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Abstract
Purpose: This study aimed to describe health professionals' reflections on existential
concerns among people with obesity when attempting to support them in their lifestyle change processes. For many of those affected by obesity, the condition becomes
lifelong and causes existential concerns. The health professionals' reflections on existential concerns among people with obesity may influence central aspects of their
practice and their patients' well-being.
Methods: Eighteen health professionals with relevant health education working
in three different treatment programmes for people with obesity were recruited for
three focus group interviews. The interviews were analysed and interpreted using
a model for interpretation of meaning at three levels with a phenomenological–
hermeneutical approach.
Findings: The analysis identified three themes. The health professionals reflected
on existential concerns among people with obesity in terms of patients' repressed
emotional difficulties and lack of self-respect. In addition, they reflected on their
own experiences of powerlessness when presented with people with obesity's existential concerns.
Conclusion: The present study provides valuable insights into reflections on existential concerns among people with obesity, based on health professionals' descriptions.
We believe that these insights add to the existing literature and have consequences
for how people with obesity are met and cared for.
KEYWORDS
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I N T RO DU CT ION
Obesity (body mass index [BMI] ≥30 kg/m2) is associated with negative health consequences on both physical
and mental health [1, 2] as well as reduced quality of life
and well-being [3, 4]. For many of those affected, obesity

becomes a lifelong condition, often characterised by repetitive weight fluctuations [5, 6]. The condition places great
limitations on everyday life and may cause existential
struggle [7, 8].
Health professionals hold an important role in the
currently dominant approach to the obesity challenge

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial License, which permits use, distribution and reproduction in any
medium, provided the original work is properly cited and is not used for commercial purposes.
© 2022 The Authors. Scandinavian Journal of Caring Sciences published by John Wiley & Sons Ltd on behalf of Nordic College of Caring Science.
Scand J Caring Sci. 2022;00:1–11.		

wileyonlinelibrary.com/journal/scs

|

1

2

|

  

HEALTH PROFESSIONALS’ REFLECTIONS ON EXISTENTIAL CONCERNS AMONG PEOPLE WITH
OBESITY

[9, 10] as facilitators for patients in their lifestyle change
processes [11, 12]. However, supporting people to change
their lifestyle has proven to be challenging [10, 13]. The
health professionals may overlook that living with obesity
has an underlying existential character [8, 14].

Background
Interventions and treatment of obesity as well as obesity
research involving both qualitative and quantitative methods are guided by a medical paradigm worldwide [15–17].
However, in recent years, studies have sought to bring
back the focus of lived experiences of people with obesity
as being relevant to how obesity is managed in the healthcare system. Qualitative research based on people with
obesity's own descriptions has enhanced the understanding that living with obesity can appear as an existential
challenge [8, 18], as the continued experience of having
a large body appears to affect one's whole life [7, 19, 20].
Research focusing on existential concerns among people
with obesity and that is based on a health professionals’ perspective is limited. Nevertheless, several studies have reported
how health professionals experience their encounters with
people with obesity in healthcare settings [21, 22]. The health
professionals appear to be aware that many people with obesity who are involved in lifestyle change processes struggle
with complex life challenges and emotional distress [4, 10].
Therefore, to some extent, health professionals appear
to acknowledge the complexity of living with obesity [23–
25], possible existential concerns [10] and the complexity associated with how to approach the challenge [26].
However, ambivalent feelings and weight bias while caring
for these patients are not unusual among health professionals [27–29]. According to earlier and recent research,
many professionals consider their patients to be responsible for their condition and expect them to be capable of
dealing with the consequences of their behaviour [21, 24,
30]. Sagsveen et al. [13] found that health professionals experience that some people with obesity who are involved in
lifestyle change processes appear to lack ownership of their
life and renounce responsibility for their plans, goals and
life. The lack of responsibility influences the professionals'
attitudes negatively [21, 24, 29]. However, health professionals also try their best to treat their patients with respect
and understanding, despite their ambivalence [27, 28].
Thus, although some information is available, further
knowledge regarding health professionals' reflections on
existential concerns among people with obesity is required.
Such reflections are relevant and valuable because they
might influence central aspects of the professionals' practice,
and in turn the process of enhancing the well-being of their
patients. Exploring this issue can therefore reveal knowledge
that might contribute to the advancement of the current

approaches to obesity. Based on the above-mentioned considerations, the present study aimed to describe health
professionals' reflections on existential concerns among people with obesity, by addressing the following key research
question: What are the health professionals' reflections on
existential concerns among people with obesity when attempting to support them in their lifestyle change processes?

