groups interviews were recruited from among 
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health professionals providing daily care and follow-up of people with 
obesity in three different treatment options. Three contexts were chosen 
to obtain variation in the data. We established a purposive sample, with 
variations in age, gender and health-related occupational background, 
with at least one year of experience in following up people with obesity 
(Malterud, 2012). This criterion was set to ensure that the participants 
had some experience with the topic of interest. Another inclusion 
criterion was related to clinical tasks. We wanted to exclude people who 
had only administrative tasks. Table 4 gives an overview of the selection 
criteria for health professionals.  

Table 4 - Selection criteria for health professionals 

 

The Centre managers informed 20 persons about the study both orally 
and in writing and arranged the focus group meeting. All of them 
accepted the invitation, but as the day for the interview came, one man 
and one woman had to withdraw from the study for health reasons. This 
left 18 health professionals to participate in the study.  

Focus group 1 was put together by six health professionals from five 
Healthy Life Centres. Focus group 2 was established with seven health 
professionals from a residential camp offering intensive lifestyle 
programmes among others for people with obesity (BMI 40 kg/m2, or 
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BMI 35 kg/m2 with weight-related concomitant diseases). Moreover, 
focus group 3, counting five persons, was recruited among health 
professionals linked to the outpatient clinic at a hospital who had the task 
to follow the patient throughout the treatment route by surgical treatment 
of morbid obesity. Table 5 gives an overview of the health professionals’ 
characteristics. 

Table 5 - Sample characteristics health professionals (N=18) 

 

It was considered a strength that the health professionals had a varied 
educational background and many years of relevant seniority. 

4.3.2 Data collection and material 
The data material for Substudy A was collected through in-depth 
interviews using a thematic interview guide (Appendix I) with open-
ended questions. The interview guide provided some structure to the 
interviews, but the flexible approach provided room for the full nature of 
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the phenomenon (Brinkmann & Kvale, 2015). The interview questions 
covered experiences of existential character when living with obesity, 
taking basic conditions of human existence as a starting point for each 
interview. The topics in the interview guide were; living everyday life 
with obesity, the significance of being a large body and being obese, 
viewing oneself from the perspective of others and thoughts about a 
meaningful life and the future3. The participants were encouraged to 
elaborate on their reflections by answering follow-up questions, such as 
“Can you please tell me more…?” and “What did you feel….?”. The 
interviews were completed by opening for additional comments. 

The interviews varied in depth and content. The variation seemed to 
appear across age, gender, marital status, education and background 
otherwise. However, older participants seemed more concerned about 
their future than young participants.   Most of the participants had always 
had overweight and obesity, but some associated their weight gain to 
pregnancy, illness or injury, unemployment or other life-changing 
circumstances. The participants also differed in their willingness or 
ability to reflect upon their life, body and existence. When asked to 
describe their body, some did so in detail; others just said “large”. Some 
spoke openly about their experiences related to having a large body, 
others were more reticent. 

Each participant was allowed to have the interview in a place they felt 
safe. Seventeen of the participants were interviewed in an office or a 
conference room at the health promotion centre. Three interviews were 
conducted in the first author’s workplace and one in the first author’s 
private home. The interviews lasted 40–90 minutes and were conducted 
by the first author. Since lifeworld phenomena are never completely 
explored and described (Van Manen, 1997) data saturation was not 

 
3 In the papers in Sub-study A it is referred to questions in the interview guide that are 
both overlapping and different. The total interview guide is referred to in the current 
text and in appendix I. The interview questions which examined the topics in the papers 
are mentioned in the papers.  
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sought. Human experience is always too complex to be captured by 
others (Van Manen, 1997).   

The data for Substudy B were obtained by conducting focus groups 
interviews with health professionals. The sessions were 60 to 90 minutes 
long and were located at the centres’ meeting rooms. The first author 
initiated and moderated the interviews, using an open-ended question 
inviting the health professionals to describe their interpretations of 
existential experiences among people who were living with obesity. The 
moderator involved herself moderately in the conversation, and gave the 
participants time and space for reflections and associations (Morgan, 
1997). For an unstructured focus group, Morgan recommends only two 
main topics or questions (Morgan, 1997, p.  47) within one or two hours. 
The thematic interview guide consisted of main topics as the 
professionals’ interpretations of existential experiences in people with 
obesity, and the health professionals’ experiences related to getting 
involved in people with obesity’s challenges (Appendix II).  

An observer made notes and evaluated the atmosphere and interaction 
during the first focus group interview. The first author conducted the two 
next group interviews without the observer. Malterud (2012) 
recommends bringing an observer to follow the interaction to the focus 
group. The observer’s role is to keep track of who says what (Malterud, 
2012). When the interviews are transcribed it is important to attribute the 
correct words to the correct speaker (Malterud 2012). Thus, to avoid 
confusion, at the start of the interview, each participant spoke his or her 
name as soon as the recorder was turned on. A seating chart showing 
where each participant sat around the table was also used when the 
interviews were transcribed.  

The conversation flowed easily in all three focus groups. The health 
professionals were very engaged in the topic and eager to discuss and 
reflect upon existential experiences in people with obesity. The 
discussions within all the groups were characterised by a high degree of 
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agreement. However, the third group had an additional perspective that 
the two other groups did not; they had met the person with obesity both 
before and after bariatric surgery. The professionals described 
individuals who seemed more comfortable reflecting on their life with 
obesity after surgery (when slim), than they had been before surgery. 
That is, people’s ability to describe their life with obesity seemed easier 
when they were no longer obese.  

Two of the groups seemed characterised by more quiet “wonder” than 
the other. One group was dominated by two persons, one of whom kept 
losing sight of the discussion topic. However, the moderator politely 
intervened to encourage contributions from the other health 
professionals.  The interview start was delayed for almost half an hour, 
which shortened the interview time. These events might have affected 
the outcome of the interview. 

What appeared as meaning-bearing to the professionals seemed to reflect 
what had most impressed them, something which seemed to correspond 
with those they found difficult to help. The professionals highlighted 
existential experiences that they considered as life-limiting to people 
living with obesity. This implied that the data material became “heavy 
loaded” with challenges.  

The participants in substudies A and B agreed to have the interviews 
audio recorded.  

4.4 Data analysis  
After the interviews, the interviews were transcribed verbatim, some 
interviews by the first author and some by a professional transcriber who 
had signed a confidentiality agreement. The first author undertook the 
preliminary analysis and wrote the first paper drafts. The research team 
conducted the further analysis. In case of ambiguity the transcribed text 
was consulted. The interpretations are the most plausible interpretations 
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based on the consensus among researchers. This means that another 
research team could have arrived at other results (Graneheim et al., 
2017).  

4.4.1 Data analysis of Substudy A 
The phenomenological-hermeneutic thinking of Ricoeur (1976) inspired 
the analysis of our data in Substudy A. The method reveals a possibility 
of staying close to the data without reducing the participants’ statements. 
Our focus was the meaning content, and the data material was filled with 
meaning. According to Ricœur, reading a text reflects the dialectic 
between explanation and understanding (Furnes & Dysvik, 2012; 
Ricœur, 1976). The structural analysis holds these attitudes; both are 
equally necessary (Ricœur, 1976). Explanation contributes to a richer 
understanding of the text because it is based on the inner structures and 
represent distance to the text. Understanding, on the other side, 
represents closeness and involvement. Hence, they are complementary. 
The inner structure of a material can reveal contrasts, but it can also 
reveal metaphors and other linguistic expressions. In this way, one could 
say that Ricoeur’s thinking must be seen in the light of his aim of 
building bridges between the linguistic, originating from a positivistic 
approach, and the interpretation, based in the hermeneutic tradition 
(Furnes, 2008). When it came to the specific stepwise analysis of the 
interview texts I have used the work of the Danish nurse researcher 
Birthe Pedersen (1999), together with later research  (Delmar et al., 2006; 
Furnes, 2008; Furnes & Dysvik, 2012; Schultz, Qvist, Mogensen, & 
Pedersen, 2014) which cite Ricoeur’s thinking. The analysis and 
interpretation followed three steps: 

Naïve reading. The interview texts were read and reread to gain a sense 
of the content. With an open mind, I looked for and listened to what 
touched me in the interview texts and wrote down my immediate 
impressions. These impressions said something about what appeared as 
central in the text. In some way or another, many of the existential 
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experiences seemed to be about the body. Next, I reflected upon whether 
there were connections within the content of central issues. The 
reflection and the open attitude are central to obtain variation within 
phenomenological analysis (Furnes 2008), and to obtain a holistic 
understanding of the content. 

