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ABSTRACT 

Research has shown obesity is a significant problem affecting the general-public and is 

increasing in prevalence among health care providers. The purpose of this descriptive 

phenomenological study was to understand the lived experience of being obese as a 

registered nurse. One-on-one interviews with 15 registered nurses, who had a personal 

experience with being obese as a registered nurse, were conducted. Data were collected 

through in-depth interviews, which were taped and transcribed verbatim. The data 

analysis was conducted manually to gain the true essence of the participant’s lived 

experiences. The responses were analyzed, coded, and themed using Colaizzi’s method of 

data analysis. Four major themes emerged from the data analysis: 1) Being undeterred in 

spite of occasional prejudice and mistreatment, 2) Being resolute to remain professional 

in work ethic, 3) Being loved and respected by patients in spite of being obese, and 4) 

Being dissatisfied by amount of organizational support. In-depth understanding gained 

from this study would be useful in health promotion selfcare by nurses. Nurses, nurse 

leaders, and nurse researchers could also use the understanding in developing evidence-

based programs for reducing obesity among registered nurses.   
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Chapter 1 
 

Introduction 

        Obesity is a health concern affecting the general population, including registered 

nurses (RN) in the United States (Kelly & Wills, 2018). Nurses comprise the largest 

number of health care providers in the United States (Hurly & Cruz, 2019).  According to 

Hurly and Cruz (2019), a professional role for nurses is to provide preventive and health 

promotion education to their clients and other members of the public. They are also 

looked upon to model healthy behaviors and health status, including healthy body 

weights, to others. With over three million nurses in the United States, it is important for 

health care organizations to learn more about the weight concerns of nurses. Gaining 

knowledge about the lived experiences of obese RNs and how it affects their role as a 

health care provider, may improve the nursing shortage for the present and future, which 

may prove to be beneficial to the health of patients.   

Higher amounts of body fat increases health risks (Hruby et al., 2016).  The 

associated effects of obesity are high blood pressure, respiratory complications, diabetes, 

and cardiovascular issues (CDC, 2015a; Musich et al., 2016).  According to Hruby et al., 

(2016), each of these associated effects are preventable. The health risks of obesity can 

result in incapacitating conditions causing RNs to leave the nursing profession, which 

will impact health care organizations.  According to Tremmel, Gerdtham, Nilsson, and 

Saha (2017), the associated global cost of obese related health conditions is 

approximately two trillion dollars per year. The costs result from sick days, injuries, 

unemployment, and deaths (Tremmel et al., 2017).  To avoid the risks associated with 
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obesity, RNs should practice healthy lifestyles to manage their weight.  A method to 

determine weight status is through the monitoring of body mass index (BMI).   

The Endocrine Society (2017) defined obesity as a health phenomenon in the 

United States that influenced all groups of people. Kim (2016) defined obesity as an 

individual being overweight or having an amount of weight considered unhealthy to his 

or her body, which a health practitioner calculated using body mass indexing (BMI). Kim 

(2016) defined BMI as consisting of a person’s weight in kilograms divided by his or her 

height in meters squared. Adults with a range of 25 to 29.9 (BMI) are considered 

overweight, and adults over 30 (BMI) are evaluated as obese (The Office of Minority 

Health, 2016; Woo, 2016). Obesity and overweight are terms that have been used 

interchangeably (Nuttall, 2015). For the purposes of this qualitative study, obesity was 

used and refers to individuals with a BMI of ≥ 30kg/m2 (Nuttall, 2015).   

Nurses are on the forefront of the obesity health epidemic because of their role as 

health care providers.  According to Ross, Bevans, Brooks, Gibbons, and Wallen (2017), 

nurses have a responsibility to promote health and prevent illness but are also responsible 

for maintaining their personal health. Nurses with a BMI of 30 kg/m2 or higher may be 

aware of the effects obesity has on their health, but may be less likely to admit how they 

feel about being obese (Ross et al., 2017). There has been extensive research 

investigating the phenomenon of obesity, but research on the perceptions of a nurses 

lived experiences of being obese as a RN is scarce. The results of this study helped to 

explain the phenomenon of being obese as a RN and may lead to strategies to help 

decrease the problem of obesity in RNs. Gaining an understanding of the phenomenon 

may lead to strategies to help reduce the problem.   
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Background of the Problem 

Obesity is a significant problem in nursing that may negatively affect a nurse’s 

health, the health care profession, and health care organizations (Musich et al., 2016; 

Ogden, Carroll, Kit, & Flegal, 2015).  The cost of health care has increased because of 

the unhealthy lifestyle behaviors (Tee, 2018). The increase in costs are associated with 

BMI status. Related studies indicated obese individuals experience stigma, bias, 

discrimination, prejudice, poor treatment, low self-esteem, depression, lower quality of 

life, and stress (Nutter et al., 2016; Tomiyama et al., 2018).  The associated effects of 

obesity may result in nurses leaving the profession (Perry et al., 2016).   

Nurses have a responsibility to educate their patients about healthy lifestyle 

behaviors but are equally responsible for practicing their own healthy lifestyle behaviors 

(Ross et al., 2017).  The incidence of obesity has increased to greater than 100 million 

Americans or 68.5% of the adult population (Bray et al., 2018).  A diagnosis of obesity is 

given when body mass index (BMI) is between 30 kg/m2 to 39.9 kg/m2 (Bray et al., 2018; 

Nuttall, 2015).  BMI is the instrument used to establish the amount of body fat based on 

height and weight in adults (Bray et al., 2018; Nuttall, 2015).  Higher amounts of body fat 

increases health risks (Hruby et al., 2016).  The associated effects of obesity are high 

blood pressure, respiratory complications, diabetes, and cardiovascular issues (CDC, 

2015a; Musich et al., 2016).  According to Musich et al., (2016), each of these associated 

effects are preventable.   

RNs are aware obesity is a major health concern in the United States (U.S.) and 

worldwide; however, they are as obese as the general population (Kelly & Wills, 2018). 

Lack of attention to self may result in weight gain and obesity (Kelly & Wills, 2018). The 
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associated health risks can result in incapacitating conditions causing the RNs to leave 

the nursing profession, which will impact the health care profession and health care 

organization. It is well documented in the literature that being a nurse may impair the 

self-care activities of health care providers (Kelly & Wills, 2018).  According to Kelly 

and Wills (2018), obesity in nurses is on the rise but there is not enough known about the 

beliefs, feelings, or perceptions of registered nurses to understand their struggles with 

being obese. Related studies indicate that obese individuals experience stigma, bias, 

discrimination, prejudice, poor treatment, low self-esteem, depression, lower quality of 

life, and stress, but none of these studies identified experiences of being obese as a RN 

(Hruby et al., 2018; Nutter et al., 2016; Tomiyama et al., 2018).  This indicates a 

significant gap in the literature that leaves room for a study to explore the lived 

experience of being obese as a RN.  The results of this qualitative study will help to 

understand the phenomenon of being obese as a RN and may lead to strategies to help 

reduce the problem.   

Problem Statement 

The specific problem explored was the lack of research exploring the lived 

experiences of an obese RN. There was a limited understanding of the lived experiences 

of being obese as a RN, and this study explored the phenomenon in-depth. The results of 

the study may help nurse leaders and health care organizations decrease the nursing 

shortage through the development of wellness programs to improve the health of nurses.  

According to Fischer (2016) the current nursing shortage in the United States has caused 

an inability to deliver safe and effective health care services to patients.  Improving the 
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health of nurses may keep them from leaving their job, nursing profession, and health 

care organizations.   

Purpose of the Study 

              The purpose of this descriptive phenomenological study was to explore the lived 

experience of a RN.  Understanding the phenomenon from the description 

and interpretation of obese RNs may add to nursing knowledge.  This study may provide 

insight for developing effective and motivational health education programs to help obese 

nurses.  This is important because nurses represent the largest population of health care 

providers in the United States.  Findings from the study could form the basis for future 

qualitative and quantitative studies.  One research question guided the study: “What are 

the lived experiences of being obese as a registered nurse”?   

 Nurses have a high incidence of obesity, with a rate of 50 percent (Kelly & Wills, 

2018). A high rate of obesity places nurses at an increased risk for preventable health 

conditions.  Understanding the possible associated risk make it important to explore the 

experiences of being obese as RNs and their role of health care provider. Gaining an 

understanding of the phenomenon may lead to strategies to help reduce the problem.  

Population and Sample 

           Participants for the study were recruited from the Department of Health 

Profession’s paid subscription online service using random selection.  The participants 

interested in the study contacted the researcher and identified themselves as having 

experiences with being obese as a RN.  After identifying the participants who met the 

inclusion criteria, the purpose and nature of the study were explained to the participants.  

Participants who agreed to be part of the study signed the informed consent. 
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Purposive sampling and snowball sampling techniques were used to select the 

participants.  Data was collected through one-on-one interviews with participants.  After 

each participant was interviewed, the participants were asked to suggest the study to other 

RNs who had experience being obese as a RN.  In-depth interviews with each participant 

were conducted.  The interview process allowed the participant to provide an account of 

their experiences related to the phenomenon of being obese as a RN.  The participant’s 

account of their lived experiences allowed for a detailed description of the participant 

(Wilson, 2015).  The one-on-one interviews followed a semi-structured interview format.  

Each interview session lasted between 45 and 70 minutes.  The open-ended approach 

helped the participants share their actual experiences on being obese as a RN.  The open-

ended approach allowed the participants to provide an impromptu description of their 

experiences with the phenomenon.  The interviews continued until data saturation 

occurred.  Data saturation is reached when no new information is obtained, and when 

further coding is no longer possible (Saunders et al., 2018).  The narratives were analyzed 

to generate the findings.  Colaizzi’s seven-step process was used for data analysis 

(Colaizzi, 1978). 

Significance of the Study 

          This qualitative phenomenological study has the potential to assist leaders in health 

care organizations to promote health in nurses.  Obesity in nurses is a current issue in the 

health care field.  According to Noronha, Monteiro, and Pinto (2018), obesity leads to 

adverse effects to the health and mental well-being of nurses. The health and mental 

effects to nurses may inadvertently affect patients, the health care profession, and health 

care organizations.  Understanding the perceptions of being obese as a RN may be 
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helpful to leadership and health care organizations.  Health care organizations are called 

upon to create programs to improve nurses’ health that leads to a health physical 

appearance (Sandercock & Andrade, 2018).  The feelings and experiences of the 

participants, regarding the phenomenon, may raise the leader’s attention to the needs of 

nurses within the health care organization.  The findings may add crucial information 

about obesity and other health behaviors that may affect nurses.  The results may also 

help to motivate future studies on the health practices of nurses and the potential effect it 

may have on patients. 

Nature of the Study 

This study was qualitative in nature and a descriptive phenomenological design 

was used to explore the perceptions and lived experiences of being obese as a RN. 