METHODS
The present study used an exploratory qualitative design with a phenomenological hermeneutic approach.
Human beings confront questions about the meaning of
existence, the choices we must make and the responsibilities that we have. These can be referred to as existential concerns, and they are actualised when illness and
suffering intrude on life [31]. Existential concerns relate
to the existential world that all humans have. Therefore,
a lifeworld approach was found to be appropriate to describe and interpret the phenomenon [31]. The lifeworld
theory and methods allow researchers and practitioners
to access the lived world of patients and professionals
[32]. By combining phenomenological and hermeneutic
approaches, we sought to gain a deeper understanding of
the phenomenon by interpreting the meaning of the participants' expressions [33]. Phenomenological literature
emphasises that it is possible to take in and understand
other people's suffering, but one can never understand
it to the same extent as the person who is suffering [31].
However, intersubjectivity, which means that we exist
with others in an understanding way, somehow enables us to understand other human beings' challenges
and concerns because we are part of and share the same
world [31, 34, 35]. Through a reflective attitude to own
experiences and impressions, a person can develop a
deeper or new understanding of phenomena in the world
[36]. Therefore, health professionals' reflections on existential concerns among people with obesity can be mediated through intersubjectivity, as described by Husserl
[37] and Merleau-Ponty [38].

Recruitment and participants
We selected focus group interviews with professionals
providing daily care and follow-up for people with obesity
to collect data for the present study.* A focus group inter*

Although the participants had different education and tasks in relation
to people with obesity, they are all referred to as health professionals or
professionals in the present study. People with obesity are referred to as
patients as a collective term, even though they have different ‘labels’ in
the actual healthcare setting, such as participants, patients and service
users.
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Inclusion criteria for health professionals

Inclusion criteria
• being a health professional (for example registered nurse,
physiotherapist, nutritionist, or occupational therapist)
• providing daily care and follow-up of people with obesity
• being active in clinical tasks
• having at least 1 year of training
• both genders
TABLE 2
(N = 18)

Sample characteristics for health professionals

Sex
Male
Female

1
17

Age, years
18–29

3

30–39

6

40–49

5

50–59

4
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We decided to use existing groups. This approach
makes it easier to recruit participants and allows a relaxed atmosphere compared with the mixed groups
approach [40]. Focus group 1 comprised six health
professionals from five Healthy Life Centres located
in a region in Norway. Focus group 2 comprised seven
health professionals from a residential camp offering
intensive lifestyle programmes for people with obesity
(BMI ≥ 40 kg/m2, or BMI ≥ 35 kg/m2 with weight-related
concomitant diseases). Focus group 3 comprised five
health professionals associated with an outpatient clinic
at a hospital that was following up on patients who
underwent surgical treatment for morbid obesity. The
health professionals in all groups supported people with
obesity in their lifestyle change processes. The participants in focus group 1 were not working together daily
but knew each other to a certain extent through a network for personnel working at Healthy Life Centres.
The participants in groups 2 and 3 worked together daily
and knew each other well.

Education
Physiotherapist

7

Registered nurse

5

Clinical dietician

3

Other relevant education

3

Years of relevant seniority
1–3 years

6

4–6 years

9

7–15 years

3

view is suitable when the aim is to explore a phenomenon
that is relatively unexplored within a group, based on
common experiences and meanings [39]. Unlike individual interviews, the interactions in focus groups can stimulate discussions that may bring forth tacit knowledge [40].
Focus groups work best for discussing topics that are well
known to the participants, but that they do not talk about
[40].
We established a purposive sample with variation in
age, gender, health-related occupational background and
experience—see Table 1.
The managers of centres that provided services to,
among others, people with obesity, informed 20 professionals (18 women and two men) about the study both
orally and in writing. All of them accepted the invitation
to participate in the study. However, on the interview day,
one male and one female professional had to withdraw
from the study. Thus, 18 health professionals (17 women
and one man) aged 26–56 years with 1–15 years of experience in the relevant clinical practice participated in the
study—see Table 2.

