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ABSTRACT 

Purpose:  

The aim of the study was to investigate the role of social support in conservative treatment for 

obesity and also in the participants’ everyday life, by comparing experiences of those 

participating in a camp based weight-loss program with or without bringing a significant 

other.  

Material and methods:  

This was a comparative qualitative study which was a part of the non-randomized controlled 

trial “Family & Friends”, investigating the effect of having a significant other participating in 

parts of a camp-based lifestyle treatment program for morbid obesity (BMI>40 kg/m
2
  or 

BMI>35 kg/m
2
  with obesity related comorbidities). A purposive sample of participants from 

the groups with (group A) and without significant others (group B) were separately 

interviewed and/or in groups. The main question in the interview guide was about the role the 

participants’ family and friends played in the treatment program they were participating in 

(both at camp and at home). The data was analyzed according to systematic text condensation. 

Results:  

A total of 20 persons (10 from group A and 10 from group B) were interviewed. The 

participants consisted of morbidly obese men and women between the age of 27 and 53. 

Participants from group A, who brought significant others, told that as a result of the program 

they opened more up to significant others about their problems and felt that the significant 

others understood more about their situation and helped them out with the lifestyle changes 

after they had been educated in the program. Moreover, some had brought significant others 

that they felt were not important to whether they succeeded or not, or not very interested in 

helping the participants out. Similarities between the groups regarding social support were 

that in both groups there were found participants who said they were reluctant to open up 

about personal problems, had experienced positive effect of pep-talks and positive feedback, 

used self-help groups and had significant others joining them as exercise partners.  
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Conclusions:  

Bringing a significant other made it easier for participants to open up about personal problems 

and they experienced more social support in everyday life with a positive impact on the 

household diet and level of physical activity, seen as due to the significant others’ education 

during the treatment program. To achieve this effect, the study indicated that the support 

partner should be someone with a close relationship to the participant who one thinks might 

be interested in helping the participant with lifestyle changes.  

Relevance:  

This study gives knowledge about how the patient’s social support network in conservative 

treatment for obesity might enhance outcomes by including significant others in the treatment. 

Assessing the patient’s level of social support and tailoring the intervention thereafter seems 

to be important. There is a need for larger studies to confirm this and to look more closely at 

how to tailor treatments around the patient and the significant other. Further research should 

focus on the perspectives of the significant other, on selection of support partners and on 

tailoring the treatment around the participant and support partner. 
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INTRODUCTION 

Obesity and overweight has become a worldwide epidemic. In 2008, approximately 1,5 

billion adults were overweight, and app. 500 million were obese. In addition, around 170 

million children had an ISO-BMI of 25 or more (1). In Norway 2008, the percentage of men 

and women with overweight were 74,5 and 60,8, respectively. 22,1 % of men and 23,1% of 

women were obese (2). Obesity is associated with many health problems, and it involves 

nearly all organs in the body. Most known are metabolic abnormalities and cardiovascular 

disease, but among others the musculoskeletal system, the central nervous system and the 

gastro-intestinal tract are also affected. All in all, obese people have higher risk of dying 

prematurely than those who are not overweight, and this is especially true for those with 

morbid obesity (BMI >40 kg/m2) (3). There are also detrimental effects on psychosocial 

health related to obesity: increased prevalence of psychiatric disorders, suffering from 

stigmatization, prejudice and discrimination by the society and people close to them. Both 

physical and psychosocial factors lead to reduced health-related quality of life in obese 

individuals (4). Obesity also leads to increased costs for the society when it comes to treating 

obese patients in the health care systems (5).  

It is clear that treating obesity is an important measure for reducing the risk for physical and 

psychological health problems for a large group of the population, as well as reducing the 

potential costs for society. Much research has been conducted in attempt to find good ways of 

reducing weight and risk factors for obesity related disease, including hypertension, 

dyslipidemia and hyperglycemia as examples. It is recommended to loose app. 10% of initial 

weight in order to reduce these risk factors (6).  Weight loss also improves quality of life for 

obese persons (4). Bariatric surgery seems to give the best results for reducing weight in 

morbidly obese patients; however, non-surgical/conservative treatment for obesity induces a 

similar reduction in risk factors and resolution of comorbidities, at least in short term (7). 

Research supports three main components of conservative treatment: behavioral modification 

therapy (8), diet and exercise (9), i.e. lifestyle changes. Such conservative treatment can for 

instance be done in outpatient programs, as residential programs or weight loss camps. 

Weight loss camps often includes individual and group based behavioral therapy, as well as 

increasing theoretical and practical knowledge about healthy diet habits and physical activity, 
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and it is shown that such camps seem to give better short term results compared with hospital 

outpatient programs with almost double initial weight-loss and better weight maintenance (6, 

7, 10-12). However, there is little evidence for the long term effects of this treatment.  

The role of social support 

In many studies social support has been shown to contribute to better health. It is related to 

positive health practices in both young and middle aged adults (13, 14) and there is a positive 

association between having a large social network and improved health outcomes (15). Social 

support also leads to better health-related quality of life, both physically and mentally, 

especially in men (16). There are different aspects and definitions of social support. 

According to Verheijden et al. (17) and Black et al. (18) functional support is the subjective 

measure of the perception of support, whereas structural support is the availability of 

significant others, regardless of the actual support received. Instrumental support refers to 

support given from significant others that provides practical assistance, like taking the subject 

out exercising or helping out with babysitting so that the subject can exercise. Emotional 

support (esteem and informational support) on the other hand, refers to support given through 

for instance encouragement and appreciation of what the subject is doing, and giving advice 

and guidance.  

The role of social support in successfully changing one’s lifestyle has been addressed by some 

research, with results from Kiernan et al. (19) showing that persons with little family support 

are less likely to lose weight opposed to persons with much family support. After lifestyle 

intervention programs people reporting low social support were less likely to stick to their diet 

after 1 year, compared to people with high social support (20). Getting social support from 

family and friends as well as information and support from health professionals showed better 

results than from the latter only, in the studies by Verheijden (17) et al. and Hindle et al. (21). 

Those who had perceived high social support were better able to maintain lifestyle changes 

over time and they were also more likely to be seeking social support than those who gain 

weight after weight loss (17, 22, 23). Also, the availability of fruits and vegetables at home 

and engaging in physical activity were positively associated with social support (24-26).  