Phenomenology helps the researcher to develop a clearer understanding of the individuals 

experiencing the phenomenon (van Manen, 1990).  The phenomenological method was 

established on the presumption that truth is established through the lived experiences of 

individuals (LeVasseur, 2003). The phenomenological approach allows for an 

understanding of phenomenon through discovery versus tested through a hypothesis 

(Mahmoodi-Shahrebabaki, 2015). The phenomenon of this study focused on the 

perceptions and lived experiences of being obese as a RN. Therefore, a qualitative 

research method was the most appropriate for this study. The goal of this study was to 

gain a deeper understanding of the perceptions and lived experiences of being obese as a 

RN.  The phenomenological approach assists the researcher in finding the meaning of the 

lived experiences of individuals and helps with understanding a phenomenon (van 

Manen, 1990).  Husserl’s descriptive phenomenology and Heidegger’s interpretative 
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phenomenology are the most used phenomenological methods used (Lopez & Willis 

2004; Wojner & Swanson, 2007).  For this study, Husserl’s descriptive 

phenomenological approach was used.  To gain a better understanding of the 

phenomenon, immersion in the phenomenon of inquiry is essential.  Immersion in the 

phenomenon occurs through the interview and observation process.  Use of the 

phenomenological approach in this study provided greater understanding and insight into 

the participants’ perceptions and lived experiences of being. obese as a registered nurse. 

The study was guided by Edmund Husserl’s philosophy of phenomenology 

because it allowed the participant to provide a personal description of their lived 

experiences of the phenomenon (1977).  A phenomenological study was the most suitable 

design for the research because it was ideal to reveal significant meaning of the lived 

experiences of being obese as a RN through analysis of raw data and research objectives.   

Phenomenology is the study of a lived experience of individuals and its 

beginnings occurred as early as the 1700s (van Manen, 1997).  Phenomenology was 

made popular in the 1900s by Edmund Husserl and expanded on by Martin Heidegger, a 

former student of Edmund Husserl (Earle, 2010).  Phenomenology can either be 

descriptive or interpretive (Earle, 2010).  Descriptive phenomenology is used when the 

research seeks to gain an understanding of a phenomenon from personal experiences with 

the phenomenon.  Interpretive phenomenology is used when the research seeks to 

understand the interpretation of what is known about phenomenon (McConnell-Henry, 

Chapman, & Francis, 2009a).   

Descriptive phenomenology allows for an in-depth understanding of the 

phenomenon being studied (Lee et al., 2013).  Husserl’s descriptive phenomenology 
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deals with perceptions, thoughts, feelings, or beliefs of participants based on their 

personal meaning of the experience and is based on human knowledge and the 

connections to the known versus the assumed (Earle, 2010; Husserl, 1970, 2010).  In 

Husserl’s descriptive phenomenology, preconceived opinions are put aside to avoid the 

introduction of biases into the research (Sorsa, Kiikkala, & Astedt-Kurki, 2015).  

Bracketing will keep personal biases, which result from personal experiences with the 

phenomenon, and allow the revelation of common themes (Sorsa, Kiikkala, & Astedt-

Kurki, 2015).  The phenomenological design seeks to understand the experience, not to 

attempt to change the behavior.  Descriptive phenomenology was chosen for this study 

because it allowed for a detailed exploration of the lived experiences of being obese as a 

RN (MacKusick & Minick, 2010). 

  Heidegger’s interpretive phenomenology allows for a clearer understanding of 

how the individual makes sense of the phenomenon (Heidegger, 1962; McConnell et al., 

2009).  Heidegger suggested that prior knowledge of the phenomenon affects the 

interpretation of data (Earle, 2010).  This method of phenomenology does not require 

bracketing, even if the researcher has knowledge of the phenomenon.  Failure to use 

bracketing introduces biases into the research study (Earle, 2010).  Heidegger’s 

phenomenology is not appropriate for this research study because it has the risk of 

researcher bias affecting the experiences of the participants.     

There were no qualitative, phenomenological studies found within the literature 

search that explored the lived experiences of being obese as a RN.  Most of the literature 

was limited to the role of RNs in health promotion, RN’s role in preventing obesity, 

obese RN’s health education to obese patients, and the expectation for RNs to role model 
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health to their patients.  The findings from this qualitative, phenomenological study 

provided a clearer understanding of the lived experiences of being obese as a RN. The 

study results will help organizations and leadership provide activities to help promote 

health and wellness in nurses by providing worksite wellness programs (Strickland et al., 

2015).   

Data were collected through individual, semi-structured face-to-face interviews 

using six field tested interview guide questions.  Participant interviews were tape-

recorded, which allowed the exact words of the participants to be transcribed accurately. 

The opportunity to accurately analyze data will help the information to be coded properly 

to assess any common themes and data saturation.  The method of data collection 

included the use of the tape-recorded interviews and the completion of field notes.   

The data analysis was conducted manually to gain the true essence of the 

participants’ lived experiences.  The responses were analyzed, coded, and themed using 

Colaizzi’s seven step method of data analysis.  Data analysis and coding were augmented 

by computer assisted qualitative data analysis software (CAQDAS) using NVivo 12©.  

The software allowed for an in-depth exploration of data (Humble, 2015).  Participant 

statements and formulated meanings were coded into thematic nodes.   

Research Questions 

A crucial step in the research process is the development of the research question.  

The research question guides the research study, and without an appropriate question, 

study participants and outcomes are difficult to measure (Kivunja, 2016). The research 

question is used to focus on summarizing the issue the researcher will investigate. In 

qualitative research, the purpose of the research question is to focus on gaining an in-
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depth understanding of the phenomenon (Gelling, 2015). The research question in a 

qualitative research study is open-ended, ever-changing, and focused on a single 

phenomenon (Kivunja, 2016). Open-ended questions allow the participants to express 

their views about a phenomenon under study (Gelling, 2015). 

In qualitative research, information is gathered on a phenomenon and the 

information analyzed for general themes (Nowell, Norris, White, & Moules, 2017). This 

descriptive phenomenological study aimed to explore the lived experience of being obese 

as a RN. The study was guided by one central research question, to explore the lived 

experiences of being obese as a RN. The purpose of the research question was to examine 

the phenomena of being obese as a RN, which is consistent with the phenomenological 

research methodology (Gelling, 2015). The research question provided a focused 

understanding of the participant’s lived experiences with being obese as a RN. The 

research question guiding the study was:  

RQ1: What is the lived experience of being an obese registered nurse? 

Theoretical Framework 

The present study focused on the lived experience of being obese as a RN. The 

Temporal Self-Appraisal (TSA) theory was used to describe the theoretical framework 

(Ross & Wilson, 2002). Theories assist researchers in their understanding of the 

phenomena (Stewart & Klein, 2016). Perceptions help an individual make sense of the 

world around them, which help to shape their emotional, psychological, and physical 

health (Partos, Cropper, & Rawlings, 2016). The TSA theory was the primary theory 

used in this research study because it helps to explain an individual’s personal view of 

self, which is guided by previous experiences. According to the TSA theory, individuals 
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generally have a positive view of themselves (Haddock, 2004; Ross & Wilson, 2002; 

Sokol & Serper, 2017). An individual’s view of self is positive if they experience feelings 

of happiness, joy, or excitement. Perception of self is negative if they experience negative 

feelings of sadness or fear (Haddock, 2004; Ross &Wilson, 2002; Sokol & Serper, 2017).  

Therefore, the TSA theory was used in the proposed study to understand the perceptions 

and lived experience of being obese as a RN.  

Definition of Terms 

Body mass index (BMI).  BMI measures an adult’s body fat using height and weight 

(Sperrin et al., 2016). BMI helps to determine individuals who may be overweight or 

obese, and may be at risk (Sperrin et al., 2016). 

Obesity.  Obesity refers to abnormal or excessive fat accumulation that may 

impair health (Sharma & Campbell‐Scherer, 2017).  

Perception.  Perception is subjective and based on the interpretation of an 

individual’s view of reality (Sokol & Serper, 2017). 

Self-efficacy.  The measure of a person’s belief the they can successfully complete 

a behavior that results in a specific outcome (Domenech, Rosello, & Gomez, 2017).   

Self-esteem.  The experience of high or low feelings about self in relation to 

competence, success, worth, and significance (Noronha et al., 2018). 

Self-perception.  Self-perception is a complete and individual personality that a 

person assumes as their own.  A set of beliefs about who one is (Dishon et al., 2017).  

Assumptions 

Several assumptions existed in this study. Assumptions are those factors that are 

assumed true for the purposes of the study. One assumption of the study was that a 



 

13 
 

phenomenological approach (Ataro, 2020) was an appropriate method for examining the 

lived experiences of being obese as a RN. Relating to the scope of the study, a further 

assumption was race and age had no effect on the experiences of being an obese RN.  A 

further assumption in the research was despite the sensitive nature of interview questions, 

the responses provided by the research participants were honest and represented their 

first-hand experiences with the phenomenon.  Another assumption was the chosen data 

gathering method of interviews was a valid approach that yielded usable data.  

Limitations 

In selecting populations from the Southeastern region of the U.S., the sampling 

technique was a limitation because the population might not be representative of the U.S. 

population of RNs, thus limiting the generalizability of the results.  Replicating the study 

in other locations or with other populations might yield different results.  Additionally, 

while the small sample size was appropriate for a qualitative phenomenological study, it 

can be considered a limitation. 

Delimitations 

Delimitations are those limitations imposed by the choices of the researcher.  A 

delimitation of the study was the consideration of demographics.  The focus population 

was registered nurse in the Southeastern region of the U. S., BMI of 30-39.9 kg/m2, 

bedside RNs, and worked for one year or more as a RN.  As a result, this 

phenomenological descriptive study only focused on the lived experiences of this very 

specific demographic.  The limited number of participants was a further delimitation.  

The results of the research might have limited generalizability to the population at large, 

as the researcher chose to use a homogenous sample.  An additional delimitation was the 
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location of the study: Southeastern region of the U.S.  It is possible the study location was 

not representative of the problem.  This study could be carried out using a larger 

geographical scope, but the geographical scope was chosen for convenience.  The 

theoretical framework of the TSA theory by the chosen scope, limitations of the study, 

and delimitations chosen by the researcher.  Researchers of the TSA posited, the method 

of evaluating self assists individuals to maintain or improve their current self-regard 

(Ross &Wilson, 2002).  In the case of this study, it is unlikely the participants were 

unaware of their perceptions of being obese as a RN.  Therefore, the scope was 

appropriate, and the chosen population was a representative sample, and the limitations 

and delimitations were appropriate for a qualitative phenomenology inquiry. 