Data collection
The centre managers organised the focus group meetings
at the respective locations but did not participate in the
groups themselves. The sessions varied from 60 to 90 min
in duration and were conducted in a meeting room at
one of the centres, with everyone seated around a large
oval table. The participants permitted the interviews to be
audio recorded. A moderator (the first author) initiated
the interviews, using an open-ended question inviting the
participants to describe their impressions of existential
concerns among people living with obesity. Furthermore,
the moderator asked the health professionals how they
were affected when presented with such challenges, including the impact on their feelings.
The first author conducted two of three focus group interviews alone. The exploratory aim of the present study
meant that we planned for a semi-structured discussion
and low-level involvement from the moderator. It was an
active choice to let the talk progress between the participants and let them address each other rather than the
moderator [40]. However, the moderator intervened when
the group wandered from the topic guide and led the discussion back on track again.
The interaction in the groups can be characterised as
open, engaged and curious and with a great degree of consensus. No conflicts within the groups in the present study
were identified.
The interviews were transcribed verbatim by a professional transcriber who signed a confidentiality agreement
in advance.

4

|

HEALTH PROFESSIONALS’ REFLECTIONS ON EXISTENTIAL CONCERNS AMONG PEOPLE WITH
OBESITY

  

TABLE 3

Model for interpretation of meaning at three levels

1. Self-understanding

The first level was to identify the participants' self-understanding through formulating what the
participants themselves understood as being meaning-bearing in their comments. The first author
read the three interview transcripts several times to ensure a first holistic understanding of the
material. Thereafter, meaning units were collected, arranged and named under preliminary
categories that closely reflected the content of the quotes. The co-authors were involved in further
reading of transcripts, and consensus about the names of the preliminary categories was reached.
Through this process, the notion of a whole was sensed. The participants self-understanding is
presented as sub-themes in the Findings section

2. Common sense

The second level, the critical common-sense understanding built on what was considered as common
sense, that is a broader frame for understanding than the participants' own. This means that the
participants' self-understanding was reformulated, and a new level of abstraction emerged. At this
level, themes were formulated through repeated discussions with the co-authors. These are presented
as the main themes of this study in the Findings section

3. Theoretical understanding

At the third level, the empirical data were interpreted in the context of a theoretical framework. The
interpretation at this level ends up beyond the participants' self-understanding and the common
sense level and may further deepen the understanding of the findings. The theoretical understanding
and interpretation are elaborated on in the Discussion section

Data analysis
The data were analysed and interpreted using a model
for interpretation of meaning at the following three levels, inspired by the work of Brinkmann and Kvale [33]:
self-
understanding, common sense and theoretical
understanding—see Table 3.
The process of moving from understanding to interpretation appears as a hermeneutical movement, moving back
and forth between the particular, the universal and the
whole. New understanding may arise when we are open to
the unknown and may challenge our preconceptions [41].
An example of the analysis process is presented in Table 4.

Ethical considerations
Before their inclusion, the participants in the present
study were informed both orally and in writing about the
study, and a written consent form was completed. It was
emphasised that participation in the study was voluntary
and that they could withdraw from the project at any time.
Confidentiality and anonymity were guaranteed. The project was conducted in accordance with the ethical principles of the Declaration of Helsinki. Ethics 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 research department at the hospital (ID
number: 657). People with obesity are considered a vulnerable group in a research context [42], and throughout
the process, we had in mind that we not only had an ethical responsibility towards the participants in the study,
but also towards people with obesity. Therefore, we have
interpreted and presented the findings with caution in

line with the sensitive topic and what the participants feel
sufficiently comfortable sharing with others [39].

FINDINGS
The analysis is presented using three themes and six sub-
themes. The first two themes present the health professionals' reflections on their impressions of people with
obesity's existential concerns when attempting to support
them in their lifestyle change processes. The third theme
presents the health professionals' reflections on their own
experiences when presented with people with obesity's existential concerns.

Theme 1: Health professionals' reflections
on patients repressed emotional
difficulties
The health professionals had the impression that many patients with obesity struggled with difficult emotions related
to complex life experiences, including the obesity challenge,
but that these feelings and vulnerabilities in some individuals were tried to be kept down, as if they repressed them.