Structural analysis. A structural analysis clarifies the dialectic between 
understanding (“what is said?”) and explanation (“what is spoken 
about?”) of the text with the purpose of arriving at a deeper critical 
interpretation. Ricoeur (1976) emphasises the significance of paying 
attention to the structure in the text, such as identifying metaphors, 
contradictions and connections, linguistic words and expressions.  
During this process, moving back and forth between the parts and the 
whole, led to an explanatory perspective on existential experiences. I 
went through the texts systematically in search of structures with 
expressions on feelings and thoughts, thinking that these expressions 
may say something about the individuals’ understanding of their 
condition. The analysis showed that most individuals’ condition was 
strongly affected by their experiences of both bodily limitations and 
bodily possibilities. In this phase of the analysis I divided the material 
between papers I and II in order to bring out the nuances in the material, 
with the intention to “bring them back to each other” later on.  
Interpretation of the explanatory structure and an understanding of the 
content led to the development of themes. The movement from empiric 
to interpretation was made clear through a schematic presentation. 

Critical interpretation and discussion. The critical interpretation aims at 
developing new understanding. The results from the naïve reading and 
the structural analysis led to the selection of theory and interpretation. 
Based on the findings that appeared through the analysis pointing 
towards ambiguity and movement related to living with obesity, the 
choice fell on theory that had an embedded movement. 
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4.4.2 Data analysis of Substudy B 
The analysis and interpretation of the material from the focus group 
study were based on a three-level model for interpretation of meaning 
inspired by Brinkmann and Kvale (2015): self-understanding, common 
sense and theoretical understanding. Going from understanding to 
interpretation appears as a hermeneutical movement, a process of 
moving among the particular, the universal and the whole (Gadamer, 
2013). According to Gadamer (2013), new understanding may arise 
when we are open to the unknown. Hence, it may challenge our 
preconceptions.  

Self-understanding. The first level was to identify the participants’ self-
understanding. The first author read the three transcripts thoroughly 
several times to obtain a holistic understanding of the content. 
Thereafter, meaning-bearing units were collected and placed in 
preliminary categories, naming them closely to the quotes. The research 
team named the preliminary categories to formulate what the participants 
understood as meaning-bearing in their expressions. Through this 
process, we sensed the whole. 

Common sense. The second level, common sense understanding, builds 
on a broader frame for understanding than the participants’ own, 
however within the context of what is considered as common sense. This 
implies that the research team embarked on a critical reading of the 
content of the expressions. Against this background a new level of 
abstraction emerged through repeated discussions within the research 
team, and the preliminary categories were reformulated. At this level, 
themes were formulated and presented as the findings of the study.  

Theoretical understanding. At the third level of interpretation, the 
empirical data were interpreted in light of a theoretical framework. The 
abstraction was taken a step further, beyond the participants’ self-
understanding and common sense to improve the understanding of the 
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findings. The theoretical understanding and interpretation were 
elaborated in the discussion section in paper III. 

The shift in analysis method between Substudy A and Substudy B was 
based on the consideration that the material in Substudy B was others’ 
perceptions and interpretations of the existential experiences of people 
living with obesity. This data material therefore needed more 
interpretation to elicit meaning from the data. As I see it, there is not 
much difference between an analysis inspired by Ricoeur (1976) and one 
based on Brinkmann and Kvale (2015). There seem to be more 
similarities than differences. Both are based on a phenomenological 
hermeneutic perspective with a lifeworld approach which address the 
essence of the phenomenon. However, Brinkmann and Kvale’s method 
(2015) seems to be closer to the hermeneutics.  Because we took the 
“detour” (with the health professionals) it was necessary to stay closer to 
the meaning units at the common sense level. Moreover, to elicit the 
meaning there was a need to ask critical questions of the text, by focusing 
on both content and the person, asking what the expression reveals, in 
the frame of common sense (Brinkmann & Kvale, 2015). As such, an 
analysis based on Brinkmann and Kvale’s three levels of interpretation 
(2015) seems best suited to the focus group method.  

The reason for not choosing an analytic tool geared towards group 
interactions was related to the aim of this substudy (Halkier, 2015). The 
aim was to explore a phenomenon that had not been explored before. 
Thus, the focus was on what was said, not on who said it or how things 
were said.  

4.5 Research quality 
The quality of research findings should be evaluated based on the extent 
to which one can establish trust and confidence in the findings (Lincoln 
& Guba, 1985; Polit & Beck, 2018). In qualitative research, the criteria 
suggested by Lincoln and Guba (1985) are used to evaluate the findings’ 



Methodology 

39 

trustworthiness; credibility, dependability, conformability and 
transferability. Trustworthiness should be a continuous process 
throughout the project, and these criteria were considered in the current 
thesis. 

Credibility is the extent to which the most appropriate approach, context 
and participants have been chosen for this study (Graneheim & 
Lundman, 2004; Lincoln & Guba, 1985). Sub-study A was limited to 
individuals living with obesity. The aim was to seek as wide a range of 
views as possible by including both men and women of all ages, 
educations, residencies and affiliations with working life. The 
participants’ understanding of their life in relation to their obesity 
challenge was the topic of interest. People’s interpretations of their 
lifeworld happen in every context of life, continuously. Therefore, we 
did not consider it problematic or unproblematic for the research quality 
that the target group had decided to seek help. We therefore made a 
request of two treatment programmes that served people with obesity. 

While preparing for the study, I presented the project in the research 
group “Life phenomena and care” at the University of Stavanger, which 
provided valuable input. I also visited a Healthy Life Centre to present 
the project and the interview guide. This meeting resulted in some 
changes in concept use and inclusion/exclusion criteria.  

Substudy B was originally planned for two focus groups. During the 
preparation for the study, the research group considered it important to 
include another group to supplement the data with more variation and 
information power (Malterud, Siersma, & Guassora, 2016). The 
intention was also to recruit more men to the study. This was not 
successful, but the first seemed to be a valuable consideration as this 
group both confirmed what the other groups had mediated and 
complemented the data with new perspectives. 

Credibility is also a question of selecting the most suitable meaning units 
and judging how well the naming of themes covers the data (Graneheim 
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& Lundman, 2004). In both substudies agreements over the sorting and 
labelling of meaning units was sought from the research team that 
contributed to the project. The analysis process included ongoing 
discussions of alternative interpretations before reaching a consensus. In 
addition, the research group in the university was presented to and gave 
feedback on the preliminary findings on several occasions. However, 
meanings can never be finally complete; they are always open to 
alternative interpretations (Dahlberg et al., 2008). 

Dependability is whether the research can be replicated under similar 
conditions (Graneheim & Lundman, 2004; Lincoln & Guba, 1985). 
Time, extensive data and other factors may influence the researcher’s 
consistency. To ensure stability, I made sure that all topics in the 
interview guide were covered in the interviews. I have also provided a 
detailed explanation of all steps in the research project. However, 
duplicating this study would probably be difficult. One explanation is 
that qualitative interviews are a co-creation between a unique researcher 
and a unique participant (Brinkmann & Kvale, 2015; Graneheim & 
Lundman, 2004). Another researcher and another participant would 
create another interaction and therefore generate other findings 
(Brinkmann & Kvale, 2015). In addition, follow-up questions may 
change from person to person and over time according to the researchers’ 
improved knowledge of the phenomenon (Brinkmann & Kvale, 2015).  

