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1 | BACKGROUND

Overweight and obesity are considered some of the primary driv-
ers of chronic non-communicable diseases (NCDs), such as cardio-
vascular diseases, cancer, diabetes type 2 and chronic respiratory
conditions.? Worldwide, more than 1.9 billion adults are afflicted by
overweight, of whom 650 million present with obesity.2 Due to this
high prevalence, overweight and obesity have become a significant
national and international health concern and place an extensive
burden on health-care services worldwide.®

The vast burden on health-care services has led to the increased
development of educational self-management interventions.*®
These behavioural interventions aim to help patients and service
users better manage their own conditions (self-care) and health-care
needs.>*® Self-management may be one means of bridging the gap
between patients’ needs and the capacity of health-care services
to meet those needs.’ An individual's ability to detect and manage
symptoms, treatment, physical and psychosocial consequences, and
the lifestyle changes (such as exercise and diet) inherent in living
with a chronic condition is the core of self-management.’ In this
study, self-management support is understood as interventions or
educational approaches supporting self-management.*¢ The desired
outcome of self-management support is behavioural change.”

There has been a growing interest in national and international
health policies to more actively involve and empower patients in their
health care.®'° Individual empowerment is a process through which
people gain greater control over decisions and actions affecting their
health.! The literature highlights patient and user involvement as a
means of ensuring the quality of care and health services.*>*® In this
study, user involvement is understood as a clinical partnership between
the service user and health-care professionals (HPs).13 According to
Greenhalgh, structured self-management programmes focusing on
building patients’ self-efficacy can be seen as synonymous with patient
or user involvement in managing chronic diseases.*®

The literature on lifestyle change and self-management interven-
tions in chronic conditions or NCDs is extensive. Systematic reviews
and meta-analysis demonstrate that both individual and group-
based interventions designed to target dietary and physical activity

14,15

behaviours are recommended strategies for lifestyle change and

weight loss maintenance.¢Y

The literature in the field of obesity is scarce regarding patient ed-
ucation and self-management interventions, while self-management
terminology is rarely used in the context of overweight and obesity.
One review and one meta-analysis found in the literature on patient
education about obesity suggest that patient health outcomes, includ-
ing self-management skills and quality of life, could be improved.*®?
However, these analyses are based on the literature related to spe-

cific NCD diagnoses such as diabetes and not on generic programmes

targeting educational interventions for overweight and obesity per se.
The main challenge of overweight and obesity treatment is not merely
weight loss, but long-term weight loss maintenance.}”2°22 Most efforts
to change behaviours have limited success.?>?* Findings provide initial
evidence that overlooking psychosocial factors, such as weight stigma,
may hinder weight loss maintenance and hamper help-seeking.?>?’
The Norwegian Directorate of Health recommends the estab-
lishment of Healthy Life Centres (HLCs) in primary health care to
meet the challenge of overweigh, obesity and NCDs. HLCs offer life-
style self-management interventions for persons in need of support
for lifestyle change who already have or are at risk of NCDs. The pur-
pose of the intervention is to empower the participants, leading to

self-management and improved health.?®

HLCs are a novelty in pri-
mary health care and health service research; thus, the knowledge
of their efficacy is sparse. One study shows that less physically ac-
tive persons became more physically active after attending a HLC.?’
Both physical fitness and health-related quality of life improved
significantly in the short and the long term,*® and at the 24-month
follow-up, no one had developed type 2 diabetes.®! One qualitative
study from a HLC found that having a trustful relationship with the
HPs being respected and experiencing continuity in the care were

essential for service user involvement.%?

Another qualitative study
highlighted social support and pointed out the need for more re-
search on how HPs in HLCs can help with and promote lasting life-
style changes and whether HLCs can help participants who want and
need such changes.33 However, no studies exploring what the par-
ticipants really find beneficial when they seek help to change their
lifestyle at a HLC have been found, and little is known about the
significance of user involvement for lifestyle change in overweight
and obesity care. Knowledge about the service users’ experiences
of self-management support as well as how aspects of user involve-
ment affect participation in interventions could be helpful in under-
standing the overall process of lifestyle change, and how HLCs may
provide beneficial support and a qualitative good health-care ser-
vice. Such knowledge is highly relevant for the future development
of lifestyle interventions in HLCs. Thus, the aim of this study was
to explore how persons afflicted by overweight or obesity attend-
ing lifestyle interventions in Norwegian HLCs experience beneficial
self-management support and user involvement.