  

11 

 

 

 

There are reports of significant others (family, friends and coworkers) socially undermining 

the patients efforts to change their lifestyle, where  the motivation for this could be guilt over 

their own diets/exercise, not understanding the participants purpose of eating well/exercising, 

time conflicts and jealousy. Much of this undermining was unintentional (21, 27, 28).  It 

would therefore seem that involving significant others more in the obesity treatment and 

increasing knowledge about the topic could make them more supportive of the patients’ 

lifestyle changes.  

Effect of social support 

Integrating social support as an intervention in programs for lifestyle changes in adults has 

been tried out in a few studies, yielding inconclusive results, saying it may or may not have an 

effect. An early meta-analysis by Black et al. (18) from 1990 concluded that attending a 

behavioral treatment program for obesity as couples gave larger weight loss than attending 

alone. The effect was small, however, and they argued that it was difficult to isolate the effect 

of the support partners’ contributions. Similar conclusions were reached by Glenny et al. (29) 

in 1997. In 2003 McLean et al. (30) published a literature review where there were no 

significant conclusions about the involvement of family or spouses, but it could enhance the 

effectiveness. The literature review by Verheijden et al. (17) from 2005 concluded that there 

were more effect in support from the patient’s natural network than from professionals and 

that social support can counteract health behavior changes. The review also emphasized the 

problem with different and unclear definitions of social support within studies and the 

combination with other interventions that made it difficult to assess the effect of social 

support. Finally, Levy et al.’s review (31) from 2007 concluded that patients are more 

successful when they perceive to have more social support and that there are some 

improvement in weight loss when significant others are included in the intervention, but only 

if the significant other also is successful in losing weight.  

When looking at some of the single studies there are conflicting conclusions regarding the 

overall effect of the involvement of significant others when making lifestyle changes related 

to obesity, but many noteworthy findings. Wing and Jeffery (32) found a 33% greater weight 

loss for people recruited with friends in standard behavioral treatment than for those recruited 
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alone. More people in this group also maintained weight loss in full. Drop-out rates was lower 

for the group with friends as well. However, Wing et al. (33) found identical weight loss 

between groups with and without spouses, but that men did better when treated alone and 

women when treated together, which may indicate a gender difference in the benefits of social 

support. Other studies have shown that men benefited more from the partner’s emotional and 

instrumental support than did women (34) and that support from a female partner is more 

valuable to both men and women when it comes to changing lifestyle and losing weight (34, 

35). Gorin et  al. (36) couldn’t find a difference between the groups regarding weight loss 

either, but found that having at least one successful partner (i.e. a partner losing more than 

10% of initial body weight) made the participant lose significantly more weight than those 

without a successful partner. There were also a strong relationship between participants and 

partners when it came to adherence to treatment. The same result was found in a study of 

African-Americans (37), there were no difference between groups with and without partners 

regarding weight loss, but the participants’ success was related to the partners’ weight loss 

and attendance in personal counseling sessions with the participant. A recent study by 

Marquez and Wing (38) on Latin-American women could not find any significant difference 

in weight loss between groups, but also they found an association with better  attendance for 

those who brought a partner. It may therefore seem like the positive effects of social support 

are linked to the partners’ participation and success, rather than just being assigned with a 

significant other. In addition, studies by Gorin et al. (39) and Golan et al. (40) on untreated 

spouses of participants receiving treatment showed that also the spouses benefited from the 

treatment and lost weight themselves, even without treatment. Also, Golan et al. (40) found 

that if the spouse believed in the other’s ability to succeed, it predicted weight loss of the 

spouse and raised adherence to the treatment.  

Qualitative studies on social support 

To further understand the patients perception of the role of social support, qualitative studies 

can offer insights. There are however only some qualitative studies in this area.  

Aschbrenner et al. (41) found that bringing a significant other to treatment promoted 

understanding and enhanced the relationship with the significant other, as they then gained 



  

13 

 

 

 

insight in their illness and their struggle with it. The positive encouragement for life style 

changes from significant others worked as a facilitator to change, and was emphasized also by 

participants in the study by Jones and colleagues (42), as well as taking pride in the weight 

loss they achieved when others commented on it.  

Boutin-Foster et al.’s (43) study found that it was easier and more practical to engage in 

healthy behaviors when one had support partners that helped with preparing and acquiring 

healthy food, as well as having someone participating in physical activities with them. It also 

helped relieve stress, as the support partners for instance took care of family members in their 

absence. However, also negative effects were mentioned: the social network strongly 

influenced their diet, with problems with family meal habits and the use of food as a social 

function, results confirmed by Jones et al. (42), Thomas et al. (44) and Gallagher et al. (45), 

indicating that food is related strongly to family conventions and that involvement of the 

whole family is important in weight loss programs. 

Korkiakangas et  al.’s (46), Allender et al. (47) and Gallagher et al.’s (45) studies found that it 

seemed that social support was most positive related to physical activity, as it offered an 

opportunity for companionship. However, it was important that the significant others accepted 

the person’s exercise habits and that it was an advantage that the other was on somewhat the 

same level of physical fitness.  

Those who did not live with a significant other found it hard to keep up their lifestyle 

changes, because of less contact with and reliability of the support persons, as reported by the 

studies by Aschbrenner et al. (41) and Gallagher et al. (45).  

The challenge of isolating the influence of social support 

Problems with the presented studies are that social support is often so intertwined with other 

interventions, that it is difficult to isolate the influence of social support. Social support is ill-

defined and varies greatly among the studies, and poses a problem for reaching a conclusion 

regarding social support in lifestyle treatment for obesity. Previous research has given some 

directions for further research, including finding out what factors are important for an 

effective intervention integrating social support (30, 41), which partner and participant 

characteristics that are important to make treatment successful, including their relationship 
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(18, 20, 36, 48), and how to involve the patient’s natural support groups when trying to make 

lifestyle changes (49).  

Some of these questions can be answered and hypotheses generated by qualitative studies. 

However, there seem to be a lack of information on the participants’ own experiences of 

participating in treatment programs with social support partners. There is thus still need for 

more qualitative studies that give knowledge about what the role of social support is, and 

which factors in social support impacts the effectiveness of the lifestyle changes the patients 

makes, and how to involve significant others in this treatment for obesity. 

As one challenge is to untwine the influence of social support from other interventions, 

comparative qualitative studies are needed to investigate the experience of those involving 

family and friends in the intervention and compare this to those who did not. However, no 

such study has been published. 