In focus groups studies, where the diversity of voices is the most 
important capital (Malterud, 2012) the variations and the nuances in the 
meanings are of great importance for the final findings. To ensure 
research quality I made an effort during the interviews to ask clarifying 
questions with the intention to identify and collate variations (Malterud, 
2012). 

Confirmability is concerned with whether the findings are determined by 
the participants or a result of the researcher’s prejudices and perspectives 
(Lincoln & Guba, 1985). The researcher’s personal beliefs and theories 
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may lead to a misunderstanding of meaning. To enhance trustworthiness 
within qualitative research it is therefore necessary to be aware of and 
open about the researcher’s pre-understandings.  

I have a bachelor’s in social work, and a major in health science (cand. 
san), with diakonia as main subject. I have spent my professional life in 
an inter-professional context on the border of or within a health context 
as care provider, adviser, planner or university college lecturer. My 
educational background and these different roles have given me an 
interest in and insight into the structures and conditions that surround and 
therefore lead caring. My last job as a health promotion planner gave me 
a little insight into the phenomenon of living with obesity. Although I 
had an idea of what life was like for people with obesity, I am also 
influenced by the social meanings and attitudes surrounding people with 
obesity. Throughout the research process, I tried to be conscious of and 
challenge my pre-understandings, and moreover be open to the unknown 
so new understanding may arise (Gadamer 2013). However, a text can 
be interpreted from several perspectives and does not hold one single 
truth.  

I believe that these issues are not to be considered as neither limitations 
or strengths, but as things to be aware of, consider and report to ensure 
confirmability and transparency (Brinkmann & Kvale, 2015).  

Transferability as a criterion for trustworthiness is the extent to which 
the findings can be transferred to other contexts or other groups (Lincoln 
& Guba, 1985; Polit & Beck, 2018). In qualitative research, 
transferability is left to the reader to judge, as long as the researcher 
openly provides the necessary information. It is reasonable to believe 
that the findings may be transferred to similar or comparable contexts 
dealing with existential experiences related to lasting or challenging 
conditions.  In both substudies the cultures and the contexts are clearly 
described, along with the methods of selection, data collection and 
analysis. The findings are presented with participants’ quotations and a 
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description of the analytic process together with examples to give the 
reader access both to the data and the abstraction process. This allows 
the reader to follow the reasoning throughout the whole study, and also 
to look for alternative interpretations. As such, research findings in 
qualitative studies do not imply one single meaning, it is the most 
probable meaning; the particular researcher(s) interpretation that is 
presented (Graneheim et al., 2017; Graneheim & Lundman, 2004). 

4.6 Ethical considerations 
Several ethical aspects were considered while planning and conducting 
the study. The participants in both substudies were informed, both orally 
and in writing that their participation was voluntary and that they could 
leave the project at any time. Confidentiality and anonymity were 
guaranteed, and a written consent form was completed. The information 
provided to the individuals with obesity and the health professionals 
before inclusion in the studies are presented in Appendix III and IV. Each 
participant’s identity was coded directly after finishing the interviews, 
locked away and kept separate from the collected data material, 
according to the current guidelines. The project was conducted in 
accordance with the ethical principles in the Helsinki Declaration (The 
World Medical Association, 2013). Ethical approval was obtained from 
the Regional Committees for Medical and Health Research Ethics 
(reference number 2016/1530), the Norwegian Centre for Research Data 
(project number 50184) and the Data Protection Office at the hospital 
(project number 2017/549). The approvals are presented in Appendix V. 

People with obesity, especially women, have an increased risk of 
developing depression (Carey et al., 2014; Chen et al., 2009). People 
with obesity are a vulnerable research group (Liamputtong, 2007). 
Researchers should always be aware of the potential harm they can inflict 
when broaching sensitive topics. Interviewing people with obesity about 
their existential experiences may bring difficult feelings and thoughts to 
the surface. Hence, at the end of each interview I asked the participants 
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how they had experienced the study. In this way, I tried to ensure that the 
interview had not become a harmful experience. To be certain, I had 
arranged professional support for follow-up in advance, and passed on 
this information at the conclusion of the interview.  
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5 Findings  

Substudy A consists of two papers, based on in-depth interviews with 
people living with obesity. Substudy B consists of one paper based on 
focus group interviews with health professionals. Together they fulfill 
the overall aim of the thesis. This chapter summarises the findings in 
each paper.  

5.1 Paper I 
Putting life on hold: lived experiences of people with obesity 

The findings revealed individuals’ existential experiences related to 
living with obesity. From the analysis one overarching theme – putting 
life on hold when struggling with obesity – was developed, based on 
three themes: the participants’ bodies were experienced as impediments 
to living the desired life, to being oneself and to moving on in life. The 
phrase “putting life on hold” showed that the participants considered 
themselves to be in a waiting position. They lived in anticipation of what 
they understood as their “actual life” at some point in the future. 
However, “putting life on hold” also implied that they considered their 
life situation to be temporary and not permanent.  

The findings illuminated that obesity had a major impact on participants’ 
life. Some said that instead of living, they just existed. Several held 
themselves back from activities and relations in anticipation of becoming 
the person they knew themselves to be. However, they were not ready to 
reveal their vulnerable bodies or selves. Participants described their life 
as stagnant and as a failure, as they never seemed to break the circle of 
weight loss and weight gain.  They mentioned hopelessness, 
powerlessness and uncertainty, but also hope for the future. 

The discussion, guided by the the phenomenology of life framework 
developed by Delmar (2006) and Merleau-Ponty’s phenomenology of 
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the body (2002), deepened the constant fluctuation between life 
phenomena of life facilitating and life limiting character. Some life 
phenomena had a twofold character, such as hope.  

5.2 Paper II 
Aspects of well-being when struggling with obesity 

The findings from our study showed that people struggling with obesity, 
strived towards an experience of balance to make living bearable, within 
their perceived limitations. This abstraction was based on three themes 
that were developed through the analysis: coming to terms with the body, 
restoring the broken relational balance and reorienting the pivot in life. 
The findings reflected that the participants were in a process of finding a 
bearable way to live with themselves and the surrounding world, within 
their perceived limitations. The participants’ expressions reflected how 
they understood themselves and their interaction with the world and 
other human beings.  

The participants, despite seeing their bodies as a limitation understood 
more about themselves when they considered their bodies as a 
companion helping them to carry out small and bigger life projects, 
instead of an enemy. The participants also reported that they, by taking 
a distance to the experienced degradation from the society, were able to 
support themselves. In addition, the participants experienced that 
dwelling on what the body could actually contribute, and not what it 
could not, taught the participants that life really could be lived in a large 
body. 

With support from Galvin and Todres (2013), discussions revealed that 
people with obesity’s reflections on vulnerability and freedom pointed 
towards well-being. It was emphasised that limitations in life also 
involves possibilities and that well-being can be achieved within one’s 
perceived limitations. The movement in existential experiences might 



Findings 

47 

become a health-facilitating experience for people struggling with 
obesity. 

5.3 Paper III  
Existential experiences of people with obesity from the perspective of 
health professionals  

The analysis of health professionals’ interpretations on existential 
experiences of people with obesity fell into three themes: sensing self-
closure, sensing self-resignation and sensing self-evasion. The health 
professionals observed that people living with obesity faced major 
challenges, not only related to their weight. They stated that personal 
insight and accepting reality was important to change a lifestyle. 
However, the health professionals described that some individuals with 
obesity seemed to repress inner struggle and hesitated to accept their 
challenges. They added that their patients seemed to fail self-care and to 
lack responsibility for their life. Finally, health professionals described 
patients who avoided being visible and tried to cover the reality. The 
health professionals reported that they often felt powerless, ambivalent 
and astonished when getting involved in people with obesity’s 
challenges and wondered what they did not understand.  