Chapter Summary 

The purpose of this descriptive phenomenological study was to explore RNs’ 

perceptions and lived experiences with being obese as a RN. Chapter 1 presented the 

overview of the research study about the lived experience of being obese as a RN.  The 

background of the study discussed why the research problem is a social concern, as well 

as its impact on health care providers. Chapter 1 also described the purpose, significance 

of the study to nursing leadership, and the nature of the study. In addition, the 

appropriateness of the research design for the study was introduced and presented, along 

with the research question used to guide the study.  The theoretical framework, definition 

of terms, assumptions, scope, limitations, and delimitations were also included in this 

chapter. The literature review supported the need to conduct a study on the phenomenon 

of being obese as a RN.  Chapter 2 provides a historical review of the literature related to 

obesity in RN, specifically regarding being obese as a RN. The review of the literature on 
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obesity in RNs included causes of obesity in nurses, health behaviors of nurses, body 

image and obesity, perceptions of obese nurses, and workplace programs, and the gaps 

existing regarding the RNs’ perceptions and experiences with being obese as a RN.  
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                                                              Chapter 2 
 

Literature Review 

           The purpose of this descriptive phenomenological study was to explore the RNs’ 

perceptions and lived experiences with being obese as a RN.  Obesity can occur in the 

general population but can also affect RNs.   Chapter 1 reviewed the background of 

obesity in RNs, the statement of the problem, the purpose of the study, the significance of 

the study to nursing leadership, the research question, the theoretical framework, 

definitions of terms, and the limitations and delimitations of the study.  

The pervasiveness of obesity continues to rise with approximately two billion overweight 

adults over the age of 18, and 600 million obese adults over the age of 20 (Gregg & 

Shaw, 2017; WHO, 2015b).  Nurses are on the forefront of the obesity health epidemic 

because of their role as a health care provider.  Nurses with a BMI of 30 kg/m2 or higher 

may be aware of the effect obesity has on their health but may be less likely to admit how 

they feel about being obese (Kelley & Wills, 2018). There was a need to understand the 

lived experiences of being obese as a RN.  The researcher focused on identifying any 

gaps in knowledge about the perceptions of being obese as a RN.  This phenomenological 

descriptive study was of significance because findings showed insights into the lived 

experience of being obese as a RN for RNs living in the Southeastern region of the U.S.  

The literature review of peer-reviewed articles and scholarly books on the topic of 

obesity in registered nurses and the theoretical framework of TSA theory was conducted 

using ProQuest, EBSCOhost, Cumulative Index for Nursing and Allied Health Literature 

(CINAHL), PubMed, and SAGE resource methods.  The time frame used to review 
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research studies was 2007-2017.  Use of additional articles, if relevant were used that 

were outside the search years of 2007-2017. 

Chapter 2 focused on the review of the literature related to the increased 

prevalence of obesity in nurses.  Although the topic of obesity in nurses has received 

increased attention, there is a paucity of research available that explored the phenomenon 

of the lived experience of being obese as RN.  The chapter begins with the previous 

research of obesity in nursing, obesity in nurses, health behaviors of nurses, and nurses 

self-rating of their health.  Also included in the literature review was the associated health 

risks of obesity, role modeling, body mass index, the gaps in the literature regarding the 

lived experience of being obese as a RN.  Chapter 2 concludes with a summary of the 

analysis of the review of the literature and the need for the current study. 

Title Searches and Documentation 

 The literature on being obese as a registered nurse was reviewed, summarized, 

and critically analyzed. The emphasis on the search included articles related to the 

following terms: obesity, causes of obesity, health behaviors of nurses, body image, 

workplace programs, and perceptions of obese nurses. There were three hundred and 

eighty-eight studies for the terms of obesity in nurses, causes of obesity in nurses, and 

health behaviors of nurses located, of which one hundred six studies specifically focused 

on obesity in nurses. The references of some studies were reviewed to find other relevant 

studies that would add more information to this study.  The research review included 

peer-reviewed journals and doctoral dissertations and professional websites. The 

electronic literature review on the lived experience of being obese as a RN nurse was 
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conducted for literature published between 2007 and 2017. Table 1 summarizes the 

results of the literature review.   

Table 1  
 
Summary of Literature Search 
 
Search Terms ProQuest CINAHL SAGE ProQuest 

Dissertations 
Total 

 Obesity in nurses 85 7 1 13 106 

 Causes of obesity in nurses 108 12 0 11 131 

 Health Behaviors of nurses     

 and obesity 

103 15 9 24 151 

 Body image and obesity 132 85 159 109 485 

 Workplace programs 25 13 46 15 99 

Perceptions of obese nurses 0 0 0 0 0 
 

0 0 0 0 0 

      

                                                     Historical Content 

Obesity in Registered Nurses 
 

According to U. S. Department of Labor, nursing is a profession that continues to 

have rapid growth, with an increase of 26% of registered nurses between the years of 

2010 and 2020 (US Department of labor, n.d.).  Obesity is on the rise in nurses more than 

any other health care profession (Kyle, Neall, & Atherton, 2016).  Obesity occurs 

because of the mismatch between energy balance and energy expenditure, which is 

associated with metabolic rate and physical activity (Romieu et al., 2017). The mismatch 

results in an increase of weight over time (Romieu et al., 2017).  A potential cause of 

obesity in nurses is lack of exercise, stress, an increased intake of high calorie foods, shift 

work, and lack of sleep, which leads to an increase of fat accumulation (Perry, Gallagher, 

& Duffield, 2015).  The definite cause of obesity in nurses is only speculated, but the risk 

factors result in an increase of fat accumulation (Perry, Gallagher, & Duffield, 2015).   
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Miller, Alpert, and Cross (2008) conducted a quantitative study to measure the 

rate of obesity in nurses, and to evaluate the nurses’ understanding of obesity and the 

health risks.  There were 4,980 randomly selected nurses, located in the Northeast, East 

Coast, Midwest, South, Southwest, and Western United States, were mailed a survey to 

complete.  The survey included questions about their knowledge level of obesity, 

identification of obesity health risks, and their perception of weight loss.  A total of 760 

surveys were completed and returned.  The results of the study showed 54 percent of the 

nurses surveyed were overweight or obese.  Fifty-three of the participants were 

overweight but had no desire to change their lifestyle.  Forty percent, despite their 

attempts to eat healthy and exercise, were unable to lose weight.  Twenty-six percent 

used BMI to determine if their patients were overweight or obese.  Nurses who were 

categorized as overweight or obese did not educate their patients about lifestyle changes, 

such as eating a healthy diet or exercising.   

Obesity in nurses has increased in the United States and worldwide.  Researchers 

are investigating the contributing causes of weight gain in nurses.  It is posited in many of 

the research studies that nurses who work overnight shifts, are middle aged, married, and 

have more than five years of experience as a RN with a BMI equal to or greater than 30 

(Kim, Jeong, & Hong, 2015).  Improper diet and lack of sleep contribute to weight gain 

in nurses.  According to Kim, Jeong, and Hong (2015), nurses who work the night shift 

are at an increased risk of obese because of their lack of sleep.  Insufficient sleep can 

cause an imbalance between energy intake and energy expenditure (Kim, Jeong, & Hong, 

2015).   
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RNs have a responsibility to educate clients about healthy lifestyle practices but 

may be reluctant to complete this task because of his or her own struggles with practicing 

healthy lifestyle behaviors.  The need to understand obese nurses’ engagement is 

necessary for leaders to engage staff for the sustainability of the workforce.  There are not 

any studies currently completed that address both aspects of job engagement and weight 

status in nurses. 

Health Behaviors of Nurses 

RNs are responsible for the health promotion of well-being of their clients (Ross, 

Bevans, Brooks, Gibbons, & Wallen, 2017).  Health promotion involves 

educating clients about practicing healthy lifestyle behaviors.  Although this is an 

expectation for RNs to promote in others, it is unknown if the same healthy lifestyle 

behaviors are practiced by RNs.  In the United States, obesity is the leading cause of 

chronic conditions, such as heart disease, cerebrovascular accidents, cancers, and 

diabetes, and is the most preventable of other health problems (CDC, 2015a).  Nurses are 

a greater risk of developing obesity related to their inability to practice healthy lifestyle 

behaviors.  According to the American Nurses Association (ANA, 2014), nurses do an 

excellent job taking care of others but often forget to take care of themselves.  According 

to Kelly and Wills (2018), nurses do not practice healthy lifestyle behaviors and have a 

high BMI. 

RNs have irregular work schedules, which may attribute to improper diets, lack of 

sleep, unhealthy snacking, lack of exercise, and obesity (Chin, Nam, & Lee, 2016).  In a 

research study by Miller, Alpert, and Cross (2008), the knowledge of nurses about 

obesity and the associated health risks was assessed.  Surveys were mailed to 4,980 
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randomly selected RNs from six geographic regions in the United States, 760 nurses 

responded (response rate of 15%).  The study findings showed the mean BMI of the 

nurses was 27.2.  Approximately 54% of respondents were overweight or obese, and 53% 

reported they were overweight but was not motivated to change their unhealthy lifestyle 

behaviors.  Although a healthy diet was practiced,40% were still unable to lose weight.  

The knowledge level regarding the effects of obesity was also lacking, with 26% using 

BMI to make clinical judgments of overweight and obesity.  A major conclusion of the 

study was 93% of nurses acknowledged overweight and obesity required interventions, 

but 76% indicated they did not address overweight and obesity with patients.  Many of 

the nurses provided weight-related health information to clients, but the results of the 

study suggested nurses could benefit from more education on obesity and the associated 

health risks.  The sampled population was 92% Caucasian, 92% female, with a bachelor’s 

degree, and 25 years nursing experience.  The sampled population is not representative of 

the overall RN population in the U.S. 

A research study by Nahm et al. (2012) focused on self-care behaviors of nurses, 

which included diet, exercise, stress, weight and management of the self-care behaviors.  

The sample consisted of 183 nurses, with an average age 47 years and 17 years of 

experience as a RN at an urban community-based teaching hospital.  Most of the sample 

(n 122) did not exercise, and greater than half of the sample (n 91) did not have a 

regular meal pattern.  The average BMI was 28.2, and 59.2% (n 100) of respondents 

were overweight or obese.  A stress reliever for participants was to eat (n 32) and 

exercise (n 31).  Although RNs understand the benefit of eating or exercise regularly, he 

or she may not practice these health behaviors.  Further research was recommended to 
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identify factors to motivate RNs to practice healthy lifestyle behaviors, which could be 

driven by employers to improve health in their employees.  Zapka et al. (2009) designed 

a study to describe weight, weight perceptions, and lifestyle behaviors of bedside RNs, 

and to explore the relationships between demographics, health, weight, and job 

descriptions with lifestyle behaviors.  Findings of the study were like those of previous 

studies, with most of the nurses falling into the categories of overweight and obese; 

however, the rate of overweight and obesity among the nurses was like that in the general 

adult population (Ogden et al., 2010).  The RNs self-reported information regarding 

practicing a healthy diet and physical activity were low.  The strength of the study was 

the participant’s heights and weights were measured by the researchers.  This is a 

strength because the perceptions of the RNs may not have been their belief, he or she was 

overweight or obese.   

Zitkus (2011) completed a cross-sectional, descriptive study that investigated the 

relationships between BMI, personality, weight loss methods, and successful and 

unsuccessful weight loss.  Registered nurses (n 721) were recruited from two 

professional nursing organizations and one large nursing university.  Participants 

answered questions related to their weight status, weight loss attempts, and motivations.  

In the study, 57% of the participants were either overweight or obese, compared to 66% 

of adults age 20 years and older in the general population.  