Family & Friends is an ongoing controlled study looking at the effect of social support during 

a camp based weight loss program in Central Norway, which provided an opportunity for a 

comparative qualitative study. In the controlled study half of the participants bring significant 

others to parts of the treatment at camp while others do not, whereas the rest of the treatment 

program is identical for both groups (7, 12).  

Aim of study/problem to be assessed 

The aim of the study was to investigate the role of social support in conservative treatment for 

obesity and in the participants’ everyday life by comparing experiences of those participating 

in a camp based weight-loss program with or without bringing a significant other.  
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METHOD 

Design and choice of method  

This was a comparative qualitative study with semi-structured individual and focus group 

interviews. Qualitative methods are good for exploring peoples’ experiences, thoughts and 

attitudes (50). It is useful in research on fields that have not previously been thoroughly 

explored, and where the problem is complex.  

Ethical aspects, time frame and resources 

The Family & Friends study was approved by the regional ethics committee in Central 

Norway, Trondheim, Norway. It was conducted by the guidelines of the Declaration of 

Helsinki. As this present study was a part of the main study’s research protocol, there was no 

need to get new approval from the ethics committee. There were obtained written informed 

consent from all participants before they were enrolled in the main study. Also, new written 

information about the interviews was given before this present study, and oral consent was 

obtained by telephone and/or face-to-face before interviews took place. See attachments 1 and 

2. 

The work with the master thesis was conducted with starting preparations in June 2012 until 

submitting it in October 2013. All interviews were conducted one week in October and one 

week in December. 

Setting 

The present study is part of a larger study called “Family & friends”, which is a non-

randomized controlled trial looking at the effect of bringing a significant other to a 2 year 

intermittent treatment program consisting of five three-week stays at Røros rehabilitation, 

Norway. The treatment program is group based with 20 obese patients staying at the facilities 

simultaneously. In model A they were to bring a significant other, as opposed to not bringing 

a significant other in model B. Primary end points in the controlled study are weight loss after 

1 year, maintenance of weight loss after 2 years and change in quality of life (measured by 



  

16 

 

 

 

SF-36) after 2 years. Secondary end points are changes in body composition, risk for disease, 

appetite hormones, quality of life, experience of one’s body, relationships and eating behavior 

in the patient, as well as changes in weight, activity level and eating behavior in the 

significant other.  

The program takes place at Røros Rehabilitation, where the participants live in apartments 

two km away from the rehabilitation center, and activities take place at both locations. 

Participants have a fixed schedule, which is group based with individual follow-up during 

each of the stays. The focus is on behavioral changes, diet and exercise, and how to manage 

this when they are on their own at home after the program has ended. Participants have 

lectures about diet, physical activity and psychological health. They exercise 2-3 times per 

day, trying out new activities in order to find something that fits each of the participants and 

which they can continue at home. They also have days dedicated to longer trips biking or 

walking outside in the nearby surroundings. Weekly they have practical training in making 

healthy food in the kitchen. Both individual and group meetings with psychologists and 

psychiatric nurses take place during the three week stay where they discuss challenges in 

daily life regarding lifestyle changes and how to solve these when they come home.  

Participants 

Patients enrolled in the main study “Family & friends”, who all had been recruited from the 

Obesity Outpatient Clinic at St. Olavs Hospital in Trondheim, were eligible for this qualitative 

study. The inclusion and exclusion criteria in the main study:   

Inclusion criteria  

- BMI > 40 kg/m
2
, or BMI > 35 kg/m

2
 with comorbidities 

- Age 18 – 50 years 

- Possibility to participate with a significant other (family or friend) 

Exclusion criteria 

- Reduced ability to consent 

- Pregnancy 

- Severely reduced physical ability that limits participation in activities 
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- Severe psychiatric disorders 

- Psychosocial aspects that limits group participation 

- Former bariatric surgery 

- Severe heart or vessel disease 

- Severe overeating behavior 

Patients were screened by nurses, endocrinologists, psychiatrists and clinical dietitians by 

referral. There were patients from both sexes. Both groups were assumed to be equal at time 

of recruitment, however, the level of social support was not evaluated to a large extent, more 

than that both groups had someone to bring to as a co-participant, should they be picked out to 

be in this group. 

Significant others were chosen by the participants themselves, and consisted of family 

members or close friends. There were no specific inclusion criteria for the significant others.  

Recruitment for the present study 

The interviews were carried out during the participants’ last stay at Røros Rehabilitation. At 

this point, they had been in the program for two years and assumingly had relevant experience 

from to the program and social support for the life style changes.  

Information letters about the study was sent to all the participants in the main study (both the 

group A with significant others and group B) who were supposed to be at Røros during the 

periods of data collection. They received this information letter three weeks prior to going to 

Røros. This letter contained information about the qualitative study including information that 

they would be contacted by telephone if they were chosen to participate and if so that they 

would be asked to participate when the interviewer came to Røros. It also informed that they 

could choose to be interviewed alone or/and in groups 

Participants in both group A and B were assigned to the qualitative study by strategic 

selection, assisted by the staff at Røros rehabilitation that had previously worked with the 

patient groups and knew the participants well. This guaranteed participants with varying 

degrees of success in the program, as well as different family and social backgrounds. It was 

also asked for participants who were most likely give much information during the interviews. 
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The participants were chosen two weeks prior to their 5
th

 stay, one week after the information 

letter was received, and contacted at home by telephone to be asked if they were willing to 

join the study and appointments for the interviews were made. Initially, 10 participants were 

recruited from each group to be interviewed alone and/or in groups. The intention was to 

continue the interviews until saturation for each group. Thus there was an opening for 

recruiting more participants at Røros. This was done by asking them directly during the stay.  

The groups were at Røros during different time periods, with group B (without significant 

others) being there first. The interviews with this group took place in the time period between 

16
th

 and 20
th

 of October 2012. The interviews with group A were conducted between 13
th

 and 

17
th

 of December 2012. 

The recruited participants were informed about the topic and goal of the interview in a 

common meeting at Røros before they were interviewed, so that their expectations could 

correspond to what was going to happen in the interview situation.  

The interviewer also joined in the daily activities during the interview period (3-4 days), in 

order to establish a relationship of trust between the participants and the interviewer and to 

observe how the groups and program functioned.  