Supported by elements from Morse’s (2001) theory about enduring 
suffering and Galvin and Todres (2013) framework about caring for 
vulnerability, the theoretical understanding of the findings made a deeper 
interpretation possible.  Health professionals seem to sense existential 
experiences in people living with obesity, but the meaning of the 
existential experiences might not be fully comprehended. The health 
professionals’ interpretations were therefore developed and nuances in 
the interpretations appeared: repressing one’s vulnerability, resigning 
one’s self-understanding and controlling oneself. These nuances have 
consequences for the way people with obesity should be met and cared 
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for. However, if these nuances are overlooked, the individual with 
obesity might be left to fight a lonely battle with her/his challenges. 
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6 Discussion  

The overall aim of this doctoral thesis was to gain a deeper understanding 
on existential experiences of people living with obesity, from the 
perspectives of individuals and those of health professionals. Two 
substudies were therefore conducted, resulting in three papers. The next 
chapter discusses the main findings, with emphasis on obesity as an 
ambiguous and movable experience, found in both substudies, and how 
the dialectic inherent in these experiences point towards well-being in 
the individual.  

6.1 Living with obesity – an ambiguous and 
movable experience 

This thesis findings are about individuals with obesity’s existential 
experiences related to their bodies, their selves, the world and the impact 
of these experiences on their life (papers I-III). The phenomenological 
idea of the lived body forms the basis for understanding the human being, 
because the human being cannot be reduced into a mental and a physical 
part, but must be seen as an entity (Merleau-Ponty & Smith, 2002).  

The findings from the first part of the in-depth interview study (paper I) 
show that the obese body is described as an impediment, which hinders 
access to life. This means that the body’s union with life and the 
embodied reality might be neglected. Many of the participants’ 
descriptions describe a split between body and mind (paper I). The 
findings in the second part of the interview study (paper II) highlight that 
in some individuals the experience of a split between body and mind is 
shifting with an experience of the body as central to their self-
understanding. Thus, participants seem to be acknowledging their body’s 
union with life (paper II). These apparently contrasting experiences 
might point towards a characteristic of living with obesity; it is 
ambiguous living. This way of describing living with obesity is 
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confirmed by Rugseth (2011). Health professionals seem to sense 
existential experiences in people living with obesity, but the meaning of 
the existential experiences might not be fully comprehended.  Thus, 
health professionals tend towards understanding existential challenges 
related to obesity in psychological terms; as disturbances of thought, 
perception and behaviour, indicating that a change in the mindset of the 
person with obesity is required (paper III). Hence, there seems to be a 
tension between the health professionals’ interpretations of existential 
experiences in people with obesity and the affected person’s experiences. 
The person’s experiences seem to originate in a profound disturbance of 
the balance in the body/mind relationship, while the professionals’ 
interpretations seem to be marked be a superficial understanding of the 
problematic body/mind relationship. 

In the findings describing an experience of well-being despite limitations 
in life (paper II) there seems to be an experience of body/mind 
connectedness. The participants’ reflections indicate that their 
perception of their external and internal selves is about to converge. 
According to Merleau-Ponty (2002), body and perception must be seen 
as the seat of personhood, or subjectivity. A person is his body, an entity 
of body and mind (Merleau-Ponty & Smith, 2002). Hence, there is no 
distinction between an external and an internal self (Carel, 2018). As 
healthy human beings we are embodied; our consciousness of our self 
overlaps with our body.  The individual appears to the world as an 
intertwined body and self (Carel, 2018).  

However, the findings in paper I (the first part of the in-depth interview 
study) reveals an interrupted embodiment. This is expressed by the fact 
that participants seem to have put their life on hold; they do not want to 
live with the body they have. The relationship to one’s self unfolds when 
several individuals claim they have an inner and an outer self. What these 
participants regard as their real self is somewhere inside themselves. 
Merleau-Ponty (2002), highlights that the feeling of having an inner and 
an outer self, embodies the situation of a person in illness. Due to this 
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split between body and mind, people with obesity seem to lose the ability 
to interact freely within their social context (Carel, 2018). 

Thus, living with obesity express itself as an experience of being limited 
by descriptions of how that experience intervenes in life (paper I). An 
illness has consequences for a person’s sense of living a full life (Delmar, 
2011). It influences life courage, the urge to take on life (Delmar, 2006), 
and the feeling of being able to carry out minor and major life projects 
(Dahlberg et al., 2008; Galvin & Todres, 2013). The experience of illness 
may express itself as “unhomelike being-in-the-world”, a fatal change in 
the meaning-structures, of the self and the world (Svenaeus, 2000). 
Therefore, living with obesity is not about the body, or the mind per se, 
but rather about one’s entire bodily being in the world (paper I-III). This 
is in line with what Merleau-Ponty (2002) argues, that an illness can 
become the complete form of existence and strike “at the heart of 
subjectivity” (Carel, 2018 p. 37). Thus, basic feelings related to being 
human may occur when illness strikes (Delmar, 2006). According to 
paper I, the conflict between wanting to, but not being able to can cause 
feelings of powerlessness and hopelessness. Such interpretations are also 
uncovered in research about people’s experiences of living with chronic 
illness (Carel, 2018; Delmar, 2011).  

However, as found in both substudies, living with obesity seems to 
include a continues endeavour to find meaning and balance in existence, 
suggesting that existential experiences have nuances and are movable, 
correspondingly with the potential for movement towards well-being 
found in paper II. This experience must be seen as a response to the 
disruption of embodiment, involving the mobilisation of resources. As 
shown in paper I, some life phenomena may be experienced as both life 
facilitating and life limiting, which seems important for how life takes 
form (Delmar, 2006). The concept of waiting had a twofold meaning. 
One is uncertainty, that one’s situation could become permanent. But at 
the same time, it meant hope about normality, which led to feelings of 
freedom and control. These nuances were also found in the theoretical 
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understanding of the focus group study (paper III). Repressing one’s 
vulnerability, resigning one’s self-understanding and controlling oneself 
may have a twofold meaning, pointing towards a need to protect oneself 
to obtain balance and meaning in life. For instance, and according to 
Delmar (2011) repression of reality must not always be understood as a 
psychological defence mechanism but also as a way to hold on to hope.  

Based on the findings in all papers (I-III), I suggest that living with 
obesity is ambiguous. In addition, the potential for well-being make 
living with obesity a movable state. This way of seeing living with 
obesity is confirmed by Rugseth (2011) and Westland Barber (2017), 
who also see the life experience as context for their investigation of 
living with obesity.  This description of living with a condition that 
intrudes upon life is perpetuated by many researchers with an interest in 
the lifeworld as context for understanding human experience (Carel, 
2018; Dahlberg et al., 2008; Galvin & Todres, 2013; Svenaeus, 2000). A 
characteristic is the focus on well-being resources complementary to a 
focus on symptoms and disease (Galvin & Todres, 2013). According to 
these researchers, these insights have the potential to pave the way to 
health. However, the potential to move towards health is influenced of 
several elements beyond the body/mind-relationship in the individual. I 
will now discuss existential experiences when living with obesity in a 
broader context to shed light on some important elements the existential 
experiences might be informed by and intertwined with. 