The National Health and Nutrition Examination Survey conducted between 2001-

2004 indicated approximately two-thirds of U.S. adults were overweight or obese.  The 

data also showed 27% of the RNs surveyed were obese compared to 31% of the general 

population, and 41.9% were overweight compared to 32.2% of the general population.  
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RNs with lower BMIs were more successful in losing weight than those who had higher 

BMIs.  The review of the data showed RNs need to change their thought process and 

change their unhealthy lifestyle behaviors.  This data supports RNs are as obese as the 

general population (Kelly & Wills, 2018).  

McElligott, Siemers, Thomas, and Kohn (2009) suggested the need for the 

development of holistic nursing interventions to improve self-care when experiencing 

stress.  In a sample of 149 nurses, health-promoting lifestyle behaviors were examined in 

acute care nurses using the Health Promotion Lifestyle Profile II (HPLP II) questionnaire.  

The HPLP II survey is a 52-item questionnaire that addresses various aspects of wellness: 

nutrition, stress, spirituality, health responsibility, interpersonal relations, and physical 

activity.  The results of this survey showed weakness in stress management and physical 

activity.   

Nurses Self Ratings of Their Health 

Although RNs educate clients on ways to improve health, their self-rating 

demonstrated low overall health behaviors.  Tucker, Harris, Pipe, and Stevens (2010) 

examined the relationships among RNs’ ratings of their health behaviors, health status, 

and work environments.  They conducted an electronic survey of 3,132 RNs from five 

states: Minnesota, Arizona, Florida, and Wisconsin.  The majority of those surveyed were 

female (92%) and Caucasian (96%), an average of 44, married (73%) with college 

degrees (68%).  The results received were good health, with high stress levels.  More than 

half reported being overweight, 50% met physical activity standards, and more than two-

thirds reported a history of back injuries or needle sticks.  Perceived stress was inversely 

predictive of health behavior and work environment ratings.  The investigators concluded 
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professional work environment was not a predictor of a RNs health rating.  The RNs 

reported an overall positive health rating, with almost half (47%) reporting no unhealthy 

days in the previous month.  More than half reported being overweight, with one in four 

also reporting height and weight data that met obesity criteria.  The results of the study 

are consistent with previous reports: though RNs reported positive self-ratings of health 

status, the reported data was inconsistent with recommended health promotion practices.  

The study supported the notion of self-rated health evaluations’ positive influence on 

perceived health, and health behaviors such as smoking, and alcohol consumption are 

associated with poor self-rated health.   

Pappas, Alamanos, and Dimoliatis (2005) investigated the association between 

RN’s self-rated health and his or her health-related behaviors.  A self-administered 

questionnaire was distributed to a random sample of 443 RNs working in seven Greek 

hospitals.  There were 353 responses, which is a response rate of 80%.  The sample was 

88% female (n 311) and 12% (n 42) male, with a mean age of 36 years with 

approximately 13 years of nursing experience.  Almost half of the nurses self-identified 

as smokers, and one-third self-identified as overweight or obese.  In addition, 58% (206) 

of the nurses reported having poor health, while 42% (147) reported being in good health.  

According to multiple logistic regression analysis, self-rated health status was 

independently associated with gender, effort to avoid fatty foods, and physical activity.  

The researchers concluded participants presented a relatively poor overall health profile, 

with a high incidence of poor self-rated health.  Poor self-rated health was attributed to 

being female with attempts to avoid fatty foods, but those who exercised and ate white 

meat reported having good health.  
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Malinauskiene, Leisyte, Romuldas, and Kirtiklyte (2011) investigated the link 

between self-rated health and psychosocial factors of the participant’s job and daily life 

(e.g., demands of the job, support system, incivility or horizontal violence on the job); 

health behaviors (e.g., smoking, drinking alcohol, overweight, obesity, sedentary 

lifestyle); mental stress; job satisfaction; and job consistency in internal medicine RNs in 

Lithuania.  The participant ages were 24-70, with the average age of 45.  The results of 

the participant’s surveys were age, demands of the job, lack of social support, sedentary 

lifestyles, overweight or obesity and job dissatisfaction contributed to negative self-health 

ratings of the RNs.  The older the age of the RN, the higher the negative self-rating.  The 

results of the study provided recommendations to improve the psychosocial factors and 

health behaviors of RNs to improve health to assist with the expected role of models of 

health. 

Role Modeling 

The focus of Healthy People 2020 was to improve unhealthy lifestyle behaviors of 

individuals, which would help to prevent disease and promote health (USDHHS, 2012).  

An expectation for RNs is to improve health through health education to clients and to 

model healthy behavior and lifestyle.  Practicing healthy lifestyle behaviors will help 

RNs be effective role models.  A research study by Lawrence and Schank (1993) set out 

to determine if there were different health behaviors between female nursing and non-

nursing students.  It was discovered the nursing students who practiced healthy lifestyle 

behaviors self-reported their health as good, and the non-nursing students who practiced 

healthy lifestyle behaviors self-reported their health as good.  The research study showed 
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the importance of practicing healthy behaviors to have a positive outlook regarding self-

reported health.  In similar research studies by Blake and Harrison (2013) and Blake, 

Malik, Mo, and Pisano (2011), nursing students were surveyed to gauge their feelings 

about being role models for health for their clients.  The participants believed nurses 

should role model positive health to their clients.  Although many of the participants 

believed the importance of role modeling positive health, many were overweight or obese 

(24%), led sedentary lifestyles (47%), had unhealthy diets (73%), were heavy drinkers 

(40%), and smoked (17%).  The conclusion for each study was the participant’s beliefs 

nurses should role model positive health to their clients; however, knowledge of the 

importance of practicing healthy lifestyle behaviors did not mean healthy behaviors were 

practiced by the nursing students.  

Hankey, Eley, Hunter, Leslie, and Lean (2003) investigated the knowledge, 

attitudes, beliefs, and eating practices of health care providers (e.g., general practitioners, 

nurses, and dieticians) about obesity, diet, and managing weight.  The participants were 

99.8% female between the ages of 35-44 years.  There were 741 general practitioners, 

509 RNs, and 255 dietitians.  A questionnaire was completed by the RNs with 71% 

reporting a BMI of less than 25.  The results of the questionnaire indicated the RNs 

understood the importance of eating healthy but did not understand how diet was linked 

to obesity.  Many of the participants despite his or her BMI, were not sure how effective 

the weight education provided to clients was.  The researchers concluded the participant’s 

health practices play a role in the ability to promote positive health behaviors in clients.  

Esposito and Fitzpatrick (2011) investigated the relationship between a nurses’ 

belief about the benefits of exercise, the nurses’ exercise practices, and education 
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provided to clients.   A convenience sample of 112 nurses from a New York hospital 

completed a questionnaire.  Personal exercise practices were measured using the physical 

activity subscale (HPLP II), and the beliefs regarding the benefits of exercise were 

measured using the Exercise Benefits/Barriers Scale (EBBS).  The participants were 

primarily female (93%) who worked the day shift (79%) between the ages of 24 to 43 

years, with a bachelor’s degree (50%), and a BMI between 18-24 (49%).  The sampled 

population had a lower BMI than the general population.  The results showed a link 

between nurses’ beliefs about the benefits of exercise and the education provided to 

clients about exercise.  RNs who believed in the importance of health promotion in their 

clients practiced healthy lifestyle behaviors.  The nurses with this belief were also more 

likely to serve as positive role models and promote healthy lifestyle behaviors in their 

clients.  The results of the study supported the importance of exercise being taught to 

clients and practiced by RNs.  The study also showed RNs who practice healthy lifestyle 

behaviors have the potential to serve as role models for a healthy lifestyle.  Although RNs 

know what is required to be healthy, it can be difficult to practice the same behaviors 

taught to clients (The American Nurse, 2012).  

 Blake and Harrison (2013) investigated the health behaviors of RNs and his or her 

attitude towards serving as role models for their clients.  The study showed 24% of the 

RNs who participated were overweight or obese, 47% led sedentary lifestyles, 73% did 

not have healthy diets, 40% drank alcohol greater than twice per week, and 17% were 

smokers.  Many of the RNs believed he or she should be role models for health.  Despite 

the knowledge the RNs possessed about the importance of living healthy, their behaviors 

contradicted the expectation of RNs being role models of health for their clients.  The 
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research showed RNs should practice the same healthy lifestyle behaviors they expect in 

their clients.  RNs should role model health to clients to be considered as credible to their 

clients.  According to Slater (1990), being effective as a role model is based on self-

confidence, effective communication, being sincere and empathetic to clients.  Slater 

(1990) suggested RNs are credible because of the relationships formed with their clients, 

not based on their health behaviors.  The measurement to determine if an individual is 

practicing healthy lifestyle behaviors is body mass index (BMI). 

Body Mass Index 

  To guide the understanding of what it means to be overweight versus obese, it is 

important to understand the method of measurement.  There are several ways to measure 

body fat and lean mass in individuals.  The available methods include weighing 

underwater, photo absorptiometry, computed tomography (CT), and x-ray absorptiometry 

(Nuttall, 2015).  These methods are more accurate measurements.  The measurement 

used to measure body fat is anthropometric measurements.  The anthropometric 

measurements should be taken in the following areas: waist to hip, which is most 

common in adults, abdomen, and waist circumference (Nuttall, 2015).  The most 

common area to measure in adults is waist to hip.  Another method used to determine if 

an individual is of normal weight, overweight, obese, or morbidly obese is body mass 

index (BMI).  According to Nuttall (2015), BMI is useful to use to define the 

anthropometric of height and weight.  BMI represents an index of the “fatness,” but 

cannot determine the “mass” of fat on an individual’s body (Nuttall, 2015).    

Healthy weight is calculated using BMI using an individual’s height (in inches or 

meters squared) and weight (in pounds or kilograms) (Nuttall, 2015).  If using height in 
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inches or meters, the number would be squared; if weight in pounds multiply times 703 

and divide the number by the inches, but if using weight in kilograms (kg), divide by 

meters squared (Nuttall, 2015).  BMI is the most accurate measurement to place 

individuals in the correct weight category (i.e., overweight, obese, morbidly obese).  

Individuals with a BMI of 25 to 29.9 kg/m2 are overweight, and those with a BMI of 30 

to 39.9 kg/m2 are obese (Nuttall, 2015).  BMI is not effective in measuring body fat 

because of the inability to tell the difference between tissue (Nuttall, 2015).  Rodea, Evia, 

and Apolinar (2014) found that BMI is effective to measure overweight or obesity status, 

but found BMI was not the most effective to determine the amount of body fat present on 

an individual.  In a cross-sectional study of 110 Mexican adolescents, BMI, waist 

circumference, and waist-to-height ratio were tested.  Waist circumference was the 

method most effective to measure body fat.  Although waist circumference was proven to 

be the most effective, the authors determined that BMI is a more convenient 

measurement of obesity (Rodea, Evia, & Apolinar, 2014). 

An accurate measurement of BMI is crucial for individuals to report accurate 

weight and height (Ng, 2019).  Height and weight will be measured using a portable 

stadiometer for height and weight.  The participants will be required to remove their 

shoes and will need to wear light clothing.  The participants for this qualitative study 

will receive the determination of overweight, obese, or morbidly obese based on their 

actual height and weight to determine their BMI. 