Impressions of underlying struggle
The health professionals repeatedly experienced that people with obesity who sought treatment initially presented
their challenge as a simple weight challenge. However,
the professionals often experienced that the overall picture was more complex; the weight challenge was only a
small part of the bigger picture.

HAGA et al.
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Example of analysis and interpretation

Self-understanding

Common sense

Theoretical understanding

Many are very restless and unable to be present in
the relaxation exercises. I think they get a little
too close to themselves so that difficult things
emerge. They probably experience getting close to
themselves as a little scary (Group 2)

Health professionals' reflections on
patients' repressed emotional
difficulties

The patient attempt to protect him/
herself from what is perceived
as a threat

Some of the people I talk to seem to think: ‘I have
to attack myself’ rather than ‘I have to take
care of myself’. The attitude they have towards
themselves is so dark (Group 1)

Health professionals' reflections on
patients' lack of self-respect

The patient identifies as an entity
or an object that is ‘wrong’ and
should be changed or improved

Then you feel that you are falling short. Why can I
not help them? Is it me that there is something
wrong with or is it them? Could I have done
something differently? It would be better if I was a
psychologist (Group 3)

Health professionals' reflections on
their own powerlessness when
presented with people with obesity's
existential concerns

Health professionals need
mentoring, supervision or
other support to deal with
their own vulnerability when
encountering patients in
existential demanding situations

Sometimes, the health professionals could sense something ‘beyond the words’ in the conversations. However,
the health professionals had the impression that the patient did not want to reveal more, and they therefore did
not encourage further discussions.
According to the professionals, they carefully respected
the patients' limits as if they were afraid to imply that people with obesity had other problems than weight problems
or insist that they should open themselves up about their
distress. The health professionals referred to situations
when patients evidently felt uncomfortable because of underlying struggle, for example when doing yoga. A group
2 participant stated:
Many are very restless and unable to be present
in the relaxation exercises. I think they get a little too close to themselves so that difficult things
emerge. They probably experience getting close
to themselves as a little scary.
This observation indicates that the professionals assumed
that some people with obesity experienced their underlying
struggle as a threat.

Impressions of striving to hide their
vulnerability
The underlying struggle contributed to making the health
professionals' work more complex. They were supposed
to support their patients in the best way, but it was not
always evident to the professionals whether the patients
themselves had a clear idea about their struggle or not.
Those professionals who met patients both before and
after bariatric surgery (group 3) had experienced that it

was only after the surgery that the patients realised how
much they had struggled emotionally before it. It was as if
the patients allowed themselves to ‘loosen up’ the defence
mechanisms and become aware of their actual feelings
only when the challenging life situation was over.
The health professionals indicated that the patients who
were the hardest to help were those who appeared to surround themselves with a shield of invulnerability. The professionals' impression was that the emotions related to the
obesity challenge were so painful that the patients found it
hard to relate to them, as explained by a group 2 participant:
A man who was very young… we asked if he
needed to shower and help with personal hygiene… and when you are 21, it does not feel
natural to say: “Well, in fact, I don't get around
to washing myself or using the bathroom properly.” You can understand that he chose to lie
and said everything is fine. But we realised that
things were not going well.
The health professionals underlined that they tried to
support the patients with the tools at their disposal, for example in the form of a shower stool or other practical aids.
They observed that the patients suffered but were anyhow
unable to help them.

Theme 2: Health professionals' reflections
on patients' lack of self-respect
The health professionals sensed that some of the patients
who attended the programmes were self-
destructive—
others shirked responsibility for themselves. Hence, some
patients with obesity appeared to lack self-respect.

6
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Impressions of self-destructiveness
The health professionals experienced that the patients
often went ‘all in’ about attempting to change their lifestyle. This occurred often in the form of an extreme diet
or rigorous exercise every day. Moreover, the health
professionals experienced that when the patients failed
or were unable to comply with their requirements, they
were very hard on themselves. A group 1 participant
stated:
Some of the people I talk to appear to think: “I
have to attack myself” rather than “I have to
take care of myself.” The attitude they have towards themselves is so dark.
The professionals had the impression that the patients
harmed themselves with accusations and negative thoughts,
and punished themselves, maybe believing that it would
make them better at incorporating the required changes
into their lifestyle. This thinking pattern appeared to lead
to repeated failures and developed into a self-destructive
downward spiral. Being too hard on themselves led to more
mistakes, which the professionals assumed generated lack
of self-respect.
However, cognitive training to increase self-compassion
appeared to be their (only) ‘medicine’ to support patients
in feeling better about themselves.