6.2 Living with obesity – in a biomedical and 
socio-cultural context 

The in-depth interview study (Substudy A, papers I & II) show that 
existential experiences in people with obesity are related to the context 
of their lives. Both individuals with obesity and professionals providing 
care for people with obesity live and act in a broader cultural context 
permeated by a particular view of the body (Groven, Råheim, & 
Engelsrud, 2015; Slatman, 2014). This perspective is relevant in the field 
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of health and medicine, and particular when discussing issues like 
obesity because the condition is appearance-related (Slatman, 2014). 
Merleau-Ponty (2002) claims that body, self and world exist in a 
dynamic, integrated relationship. In this light, the existential experiences 
of people with obesity’s should be viewed within a broader perspective. 
Thus, the embodied view on a human being makes it necessary to discuss 
the individuals and the professionals’ experiences as intertwined with 
and informed by elements in their lifeworld (Slatman, 2014). 

In paper I the overarching theme obtained from the analysis, “putting life 
on hold when struggling with obesity”, shows that individuals 
understand their condition as temporary, even though most of them had 
been obese all their lives. This indicated that the individuals saw 
themselves as temporary versions of themselves. Together with socio-
cultural norms and values in the Western society, the biomedical 
paradigm, taking its departure in the dualistic view on the human being, 
makes a substantial influence on both those who care and those who are 
cared for (Kwan, 2011). The idea that overweight and obesity are curable 
and temporary conditions is normalised within the biomedical discourse 
(Gailey & Harjunen, 2019).  As a consequence, having overweight and 
obesity are thought of as a phase one should leave behind (Gailey & 
Harjunen, 2019). Within the Norwegian health care, the directives from 
WHO (2000), the Norwegian governmental guidance through White 
Papers and directives (The Ministry of Health and Care Services, 2019; 
The Norwegian Directorate of Health, 2019a), the guidelines for 
treatment of overweight and obesity on the Norwegian national level 
(The Norwegian Directorate of Health, 2010b), the origin of health 
professionals, for example the physiotherapy profession  (Nicholls & 
Gibson, 2010), an extensive amount of research on the obesity field and 
practice itself,  together constitute the biomedical set of factors people 
with obesity are arranged under.  

Obesity is considered a risk factor for serious illnesses (Bray et al., 
2016). Doctors and other health professionals label people with obesity 
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as at risk-individuals (Mik-Meyer et al., 2014). Moreover, the health 
authorities recommend weight reduction to reduce the risk factor 
(Norwegian Institute on Public Health, 2017). Against this background, 
the obese body is measured according to several parameters: BMI, waist 
circumference and fat mass (The Norwegian Directorate of Health, 
2010b; Jepsen, 2015). Measurable variables are used as indicators for 
disease, predictors for treatment needs and the entrance gate for 
treatment such as intensive lifestyle intervention and bariatric surgery 
(The Norwegian Directorate of Health, 2010b). These issues underlie the 
biomedical idea that obesity is, or should be, curable and therefore 
temporary. 

Moreover, we see in the findings from the in-depth interviews with 
individuals with obesity that the experiences they have from meeting 
with their GP leaves the feeling about being met as first and foremost 
someone who needs to lose weight (paper I). The temporal aspect in 
“putting life on hold” (paper I) indicate therefore also that at the current 
moment the individual with obesity is not the one he/she should be; 
he/she should be another version of him/herself and holds a potential to 
be thin. According to the literature, seeing oneself as constantly “in-
between” affect the sense of agency and how one experiences one’s body 
(Gailey & Harjunen, 2019). The implication is that she/he is not good 
enough as she/he is but must change. 

The health professionals surrounding the individual participants of this 
research, like those mentioned in paper III, work in a context that 
promotes lifestyle change as a means to health. The biomedical ideas in 
lifestyle change programmes are perpetuated by among other things that 
the professional is described as a facilitator for the patients changing 
processes (The Norwegian Directorate of Health, 2010, 2016; Knutsen, 
2012). This implies that the health professionals elicit behaviour change 
by using certain techniques based on, for instance, cognitive behavioural 
therapy (The Norwegian Directorate of Health, 2019b). Change and 
transformation of the overweight or obese body has become a prevalent 
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normative expectation (Gailey & Harjunen, 2019). Based on the weight-
related health risks, people with obesity are expected to, and should try 
to change their lifestyle and lose weight to eliminate their risk factors 
(Bray et al., 2016; Pausé, 2014; Vieira, Turato, Oliveira, & Gracia-
Arnaiz, 2014). 

Moreover, between the lines in the findings in paper I, derived from the 
participants’ expressions, we can read that being overweight or obese is 
not only associated with an unhealthy living and tied to disease and 
disability, but also with an abnormal and deviant way of living. A 
“normal” body and a “normal” life are thematised in the findings, 
together with the issue of self-control, and the notion that life starts only 
when the weight is right. The dominant societal value set in the 
contemporary Western culture applauds the rational individual with 
strong will and self-control who takes responsibility for his/her own 
health and life (Gailey & Harjunen, 2019; Mik-Meyer et al., 2014). With 
help from newspapers, magazines and social medias, this has become the 
prevailing social standard. Patients with obesity are therefore not just met 
with expectations from health professionals, but also from society. 
Everyone, especially women, should strive to be young and slender 
(Malterud & Ulriksen, 2010a). Thus, happiness is connected to a slim 
body (Bahra, 2018). Trying to lose weight is understood as an attempt to 
improve one’s health and appearance. However, not doing anything 
about it is not acceptable (Rugseth, 2011). The ongoing disciplinary 
power of culture over human bodies has been problematized by 
numerous studies, indicating that the “war on obesity” has increased 
prejudice (Gailey & Harjunen, 2019; Puhl & Heuer, 2009). People with 
large bodies feel stigmatised as they for instance, do not fit into the 
material world and experience disrespect from health professionals 
(Christiansen et al., 2017). 

Thus, the findings in paper I seem to express a desire for what the society 
has set as a standard. As large amounts of research have documented, 
many people with obesity internalise the cultural messages and norms 
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(Malterud & Ulriksen, 2010a; Puhl & Heuer, 2009). The findings in 
paper I appear as a clear expression of how health for the individual has 
become a medical and moral project, interwoven with notions of the 
good life. In agreement with Ueland, Dysvik and Furnes (2020), one 
could say that the disciplinary pressure from the socio-cultural context 
has implications for the first-person experience of one’s lifeworld. Taken 
as a whole, the findings of paper I indicate that health professionals and 
the society are carriers of values and attitudes, which seem to cause an 
additional suffering in people with obesity. Accordingly, the focus-group 
study with health professionals (paper III) together with other research, 
underlines that the professionals (as members of the society) address the 
patients’ morale, such as not taking responsibility for their own life 
(Robstad et al., 2018; Sagsveen et al., 2018). As a result, the burdensome 
expectations from society and health professionals become the 
expectations people with obesity must meet. Therefore, the idea of living 
a good life with obesity seems impossible (Mik-Meyer et al., 2014). 

Against this background, the findings in paper II, describing individuals’ 
journey towards well-being, despite still having a large body and 
limitations because of it, appear as impossible. This is because the 
participants’ expressions go beyond the usual notion of how someone 
living with obesity ought to think. The findings show that people with 
obesity seem to be creating their own lives on their own terms (paper II). 
Rather, the participants’ expressions stand in opposition to the prevailing 
norms and values that are conveyed through biomedical ideas and the 
culture. The impossibility is also related to individual’s own 
understanding of their condition, which seems to be influenced by the 
dominant approach that “provide[s] a script for the ways illness “should” 
be experienced” (Carel, 2012 p. 99). This means that if individuals with 
obesity learn about their condition only in terms of physiology or 
psychology at the expense of another understanding, for instance the 
holistic, it may limit their understanding of their condition. As such, a 
more holistic understanding of living with obesity is at risk to be 
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overlooked by the person and the health professional. Thus, the potential 
a holistic understanding may have for the person’s life and health may 
stay in the background. 