Health Risks of Obesity 

Obesity is a health condition that places individuals at risk of developing chronic 

health conditions, which include heart disease, stroke, high blood pressure, cancer, 
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diabetes, asthma, musculoskeletal diseases, and sleep apnea (Djalalinia, Qorbani, 

Peykari, & Kelishadi, 2015).  Obesity is associated with cancers in obese men and 

women, and accounts for nearly 20 percent of cancer related deaths (Djalalinia et al., 

2015).  Heart disease affects individuals who are obese and can affect their physical and 

social well-being (Djalalinia et al., 2015).  Obesity is associated with high blood pressure, 

which occurs more frequently in obese individuals versus those of normal weight 

(Djalalinia et al., 2015).  Diabetes is a chronic health condition, which typically begins as 

non-insulin dependent diabetes (Djalalinia et al., 2015).  There is a significant 

relationship between obesity and asthma (Peters, Dixon, and Forno, 2018).  According to 

Peters et al., (2018), it has not been fully established if asthma precipitates obesity 

because of the decrease in physical activity.  Obesity also is associated with individuals 

having musculoskeletal issues, which may be associated with on the job injuries.   

According to Djalalinia et al., (2015), obesity is attributed to higher death rates.  

Death rates associated with obesity, tend to occur more frequently in older obese 

individuals (Djalalinia et al., 2015).  Those who are obese have an increased risk of death 

when compared to individuals of normal weight (Djalalinia et al., 2015).  Fontaine et al. 

(2003) conducted a study using data from multiple sources (e.g., US Life Tables, 

NHANES) to discover the differences in morbidity and mortality between obese 

individuals versus non-obese individuals.  The results of the study showed severely obese 

Caucasian males between the ages of 20 to 30 would have a 13-year reduction in life.  

Caucasian females who are obese will have a reduction of eight years.  The study also 

showed young adults who are overweight would have a higher reduction in life versus 

those who are elderly. The study by Fontaine et al (2003), reinforce the need for more 
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research to understand the lived perceptions of being obese as a RN, and their 

experiences with chronic health conditions associated with obesity.  

Employer Wellness Programs 

Health care organizations are called upon to create programs to improve the 

health of their nurses (Pearce, Rychetinik, & Wilson, 2019).   This is important because 

the nursing profession is already strained because of the great need for RNs.  According 

to the Bureau of Labor Statistics’ Employment Projections 2016-2026, there will be an 

annual need for 203,700 new RNs through 2026 to fill newly created positions and to 

replace retiring nurses.  Nurses who are obese are at risk for chronic health conditions, 

could result in them leaving their jobs and possibly the nursing profession.  A method to 

improve the health of nurses is the creation of health programs at health care 

organizations.   

Workplace health promotion programs are implemented at organizations to 

improve the health of their employees.  Health promotion programs occur to assist 

individuals with primary prevention, secondary prevention, or tertiary prevention.  

Primary prevention occurs to prevent an individual from developing a disease or 

becoming ill.  Examples of primary prevention are exercise, stress management, teach 

individuals not to smoke.  Secondary prevention occurs to decrease the incidence of 

illness in high risk individuals.  Examples of secondary prevention are encouraging 

weight loss in individuals who are overweight or obese, so offering exercise classes and 

teach about the dangers associated with smoking, so encourage individuals to quit 

smoking.  Tertiary prevention occurs to decrease further health challenges in individuals 

who already have chronic conditions.  An example of tertiary prevention is to educate 
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individuals about taking their medications as prescribed.  Health promotion programs in 

the workplace are on the rise because of the obesity epidemic, which has associated 

health risks such as diabetes, hypertension, cardiovascular disease, and respiratory 

complications.  Individuals who are obese with chronic conditions may miss more days 

from work, which may have a negative effect on the employer.    

According to the Community Preventive Services Task Force (2009), 

organizations who complete health behavior and needs assessments, and conduct focus 

groups prior to implementing a health promotion program, will have a positive influence 

on an individual’s health behaviors (e.g., smoking cessation, increase in exercise, and 

improved diet).  Participants may also have a decrease in blood pressure and cholesterol.  

Health promotion programs that work has the potential to decrease absenteeism, which 

will improve productivity in organizations.  A study by Chapman, Lesch, and Baun 

(2012), demonstrated employees who participate in their organizations health promotion 

program had a decrease of 25% in absenteeism associated medical costs than employees 

who did not participate in the wellness program. 

The focus of employment wellness programs is on improving health by 

decreasing weight, eating nutritious meals, and increase in exercise.  Employees provided 

pedometers, counseling, healthy food choices, and training sessions, participants had a 

decrease in BMI, improvement in diet (e.g., at more fruits and vegetables), increase in 

exercise, and lowered their risk for hypertension, diabetes, and cardiovascular 

complications (Schneider, Bassett, Rider, & Saunders, 2016).  Workplace health 

programs, individuals with diabetes were taught how to portion their food, provided 
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exercise sessions, and counseling, and a pedometer (Schneider et al., 2016).  After twelve 

weeks, many of the participants lost a minimum of five pounds.    

Employers are in an optimal position to develop and carry out employee wellness 

programs to reduce obesity and the associated health risks (Pearce et al., 2019).  Pearce et 

al., (2019) suggested workplace programs are useful to improve stress and the work 

environment to promote healthy lifestyles in nurses.  Healthy lifestyles in nurses can be 

achieved by providing healthy foods and snacks, and facilities to allow nurses to exercise 

during breaks.  Obesity is associated with higher health costs because of the health 

conditions caused by obesity.  Many employees receive their health insurance benefits 

through their employers.  Wellness programs have the potential to cause a decrease in 

health care costs.   

Gates et al (2008) conducted a study that showed employees with a BMI of ≥ 35 

had limitations and were less productive and were unable to perform the same task 

performed by those with a BMI < 30.  Employees who were obese were found to miss 

more time from work resulting in a loss for the employer of $506 per employee.   

Employee wellness programs are beneficial because it will decrease health care costs, 

increase productivity, and decrease weight in obese employees.  A decrease in weight 

may improve the health of the nurse, which may keep the nurse from leaving their job, 

and possibly the health care profession.   The relevance of Gates et al. (2008) study is it 

reinforces the importance of employee wellness programs to decrease the rise of obesity 

in nurses.  Understanding the lived experiences of being obese as a RN will also help to 

understand how employers can assist with the RNs weight. 
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Mattke et al. (2013) conducted a study where they investigated the characteristics 

of workplace wellness programs, how common the occurrence of employee wellness 

programs, the effect on the health of employees, medical costs, and the incentives 

provided to encourage employees to participate.  Four data collection and analysis 

methods were completed to determine the effectiveness of the wellness programs from 

the lens of the employee and employer.  It was determined half of employers in the U. S. 

offer wellness programs.  Methods used to evaluate the needs of the employees are health 

risk assessments, self-administered questionnaires on frequency of exercise, current body 

weight, diet, height, weight, and blood pressure.  The RAND Employer Survey data 

showed 80 percent screen employees for health risks to allow for the development of an 

individualized plan (Mattke et al., 2013).  The results suggested many employers within 

the U. S. have employee wellness programs; however, it is unclear if companies with less 

than 50 employees provided wellness programs.  Also, the exact incentive provided is 

unclear, so a future study may address this information. 

Obesity is a significant problem in nursing that may negatively affect nurse’s 

health, the health care profession, and health care organizations (Musich et al., 2016; 

Ogden, Carroll, Kit, & Flegal, 2015).  Improving the health of nurses is crucial to 

decrease the associated risks of obesity.  Health care organizations have a responsibility 

to provide programs to assist their employees to make lifestyle changes to improve their 

health.  Learning about the lived experiences of being obese as a RN will help to explore 

the participant’s beliefs, perceptions, and feelings about the role of health care 

organizations in assisting them to improve their health. 

 



 

35 
 

Theoretical Framework Literature 

Temporal Self-Appraisal Theory 

In the 1950s, Madga Arnold created the TSA theory.  Richard Lazarus, in the 

1970s, further developed the theory. TSA theory suggested individuals’ perception of self 

is positive if they experience positive feelings of happiness, joy, or excitement.  

Perception of self is negative if they experience negative feelings of sadness or fear 

(Haddock, 2004; Ross & Wilson, 2002; Sokol & Serper, 2017). Individuals can still elicit 

a positive perception of self if they have positive emotions from the past to draw from, 

regardless of the current negative emotion experienced (Haddock, 2004; Ross & Wilson, 

2002; Sokol & Serper, 2017).   

 The TSA theory posited, the method of evaluating self assists individuals to 

maintain or improve their current self-regard (Ross & Wilson, 2002). The goal of the 

TSA theory was to understand the perceived behavior of individuals about self.  

According to the TSA theory, individuals generally have positive views of themselves 

(Haddock, 2004; Ross & Wilson, 2002; Sokol & Serper, 2017). The temporal self-

appraisal theory was an appropriate lens through which to examine the present study 

problem because the goal of the study is on the feelings, beliefs, and perceptions of what 

it means to be obese as a RN. Also, use of the TSA theory helps to evaluate the 

relationship between self-perception, self-esteem, and body mass index. 

Self-Perception.  Self-perception is the belief one has about their physical 

appearance, scholastic ability, physical ability, or behavior (Dishon, Oldmeadow, 

Critchley, & Kaufman, 2017).  Self-perception may be affected by peers, family, work, 

media, and culture.  Self-perception may also be affected by one’s self-esteem. An 
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individual with high self-esteem usually holds themselves in high regards and has a 

positive view of self.  Those with a low self-esteem may have a negative view of self 

(Dishon et al., 2017). This supports the connection between self-perception and self-

esteem.  Research supports the connection between self-perception and BMI; Individuals 

with a lower self-perception may have a higher BMI (Dishon et al., 2017).  

Self-Esteem.  Self-esteem is the evaluation of self and is related to the way 

individuals feel about their own looks, abilities, and inner thoughts (Noronha, Monteiro, 

& Pinto, 2018).  The perception one has about their body is based on how they see 

themselves, whether their perception is correct or incorrect (Dishon et al., 2017).  

Possessing high self-esteem helps individuals have a positive body image, regardless of 

their weight. Those with a low self-esteem may not have a positive body image. 

According to Alvani, Hosseini, and Kimura (2016), there is a connection between self-

esteem and obesity.   

Body Mass Index (BMI). BMI is the ratio of weight to height measurement in 

kilograms per meters squared.  BMI represents an index of the “fatness,” but cannot 

determine the “mass” of fat on an individual’s body (Nuttall, 2015). BMI is the most 

accurate measurement to place individuals in the correct weight category (i.e., 

overweight, obese, morbidly obese). Individuals with a BMI of 25 to 29.9 kg/m2 are 

overweight, and those with a BMI of 30 to 39.9 kg/m2 are obese (CDC, 2015a). BMI is 

not effective in measuring body fat because of the inability to tell the difference between 

tissue (CDC, 2015a).  Research showed BMI is elevated in individuals with a low self-

perception or low self-esteem (Alvani et al., 2016).   
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Influence of Theoretical Framework on Research Plan  

The TSA theory, as a theoretical framework, was used to gain a better 

understanding of what drives the thoughts of individuals, and to understand the 

participant’s lived experiences of being obese as a RN. In a study conducted by Sanna, 

Chang, and Carter (2004), participants received positive or negative feedback their 

performance of an assigned task. Three months after the completion of the task 

participants were asked to recall his or her experience with the completed task. The 

participants who had received positive feedback believed the task to seem more recent.  