Impressions of shirked responsibility
According to the professionals, some patients, gave
the impression that they had never thought about losing weight—
they apparently did not consider their
large bodies to be a challenge. They had never used a
scale to check their weight and they had attended the
programme because of external pressure, not an inner
motivation.
The professionals could not avoid being provoked
when the patients appeared to shirk responsibility for
themselves or shift the responsibility over to the health
professionals. A group 1 participant stated:
Again and again it happens, especially with
adolescents or young adults. It's Coca Cola,
chocolate, sleeping, and gaming. There is a
lot that is not being taken care of, and I can
sometimes be provoked if there is no kind of
responsibility. I think we must take some responsibility ourselves. Things can't always be
fun.

Sometimes, the health professionals felt that their
message did not reach the patients—as if they were resistant to advice and supervision. Some of the health
professionals experienced that it was more difficult to
show empathy towards these patients. In their conversations with the patients, they attempted to appeal to
the patients' self-responsibility in a pleasant way, while
being aware that they should not judge someone's life
and morals.

Theme 3: Health professionals' reflections
on their own powerlessness when
presented with people with obesity's
existential concerns
The health professionals reflected on their own experiences of powerlessness when presented with
people with obesity's existential concerns in terms of experiences of shortcomings and contradictory encounters.
Powerlessness appeared to arise because of differences
between the health professionals' mission and the reality
that they encountered.

Experiences of shortcomings
The health professionals expressed that working with people with obesity was meaningful to them. However, the
repressed emotional difficulties and lack of self-respect
sometimes overwhelmed them and made them feel like
they were falling short. They experienced that the deeper
they dug into the life experiences, the more complex the
challenge became. In particular, participants in groups 1
and 2 had the feeling that their service served as a ‘gathering place’ for those who were almost given up on elsewhere in the healthcare system. Their service's mission
was to support patients in their lifestyle changes, but they
repeatedly experienced that the patients needed something else, which was more than they could offer. A group
3 participant reflected:
Then you feel that you are falling short. Why
can I not help them? Is it me that there is something wrong with or is it them? Could I have
done something differently? It would be better
if I was a psychologist.
The health professionals in these services believed that
they did not have the right competence, time or other resources to support some of their patients with their emotional and existential concerns.

HAGA et al.

Experiences of contradictory encounters
The encounters with the patients with obesity appeared
to cause contradictory feelings among the health professionals. On the one hand, they understood how difficult
it was for the patients to modify their lifestyle. On the
other hand, they admitted to being provoked and irritated
when self-responsibility was abandoned. The participants
in group 2 expressed that they really did not understand:
‘How can some people with obesity reject our help when
they need our help the most?’ Furthermore, they stated:
‘The obesity group creates a lot of feelings in us, feelings
along the whole emotional scale’. The health professionals noticed that they became more emotionally involved
by working with this patient group than other groups
and mentally tired as they followed their patients ups
and downs so closely. Engagement and commitment towards the patients could easily emerge as joy or frustration, depending on the patients' ability to cope or lack of
it, respectively.