In summary, the disciplinary pressure from both biomedical ideas and 
society’s norms and values seems to have a substantial influence on the 
existential experiences of people with obesity. The message conveyed is 
that they cannot have a good life without losing weight. However, the 
findings in the second part of the in-depth interview study (paper II) seem 
to take an active stand against the disciplinary pressure, which again 
seem to be one of the elements that pave the way to well-being for the 
individuals. The next question of interest is therefore in which ways the 
movement towards well-being in paper II was facilitated, and whether 
these can provide new insights for understanding existential experiences 
of people with obesity. The last section in this chapter will shed light on 
these questions, before summarising the discussion.  

6.3 Living with obesity – movements towards 
well-being 

I will draw upon the discussions to examine the glimpses of well-being 
experiences in paper II as a means to pave the way towards well-being 
and health in people with obesity. 

As stated in section 6.1. living with obesity seems ambiguous and 
movable. According to section 6.2, a person with obesity lives in a 
context characterised by biomedical ideas and sociocultural norms and 
values that depict that obesity is a temporary, abnormal and undesirable 
condition. How can the individual living with obesity find a way of 
handling her/his life when the large body and the cultural messages 
seems impossible to run away from? Seemingly, people with obesity 
“put their life on hold” while at the same time struggle to find a balance 
that will make living bearable within their perceived limitations (paper I 
& II). This dialectic between vulnerability and freedom, which points 
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towards “dwelling-mobility”, can be described as a way of being in the 
world (Galvin & Todres, 2013). “Dwelling-mobility” describes a 
movement towards well-being that includes both the possibility to move 
forward as well as the possibility to find a place for what is given (Galvin 
& Todres, 2013). This is in line with Delmar’s (2006) thinking; life 
phenomena should be contained, not solved. 

By creating a space for both vulnerability and freedom, individuals in 
illness can find a way of being in the world (Delmar, 2006; Svenaeus, 
2000). Health professionals therefore hold a great responsibility and 
possibility to help a person in this process to, with the individual, to 
identify the nuances in the experiences and thus create space for the 
existential possibilities (Delmar, 2011). Understanding a person’s 
“insiderness” is an essential constituent for care (Todres et al., 2014).  

However, bringing back homelikeness, or coming as far in this direction 
as possible, depends on several factors.  One factor is the degree to which 
the health professional is able to recognise the world as the individuals 
with obesity experience it (Hörberg, Galvin, Ekebergh, & Ozolins, 2019; 
Svenaeus, 2000). Dependent on this is the individual’s understanding of 
his/her illness experience and his/her ability to convey that 
understanding to the health professional in the medical meeting 
(Svenaeus, 2000). As argued in paper II, the individuals’ self-
understanding seemed in that way to be crucial, and the reflection 
process that supported it appeared to take a key role. Ekebergh (2007) 
highlights that reflection is strongly related to understanding processes 
in individuals and may support people in their health processes. Hence, 
in the same way as experiences moving towards well-being guided the 
findings in paper II, I suggest that the essence of the same well-being 
experiences may guide caring for people with obesity (Dahlberg et al., 
2008; Galvin & Todres, 2013; Hörberg et al., 2019).  

Experiences of well-being may appear as hidden and unreflected if not 
brought to awareness (Toft et al., 2020). According to Gadamer (1996) 
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health is silent. As shown in the findings in paper II a conscious and 
active self-reflection enabled the participants to reflect on a specific 
experience in their past and become aware of its structure and meaning. 
With reference to Husserl, Ekebergh (2007) shows that phenomena in 
the lifeworld (not only well-being) can be brought to awareness through 
reflection. This experience was evident in paper II. According to the 
theory of intentionality, real reflection requires that one distances oneself 
from the experience, something which means that reflection on a 
phenomenon can only happen upon the experience (Ekebergh, 2007). 
Hence, one of the things the professionals in one of the focus groups 
commented on was that distance to the experience of living with obesity 
seemed to enable reflection. As such, there seems to be a huge potential 
to reflect on one’s experiences, something which should be valued 
therapeutically. Consequently, a reflection can pave the way to a deeper 
understanding of both the phenomenon and the self (Ekebergh, 2007).  

In paper II the participants were about to become aware of and 
acknowledge their own values and their view of life and existence. 
However, experiences of well-being and life-facilitating life phenomena 
are often overlooked in the medical setting (Carel, 2012; Delmar, 2006) 
and consequently lead the patient to pay little attention to these 
experiences (Carel, 2012). In line with this, Rugseth (2011) and Natvik 
et.al (2018) found that the experience of well-being is present in people 
with weight challenges, but the experience is not brought forward in the 
weight reduction dialogue.  In my view, this may indicate that hidden 
and underlying experiences of well-being in the current treatment offer 
is left to each single person with obesity to reflect on and therefore 
dependent on each individual’s capability to reflect, or the personal 
resources the individuals’ hold themselves. 

Throughout the findings in paper II we see that the participants’ 
experience of being an embodied being seemed to have a central role in 
the reflection process. Thus, reflections on the intertwining of body and 
mind seemed to pave the way to well-being. Lifeworld-led reflection 
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implies that the human being is understood from her/his world and seen 
as a lived body, including all aspects of human experience (Carel, 2018; 
Hörberg et al., 2019). Merleau-Ponty (2002) confirms that reflection 
cannot just merely be a cognitive and intellectual activity, it must include 
the whole body. Ekebergh (2007) underlines this point, that the whole 
subjective body should be involved in the reflection process. According 
to Rugseth (2011) the large body appears as the starting point for 
expressing oneself in the world. The findings of the focus group study 
(paper III) in this thesis and those of other research (Dahl et al., 2014; 
Mik-Meyer et al., 2014) indicate a contradictory view in health care for 
people with obesity; that the person with obesity first and foremost needs 
to concentrate on his/her psychological problems. Due to its origin in the 
biomedical realm the absence of an understanding of embodiment is not 
new in health care (Nicholls & Gibson, 2010). Thinking good about 
oneself and one’s body is not enough, it must be experienced, reflected 
upon and incorporated as a lived experience, because the large body will 
always be experienced as contradictory, ambivalent and ambiguous 
(Rugseth, 2011).   The body in a lifeworld view goes beyond physiology 
and psychology, but is simultaneously physical, mental and existential 
(Hörberg et al., 2011). This implies that cognition must also be seen as 
embodied (Carel, 2012). Finally, lifeworld-led care may have the 
potential for overcoming the consequences of a split between body and 
mind, subject and object, and health and illness (Hörberg et al., 2019).   

The well-being experience “coming to terms with oneself” is, according 
to Delmar (2011), another expression for finding oneself (again). Hence, 
based on the findings in paper II we may say that individuals with obesity 
with such embodied reflections are about to become subjects in the 
process towards well-being. According to Ueland et al. (2019), staying 
in a subject position might be necessary to make space for a being in the 
world that involves the whole human being, including both 
vulnerabilities and freedom. Being is according to Dahlberg et al. (2009) 
a holistic condition, where each person finds her/his own balance, in 
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harmony with existence as it is lived. When having a more balanced view 
of life, combining ability and inability, one’s condition can be met with 
greater acceptance and become less disruptive.  Living one’s body in a 
subject position can lead people with illness to act in the world as 
embodied beings (Rugseth, 2011). Therefore, accepting oneself with 
everything that has been given, including one’s vulnerable self, may be 
the first step forward as a subject towards oneself and the world. 