2 | METHODS
2.1 | Design
A qualitative, interpretative interview study, grounded in hermeneu-

tic tradition, was designed to explore beneficial self-management

support and user involvement for the service users in HLCs.
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2.2 | Study context

HLCs offer individual and group-based lifestyle interventions fo-
cusing on the promotion of healthy dietary and physical activity
habits. This interdisciplinary primary health-care service provides
educational self-management interventions aimed at empowering
people to manage their condition or health behaviour change. The
HLC emphasizes the strengthening of physical, mental and social
resources for health and self-management based on a health pro-
moting, preventive and salutogenic foundation. User involvement is
a key principle that is enshrined in the legislation, and the interven-
tions are based on a person-centred approach, adjusted to service
users’ needs, individual resources and self-management skills.?8
HPs, including physiotherapists, public health nurses, psychiatric
nurses, nutritionists and bachelors in public health, provide the in-
terventions. HLCs are easily accessible through direct contact or by
referrals from general practitioners. The initial health conversation
is based on each service user's needs and desire for help, after which
a group-based healthy diet course and/or physical activity sessions
is offered. The healthy diet course consists of four to five two-hour
sessions with practical tasks and theory. Physical activity in the form
of group-based indoor and outdoor activities is offered two to three
times a week. If desired, individual counselling is also available. An
intervention lasts for three months with the possibility to extend it

on two occasions.

2.3 | Recruitments

The participants in this study were recruited from five different
small and medium-sized HLCs in Norway. The first author (ES) con-
tacted HLC administrators and asked them to send an information
letter about the study with an invitation to take part to both women
and men who had participated in lifestyle courses. The inclusion cri-
teria were persons aged 18 to 80 years who had contacted the HLC
to obtain help to change their dietary and activity habits, afflicted by
overweight or obesity and who were able to speak and understand
the Norwegian language. Purposive sampling®* was used to identify
participants for interview to ensure that the sample included individ-
uals of various ages and both sexes from small (rural) and medium-
sized (urban) municipalities. The first author contacted all the service
users who consented to participate. Before the individual inter-
views, precautions had been taken by reflecting on how to take care
of the participants if the interview situation became unpleasant or
challenging. The ethical guidelines in the Helsinki Declaration were
followed. This study was registered and approved at the Norwegian
Centre for Research Data (NSD) project number 48025.

2.4 | Data collection

A thematic interview guide with follow-up questions was developed
by ES and ALH in line with Kvale and Brinckmann®® (Table 1). The

WILEY-

TABLE 1 Thematic guide for individual interviews

Self-management support:

e Can you describe what you have experienced as beneficial
support in the lifestyle interventions in HLCs?

e What do you perceive as helpful for lifestyle change?

e How was the information and support in the intervention
adjusted to your needs?

e What have given you strength to start or continue lifestyle
change?

e Can you describe your need for follow-up in the future?

User involvement:

e What do you understand by user involvement at the HLCs
lifestyle interventions?

e What is important for you regarding user involvement?
e How did you get involved?

e What give you a sense of being involved?

o How were your opinions met?

e Can you describe your own role in the involvement?

form of the interviews was open, allowing for elaboration. Over a
five-month period in 2017, the first author (ES) conducted 13 indi-
vidual in-depth interviews with service users at five different HLCs
in Western Norway. In accordance with the participants’ wishes,
11 interviews took place in their local HLC and two at a university
campus. The purpose of the study was presented, and confidential-
ity was emphasized. The interviews, which lasted between 60 and
130 minutes, were audio-taped and transcribed verbatim by ES.
Information power as discussed by Malterud et al,** e.g. a narrow
aim, sample specificity, high-quality dialogue and amount of infor-
mation, guided the sample size.

2.5 | Analysis

Data were analysed by the analytical steps in Qualitative Content

Analysis suggested by Graneheim & Lundman3¢

and Graneheim,
Lindgren & Lundman.®” According to these authors, categories pre-
sent the manifest, descriptive content of the text, while a theme
presents the latent content, a thread of an underlying meaning on an
interpretative level.® ES was responsible for the analysis with input
from all the co-authors (GF, BSH, ALH). Table 2 shows the steps in
the analytical process. To capture complete ideas and something
important in relation to the research question, the main theme and

themes have been labelled with a phrase or a sentence.*®%?