Data collection 

The interviews conducted were semi-structured individual interviews and focus group 

interviews. Semi-structured interviews were chosen because of the ability to let the 

interviewees follow some of their own leads, thereby giving room for a broader spectrum of 

experiences, while the interviewer had a chance to steer the interview towards the research 

question. Focus group interviews were performed after the individual interviews had been 

done, in order to confirm and further explore the findings of the first interviews, and to use the 

group process to help the participants think of new relevant experiences.   

Interviews were recorded digitally, and each interview took approximately 30-90 minutes, 

depending on the amount of information emerging. 

An initial interview guide (attachment 3) was prepared before the interviews took place, with 

the main question being: “Can you tell me about the role your family and friends play in the 
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treatment program you are participating in (at Røros and at home)?” with subtopics like: 

instrumental support for changing physical activity and diet, personal changes, perception of 

social support and attitude changes toward the participants from others during the treatment. 

The emphasis was on the changes that had occurred during the whole two year treatment 

period.  

The initial interview guide was revised after some new relevant topics and links emerged in 

the first interviews with group B. General questions about their present and past social 

situation and social challenges related to their lifestyle changes were added. The revised 

interview guide was used for group A, with small adjustments like adding questions about the 

significant other.  

Data analysis 

The data was analysed according to systematic text condensation (50). The interviews were 

transcribed, and thereafter read to get a general impression of the main emerging themes. 

Then meaning units correlating to the main themes was extracted from the text, systematised, 

coded and sorted within the themes. To elicit the differences between the groups (the 

comparative aspects of this study), the analysis was first done on interviews from the group 

participating without significant others (group B). Then group A was analysed by starting to 

use the themes identified in group B as the main themes. New main themes that emerged were 

added and the data from group B reanalysed to see if the new themes also were relevant for 

that data. At last a set of themes that covered both groups were identified and a table over the 

differences were made. Afterwards an analytical text for each code and subtheme was made. 

The texts were checked with the original transcript to validate the findings. Citations were 

chosen and embedded in the results, picking out the ones who best represented the themes that 

emerged and illustrated what was significant for each group. To preserve anonymity, the 

citations are only identified by group membership (A with significant other and B). 
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RESULTS 

Participants 

A total of 20 participants were interviewed, 10 in group A, who had a significant other who 

took part in parts of the program, and 10 in group B, who did not get the possibility to bring a 

significant other. Recruitment is shown in table 1, total attendance in table 2 and descriptives 

in table 3.  

Table 1 Recruitment 

 

Group A Group B 

Individual 

interviews 

Group 

interview 

Individual 

interviews 

Group 

interview 

Received information letter 19 19 19 19 

Asked to join interviews 10 4 10 5 

Agreed to interview 10 4 10 5 

Lost informants 2 3 1 1 

New recruited informants 0 2 0 1 

 

Total in each setting 

 

8 

 

3 

 

9 

 

5 

 

Table 2 Total attendance 

 

 

 

 

 

 

 

 Group A Group B 

Individual interview alone 7 

2 

1 

 

10 

5 

1 

4 

 

10 

Group interview alone 

Both interviews 

 

Total attendance 
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Table 3 Descriptives 

 

 

 

 

 

 

 

 

Main findings 

The analysis resulted in the following main themes; discussion of personal problems, 

challenges with support persons, support for sustaining changes, support for changing diet and 

support for being physically active.  

Brief summary of main findings 

There were some differences between the groups, especially when it came to involving 

significant other’s in the participants’ lifestyle changes. Participants from the group who 

brought significant others opened more up about their problems to their significant others, 

they also felt their significant other’s understood more about their situation and helped them 

more out with the lifestyle change. This was seen as being due to the significant other having 

an enhanced understanding of the patient’s problems because of discussions during the 

treatment program and that the significant others were educated about diet, physical exercise 

and how to help the patient change lifestyle. 

 Group A Group B 

 Age range 32-52 years 27-53 years 

 Men 4 4 

 Women 6 6 

 Marital status 

- Single 

- In a relationship 

- Married 

 

3 

0 

7 

 

6 

1 

3 

 Signficant other 

- Spouse 

- Friend 

- Family member 

 

6 

2 

2 
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Moreover, some had brought significant others that they felt were of no importance to 

whether they succeeded or not, or not very interested in helping them out.  

There were also many similarities between the groups regarding the role of significant others 

and social support in their everyday life, like the reluctance to open up about personal 

problems, the positive effect of pep-talks and positive feedback, the use of self-help groups 

and significant others joining them as exercise partners.  

Discussion of personal problems 

In both groups the participants talked about problems with managing to open up to their 

family and friends about personal problems, especially of more serious nature, even though 

they said that they would get help if they allowed themselves to open up. It was especially 

mentioned that it was challenging to make their significant others understand what the reasons 

for their problems with weight were, and that they feared to be judged for these reasons.  

Thus, both groups said that they had problems with discussing their personal problems with 

others, as illustrated by this citation: 

“(…) I understand that they don’t understand, because of (…) the way I have let them 

get to know me. It isn’t at all in harmony with how I’ve presented myself.” (Group B) 

One of the most important findings from the study was that many participants from the group 

who brought significant others found it was easier to be open to their significant other about 

their personal problems after they had been at Røros together. They realized they needed to 

sort out these problems in order to establish the life style changes and felt that the significant 

other had seen more of what their problem consisted of at Røros, thus making it easier to talk 

about at home.  

“He understands it better now. After we’ve been up here I’ve opened myself up more 

about my relationship with food. He saw that I struggled, that this was something I 

didn’t feel comfortable with.” (Group A) 

The participants in group A said that it helped that the significant other they brought along got 

to be a part of the process, rather than being a passive bystander to the program and the 

changes the participant made. It also made the significant others realize that the treatment 



  

24 

 

 

 

were focused on more than just losing weight, for instance sorting out personal problems and 

to feel better about oneself. Also, the participants said they felt it was better for the significant 

others to get information about diet, physical activity and psychological issues from the 

professionals at Røros than from the participants themselves. They experienced that the 

significant others took the life style changes of the participant more serious when they got the 

information from the professionals, as it was seen as more reliable knowledge.   

“I don’t think it would have been good for our marriage if I came home saying that 

now we are going to do this and that. It was important that he heard it from the 

professional team here. It is important that he has been a part of the process instead of 

standing on the sideline when things happened with me.” (Group A) 

Challenges with support persons 

Some had brought significant others who they felt weren’t very important to whether they 

succeeded or not. They told of little or no contact with the significant others on a regular 

basis, and could not attribute any of the changes they made to the significant others.  