The participants who received negative feedback believed the task to be more remote.  

The results of study demonstrated individuals with positive views tend to have a greater 

satisfaction with his or her life and will have higher self-esteem. The study by Sanna et 

al. (2004), supported the tenets of the TSA theory, internal satisfaction leads to a positive 

perception of self despite the negative views of society.   

In a study conducted by Wilson and Ross (2001), participants were asked to 

reflect on his or experiences from high school. The individuals who may have had more 

recent experiences with high school, but had negative experiences, continued to identify 

self with the negative experiences. Participants who graduated high school many years 

before, with negative experiences, did not identify self with the negative experiences.  

The results of the study, as it relates to remote versus recent experiences and TSA theory, 

individuals only identify self as negative when the experiences occurred recently.  

Experiences that occurred in the past did not equate to individuals having a negative view 

of self.  
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Self-Appraisal. TSA theory suggested individuals can shift their perceptions of 

their old selves to flatter or protect their current view of self. The purpose of shift 

perceptions is to feel good about self and to maintain self-esteem (Sokol & Serper, 2017). 

Individuals choose to view their life course as continually moving forward with 

improvement but may realize some of their perception of their current self is false.  

Individuals tend to minimize their past attributes to feel better about their current 

attributes (Wilson & Ross, 2001).   

Albert (1977) proposed individuals have a desire to evaluate themselves and to 

continue to have a positive and consistent self-concept. Comparing one’s perceived self 

to the actual or worse self is referred to as a downward temporal comparison. Downward 

temporal comparisons, in concert with positive self-representations, could create or 

generate a sense of personal growth and improve self-esteem (Ross & Wilson, 2002).  

Individuals who experience threats to their self-esteem may not complete evaluation of 

self, but instead compare themselves to their past self (Ross & Wilson, 2002). This 

method of evaluation may result in a greater accuracy of self-evaluation and provide a 

deeper assessment of their current positive and negative qualities.   

According to Ross and Wilson’s theory of TSA people strive to make their 

current self-look better by either making their past self-look bad (Ross & Wilson, 2002).  

According to Tesser’s self-evaluation model (1988), individuals may modify perceptions 

of their features to enhance their current self. Wilson and Ross (2001) suggested 

comparisons of current self to the future self may provide individuals with hope, fear, and 

fantasies of the self they will become (e.g., the perceptions of improvement). Younger 

individuals are more inclined to view their current self and compare to the perception of 
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the self they will become; however, in contrast, older individuals perceive they will 

remain the same or get worse (Wilson & Ross, 2001). According to Ross and Wilson 

(2002), what drives individuals to consider the future self, or perception of improvement, 

is based on societal expectations of who they should be. This process has a direct impact 

on an individual’s self-perceptions, attitudes, and behavior (Ross & Wilson, 2002).   

The TSA theory was a useful theoretical framework for the phenomenological 

study because it helped to understand the perceptions of self as an obese RN, and what is 

meant personally and professionally to an obese RN to be obese. The experiences of the 

obese nurse may influence their perception or self-esteem. Therefore, understanding the 

perceptions of the obese registered nurses helped to understand the lived experiences of 

being obese as a RN.  

Methodology Literature 

A qualitative phenomenological approach to research is used to develop a deeper 

understanding of a phenomenon (Matua & van der Wal, 2015).  In descriptive 

phenomenology it is important the researcher shows the uniqueness of the participants 

and the environment maintaining a truthful investigation without generalization (Matua & 

van der Wal, 2015).  According to Matua and Van Der Wal (2015), descriptive 

phenomenology is used to explain and understand poorly understood aspects of 

experiences.   Therefore, the selection of phenomenology as the research design for this 

study is further supported through the alignment of phenomenology with study aims and 

goals as established.   

Phiri, Draper, Lambert, and Kolbe-Alexander (2014) used a qualitative design to 

study the perception of nurses surrounding his or her health concerns, lifestyle behaviors, 
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and worksite health promotion programs.  The use of a phenomenological design was 

appropriate for the study because it allowed participants the opportunity to express their 

lived experience.  The study did not explore the perceptions of being obese as a RN, only 

the experiences related to their health, lifestyle behaviors, and worksite health promotion 

programs.  In a similar study, Simfukwe, Van Wyk, and Swart (2017) used an explorative 

and descriptive qualitative design to explore the perceptions and attitudes about obesity 

among health care workers in three hospitals in Pietermaritzburg, and the barriers he or 

she experienced in practicing a healthy lifestyle.  The use of the phenomenological design 

was appropriate for the study because the purpose of the study was to gain a better 

understanding of the perceptions of the phenomenon of obesity from the perspective of 

health care workers in Pietermaritzburg; however, it did not explore the perceptions of 

being obese as a RN. 

Research Design Literature 

 There are limited stories of the lived experiences of being obese as a RN.  There 

are lived experiences of obese individuals, his or her struggles with weight, and the 

stigma of being obese. There is also information located on the experiences of RNs with 

providing weight management education to his or her clients.  There is a paucity of 

information located on the lived experience of being obese as a RN.  In a study by 

McGreevy (2010), a qualitative research was completed to explore the overweight 

nurses’ experiences of their interactions with overweight clients.  The sample of 

participants were seven females between the ages of 31 to 50 with an average of 15 years 

of nursing experience.  The average participant’s BMI was 30.  The study concluded the 

participants believed their weight affected their interactions and health education 
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provided to their clients.  The study took place in the United Kingdom, and many of the 

research studies located about the lived experiences of obese individuals took place in 

locations outside of the United States. 

Conclusions 

The purpose of this descriptive phenomenological study was to explore the lived 

experience of being obese as a RN.  The study is significant because nurses are as obese 

as the general population (Kelly & Wills, 2018).  The importance of role modeling was 

established and proved in the literature review for discouraging or promoting health in 

patients, but literature on the experiences of being obese as a RN is scarce.  The focus of 

current research was on the need for RNs to educate patients about obesity and living the 

same healthy behaviors they are to educate their patients about (Lin, Gallagher, & 

Duffield, 2015).  Previous research of the phenomenon has not looked specifically at the 

experience of being obese as a RN.  Therefore, the gap being addressed by this study was 

the lived experience of being obese as a RN. 

This qualitative dissertation study is believed to be an original piece of research  
 
and is intended to fill a significant gap in the literature.  This study may add to the  
 
nursing knowledge base by providing insight to the experiences of being obese as a RN.   
 
The findings may lead to strategies to improve the health of obese nurses, and to decrease  
 
the associated health risks of obesity.   Improving the health of obese nurses could 
 
decrease the risk of them leaving their jobs and the nursing profession. The literature  
 
reviews support the research problem, research question, and the phenomenological  
 
research design. 
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Chapter Summary 

According to Kelly and Wills (2018), nurses are as obese as the general 

population.  The health conditions associated with obesity can have a negative effect on 

the health care profession and health care organizations.  Nurses are at risk of becoming 

obese because of stress, shift work, unhealthy eating, long work hours, and the lack of 

physical activity (Chin, Nam, & Lee, 2016).  Since obesity is on the rise nationwide, the 

lived experiences of being obese as a RN should be explored.  As evidenced in the 

literature review, there is an identifiable gap in RNs’ lived experience of being obese as a 

RN.  Chapter 2 included an overview of current research on obesity and the problem of 

obesity in nurses.  The literature review indicates obesity is a significant problem for 

nurses, which can result in chronic health conditions or diseases.   

Chapter 3 focuses on the methodology for this study.  Chapter 3 includes a 

discussion of the research design, appropriateness of the research design, population, 

study setting, sampling and sample size, informed consent, confidentiality, the data 

collection process, data management, data analysis, and the rigor and trustworthiness of 

the study. 

 

 

 

 

 

 

 



 

43 
 

Chapter 3 

Research Methodology  

The purpose of this descriptive phenomenological study was to explore the lived 

experience of being obese as a RN.  Further exploration of the phenomenon of being 

obese as a RN was needed to understand the perceptions of obese RNs based on 

individual interpretation.  Chapter 3 includes a detailed description of the qualitative 

research method, the research design, the phenomenological approach, and the rationale 

for choosing Husserl’s descriptive phenomenology.  Chapter 3 also includes a detailed 

description of the study population, recruitment of participants, study setting, sampling 

method, informed consent and confidentiality, data collection method, data analysis, and 

the rigor and trustworthiness of the study. 

Research Method and Design Appropriateness 

 A systematic plan to assist the researcher to conduct the research study are 

research methods.  The research method helps to answer the research question through 

the process of data collection and analysis (Gelling, 2015).  Sutton and Austin (2015) 

explained that qualitative studies try to discover and understand a phenomenon and the 

experiences of the participant.  Quantitative research focuses on the observation of 

phenomena through an empirical method of inquiry (Counsell & Harlow, 2016).  The 

results of quantitative research are a representation of the phenomenon; however, the 

results are not a representation of the individual’s perception or the expected outcome of 

the researcher (Counsell & Harlow, 2016).   

This study explored the perceptions and lived experience of being obese as a RN. 

Therefore, a quantitative study was not a suitable approach to address the research 
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question.  As this study sought to understand about the phenomenon of being obese as a 

registered nurse, a qualitative research study was best suited for this study (Counsell & 

Harlow, 2016). According to Sutton & Austin, (2015), qualitative methods assist 

researchers in studying processes in a life-like and natural setting.  Qualitative research 

supports working in settings occurring without human intervention to understand 

processes as they develop naturally.   

In the qualitative method, the researcher is important because they gather data and 

play an active role in the process.  The primary instrument in qualitative research for the 

collection and analysis of data is the researcher.  Qualitative research investigates 

methods to understand individual experiences within the environment, and the 

significance each participant places on the experiences (Bahrami, Soleimani, 

Yaghoobzadeh, & Ranjbar, 2016). The qualitative method allows participants to express 

their first-person point of view (Hammarberg, Kirkman, & de Lacey, 2016).  This ensures 

that the experience or intended meaning of the study participant is not misrepresented 

(Hammarberg et al., 2016).    

Characteristics exclusive to qualitative research include a focus on the setting, 

perspectives of the participants, and the outcomes (Hammarberg et al., 2016).   