3 | RESULTS

A total of 13 service users, five men and eight women, were in-
cluded in this study (Table 3). Some had been recommended life-
style changes such as regular moderately intensive physical activity,

healthy diet and weight reduction by their general practitioners.
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TABLE 2 Steps of analytical process

1. Open reading

2. ldentifying meaning
units

3. Condensing meaning
units

4. Creating codes and
categories

5. Sorted codes and
categories abstracted
into sub-themes

6. Formulating into
latent theme

7. Interpretation into
one main theme

The transcripts were read repeatedly
to obtain an overall impression and
discussed at group meeting between
the authors

The text was divided into meaning units
by first author

These meaning units were condensed
into a more written style

The condensed meaning units were
further abstracted and labelled with a
code by the first author (e.g., listening,
understanding needs, modifying,
tailoring, adjusting support, flexibility,
openness)

The codes were abstracted into
tentative sub-themes and continuously
regrouped and discussed between
the authors (e.g., the importance of
flexibility and individualized support)

The sub-themes were discussed, and
the latent content was labelled with a
sentence to capture context, complete
ideas and reasoning

In accordance with the hermeneutical
methodological approach, the themes
were interpreted into a main theme
answering the aim of the study

However, the majority had contacted the HLC on their own initiative
because they wanted to lose weight and needed help to change their
lifestyle habits. Several of the participants had contact with HLC
and/or participated in physical activity group sessions for more than
a year, and they still had this contact. The participants were either

TABLE 3 Participant characteristics

overweight (Body-Mass Index [BMI] = 25) or obese (BMI = 30) and
had additional diagnoses that put them at risk (Table 4).

The analysis resulted in one main theme and four themes com-
promising several sub-themes related to the service users’ experi-
ence of beneficial self-management support and user involvement

when attending to lifestyle interventions in the HLC (Table 5).

3.1 | Regaining self-esteem and dignity through
active involvement and long-term self-worth support
in partnership with others

Overall, the participants were taking personal responsibility for active in-
volvement. They described help as supporting self-worth and increasing
their belief in self-management. They perceived being strengthened and
regaining self-esteem and dignity by being invited to become involved
in an equal partnership, built on a trustful relationship with competent
HPs. User involvement was described as acknowledgement. Thus, ac-
knowledgement can be the HPs’ ability to personalize and tailor self-
management support and lifestyle intervention to service users’ needs
and everyday life. Participation in supervised groups and emotional sup-
port from peers increased motivation and self-belief. Several of the par-
ticipants expressed a need for long-term support, and accessibility and

long-term support was critical to maintenance of lifestyle change.

3.1.1 | Self-efficacy through active involvement and
better perceived health

The participants described taking responsibility for the initiative
to engage in the lifestyle interventions in the HLC. They described

Duration of contact and

Sex Age Occupational status from GP/ own initiative intervention

1 Male 60-69 Retired Own IHC, HDG

2 Female 60-69 Disability pension Own IHC, HDG, PAG
3 Male 60-69 Retired Own and GP proposal IHC, HDG, PAG
4 Female 40-49 Disability pension Own, GP referral IHC, HDG, PAG
5 Male 30-39 Unemployed Own and GP proposal IHC

6 Female 50-59 Disability pension Own, GP referral IHC, HDG, PAG
7 Female 40-49 Employed 50%-80% Own IHC, HDG, PAG
8 Female 60-69 Disability pension Own, GP referral IHC, HDG, PAG
9 Male 60-69 Unemployed/long-term Own and GP proposal IHC, PAG

sick leave

10 Female 30-39 Employed 50%-80% GP proposal and referral IHC, HDG, PAG
11 Female 30-39 Unemployed Own IHC, HDG, PAG
12 Female 40-49 Employed 50%-80% GP proposal and referral IHC, HDG, PAG
13 Male 50-59 Employed 50%-80% Own, GP proposal and IHC, HDG, PAG