“(…) She calls me and is supposed to take her task seriously, checking out how I’m 

doing and things. I don’t believe it has any significance to whether I succeed or not, 

I’m feeling strongly that it’s coming from someplace inside me.” (Group A) 

There were also some of the participants from the significant other group reported having 

partners who wouldn’t talk about feelings or personal problems, and refused to accept that the 

participant had problems or that there were problems between the participant and themselves, 

which made it difficult for them to get more understanding from the significant other, and 

thus to get help making lifestyle changes at home. 

“I don’t talk about the things that are difficult, and when you’re married to someone 

who opens up even less it is not easy. (…) My hope is that he will realize that we need 

help.” (Group A) 

A few of the participants with significant others experienced that some of the people around 

them, including the significant other, were not interested in the life style changes they were 

trying to make. Some had partners who thought things were fine as they were and would not 
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make changes. Others said their grown-up children were indifferent to what they did. One 

participant put it like the partner just contributed with not opposing her, i.e. did not take any 

action in order to do anything positive or negative for her.  

“It is more like absence of opposing me. He is not joining in; on rare occasions I can 

get him to take a walk with me. (…) I make all the food and grocery shopping anyway. 

(…) When I’m gone he lives of noodles and honey puffs.” (Group A) 

Some of those who attended without significant others reported to have no close family or 

friends that they could rely on for support during this program, even though this was an 

inclusion criterion for the main study. They had no one to talk to at home when things got 

tough and felt that no one followed them up. For those living alone without partners or family 

it was a problem that no one saw if they had been out exercising or eating the wrong food, 

they missed being held accountable for their own actions.  

“I’ve only got myself to think about, and there is no one there to notice if I’ve been 

exercising or not. It is sad to make dinner just to myself; it easily becomes something 

quick and unhealthy. I’ve only got myself to answer to.” (Group B) 

Support for sustaining changes 

Both groups said sustaining the life style changes the participants had already made was hard. 

They mentioned getting pep-talks from friends and family as a help in this. Talking with other 

people on the phone or face to face when times got though was important for most of the 

participants. Having someone checking up on them made some of the participants commit 

more to their original plans.  

“My sister is coming to check up on me, how I’m doing, what obligations and plans I 

have to go through with.” (Group A) 

Many of the participants in both groups attended self-help groups organized by themselves or 

larger public support groups. Some had self-help groups prior to joining the program at Røros, 

while others established groups together with other participants at Røros or people in their 

local community after starting the program. The participants stated that these groups helped 

them guide their way during the home periods by getting advice from people in the same 
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situation regarding what they could do when motivation was low or they struggled 

maintaining diet and exercise programs. They often felt that the people in their self-help group 

had a greater understanding of their situation than their family and close friends. Many of 

them met face to face during the home periods or had frequent contact by telephone or 

Facebook. They talked about challenges of the lifestyle changes and also met just to be social 

and have fun.  

“We’ve established a self-help group that really works. (…) You get back on track and 

learn what the others are doing right and find out what we are doing wrong ourselves. 

It is important to just meet up over a cup of tea and supper; you don’t always have to 

have so much program all the time.” (Group B) 

Having support persons who either had or used to have the same problems with weight and 

weight loss were deemed very valuable by the group without significant others. They also felt 

that those around them enhanced their understanding of their problems if they encountered 

some of the same problems themselves.  

“It is still hard to explain to my husband how I’m feeling, as opposed to talking to 

someone here or my friend that also is overweight. You don’t need to say so much, 

they understand anyway.”(Group B) 

Most of the participants emphasized the importance of positive feedback from those around 

them. Family, friends and colleagues praised their effort to make changes in their life and 

gave feedback about how the participants changed in a positive direction. One participant also 

told that even strangers gave her thumbs up when she was out walking. Getting positive 

feedback made them want to work even harder with the life style changes.  

“People come to me all the time and ask me how I’m doing and telling me that I look 

good and things. It is really nice feedback I get.” (Group B) 

On the other hand, participants in both groups also received negative comments about the life 

style changes they were doing and them attending the program at Røros. This was based on 

others saying it was their own fault they were overweight and thus they should fix it without 
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help, while others questioned how they could leave their family for several weeks to focus 

solely on themselves.  

“Some think it’s my own fault that I’ve become like this, so that I should fix it myself 

instead of using the taxpayers’ money when I’ve eaten my way here by myself.” 

(Group B) 

Support for changing diet 

One important thing from the group A with significant others was that more people said their 

significant other helped them eat correctly, related to both meal rhythm and types of food. 

Spouses went grocery shopping with and without them and bought the same things the 

participants did themselves. The significant others were reported to keep them from falling 

back into the old meal habits and told the participants to prioritize the food plan even if they 

were busy with daily chores. Some had spouses who prepared healthy meals and helped them 

out with the cooking.  

“My wife is very eager to go through with the lifestyle changes. She tells me that we 

have to go exercising and she prepares healthy meals, so she has a great role in 

looking after our diet.” (Group A) 

Some of the significant others were not interested in changing their own or the family’s diet 

or were just ignoring the changes their spouse was trying to do, and some without significant 

others had family or friends who didn’t want to join them in being physically active. 

“He’s just as passive as I am, maybe as big as me too. But he doesn’t think the weight 

is a problem. (…) He hasn’t really enlisted for this yet.“ (Group A) 

The without significant others group reported challenges with having older children and 

adolescents who ate at different times and wanted other type of meals than the rest of family, 

which lead to the participants eating dinner twice per day. Some family members also had 

other nutritional requirements than the participant because of illnesses and activity level. This 

made it hard for some participants to change the types of food being eaten at home. They also 

reported that the people around them brought home more unhealthy food and tempted the 
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participant with it, consciously or not. It could therefore be hard to resist eating this kind of 

food.  

“I might already have had dinner earlier in the day (…) when they were not at home, 

and then it happens that I serve something at night, and that I eat with them just to 

participate and be with them. It’s a part of the comfort and care.” (Group B) 

Support for being physically active 

Having family and friends as exercise partners were common for both groups. Most had 

people around them that would take walks or do other exercising with them. In some cases the 

entire family with spouse and children had started exercising together. Others had their spouse 

help them with exercise tips and techniques. Most had support persons who wanted to become 

more physically active themselves who asked if they would like to join them exercising. 