According to Bahrami et al., (2016), qualitative research results in increased knowledge 

about human behavior and their lived experience.  In qualitative research, data is gathered 

through interviews and observations (Bahrami et al., 2016).  Qualitative research is the 

most appropriate method to use when the goal is to understand the lived human 

experience (Gelling, 2015).   
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Phenomenology was made popular in the 1900s by Edmund Husserl (Tuoghy, 

Cooney, Dowling, Murphy, & Smith, 2013).  Phenomenology is a research approach with 

ontological and epistemological underpinnings.  The phenomenological design was 

appropriate for the study because this design explored the lived experiences of the 

participants (Bahrami et al., 2016).  Phenomenology can either be descriptive or 

interpretive (Earle, 2010).  According to Bahrami et al., (2016), phenomenological 

research studies explore the meaning participants give to the phenomenon.  A 

phenomenological research study helps the researcher to understand an individual’s 

perceptions of a phenomenon (Nassaji, 2020).  Phenomenology is a type of research that 

allows for understanding of a phenomenon, as a result of the perceptions of the individual 

who have a personal experience with the phenomenon (Nassaji, 2020).   

Phenomenological studies emphasize the person is fundamental to the environment; 

therefore, it is critical to focus on individual perceptions (Nassaji, 2020). 

In a phenomenological study, the individual’s lived experience and perceptions 

help others to make sense of the phenomena (Nassaji, 2020).  Phenomenology is used 

when a researcher seeks to discover meaning attached to the lived experiences of 

individuals and offers insight into understanding a phenomenon (Nassaji, 2020). 

Therefore, for this study, a phenomenological approach was used to gain an 

understanding of the lived experience of being obese as a registered nurse. 

The two phenomenological frameworks used most often in research are 

descriptive (Husserlian) and interpretive (Heideggerian) phenomenology (Neubauer, 

Witkop, & Varpio, 2019).  Each framework’s focus is on gaining a clearer understanding 

of phenomena but use different methods to obtain the understanding.  The participant 
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provides their lived experience regarding the phenomenon with interpretive and 

descriptive phenomenology. The interpretive method allows the interpretation of the 

collected data to come from the researcher’s experience with the phenomenon (Neubauer 

et al., 2019).  The descriptive method allows the researcher to take the exact words 

provided by the participant, transcribe the words, and then uses the data to gather 

common themes and subthemes (Neubauer et al., 2019). There is no personal 

interpretation provided by the researcher.  A descriptive phenomenological approach is 

used to explore a phenomenon for increased understanding when limited research is 

available (Neubauer et al., 2019).   

Descriptive phenomenology is used when the research seeks to gain an 

understanding of a phenomenon from personal experiences with the phenomenon.  

Interpretive phenomenology is used when the research seeks to understand the 

interpretation of what is known about phenomenon ((Neubauer et al., 2019).  Descriptive 

phenomenology allows for an in-depth understanding of the phenomenon being studied 

((Neubauer et al., 2019).  Husserl’s descriptive phenomenology deals with perceptions, 

thoughts, feelings, or beliefs of participants based on their personal meaning of the 

experience and are based on human knowledge and the connections to the known versus 

the assumed (Earle, 2010; Husserl, 1970, 2010).   

In Husserl’s descriptive phenomenology, preconceived opinions are put aside to 

avoid the introduction of biases into the research ((Neubauer et al., 2019).  Bracketing 

will keep personal biases, which result from personal experiences with the phenomenon 

and allow the revelation of common themes (Cypress, 2017).  The phenomenological 

design seeks to understand the experience, not to attempt to change the behavior.   
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Descriptive phenomenology was chosen for this study because it allowed for a detailed 

exploration of the lived experiences of being obese as a RN (Neubauer et al., 2019).   

The purpose of this descriptive phenomenological study was to explore the lived 

experience of being obese as a RN.  The obese nurses’ description of their lived 

experiences were based on Husserl’s descriptive phenomenology, which is more 

appropriate for this study because it sought to understand the experiences obese RNs had 

with the phenomenon and allowed the nurse the opportunity to provide a detailed 

exploration of the phenomenon (Neubauer et al., 2019).   

Research Questions 

The research questions in qualitative research help to narrow the purpose of the 

study and helps to clarify what answer the researcher is attempting to obtain.  The 

research question in qualitative research is open-ended, probing, and focuses on a specific 

phenomenon.  Use of open-ended questions allows the participants to share their views 

about a phenomenon under study (Weller et al., 2018).  In a descriptive 

phenomenological study, researchers use the open-ended questions to allow the 

participants with an experience with the phenomenon to provide a description of the 

phenomenon.  The purpose of the descriptive phenomenological research study was to 

understand the lived experience of being obese as a RN. 

The research question included the phenomenon being explored and was 

consistent with the phenomenological research methodology.  One research question 

guided the study: “What are the lived experiences of being obese as a registered nurse?” 

In order to gain further insight into participants’ perceptions of the phenomenon and a 
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clearer understanding of the participants’ experience, six interview questions were also 

used.  The interview guide can be found in Appendix E. 

The research question included the phenomenon being explored and was 

consistent with the phenomenological research methodology.  One research question 

guided the study: “What are the lived experiences of being obese as a registered nurse?” 

In order to gain further insight into participants’ perceptions of the phenomenon and a 

clearer understanding of the participants’ experience, six interview questions were also 

used.  The interview guide can be found in Appendix E. 

Population and Sample 

 A population is a set of people who share the same characteristics and consists of 

a larger group of individuals from which the sample is taken (Martinez, Gonzalez, 

Duquia, Bonamigo, & Bastos, 2016).  The study population included registered nurses 

who were obese with a BMI of 30kg/m2 or greater, and worked as bedside nurses in a 

variety of clinical settings in the Southeastern area of the U. S.  Obesity status, measured 

by body mass index (BMI) greater than 30kg/m2, was calculated using the RNs height 

and weight.  Height was measured using a portable stadiometer height rod, designed to 

provide accurate measurement in inches or centimeters (to the nearest 0.1 cm).  Weight 

was measured using a portable stadiometer scale, designed to provide accurate 

measurement in pounds or kilograms.  BMI was be determined using weight in pounds 

multiplied by 703 then divided by height in inches squared.  Those who did not meet the 

inclusion criteria were not considered for participation in the study.  The population of 

nurses were not chosen for race, ethnicity, or gender.  The age of the participants was 

between 25 to 65.   
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RNs who met the inclusion criteria were chosen for the study.  The participants 

for the study included RNs who lived in one of four cities located within the Southeastern 

region of the U. S.  The study participants consisted of females between the ages of 25 

and 65 years from all ethnic backgrounds.  The participants who had an obesity status, 

measured by body mass index (BMI) greater than 30kg/m2, who worked as a bedside 

nurse for a minimum of one-year, and who were RNs, were chosen for the study.  The 

exclusion criteria included Licensed Practical Nurses and Advanced Practice Nurses, and 

RNs who did not have a BMI equal to or greater than 30kg/m2, or who did not have a 

minimum of one-year experience as a bedside nurse were not used for the study.  

The sample included 15 participants who met the inclusion criteria.  Data 

saturation was achieved after interview number 12, however, three more interviews were 

conducted to validate no new information would result from adding more participants.  

No participants withdrew from the study.  

Informed Consent and Confidentiality 

  Approval from the University of Phoenix Review Board (ARB/IRB) for the Use 

of Human Subjects in Research was received before conducting the study.  According to 

the Belmont Report, it is the responsibility of the researcher to ensure participants are 

respected, do not experience any harm, and are treated fairly.  Each participant has full 

autonomy throughout their participation in the research study, and those who cannot 

speak for themselves will be protected (Reid et al., 2018).   

Participants were recruited by their direct contact with the researcher via the 

provided email address.  Recruitment letters were mailed to prospective participants and   

included the inclusion and exclusion criteria.  Prospective participants-initiated contact 
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with the researcher, which helped to avoid the potential for conflicts.  No coercion or 

undue influence between the researcher and research subjects occurred.  After the 

prospective participant contacted the researcher, the researcher determined if they met the 

inclusion criteria.  According to Nusbaum, Douglas, Damus, Orlow, and Luna (2017), it 

is necessary for any research involving human subjects to include informed consent.  The 

informed consent provided to the participants contain specific information about the 

research study, the requirements to participate, risks and benefits to the participants, 

methods to protect identity, confidentiality or how information is maintained, who to 

contact with questions, demographic and background information, and information 

regarding voluntary participation.  After informed consents were explained and reviewed, 

participants were provided with the informed consent forms to sign to give consent to 

participate in the study (Appendix A).  Informed consents were returned in self-addressed  

return envelopes.  Those who chose to participate were contacted, using the University of 

Phoenix email address, and a time was scheduled to meet at a library convenient to their 

location.  The meeting took place in a public library, in a quiet, safe, and private 

conference room reserved by the researcher.  Semi-structured interviews with each 

participant included open-ended questions, which allowed for the exploration of their 

lived experience of being obese as a registered nurse.  Each participant was assured of 

confidentiality.  According to Surmiak (2018), confidentiality is a process whereby a 

participant’s identity is kept secret.  In addition to the informed consent, adequate time 

between interviews was ensured and the interviews were conducted in a private 

conference room in the library.  Prior to starting the interview, the participants were 

required to sign the consent forms, and permission was obtained from the participant to 
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audio-record the interview and for the researcher to take notes.  Anonymity was not 

provided, as the interviews were conducted face-to-face. Confidentiality, however, was 

maintained using coded numbers in place of participant names (Surmiak, 2018).  It is 

important to keep the participant’s identity protected (Surmiak, 2018).  The code 

provided coincided with their scheduled interview session (i.e., L-0116-01).  The 

example represents the location of the meeting, L for library, the month and date, and the 

number of the participant.  All documents related to the participant’s interviews were 

coded (i.e., tapes, field notes), maintained in separate file cabinets, and locked in a fire-

proof safe at the researcher’s home.   

The interviews were transcribed and stored on the researcher’s password-

protected personal lap-top, in a separate file.  The computer files were coded and 

encrypted to ensure confidentiality and only accessed when needed.  All audio-tapes, 

transcripts, field notes, and coded information related to the study will be kept for three 

years.  After three years, the hard copies will be shredded and the electronic files 

permanently deleted. The participants were informed the data they provided may be 

published, but their identity would be kept confidential.  

Instrumentation 

 Instrumentation is the measurement device in qualitative research (Sutton & 

Austin, 2015).  According to Sutton and Austin (2015), the researcher is the instrument in 

qualitative research.  Therefore, the researcher is responsible for collecting and analyzing 

the data.  The interviews were semi-structured using open-ended questions, which 

allowed the participants the opportunity to provide their lived experiences with the 
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phenomena.  NVivo 12©, qualitative data analysis software, was used to assist in 

analyzing and identifying themes, patterns, and trends in the study. 

 Interview guided questions were used and asked in random order to allow for rich 

responses from the participants.  An audio-recorder was used to record the participant 

interviews and field notes taken to record participants’ non-verbal reactions.  The audio-

record used during the interviews had a built-in microphone to promote high-quality 

audio and suppressed unwanted noise. Using an audio-recorder supported the ability to 

preserve and transcribe interviews verbatim for data analysis.  This study was a 

phenomenological inquiry where the researcher sought rich, open-ended discussions with 

the participants so they could describe their individual experiences with being an obese 

RN.  Data for this study was collected through face-to-face interviews.  