T H EO R ET I CAL U N DE R STAN DING
A ND D I S C U SSION
This present study aimed to describe the health professionals' reflections on existential concerns among people
with obesity when attempting to support them in their
lifestyle change processes. The analysis identified three
themes: The health professionals reflected on existential
concerns among people with obesity in terms of patients'
repressed emotional difficulties and lack of self-respect. In
addition, they reflected on their own experiences of powerlessness when presented with people with obesity's existential concerns. The findings are now interpreted and
discussed considering earlier research and other theories.
The present study findings show that the health professionals reflected on the patients' emotional difficulties
related to complex life experiences in terms of repressed
emotional distress. Existential concerns and emotional
baggage are considered to influence the patients' ability
to change and maintain a new lifestyle [43–45]. Recent research has found that 77% of participants at the Healthy
Life Centres in Norway experience psychological distress,
compared with 11% of the national, representative sample
and 16% of the national overweight and obese sample [45].
The professionals in the present study had the impression
that some people with obesity instinctively attempted to
hinder the underlying struggle. Hence, hindering underlying struggle and vulnerability from emerging may point
towards attempting to protect oneself from what is perceived as a threat. According to Morse [46], in situations
where people experience a threat to their self-integrity,
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some people might suppress their emotions. Thus, repressed emotional distress may be seen in some people
with obesity as a supportive strategy in order to endure
the difficult situation.
The health professionals in the present study experienced contradictory encounters when attempting to
support their patients. They wondered why some patients who apparently needed their help would reject it.
However, in a situation of emotional suppression, many
attempts by the professionals to stimulate patients' reflections on the past or future will be fruitless or in vain [46].
When patients become dismissive, one reason may be that
the patient is unable to receive help or guidance at the
current time [47]. Instead, the person might provide the
health professional with the impression that he/she lacks
the will to take control of their lives [46]. According to
Delmar [47], it is the professional's responsibility to identify what appeal for help the specific situation requires,
including daring to take on the opportunity that a rejection provides. As some studies showed, knowledge about
the existential ambiguity related to dealing with obesity
should be applied in treatment approaches for people with
obesity to improve their well-being [8, 48, 49]. Therefore,
the health authorities need to expand care for this patient
group beyond the support of self-management and standard obesity interventions.
The present study findings indicate that the professionals experienced powerlessness when meeting with
the patients' existential concerns. Health professionals
in the Norwegian primary care dealing with people with
obesity are supposed to provide short-time interventions
primarily consisting of advice related to physical activity and diet, as well as motivational interviews [12].
Nevertheless, the Healthy Life Centres is an example
where participants are recruited who have both complex mental and physical challenges, which is not the
primary target group [50]. As the present study points
out, there is a gap between the mission in the healthcare services for people with obesity and the reality they
encounter in the service. Several studies [44, 45, 51],
suggested that there is a need to better address the psychological distress and existential concerns among people with obesity in the health service. We agree with Toft
et al. [49] who called for a change to the health-provider
training in order to achieve a different and more nuanced understanding of the obesity challenge.
The professionals in the present study reflected on
the patients' difficulties in expressing their suffering. The
sharing of one's existential suffering may be facilitated by
healthcare professionals who succeed in being present
in the situation and having the patience and courage to
stay in the conversation and endure the patient's suffering
[47, 52]. However, a previous study reported that health

8
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professionals might be at risk to overlook suffering related
to living with obesity [49]. Based on our findings and earlier research [53], we ask whether the current treatment
offered to people with obesity can fully understand, accommodate and confirm their suffering? Therefore, there
is a danger that existential pain related to living with obesity may remain unexpressed and contribute to suffering.
Our findings suggested that health professionals reflected on the patients' lack of self-respect. The professionals, particularly in focus groups 1 and 2, found that
the patients had a self-destructive approach to lifestyle
change. The existential pain of not accepting oneself and
not being accepted the way one is may gradually lead to
vicious circles of degradation of oneself [6, 34]. Normative
expectations in the Western culture highlight bodily
transformation and change as ideal [54], which generates
a feeling in those who fail at this to being identified by
oneself and others as an entity or an object that is ‘wrong’
and should be changed or improved [55]. Toft et al [49]
confirmed the need for having a trusted person, such as a
health professional, show genuine interest, empathy and
sensitivity, so that patients feel that they are responded to
as human beings when attempting to make and maintain
lifestyle changes. Therefore, there is a need for a more nuanced approach to health promotion strategies: One that
acknowledges that there is something more to one's sense
of self than being something that should be changed or
improved [34]. In line with previous findings [49, 56, 57],
we suggest a more flexible and relaxed attitude to weight
loss and a more holistic approach, originating in the lifeworld of people living with obesity.
Our findings showed that the professionals referred
to feelings of provocation when the patients apparently
shirked responsibility for themselves and their life. The
present study and other previous studies showed that balancing responsibility in caring for people with obesity can
be difficult [25, 27, 30]. However, from the perspective of
caring science, responsibility and caring are two sides of
the same coin. Responsibility should not be carried by the
patient alone but by the patient and the health professional
together, as partners [47, 58]. Today, however, because key
features of caring are involvement and partnership, there
is a danger that the responsibility is transferred and must
be carried by the patient alone with the consequence that
it may interfere with the opportunity to reconcile with
one's life situation [47]. According to Delmar [47], one
basic term of collaboration is the appropriate distribution
of responsibility, wherein the focus is on how power is actively formed to maintain trust. The professional can support the patients' self-responsibility by entering a dialogue
with them about how they can use their power [59]. In
line with the findings of Wallinvirta [59], we suggest that
health professionals should support patients with obesity