Significant others were pushing the participants to exercise more and gave them advice about 

things they could do or try when it came to alternative exercise activities.  

“I broke my finger playing handball and I thought “Oh no, I can’t do that anymore”; 

it was the automatic negative thoughts. But then my daughter said: “But mom, you can 

do something else!”. (…) It was all about looking at the options one have.” (Group A) 

For both groups it was important that the support persons gave them time to be in activity 

despite a tight family schedule, for instance by taking care of children and house chores.  

“My husband offers to do the household chores so that I can go out exercising.” 

(Group B) 
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DISCUSSION 

Summary of main findings 

The results showed that bringing a significant other into the treatment program made it easier 

for the participants to open up about personal problems, thus enhancing the significant others’ 

understanding of the challenges the participants had in changing their lifestyle. The 

participants also emphasized that it was better for the significant other to get information 

about diet, physical activity and psychological issues from the professionals at Røros than 

from the participants themselves. Integrating the significant other in the process of changing 

life style was from the participants’ viewpoint important for the significant other’s interest 

and commitment in helping the participant. The significant others helped them eat correctly 

and kept them from falling back into old habits. However, participants also mentioned 

troubles with their significant others: partners weren’t willing to talk about feelings or 

personal problems or were not interested in the lifestyle changes they were making. Some had 

also brought significant others who they felt weren’t very important to whether they 

succeeded in changing their lifestyle or not.  

The group without significant others talked more about having few or no close family and 

friends they could rely on for support during the program. Problems with following diet and 

exercise was attributed to tight family schedules, different nutritional requirements for the 

family members and that they found it boring or sad to cook for themselves only.  

It was easier for the participants to sustain the changes of lifestyle when they got positive 

feedback and pep-talks from their social network. Family and friends acted as exercise 

partners and gave them time to prioritize being in activity by helping out at home with 

children and house chores. Common obstacles for social support were problems with opening 

up about personal problems to family and friends and receiving negative comments about the 

lifestyle changes and treatment program.  
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Talking about personal problems 

Participants from both groups mentioned how hard it was to talk openly about their problems 

and to make their significant others understand what their problem consisted of. However, one 

of the most important findings from the group with significant others was that bringing 

someone to the treatment made it easier to open up about problems and challenges they had, 

and that this enhanced the significant others’ understanding of the situation the participants 

were in. The participants also emphasized the value of the significant other getting 

information about healthy lifestyle from the health professionals at Røros, as they thought the 

significant others felt it was more reliable information and made them become more involved 

in the whole treatment plan. This is in accordance with the study on lifestyle changes in 

mentally ill patients by Aschbrenner et al. (41), where involving support partners increased 

the understanding of the challenges of the patients and made the relationship between the 

patient and support partner better, because they learned what the patient was going through. 

Involving a spouse as support partner has also been found to improve social life and led to 

positive changes in relationship with the spouse (42). The current study lends strong support 

to this as it was more clearly expressed in the group that had the significant other participating 

in the program. Therefore it seems that bringing a significant other to treatment could make it 

easier to open up about problems, as the significant other enhances his/her understanding of 

the problems the patient is going through by being a part of the whole lifestyle change 

process, and that this may improve the relationship between the patient and the significant 

other. Being involved in the entire process with the participant could make the significant 

other more informed and ready for helping the participant with the changes. 

Positive feedback on the changes the participants made and encouragement to keep on 

working with their problems was reported to make it easier to sustain the lifestyle changes. 

There were no differences between the groups regarding this. Earlier studies have also found 

that positive encouragement, feedback and reinforcement for the efforts the patient makes 

worked as a facilitator to go through with the changes, as noted by Aschbrenner et al. (41), 

Jones et al. (42) and Korkiakangas et al.(46). Conversely, negative feedback or significant 

others not being able to or interested in talking about the changes and problems act as an 

obstacle to go on with the lifestyle changes. This may indicate that it is important to 
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emphasize to the significant others the value of focusing on the positive aspects of the 

changes instead of the negative, and that it is necessary to talk openly with significant others 

about the problems the patient has.  

Dynamics between participant and significant other 

Not all overweight or obese persons may benefit from integrating social support from 

significant others in treatment for their weight problems. This seemed to be true for some of 

the participants that had joined the study, who openly told that they didn’t have anyone to rely 

on for social support or that they were not especially outgoing and interested in involving 

other people in their own treatment, or even kept it a secret to those around them that they 

were in treatment. As noted above, it seems to be important to be open about one’s problems 

in order to benefit from social support, thus requiring the patient to be somehow outgoing and 

interested in involving others. It may also work better for patients who live with someone on a 

daily basis, as most of those who lived alone said that it was harder to make lifestyle changes 

when no one was following them up at home.  However, those with no or few significant 

others to rely on may benefit from organized support groups and help to broaden their social 

network by for instance professional help.  

Some of the participants in the group with significant others had brought partners they didn’t 

feel were important to whether they succeeded or not, and some had brought significant others 

that did not help them especially much with the lifestyle changes or were not interested in 

taking part in the program. The relationship between participant and significant other seems to 

be important with respect to who one should bring as significant other. Previous research has 

noted that the response from the significant other towards the one changing lifestyle reflects 

the overall dynamics of the relationship between them. Those who felt they received little 

support for lifestyle changes also experienced little support generally in the relationship (51). 

This seemed to be true for some of the participants in the present study who reported having 

difficulties with talking about problems and making their significant others understand their 

situation. Also, the group without significant others more often told of having few or no 

persons to rely on for social support during the treatment. This could indicate that it is 

important to bring significant others who one thinks could be of help in the process of 
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changing lifestyle. Levy et al. (31) and Marcoux et al. (48) found that one should identify 

people who will be supportive of their lifestyle changes and who preferably have health 

promoting behaviors or/and attitudes, which makes it more likely to be engaging in physical 

activity and to eat healthy, as the results of Berge et al.(13) and Ashida et al. (25) suggest. It 

also seems that the success of either the participant or significant other affects the success of 

the other, as the other also often tries to lose weight. Also, having a significant other that 

believes you are going to succeed is encouraging and makes it easier to sustain the changes 
39, 

40
. The significant other should be motivated for lifestyle changes themselves in order for the 

participant to succeed in changing his/her own lifestyle (36-38).  