Accordingly, the reflections in paper II pointed to experiencing oneself 
as an entity consisting of both body and mind. As we have seen, such 
reflections originate from a lifeworld-led perspective and the 
phenomenological way of seeing the body. However, these expressions 
stand in sharp opposition to the prevailing assertion within health care 
that obesity is a curable and temporary condition (Gailey & Harjunen, 
2019). This means that when a professional stimulates reflections on the 
intertwining of body and mind, the professional challenges the “taken for 
granted” understandings within health care. Previous research indicates 
that health professionals try to combine both perspectives; the prevailing 
biomedical discourse and phenomenological insights arising from their 
encounters with people with obesity (Groven & Heggen, 2018).  
However, the biomedical view of the human being stands in sharp 
contrast to the phenomenological view on the human being and it is 
difficult to see how they can be united.  According to Hôrberg et al. 
(2019), a dualistic view of the human being may be an impediment to 
fully supporting people’s health processes. Thus, a paradigm shift in the 
approach to obesity may be required, and this study makes a contribution 
in that direction. Since many people with obesity spend much of their 
lives feeling that they have their life on hold, an experience that seem to 
originate from the hegemony of biomedicine on the obesity field and the 
socio-cultural norms and values, this issue deserves attention. 
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6.4 Summary of discussion 
Figure 3 is a schematic illustration of an extended understanding of 
existential experiences when living with obesity, which also summarizes 
this study. 

  

Figure 3 - A schematic illustration of an extended understanding of existential experiences when 
living with obesity 

The double circle is the person living with obesity who is experiencing 
existential challenges. These challenges are related to the experience of 
living in a large body.  As explained in section 6.1., the person with 
obesity experiences his/her body, life and existence as ambiguous. There 
seems to be an experience of a body/mind split as an experience of a 
body/mind connection (outer circle). As a response to the disruption of 
embodiment there is a continuous endeavour to find meaning and 
balance in life, suggesting that the existential experiences have nuances 
(life phenomena in constant fluctuation) and are movable (potential for 
well-being). Thus, the dialectic inherent in the experience of ambiguity 
and movement when living with obesity both point towards experiences 
of well-being processes in the individual (inner circle). However, the 
processes in the individuals with obesity as well as the potential to move 
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towards well-being are again potentially informed by and intertwined 
with surrounding elements in the individuals’ lifeworld (the two arrows).   

The discussion of the findings has shed light on how the biomedical 
approach to obesity and the socio-cultural norms and values exert 
external pressure on people with obesity, intertwine with and inform 
their existential experiences and therefore also their potential to move 
towards well-being (section 6.2). Health professionals are carriers of 
biomedical values and social values and norms. Consequently, this thesis 
has shown that there is a risk that the ambiguity of living with obesity, 
the nuances in the existential experiences and the potential movement 
towards experiences of well-being is not recognised. Section 6.3 argues 
that the potential for the individual with obesity to move towards well-
being seem to imply a personal process happening in opposition to the 
disciplinary pressure from the surrounding elements in the individual’s 
lifeworld, with reflections on the intertwining of body and mind as a 
point of departure.  

6.5 Methodological considerations 
The strengths and limitations of this thesis must be taken into 
consideration. This section also discusses methodological issues. 

In Substudy A it was decided to recruit a convenience sample of 
individuals living with obesity. Convenience sampling is a way to recruit 
participants who are willing to discuss a research topic (Malterud, 2011). 
However, this approach has been criticised as a simplistic and 
information-poor way of recruiting participants. The sampling in this 
substudy drew from participants in health promoting programmes rather 
than from the general population as a base for recruitment.  

One may assume that choosing participants from the general population 
would mean that they had no prejudices. However, a phenomenological 
approach asks about life with a certain condition, and does not seek 
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causal explanations nor how to treat that condition (Carel, 2012). The 
intersubjective nature of experience is, according to the 
phenomenological approach, taken as a premise, which means that “the 
experience of any particular individual will be influenced by, and in 
constant dialogue with others’ experiences” (Carel 2012, p. 100). This 
means that, from a phenomenological perspective, an expression will 
never be without prejudices. And in the case of living with obesity it was 
exactly that intersubjectivity we wanted to elicit.  

The concept of “information power” guides sample size in qualitative 
studies (Malterud et al., 2016). The information power in a study appears 
strong, given that the sample holds adequate information to develop new 
knowledge based on the aim of the study, sample specificity, use of 
established theory, quality of dialogue and analysis strategy (Malterud et 
al., 2016). In both substudies, the sample size was guided by a specific 
aim (aiming at getting deeper insight into life with obesity) with dense 
specificity (existential experiences from the perspectives of individuals 
and those of health professionals), along with the applied and consistent 
theoretical frameworks (lifeworld perspective, phenomenology of the 
body, the phenomenology of life phenomena, lifeworld approach to well-
being and caring science perspective).  The quality of the dialogue in 
both substudies is strong. The articulateness of the participants varied. 
However, in the light of the findings of Substudy B, the lack of 
articulateness among some individuals with obesity reported by health 
professionals may also be a kind of finding. The analysis method of both 
substudies was both well-known and consisted of in-depth analyses 
inspired by Ricoeur (1976) and Brinkmann and Kvale (2015). Thus, I did 
not intend to cover the whole range of the phenomenon but to present the 
relevant patterns. Hence, the convenience sample of 21 participants 
appears to possess strong information power despite the risk of limited 
specificity.  

One may assume that participants participating in a treatment 
programme are highly motivated at the beginning of that programme, 
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and that this may prejudice the findings. The findings in paper II pointing 
to experiences moving towards well-being might give an impression of 
highly motivated individuals. When considering the positive “flow” in 
the findings in paper II one must remember that these findings 
complement the findings in paper I. The findings in papers I and II 
originate from the same participants and the same interviews. When 
merged, they represent the ambiguity of living with obesity, which is a 
main finding in this thesis. 

However, the recruitment also included participants who were 
unmotivated or barely motivated; some had been “sent” to the 
programme from their GP as part of a comprehensive plan for example 
aimed at getting the person to work or back to work. Others had tried 
weight loss so many times that they were pessimistic about losing weight 
this time.  

The health professionals for the three focus groups (Substudy B) were 
recruited through purposive sampling to obtain variation and sufficient 
information power in the data material (Malterud et al., 2016). This 
ensured representation from three common treatment options for people 
with obesity; Healthy Life Centres, intensive lifestyle programmes and 
bariatric surgery. This selection ensured variety in experiences, 
knowledge and properties. These contexts were chosen based on the 
assumption that health professionals providing daily care for people with 
obesity had gained thoughts and impressions about the topic from many 
meetings with the target group’s existential experiences. Health 
professionals play a key role in treatment offered for people with obesity 
because they spend much time with the patients and they have a co-
ordinating responsibility, in addition to their hands-on care (Alvarez et 
al., 2016; Salemonsen et al., 2020). One may assume that including other 
professionals such as physicians and psychologists, may have extended 
the findings. However, not all of these professionals were available at all 
the chosen locations. In addition, the latter professions do not spend so 
much time with individuals with obesity as the chosen group does.  
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Variation in the recruitment was important to achieve a rich data material 
(Brinkmann & Kvale, 2015). A reason for recruiting individuals from 
one health promotion programme at specialist level and one at the 
community level was to ensure that the participants came from a broad 
geographical area. Hence, we recruited participants for the in-depth 
interview study from all over the westcoast of Norway, which is home 
to both a rural and an urban population. 

The participants in Substudy A comprised 14 women and seven men. 
This was a higher men’s representation than in Norwegian Healthy Life 
Centres that seem to recruit mainly women (Samdal et al., 2018). In the 
general population, more women than men have a BMI above 35, which 
was the recruited group in this study. In the Norwegian population 6.7% 
of women and 5.4% of men have morbid obesity/grade 2 obesity 
(Norwegian Institute on Public Health, 2017). In addition, more women 
than men feel pressed by the cultural expectations to be slender and 
young (Malterud & Ulriksen, 2010a). However, as the findings were 
abstracted to an existential level that focuses on common human 
experiences rather than gender, these differences probably would not 
have prejudiced the findings. One man who was recruited to participate 
withdrew from the study. According to the health professionals, he was 
ill on the day for the interview. I remember this man as very large, 
probably the largest in the sample. In retrospect I think that his insights 
could have supplemented the findings in a very interesting way.  