in encouraging them to use their power to increase their
dignity.
In the present study, the health professionals experienced inner turmoil in terms of their shortcomings and
contradictory feelings when they encountered the existential concerns of people with obesity. In line with findings
of Lundvall et al. [52], the health professionals in the present study became emotionally affected when the patients
expressed existential concerns. According to Galvin &
Todres [34], professionals need mentoring, supervision or
other support to deal with their own vulnerability when
encountering patients in existential demanding situations.
They should be trained to deal with the emotional impact
of the existential concerns that patients share with them
[34]. Lundvall et al. [52] recommended support to prevent
undue stress among the health professionals arising from
their attempts to support and care to their patients. In our
opinion, the present study shows that there is a need to
strengthen the professionals' supervision and mentoring,
to improve their ability to support people with obesity in
their lifestyle change processes.

Methodological considerations
To ensure the present study's trustworthiness, we applied the conceptual approach reported by Graneheim &
Lundman [60]. The participants in the focus groups varied in age, work experience and occupational background,
and the three focus groups varied in organisational affiliation and service level according to the Norwegian healthcare structure. This diversity of the sample reinforces the
credibility of the study because the groups offered rich
and nuanced descriptions of the phenomenon of interest [60, 61]. However, because only one male professional
participated in the study, the inclusion of mainly female
participants could have influenced the data content and as
such, the study's credibility and transferability.
In the analysis process, the three co-authors, having
different backgrounds in nursing, caring science and
social science, produced alternative interpretations at
all levels of interpretation until consensus was reached.
However, the findings are not to be considered objective
facts but a reconstruction of the participants' experiences,
perceptions of reality and understandings [62].
Confirmability of the present study has been achieved
by providing a detailed description of the methodology, including the process of data collection, to allow readers to
decide on their own the applicability of the study findings.
Credibility, authenticity and overall trustworthiness of the
study may also have been reinforced by having presented
the findings along with several or single quotations on a
given aspect, a detailed description of the analytical steps,
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and an example from the analysis. The description of the
participants and groups together with a rich description
of the three contexts for the focus groups may have reinforced the transferability of the study. Thus, our findings
may be transferred to other situations after considering
the culture and context.
By emphasising that we have explored the professionals' reflections based on their impressions of people with
obesity's existential concerns, we have made it clear that
health professionals are only to a certain extent able to
take in and understand patients' challenges. In addition,
the findings are interpreted with caution. Consequently,
we are aware that the findings from exploring the health
professionals' reflections related to patients' existential
concerns can at best complement or provide nuances to
the descriptions of existential concerns provided by people with obesity themselves.

CON C LUS I ON
Drawing on the health professionals' reflections in a focus
group format and further discussing the findings considering earlier research and theory have provided valuable
insights into the existential concerns among people with
obesity. The health professional’ perspectives in the present study are unique, which are findings that we believe
add to the existing literature. The existential concerns elucidated in this study appear to emerge through the reflections and experiences of health professionals, which may
contribute to supplementing and providing nuances of existential concerns in people with obesity.

Implications for practice and
further research
The present findings based on health professionals' reflections of existential concerns may contribute to the
debate on how people with obesity are responded to and
cared for. To avoid overlooking existential expressions,
the professionals need to consider the patients' lifeworld,
including nonverbal signals and communication, and
allow for a deeper understanding that reaches beyond
words. In addition, health professionals need to stay
mentally present in the situation and create an inviting
environment. Further studies on the same topic using
different methodological approaches, such as individual
interviews with health professionals and observation
of the interaction between health professionals and patients, are recommended.
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