Proposal and/or referral Type of

referral

participation period
9 months

2 years

1-2 years

2-31/2 years

9-12 months

2 years

9-12 months
2-31/2 years
2-31/2 years

1-2 years
3-6 months
9-12 months
2-31/2 years

Note: Abbreviations in Table 1: Individual Health Conversation (IHC), Healthy Diet in Groups (HDG), Physical Activity in Groups (PAG).
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TABLE 4 Self-reported challenges, strains and additional
diagnoses (number of participants in brackets)

One or several of somatic diagnosis: Type 2 diabetes (3),
cardiovascular disease (CVD) (4), chronic obstructive pulmonary
disease (COPD) (2), coeliac disease (1), multi sclerosis (MS) (1), sleep
apnoea (1), various chronic pain conditions (8), fibromyalgia (3),

cancer (2)

One or several of psychosocial strains and challenges: Anxiety (3),
depression (4), loss and grief (1), identity reactions (12), eating
disorders (2), suicidal thoughts (2), alcohol abuse (1), isolation (6),

financial difficulties (2)

TABLE 5 Maintheme, themes and sub-themes describing
service users’ experiences of beneficial self-management support
and user involvement in the HLCs

Main theme: Regaining self-esteem and dignity through active
involvement and long-term self-worth support in partnership with

others
Theme

Self-efficacy through active
involvement and better
perceived health

Valued through HPs
acknowledgement,
equality and individualized
support

Increased motivation and
self-belief through peer
support and fellowship

Maintenance of lifestyle
change through
accessibility and long-
term support

Sub-theme

Being in control by having ownership
of personal goals

Responsibility by showing initiative
and participating

The significance of the effects of
training

Knowledgeable health professionals

increase trust and safety

Feeling stronger by perceiving
emotional support from interested
and sensitive health professionals

Sense of equality and worth through
acknowledgement

The importance of flexibility and
individualized support

Encouragement and a sense of
worth through peer support in an
inclusive environment

A sense of identity and fellowship
through the sharing of experience

Meaningfulness by obtaining
structure and commitment

A need for continued awareness and
focus

A need for long-term support to
maintain lifestyle change

The importance of accessibility

maintaining new habits, what they had managed to change in their
diets, activity habits and how much weight they had lost. They
showed willpower and discipline by describing how they per-
formed even if they disliked it. Everyone had already experienced
the positive effects of training such as improved strength, fitness
and weight loss. Some experienced sleeping better, using less pain-

killers and that their knees and hips were better off during periods

WILEY-

of active lifestyle and training. Feelings of progress and positive
health outcomes made them enjoy activity and training. This expe-
rience of well-being, more energy and strength gave them a sense

of meaningfulness and motivation to continue lifestyle changes.

It's motivating to see the changes in my body fat,
change in this abdominal fat and muscle mass, very
motivating. | think quitting smoking and starting to
work out is the best thing I've done... at least | feel
much better with myself.

(Male 60-69).

Several of the participants experienced having developed a belief
in their own ability to manage lifestyle change, be in control and also
of being aware of and developing personal skills related to willpower,
knowledge, understanding of consequences and using their own re-
sources in the process of change (self-management-skills). Belief in
their own ability (self-efficacy) and experience of well-being and sup-
port strengthened their motivation to continue implementing lifestyle
changes.

3.1.2 | Valued through HPs acknowledgement,
equality and individualized support

The participants experienced the first meeting at the HLC, the in-
dividual counselling and all the subsequent meetings with HPs as
supportive, with an emphasis on confidentiality that led to a feel-
ing of safety. Everyone noted that the HPs were highly competent
and knowledgeable possessing both communication and relational
skills. HPs created a positive and welcoming atmosphere, shared
their knowledge, as well as inviting and encouraging service users
to participate, which in turn led to a positive commitment. HPs were
described as being helpful, sensitive, including everyone, having a
positive personality and attitude, taking time to listen to the partici-

pants’ stories and showing genuine interest in them as individuals:

They exude a desire to be there for you, they are
genuinely interested in you. They want you to partic-
ipate... The openness and the way everyone are in-
cluded have been the most important experience for
me. The philosophy here is fantastic!

(Male 60-69).