The results might also indicate a problem with recruitment of significant others, as there 

seemed to be very varying levels of social support from significant others between the 

participants, not only inter-group but also intra-group. The significant others most often were 

spouses, but some also brought more remote friends, siblings and parents. This might have led 

to larger differences between the participants in one group than between the groups regarding 

level of social support, and may have affected the results of the study. This raises the question 

if one should assess level of social support more closely and tailor interventions specifically 

for the support the participant has on a daily basis, whether this is close family or friends or 

more remote persons. This is in line with earlier research from McNicholas et al. (14) and 

McLean et al. (30) that emphasize the need for assessing participants’ level of social support 

in order to improve their healthy behaviors  and that one should tailor the social support plan 

with both the patient and the significant other in order to find out how they will work 

together; rather than having a general support program to follow, as noted by Aschbrenner et 

al. (41). Research has also shown that some may benefit from support from family, while 

others benefit more from support from just friends or both, thus requiring more targeted 

interventions for each subgroup of social support (19).  It would be important to find out what 

works for the support partner and the patient together, they might work better together when it 

comes to exercising than diet or vice versa. It could be that the patient needs more support 

partners for the different parts of the lifestyle changes, if one support partner does not 

function well in regards to both emotional and instrumental support. It would also be wise to 

involve support partners that are genuinely interested in helping the patient out. The results 

also showed that the participants found it easier to talk with people who had the same 
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experiences related to overweight, than to people with no such experience. Therefore it might 

be of benefit to have support partners that currently are or have been struggling with the same 

issues.  The use of self-help groups might be of value here. 

Support related to diet and physical activity 

Results from the group with significant others showed that the significant others helped them 

to eat correctly and to not fall back into old bad eating habits, this was however not so evident 

in the group without significant others. This may suggest that significant others that were 

given education at Røros seem to impact the household’s diet more positively than significant 

others who did not receive education. These findings are partially supported by qualitative 

research by Boutin-Foster and colleagues (43) that has shown that it was easier to engage in 

healthy behaviors when patients had significant others that could help them acquire and 

prepare healthy food. It has also been shown earlier that food was strongly influenced by 

family traditions and worked as a social function, which may make it difficult to lose weight 

if the family is not involved in changing dietary habits (42, 45). In the present study some 

participants said that their significant others tempted them with food they were not supposed 

to eat, but there were also indicated challenges with other family members wanting /needing 

other types of food than the participants was supposed to eat and eating at different times, 

making it harder to stick to their diet. These findings could enhance the importance of 

engaging the whole family when it comes to changing diet  

Participants from both groups had significant others who were interested in physical activity, 

who took them out exercising, showed them exercise techniques and made it easier for them 

to get time to exercise and thus to maintain the lifestyle changes, for instance by taking care 

of household chores and children. This is in accordance with earlier research, showing that it 

was easier for patients to engage in healthy behaviors when they had someone to participate 

with them in activities, rather than just saying that they should exercise (24, 42, 43, 46). Also, 

being held accountable for doing exercise was important for maintaining lifestyle change (41). 

A possible conclusion could be that it is important that significant others make time for letting 

the patient exercise, and that joining in on the physical activity themselves could help the 

patient maintain the habit of exercising.  
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DISCUSSION OF METHODS 

Strengths  

The main strength of this study is the comparative design. To the knowledge of the author, 

this is the first study to be qualitative and comparative between groups with and without 

support partners taking part in weight loss programs. 

The qualitative approach gave the opportunity to look further into the experiences of how 

integrating social support worked for those participating in the treatment program at Røros 

Rehabilitation. The interviewer’s stay with the participants at Røros by the interviewer is seen 

as a strength, as it may have served to build the interviewees confidence, making the 

interview situation more productive. Also, it improved the interviewer’s understanding of how 

the program at Røros worked for the participants.  

The strategic selection of interviewees ensured diversity between the participants, with 

differences between participants regarding demographic values, and a broad spectrum of 

experiences and aspects related to social support. The study did not aim to provide data that 

was statistically reliable, but to give in-depth insights into the experiences of individuals. 

Limitations 

The qualitative study was a part of a larger controlled study. The inclusion criterion for the 

main study did not seem to be followed accurately, as some patients entered the study without 

having any available support person, and was thus put in the group without significant others. 

In the interview situation, this led to some participants having little to say about how they 

experienced social support. Ideally, to isolate the effect of social support integrated in a 

treatment program, candidates for the main study should have been matched with respect to 

having a significant other available, and then allocated by random to the two different 

treatment groups. From a qualitative point of view (this substudy), however, this would 

reduce the diversity among patients as the contrast between having a significant other 

available or not is a valuable contrast 



  

36 

 

 

 

The qualitative design and lack of follow up did not allow for measuring the level of success 

for the participants, so that the study cannot say whether social support is associated with 

success in weight loss or not, or if those who are most successful are those with or without 

significant others. This will be investigated further in the main study. Repeated interviews, 

e.g. at baseline and towards the end of the treatment, could also have provided more reliable 

insight into how the nature of social support changed during the treatment program. 

The comparative nature of this study and the challenges of doing comparative qualitative 

analysis pose a possible limitation. Extra care was therefore taken to ensure the validity of the 

analysis by first analyzing the interviews from group B without significant other and 

thereafter the group A with main themes from group B. The interviews from group B was 

then reanalyzed included the new themes that had emerged from group A. Making a table of 

similarities and differences made it easier to see what distinguished the two groups. However, 

variations between the participants were great, and there seemed to be some intra-group 

differences, as well as inter-group differences, which sometimes made it hard to make 

relevant conclusions from the different groups. 

The use of interviews relied on the participants’ will to talk about themselves, and some 

interviews may have suffered from this. The interviews could have been more structured and 

focused more on solely social support than what was the case for the present interview guide, 

as it gave much data that was not used directly in this study, but served as supplementary 

information to understand the participant’s experiences and backgrounds. 

The experience of the person doing the study could also be a limitation, as she had little 

experience with conducting interviews and doing qualitative analysis. However, the 

development of the interview guide and the analysis was conducted with the support of the 

supervisors, who also read through some of the interviews to validate the analysis.   

Lastly there might be a limitation not to have interviewed the significant others, thus just 

getting the participants’ thoughts about the significant others’ experiences of the treatment 

program. However, this perspective was outside the scope of this study.  