It might be a limitation that no persons with a different cultural 
background than the Norwegian were recruited to Substudy A. Another 
cultural perspective could bring even more variation to the data. 
However, there were no persons with a different cultural background 
than the Norwegian available for recruitment. 

In Substudy B, the focus group study; of 18 health professionals 17 were 
women. However, one more man and one more woman was recruited to 
the study but had to withdraw because of illness. Gender balance was 



Discussion 

67 

never an option due to the low representation of men working in the three 
treatment clinics/centres. The low male representation in the study 
reflects the gender (im)balance in Healthy Life Centre in Norway 
(Sagsveen et al., 2018).  The gender imbalance may have affected the 
findings, and therefore may be considered a limitation of the substudy. 

The discussion in the focus groups was influenced by the participants’ 
familiarity with each other. Morgan (1997) argues that the interaction in 
the group has a direct impact on a study’s strengths and weaknesses. 
Familiarity may contribute to a relaxed and free-speaking atmosphere or 
to the opposite (Halkier, 2015). Two of the groups were put together by 
professionals who worked daily together, while one group was put 
together for the occasion. However, the participants in the latter group 
knew each other and belonged to the same network for employees in the 
same position in different municipalities. The fact that it was the first 
time this group had a discussion on the given topic yielded data material 
with a lot of meaning bearing descriptions from their experiences. The 
discussions in the two other groups were characterised by more 
interpretations probably because they met regularly and already had 
exchanged stories. With hindsight, one might assume that mixing the 
groups could have generated other findings. However, according to 
Morgan (1997) it is a myth that focus groups must consist of strangers. 
The criterion should rely on whether a group of participants can have a 
useful discussion (for the researcher). Altogether, the findings 
represented a variety of health professionals’ interpretations of 
existential experiences in people with obesity.   

One may assume that the lack of observers implied that the moderator 
became too occupied with the content of the conversation and paid less 
attention to the interaction. It is a risk in focus group studies that the 
interaction can be neglected (Malterud, 2012). However, we considered 
it likely that it would be possible to both follow the interaction and pay 
attention to the content. Because of the explorative aim of the study, we 
planned for an unstructured discussion and low-level involvement from 
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the moderator (Morgan, 1997). It was also seen as an advantage that the 
moderator had been trained in leading a focus group conversation during 
the first focus group interview. We considered a possible postponement 
of the interviews to delay the project disproportionately due to the 
challenges linked to making new appointments. Altogether, we found it 
very important to conduct the focus group interviews, even without an 
observer.  

This thesis has focused on existential experiences when living with 
obesity. By nature, this is a complex issue. This study is not a 
comprehensive description of all aspects of living with obesity. Not 
everyone is affected by obesity in the same way. Many people with 
obesity will disagree that they have “put their life on hold” pending a 
slimmer body (paper I), and they are tired of all health-related research 
that is critical of them. However, the findings in paper I cannot be taken 
in isolation; they must be seen as complementary to the findings in paper 
II, revealing another impression and an extended understanding of living 
with obesity.  This study has pinpointed a common experience; life with 
obesity is neither all “bad” nor all “good”, it is ambiguous and movable, 
like life is for all human beings. As such, this study might have 
contributed to normalise living with obesity. Thus, this study has 
contributed substantially to in-depth knowledge about a complex issue, 
particularly in the Western world.  

That being said, one interview per person might not be enough to 
understand the complexities in individual’s lifeworld. An additional 
interview after a period of time could have represented a strength with 
regards to both methods and content, also to see how they have handled 
life since the first interview. 
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7 Conclusion 

This thesis provides deeper insight into existential experiences of people 
living with obesity from the perspectives of individuals and those of 
health professionals. The thesis’ main findings are that life with obesity 
is ambiguous and movable living, and that health professionals risk 
missing or misunderstanding the nuances in the existential experiences, 
especially those pointing towards well-being experiences. This thesis 
points out the challenges related to the biomedical hegemony on the 
obesity field intertwined with socio-cultural norms and values. Within 
the context of a system aimed at treating obesity, the dualistic view of 
the body implicit in the biomedical model seems to be of limited use 
when meeting with the lifeworld of the person with obesity. Simple 
advices and recommendations conveyed by society and health 
professionals seem to have more profound implications for the person 
with obesty when discussed in light of existential experiences. However, 
the study does not confirm or refute the effectiveness of weight loss as a 
treatment. Instead I have tried to point to how implicit and explicit 
expectations about weight loss might manifest in an individual’s lived 
experience. 

This thesis suggests that seeing living with obesity as an ambiguous and 
movable condition may help to overcome the consequences of a split 
between body and self. A holistic caring approach to obesity takes the 
breadth and depth of the lifeworld as basis for understanding human 
experience and may pave the way for well-being within one’s 
experienced limitations. With a greater understanding of the experience 
of living with obesity health professionals might begin to question the 
implications of recommending weight loss to their patients. Moreover, 
this raises another important question: Should we continue to design 
interventions for people with obesity to improve objective health, or 
should interventions be aimed at increasing their subjective well-being?   
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With the findings in this thesis, the study offers a novel perspective on a 
research topic that is widely studied. Informed by the lifeworld approach, 
this thesis findings allows for a more extended description of an 
individual with obesity’s relationship to the world, self and existence and 
a better understanding of how living life with obesity unfolds. Taking the 
findings into account, a new way of thinking is required.   

7.1 Implications for practice 
Considering the findings of the two substudies, I offer the following 
suggestions to improve support for people with obesity. A 
phenomenological lifeworld approach to living with obesity can inform 
health professionals’ work: 

Informed by the lifeworld, health professionals may elicit the individual 
inherent search for meaning and balance in existence every human being 
has, also when living with obesity. They might find resources and a 
potential for well-being within the individuals’ perceived limitations.  

Reflections grounded in the lifeworld, including reflection processes 
where the body plays a key role can support people’s health processes 
when living with obesity.  

Well-being experiences where the body plays a key role can be 
highlighted in one-to-one counselling or in peer support. Putting words 
to and reflecting upon the well-being experiences can strengthen the 
consciousness related to living with obesity as ambiguous and movable 
living and may help to incorporate experiences of well-being. 

Health professionals should help patients experience their lived bodies 
as subjects. That would enable them to take on life and act in the world 
as subjects anchored in their bodies. 

The professionals need to be conscious about or even challenge their 
biomedical mind set to understand the complexity of living with obesity. 
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Health professionals when meeting with individuals living with obesity 
should be aware of the twofold meaning in the experience of “putting 
life on hold”. 

Health professionals should serve as interlocutors in distinguishing a 
desire for weight loss that comes from within, from desire that comes 
from the disciplinary pressure from biomedical ideas and socio-cultural 
norms and values. 

7.2 Implications for further research 
This thesis has illuminated existential experiences when living with 
obesity from the perspectives of individuals as well as health 
professionals. More research is needed to confirm and elaborate on the 
findings of this thesis. This section suggests some areas for further 
research:   

This thesis has just provided a glimpse of existential experiences in 
people with obesity from the perspective of health professionals. More 
research from the perspective of health professionals is still needed. 

This thesis has elaborated on the role of the body in interventions for 
people with overweight and obesity and the necessity to reflect on the 
intertwining on body and self. There is a need to find out which role the 
body has in interventions for people with obesity, for instance by 
conducting an observation study. 

This thesis has indicated that experiences of well-being are overlooked 
in the current treatments for people with obesity. There is a need to find 
out more about health professionals’ awareness of experiences of well-
being in people with obesity, and how well-being unfolds. 
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