The participants experienced being met, listened to and receiv-
ing emotional support in terms of a coherent and holistic approach.
Feedback, encouragement and emotional support were very import-
ant for all the participants. They described this as ‘they build you up’,
meaning giving them belief in own ability to manage, self-respect and
worth. This can be exemplified by one of the participants:

The way they do it...they encourage you to perform,

everything is good enough, they build you up and you
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get a feeling of being able to manage. This is a great
motivation for me, and | feel | am doing well even if |
am not a world champion.

(Female 40-49).

The participants experienced that HPs gave them responsibility for
choice, but motivated, encouraged and provided positive feedback on
their choices in the process of change. HPs emphasized ‘raising aware-
ness’ and the service users’ personal resources and skills, focusing on
what they managed, not what they failed to accomplish. The service
users’ views were respected, and their needs and values recognized.
Being listened to, respected and acknowledged increased the feeling
of being taken seriously and a sense of being in a partnership and equal
relationship with the ‘experts’. This attitude shows respect for service

users’ autonomy and is illustrated by one of the participants:

| experience that my opinions are at least as important
as theirs (HPs), so | have a strong feeling of being met,
seen and heard.

(Female 60-69).

The service users experienced being free to choose to participate
in dietary interventions, activity interventions or both and to some de-
gree the freedom to choose individual counselling, group interventions
or both. HPs emphasized group participation, but there was an oppor-
tunity to just have individual consultations. The participants appreci-

ated the opportunity to choose what is best for them:

What | appreciate is that they don't force you in one
direction. They say ‘you're welcome. This is our menu.
What do YOU want?’

(Male 60-69).

HPs made adjustments due to service users’ personal needs and
the participants highly appreciated the opportunity for follow-up con-
versations when they experienced relapses. Everyone reported receiv-
ing individual practical guidance from HPs in the form of, for example,
alternative exercises, how to avoid energy dense food and how to
reward themselves. Flexibility and adjustment to service users’ needs
stimulated engagement and involvement in the participants’ own
change process and management, serving as an invitation to codeter-
mination in issues related to the participants’ need for health care. This
individualized adjustment was also important for the sense of worth,
which was exemplified by one of the participants:

They listen to what you say. They don't overrule you!
They just facilitate and adjust. They listen very carefully
to your opinions and adjust according to your needs.
Theytell you to listen to your body, try as much as you
can and it's good enough. That made me feel safe.
(Female 40-49).

3.1.3 | Increased motivation and self-belief through
peer support and fellowship

When starting at the HLC, several of the participants experienced a
sense of being unsafe and feeling uncomfortable in group sessions,
and the thought of working out with others and exposing their
big body and bad shape was frightening. After some time, most
of the participants experienced the group as a safe place. They
experienced inclusion, an atmosphere of humour, respect and ac-
knowledgement, as well as a safe place to express personal views.
Getting inspiration from, sharing experiences and being supported
and encouraged by the other participants were essential for endur-

ance and motivation:

| prefer group training because it's so difficult to do
the exercises alone... the motivation in the spinning
sessions when your fellow participants tell you how
well you are doing...the motivation and the encour-
agement that's what group training is all about and it
keeps you going.

(Female 30-39).

In the group sessions, the social and emotional support, fellowship,
the feeling of togetherness and creation of new friendships became
more and more important for participation, joy, well-being and mean-
ingfulness in everyday life and served as a motivation for the continu-

ation of change:

Participating in the training groups is like balsam to
me. | can't do without it. It's not only the exercise but
the whole group. The whole group contributes.... We
care about each other and you get a feeling of being
wanted and your presence is appreciated. It makes me
feel so good.

(Female 30-39).

The participants also described both a need for structure and a
sense of commitment to meet and participate in relation to the other
participants and to themselves. Several of the participants were un-
employed, retired or on a disability pension, thus participating in diet
groups and especially physical activity groups helped to create struc-

ture, routines and meaning in everyday life:

The group is a commitment. So simple and so import-
ant! When you don't have a job to go to, it's important
to get up in the morning, have something to do, have
someone to meet, to be together in a group, train-
ing... it means everything for my mental health...to
have this fellowship, meeting people with a positive
attitude.