By using questionnaires with open-ended questions one could have gathered different data 

regarding the participants’ experiences, but it could have been difficult to find out what one 
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should have asked about. As the aim of the study was to find out more about the experiences 

of the participants, the use of quantitative methods did not seem to be justified.  
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CONCLUSION 

This explorative study found these main conclusions:  

Findings indicated that the support person/persons should be someone who one thinks might 

be of help. Involving someone with similar problems/experience seemed beneficial. The use 

of activities that enhance social support, like self-help groups, seems valuable, as both groups 

in the study had made use of such. And for those not having a large social network to rely on 

it could be of great importance. 

Also, social support interventions might not be for everyone, and that the patient should be 

interested in involving others in their problems and treatment to take part. Assessing the 

patient’s level of social support and tailor the intervention thereafter seems to be important for 

a successful social support intervention.  

Those bringing a significant other to treatment had some experiences that are different from 

those not bringing a significant other. This included making it easier for them to open up 

about personal problems and experiencing more social support in everyday life with a positive 

impact on the household diet and level of physical activity. This was seen as being due to the 

significant other having an enhanced understanding of the patient’s problems due to the 

discussions during the treatment program and that the significant others were educated about 

diet, physical exercise and how to help the patient change lifestyle. 

Implications for practice and research 

There are some findings from the present study that could be important to focus on when 

tailoring treatment involving significant other, especially to focus on the selection of 

significant others. One should find out who might be of best help to the patient and what 

works for the patient and the significant other together, and then work out a plan which builds 

on this. After mutual trust have been established, the patients should be encouraged to talk 

openly about their problems to the support partner. For the education of the support partners, 

the value of focusing on positive aspects of changes should be emphasized, as well as the 

importance of engaging the whole family in diet changes, giving the patient time to exercise, 

and that joining in and giving advice about exercise helps maintain patient’s exercise routine. 
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The treatment program should also encourage the use of activities outside the program that 

enhance social support.  

Further research on the topic of social support in treatment should focus more on the 

significant others and their perspectives and experiences of being a support partner. The 

process of selecting significant others and the interaction between them and the patient during 

the treatment program would be of great interest. The success of the patient and the 

significant other when it comes to losing weight and changing lifestyle should be assessed. 

One should also focus on the periods when the patients are at home, not attending a fixed 

treatment schedule, when social support seems to play a grander part of the help to maintain 

the lifestyle changes.  
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2 Letter to the participants 

 

 

 

 

Intervju i forbindelse med «Family and friends» studien på Røros rehabiliteringssenter 

Hei! Det er nå snart tid for ditt femte opphold på Røros i forbindelse med behandlingen i 

studien «Family and friends». Under dette oppholdet vil det bli utført intervjuer i gruppe og 

enkeltvis. Tema for intervjuene er:  

- Erfaringer og opplevelser av sosial støtte fra familie og nære venner i forbindelse med 

behandlingen på Røros  

- Opplevelser fra deltagelse på behandlingen på Røros 

Intervjuene er en del av studien du er med på, og en viktig del av en masteroppgave ved det 

medisinske fakultet ved NTNU. Intervjuene utføres av undertegnede, som er 

mastergradsstudent i klinisk helsevitenskap med fokus på overvekt og helse.  

Dette brevet sendes ut til alle deltakere på oppholdet, men ikke alle vil bli plukket ut til å være 

med på intervjuene. Noen vil være med på gruppeintervju og enkeltintervju, noen bare på en 

av delene. Intervjuene vil vare om lag 30 – 60 minutter, men dette er avhengig av hvor mye 

du ønsker å snakke om.   

Dersom du blir plukket ut til å bli intervjuet tar jeg kontakt med deg pr. telefon i ukene før det 

femte oppholdet starter for å avtale tidspunkt for intervjuene. Du kan også få en forespørsel 

om å delta i intervju etter at du har kommet til Røros. 

 

Med vennlig hilsen 

Mari Ellingsbø,mastergradsstudent NTNU 

 

Ved spørsmål ta gjerne kontakt på  

Mobil: 97124841 

E-post: mari.ellingsboe @gmail.com 
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3 Initial interview guide 

 

Norwegian: 

Kan du fortelle meg om den rollen familie/venner har for det behandlingsopplegget du nå 

deltar på (på Røros og hjemme)? 

 Hvilken rolle har de rundt deg i forhold til det du gjør med endring av kosthold, fysisk 

aktivitet og mer personlige endringer? 

 Hvordan opplever du den sosiale støtten du har mottatt fra de rundt deg gjennom 

programmet? 

 Hvordan reagerte din familie/venner når du bestemte deg for å delta? 

o Hvordan opplevde du reaksjonene? 

 Har det skjedd en endring i holdningen til de rundt deg i løpet av tiden du har vært 

med på opplegget? 

o I så fall, hvordan? 

o Hvilke endringer har du gjort? 

o Hvordan har pårørende bidratt til dette? 

o Integrering av endring i hverdagen 

o Mat, husarbeid, jobb, tid til å gjøre endringer 

 

Kan du si litt om hvordan du har opplevd å delta på dette behandlingsopplegget? 

 Hva var hovedgrunnen(e) til at du meldte deg på? 

 Hva er de viktigste erfaringene du har fått ved å delta på dette programmet? 

o Hva har vært mest utfordrende? 

o Hva har vært mest positivt/negativt? 

o Hva har du oppnådd? 

o Hvordan har behandlingen påvirket livskvaliteten din? 

Er det noe du vil tilføye som vi ikke har snakket om? 
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English: 

Can you tell me about the role your family and friends play in the treatment program you are 

participating in (at Røros and at home)? 

 What role do those around have in respect to what you do regarding changing diet, 

physical activity and more personal changes? 

 How do you perceive the social support you have received from those around you 

during the program? 

 How did your significant others react others when you decided to participate? 

o How did you experience these reactions? 

 Has there been any change in the attitudes towards your treatment from those around 

you? 

o If there has been, how have their attitude changed? 

 What changes have you made?  

 In what way have those around you aided in these changes? 

 Integrating changes in everyday life 

o Diet, house chores, work, time to make changes 

 

Can you say something about how you have experienced participating in this treatment 

program? 

 What were the main reasons you decided to participate in the program in the first 

place? 

 What are the main experiences you have from participating in this program? 

o What have been challenging? 

o What has been most positive/negative? 

o What have you achieved? 

o How has this treatment affected your quality of life? 

Is there something you would like to add, that we haven’t already talked about? 