(Female 40-49).
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3.1.4 | Maintenance of lifestyle change through
accessibility and long-term support

The service users described a need for someone to contact when
they experience adversity and relapse. They considered that the HCL
was a locally situated and easily accessible (low threshold) health-
care service that was easy to contact if they needed something,
which created a sense of safety. The participation period for these
service users, ranged from 3 to 42 months (Table 3), depending on

individual needs and availability. One of the participants expressed:

It's very important to have someone to contact when
you experience adversity. | have sent a request to my
provider at the HLC and she always found time for me
to have a talk about what is happening and how to
manage it. The follow-up is the best experience, from
the first health conversation and now, two years later,
getting support and encouragement when | need it.
(Male 50-59).

Some of the participants described needing someone to ‘put you
on track again’ when relapses and old habits occur. The service users
expressed a need for continuing participation in groups and follow-up
by HPs. Some expressed a desire for permanent follow-up. Everyone
experienced that HLCs offered a low-cost intervention, stretching
over a long period of time, which is important for letting the change

process take place:

It is so important that the interventions and the ac-
tivity group stretches over a period of time and that
this is a health-care service that lasts and gives me the
opportunity to apply for a new period.

(Female 60-69).

4 | DISCUSSION

HLCs offer self-management interventions for persons in need of sup-
port for lifestyle change, with the intention of empowering the partici-
pants to achieve self-management and improved health. The aim of this
study was to explore beneficial self-management support and user in-
volvement for persons afflicted by overweight or obesity attending life-
style interventions in HLCs. In the following, we will discuss the results in
relation to previous research within this field and in the context of HLC

and primary care. The main theme and themes will guide the discussion.

4.1 | Regaining self-esteem and dignity through
active involvement and long-term self-worth support
in partnership with others

Service user's active involvement and long-term self-worth sup-

port in partnership with HPs and fellow participants seem to be an

WILEY-Z

overall means to achieve individual empowerment, user involve-
ment and self-management. We suggest that acknowledgement
and individualized support from competent HPs promote self-
worth and participation, which are a prerequisite for user involve-
ment and again for self-management. These findings support the
connection between self-management support and user involve-
ment and that these may be considered synonyms and overlapping
in chronic diseases.’® Over time, acknowledgement, equality and
self-worth support may contribute to a feeling of dignity. Previous
studies on HLC participants’ perceptions of seeking help for life-
style change show that persons afflicted by overweight or obesity
experience emotional distress and search for change and dig-
nity.3%4% How one looks at her/himself is an existential question
of identity. Self-worth support may lead to an increased feeling of
being a valuable person, and belief in oneself.

The service users experience self-efficacy through active in-
volvement and better perceived health. This indicates that individ-
ual elements influencing user involvement and self-management
were related to the service users’ motivation. Perceived control
and self-efficacy are important elements in individual empower-
ment,**? and an important goal of the interventions in HLCs.?®
We suggest that taking the initiative to change and to participate
in HLC shows autonomous motivation. Previous research confirms
that a participant whose motivation was more autonomous would
attend intervention programmes more regularly.43 Autonomous mo-
tivation, self-efficacy, as well as self-regulation skills and a positive
body image are suggested to be the best individual psychological
mechanisms for successful weight management and physical activity
outcomes.***° Self-efficacy focused education would probably en-
hance self-efficacy, regulate self-management behaviours, increase
knowledge and improve health-related quality of life.* Belief in one's
own ability and self-esteem are important concepts in Antonovsky's
salutogenic approach and theory of general resistance resources.*’
Based on the salutogenic approach in HLC, HPs should continue to
provide emotional self-worth support in order to promote self-effi-
cacy as a means for self-management, thus achieving the key goal
of educational interventions.*® This includes personal responsibility
for active involvement and a desire to lose weight and improve phys-
ical strength, health and well-being. Experiencing positive effects
of training and receiving beneficial support seemed to influence the
participants motivation and initiation of activity. Better perceived
health, feelings of progress, strength and well-being made most of
our participants enjoy physical activity and gave them a sense of
meaningfulness, belief in their own ability and motivation to con-
tinue with lifestyle change. Previous experience and control are key
factors for self-efficacy, as control is related to the expectations of
management.48

The present study reveals that the service users are valued
through HPs acknowledgement, equality and individual support. The
participants experienced a strong partnership with their providers
and described that emotional support, acknowledgement and hav-
ing a sense of equality in a partnership with HPs create a sense of

worth and are essential for the service user's involvement in their
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process of change. Previous studies describe that a trustworthy re-
lationship between service users and HPs seems to be based on
respect, trust and acknowledgement.3?47° Acknowledgement and
a sense of equality are described by our participants as a feeling of
being listened to and taken seriously. This is consistent with other
studies of lifestyle interventions, showing that acknowledgement,
equality and individualization are core elements of user involve-
ment.2?°152 Thus, the importance of trained HPs who possess
effective communication skills, and are competent, confident and
supportive was highlighted.®?*%3 In our study, HPs’ flexibility and
ability to personalize and tailor self-management support and life-
style intervention to the service users’ needs and everyday life was
important for their participation and adherence to the intervention
programme. Other studies from patient education programmes
and lifestyle consultations in primary care confirm that HPs' ability
to be observant and individualize and tailor interventions to the
service users’ values, needs and situation is essential, which un-
derscores the necessity of a person-centred approach.32*49'53'54
Client-centred therapy emphasizes acknowledgement and a trust-
ful relationship as fundamental in therapy and behavioural change
processes.”®

Increased motivation and self-belief through peer support and fel-
lowship is demonstrated by the service users’ experience of the
value of being included, group affiliation and a common identity.
Group-based interventions are characterized by opportunities for
social interactions and support from others who are experiencing
similar challenges. The group dynamic during patient education in-
terventions might be more important for improving self-manage-
ment skills than the actual content of the programme.>® The social
and emotional support in the fellowship with peers, the feeling of
togetherness and the creation of new relationships and friendships
became important for well-being and meaningfulness in everyday
life and as well as serving as a motivation for the continuation of
change. This is also supported by studies from Norwegian primary
care, where service users argued that the group-based approach
would improve social peer support, which could have a positive
impact on participants’ well-being and subsequently on self-man-
agement.’” Learning from other patients’ experiences, being with
peers, having a feeling of belonging and being with equals or peo-
ple who understand you are described as the key to success in
diabetes patient education.>® Our study supports these findings
and we believe that the sense of belonging and identity may be
especially important for our participants, taking into account the
stigmatization experienced by persons with overweight or obe-
sity.274957 A Norwegian study shows that group-based diabetes
self-management education improved self-management skills and
psychosocial outcomes such as self-efficacy, and the authors sug-
gest that other factors such as peer identification, normalization
and group interactions are the ‘active ingredients’ and as such sub-
stantially influence the effectiveness of group-based education
interventions for the management of type 2 diabetes.®® Future
research should explore these factors in weight self-management

for persons afflicted by overweight or obesity.

Maintenance of lifestyle change through accessibility and long-
term support is evident through the service users concerns about
how they would manage on their own after the conclusion of the
HLC intervention. Most of them expressed a desire for continued
or prolonged follow-up by competent HPs in the HLC, highlighting
the value of an easily accessible, locally based health-care service.
A major challenge in the treatment of overweight and obesity is
the long-term maintenance of weight loss.2%%! The reasons for
high relapse rates in overweight and obesity treatment are com-
plex and not fully understood. Nevertheless, there is a consider-
able amount of literature documenting that people need further

21,62 and

follow-up after participation in a lifestyle interventions
comprehensive evidence of the necessity for long-term support
or prolonged contact between HPs and service users to enable
weight loss maintenance.221%% Frequent long-term treatment
and user-HP contact, for example provided in group sessions, are
perhaps the most successful methods for preventing weight re-
gain.2o*63’64 Over the last 20-30 years, there has been an exten-
sive amount of research that investigated long-term weight loss,
including professional contact and relapse prevention. These stud-
ies demonstrate that successful long-term management of obesity
may require maintenance programmes involving years rather than
months of follow-up care and extended treatment in the form of
17,22

weekly or bi-weekly individual or group therapy sessions in

person, by phone or internet.®®

On the other hand, prolonged fol-
low-up involves a cost. It is reasonable to believe that HLC partic-
ipants need further support and motivation to continue regularly
monitoring their food intake and physical activity in order to
maintain their lifestyle change and self-management. Our findings
demonstrate that several of the participants continued to take
part, especially in activity group sessions, after the conclusion of
their three assigned periods (Table 3). We believe that some HPs
recognize the need for long-term follow-up and in some way are
‘gaming the system’ by letting the participants continue to attend
in group sessions. By so doing, they recognize each service user's
need for continued support, which can be seen as adjusted and in-
dividualized health-care support, as well as a shared responsibility
of partnership. Given the chronic nature of obesity, extended care
may be necessary to achieve long-term health benefits,’?! but
first and foremost, obesity should be recognized as a chronic con-
dition that requires lifelong support.?*?? The considerable amount
of literature on self-management in chronic conditions like type
2 diabetes and cardiovascular diseases, in contrast to the sparse
literature on overweight and obesity may be explained as a lack of
recognition of overweight and obesity as a chronic disease. The
World Obesity Federation considers obesity to be a chronic re-
lapsing disease.?%® However, recognition of obesity as a disease is

by no means universal.’

HPs play a critical role in facilitating long-
term changes and follow-up after lifestyle interventions.®®> We
suggest that cost-effective follow-up programmes, maybe over
years, should be developed, including long-term self-care strat-
egies with a supportive design and practice to promote self-es-

teem and dignity. Further studies should also focus on methods to
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improve these programmes regarding social support, for example
recruitment of participants with friends or family to safeguard the
necessary long-term support. There is a need to investigate HPs’
role and understanding of these matters to fully understand how
self-management support and user involvement are beneficial for

self-management and lifestyle change in HLCs.

5 | METHODOLOGICAL CONSIDERATIONS

The trustworthiness of the findings is related to confidence in the
analysis68 and to the researchers’ preunderstanding and interpreta-
tion of the statements made by the service users.®” We argue that the
trustworthiness of our findings was strengthened by systematically
analysing the data using inductive coding and categorization.”® The
first author (ES) performed the analysis and interpretation of the data,
while the co-authors (GF, BSH, ALH) critically reviewed the interpreta-
tions. Discussion of the sub-themes and themes on several occasions
over a period of time was a process aimed at finding the most appro-
priate interpretation and increasing the credibility of the findings. ES
conducted the interviews and in order to minimize potential bias, the
co-authors read all the transcribed interviews. The researchers’ various
disciplinary backgrounds and clinical experience as a psychiatric nurse
(ALH), a public health nurse (ES, BSH), patient education (GF) and in-
tensive care (BSH) enriched the analysis and interpretation, thereby
increasing the trustworthiness. The reporting quality in the present
paper was cross-checked to comply with the consolidated criteria for
reporting qualitative studies using the 32-item COREQ checklist.”*

The strengths of the present study include the richness of each
semi-structured in-depth interview. The variation in age, gender,
background and current situation, in addition to the collection of
data from five different HLCs in both rural and urban municipalities,
reflects multiple realities and practices, which might increase the
transferability to other settings.

However, some methodological limitations should be addressed.
HPs' recruitment of participants could be influenced by their knowl-
edge of service users who were especially satisfied. The self-selection
of volunteers to participate and the service users’ opportunity to par-
ticipate in HLC interventions in the daytime (due to their employment
situation) may have influenced their descriptions of user involvement
and satisfaction (structure and social support). We have no data on
those who declined to take part in the study, or those who were pre-
vented from participating for various reasons. However, as the aim of
the study concerned experience of beneficial self-management sup-
port and user involvement (and not useless support and barriers to

participation), the participants recruited were therefore suitable.

6 | CONCLUSION

Our findings suggest that service user's active involvement and long-
term self-worth support in partnership with others seem to promote
self-management and user involvement. Acknowledgement from HPs

in HLCs, self-management support tailored to service users’ needs, and

WILEY-

peer support in supervised group sessions seems to be important mech-
anisms for increasing user involvement, self-efficacy and self-esteem,
leading to dignity and individual empowerment. We believe that lifestyle
change is not simply a question of individual autonomous motivation and
willpower, but primarily concerns relational, emotional and social sup-
port. Long-term self-worth support from significant others seems to be
some of the successful ingredients to lifestyle change. A collectivist per-
spective can integrate the importance of significant others, involvement
and shared responsibility. Motivating participants to participate in HLC
interventions together with a friend or a partner may lead to more inde-
pendence, ‘self-management and lasting lifestyle changes. Recognizing
overweight and obesity as a chronic condition in line with diabetes type
2 etc and providing long-term support, maybe over many years for those
in need, will strengthen the ability of HLCs to provide beneficial ‘self'-

management support to persons afflicted by overweight or obesity.
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