Table 2   

Alignment of Interview Questions to Research Questions 

Research Question Interview Guide Questions 

What is the lived experience of being 
obese as a RN? 

What is your lived experience being obese 
as a RN?  
 

 What struggles have you had related to 
being an RN and obese? 

 How has your weight influenced your 
practice as a RN? 
 

 How has being obese affected your 
function as a health educator and role  
model? 
 

 How can your health care organization 
provide support to you being obese as         
a registered nurse?   
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Field Test  

A field test has been conducted with doctoral prepared experts in phenomenology.  

The field test occurred to ensure the interview questions aligned with the research 

purpose and research question (Appendix D).  Use of field tests also helped to recognize 

questions that may be misunderstood or that may create specific responses instead of 

allowing the participant to elaborate.  The field test allowed time to make appropriate 

changes to the questions prior to interviewing the study participants (Howie & Bagnall, 

2016).  Field tests are used in qualitative research studies to verify the usefulness of 

questions, if the study is feasible or practical, and to test an instrument (Howie & 

Bagnall, 2016).  The field test results are included in the results section of the study by 

the field-tested experts (Howie & Bagnall, 2016).  The sole purpose of a field test is to 

make changes or improvements to the interview process (Howie & Bagnall, 2016).  At 

the completion of the field test, the experts were asked their thoughts about the questions 

they were asked, and the reasons for the answers provided.   

The field test was presented to doctoral prepared research experts.  A total of 

thirty-five experts were contacted to complete the field tests, and responses received from 

six University of Phoenix PhD faculty.  The experts were very mixed in their thoughts 

and opinions of the interview questions.  The dissertation chair and committee agreed that 

the only question appropriate to the research question was the first question. The 

recommendation to change the remaining six questions was received from each.  One 

expert expressed that all seven questions were appropriate to the research question and 

did not suggest any changes.  The two remaining experts had concerns regarding the 

recruitment strategies because of the sensitivity of the phenomenon of study.  They both 
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provided their suggestions, with each suggesting the first question be moved.  One expert 

suggested pre-interview questions should be created to help the participant feel 

comfortable and to develop rapport.  The questions asking the participants to describe 

their experience with being obese as a RN should follow the pre-interview questions.  

Each of the experts agreed that the original question number one was appropriate to 

address the purpose, problem, and research question.  Therefore, the remaining questions 

were revised (Appendix E).   

According to McGrath, Palmgren, and Liljedahl (2018), interview guides assists 

the interviewer with presenting the questions to each participant in a methodical and 

organized way.  A well-developed interview guide is used using broad open-ended 

interview questions.  The participant responses are tape recorded or video-taped with the 

participant’s permission.  Recording the interview allow for observation of the 

participant’s tone to assess for congruency in their responses, which may be missed or 

overlooked during the interview.  The opportunity to accurately analyze data helps the 

information to be coded properly to assess any common themes or results found.   

Credibility and Transferability 

 Lincoln and Guba (1985) described four elements of trustworthiness in qualitative 

research: credibility, transferability, dependability, and confirmability.  Credibility assists 

audiences to identify the experiences of the participants as interpreted by the researcher, 

and is can be established by the researcher’s investigation of similar characteristics found 

between study participants. A research study is believed to be credible when the 

participants are honest about their personal experiences with the phenomenon (Korstjens 

& Moser, 2018). To ensure the participants will provide honest responses, it is crucial for 
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them to feel comfortable during the interview, and with the individual conducting the 

research.  The provided data must be accurately transcribed to ensure the exact feelings, 

beliefs, and perceptions of the participants are expressed in the study.  Accurate 

description of the participant’s lived experiences helps to improve credibility in a 

research study (Korstjens & Moser, 2018).  One way to establish credibility is member 

checking or returning to the participants to verify if the themes and interpretations of their 

experiences are accurate (Birt, Scott, Caers, Campbell, & Walter, 2016).  The participants 

in this study were provided the opportunity to review their transcripts for accuracy, with 

additional information or corrections made if needed.  Member checking was conducted 

via telephone where the participant’s transcript were read to them to verify accuracy.  

Transferability occurs when the results of a study can be transferred from one 

group to another.  Provision of a compressed description of the study population, which 

includes the demographics and location of the study, enhances transferability (Korstjens 

& Moser, 2018; Lincoln & Guba, 1985).  In this study, transferability was put into 

operation through the collection of demographic data on age, race, gender, years as a 

practicing RN, and type of work setting.  

Data Collection 

 Data collection in qualitative research occurs through interviews and observations 

(Barrett & Twycross, 2018).  Interviews help researchers understand the phenomenon 

through the meaning participants bring to the phenomenon.  Fifteen interviews between 

May 19, 2019 and October 3, 2019 were conducted.  The interviews were conducted, 

using semi-structured, open-ended, face-to-face interviews, and occurred in a private 

conference room at one of six libraries within one of four cities in the Southeastern 
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region of the U.S.  Interviews were approximately 45-70 minutes and were tape-recorded 

and transcribed verbatim.  A numeric code was assigned to the tape recordings and 

transcripts to protect the participant’s identity.  The participant’s names were stored 

separately from the coded data in two separate safes in the researcher’s home.  All 

collected data will be destroyed after three years.  

The data was transcribed by the researcher directly after each interview.  

Participants were reminded of the need to contact them to review the transcripts, to allow 

them the opportunity to reflect on their experiences and ensure no data was missed or 

further elaboration needed.  Six interview questions were used (see Appendix E).  The 

interview guide questions were field tested by six experts in the field of phenomenology 

(see Appendix D).  As a result of the field test, the seven interview questions were 

decreased to six interview guide questions.   

According to Saunders et al., (2018), data saturation occurs when no new 

information is received by the participants, there is enough data to repeat the study, and 

no new codes can be developed.  Data saturation is needed to ensure the sample size is 

adequate (Saunders et al., 2018).  Data saturation was reached after the twelfth interview; 

however, three additional interviews were completed to ensure no new information would 

be retrieved.   

Data Analysis 

In a qualitative research study data analysis is occurring at the same time as data 

collection.  The analysis of data collected using qualitative research is tedious because it 

is important to read the transcripts multiple times to assess any phrases or words used by 

each participant.  Coding the data is completed to recognize patterns in the data (Elliott, 
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2018).  According to Elliott (2018) a “good code” captures the qualitative richness of a 

phenomenon.  Codes are analyzed and categorized into themes to represent the 

phenomenon of interest (Nowell, Noriss, White, & Moules, 2017).  The development of 

themes occurred when the coded data was sorted and collated and captured something 

important in relation to the overall research question (Nowell et al.,2017).   

Data collection is completed using face-to-face interviews, observation, and field 

notes.  Each are important to increase the validity of the data collected and to ensure there 

is no researcher bias.  All data was evaluated to check for accuracy, along with member 

checking to ensure the experiences transcribed by the researcher were accurate (Birt, 

Scott, Cavers, Campbell, &Walter, 2016).  Interviews continued until data saturation was 

reached, with an additional three interviews conducted to ensure no new information was 

received.  The researcher transcribed all audiotaped data from the fifteen interviews.  

Interviews were transcribed verbatim at the completion of each interview to ensure 

accuracy of the data.  The data was analyzed using Colaizzi’s seven step process (1978).  

The following are the seven steps in Colaizzi’s phenomenological data analysis:  

1. Reading and re-reading all the transcriptions to acquire a feeling about      

     the concept.  

2. Extracting important phrases and significant statements that relate to the  

        phenomenon.  

3. Formulating meanings from each significant statement.  

4. Organizing the obtained meanings into categories, clusters of themes.,     

    and themes  

5. Integrating the findings into an exhaustive description of the 
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   phenomena under study  

6. Describing the fundamental structure of the phenomenon under study 

7. Validating the findings with the study participants to compare the  

    researcher's descriptive results with the participants’ experiences 

In this study, Colaizzi’s seven steps data analysis process was used to analyze 

semi-structured interviews. In the first step, reading and rereading each transcript assisted 

the researcher to find significant statements and phrases as the data was analyzed.  Each 

transcript was read completely.  The transcribed interviews were read to gauge if there 

was a general theme developing in the participant’s responses.  Each sentence of the 

transcribed interview was evaluated to identify common words or repetitive phrases used 

by each participant.  During this step, thoughts, feelings, and ideas of the researcher were 

bracketed to keep them separate from those of the participant. This helped to explore the 

phenomenon as experienced by the participants.   

In the second step, significant statements and phrases related to the lived 

experiences of being obese as a registered nurse were pulled from each transcript.   These 

significant statements were formed into meanings in the third step.  Each meaning was 

assigned a code.  During the fourth step, the meanings, or codes, were arranged into 

categories which helped themes to emerge.  During the fifth step, the emerging themes 

were described in detail, with formulated into an exhaustive description of the 

phenomenon.  During step six, the essence of the phenomenon was described.  

Participants were contacted to complete the member check during step seven to ensure 

the interpretation of the researcher was accurate and a true reflection of the participants’ 

experiences (Birt et al., 2016).  Data analysis and coding were augmented by computer 
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assisted qualitative data analysis software (CAQDAS) using NVivo 12©.  The software 

allowed for an in-depth exploration of data (Humble, 2015).  Participant statements and 

formulated meanings were coded into thematic nodes.   

                                                Summary 

Husserlian, a descriptive phenomenological approach, is suitable to focus on the 

participant’s given descriptions to generate an essence of the lived experience of a 

phenomenon (Christensen, Welch, & Barr, 2017).  Husserlian is an appropriate design for 

exploring the lived experiences of being obese as a registered nurse.  Descriptive 

phenomenology offers a way to use individual semi-structured, face-to-face interviews 

using open-ended questions to explore the lived experiences of being obese as a 

registered nurse.  The philosophical underpinnings of Husserl and Heidegger are 

appropriate for the method of study and van Manen provided guidance for the 

phenomenology research design.  

Several related studies supported the research design and method selected by the 

researcher to explore the lived experiences of being obese as a RN (Simfukwe, Van Wyk, 

& Swart, 2017).  Immersion in the phenomenon, using in-depth interviews helped the 

researcher and primary instrument to understand the lived experiences of being obese as a 

registered nurse.  Codes were extracted from the data and analyzed to discover new 

themes.  Using Husserl’s descriptive phenomenological approach allowed for a complete 

and comprehensive understanding of the lived experiences of being obese as a registered 

nurse.  Chapter 4 will present the research findings for the study. 
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Chapter 4  
 

Analysis and Results 

The purpose of this descriptive phenomenological study was to understand the 

lived experience of being an obese registered nurse.  The descriptive phenomenological 

approach was used to obtain the pure descriptions of the experience of the phenomenon 

as perceived by the participant.  Data were collected through interviews with 15 obese 

RNs to obtain information on the participants’ lived experience.  Chapter 4 begins with a 

discussion of the research question, the data collection process, which includes the 

population and study sample, participant coding, demographics of the study participants, 

data analysis, and the presentation of themes.  The chapter concludes with a discussion of 

the four themes that emerged during the data analysis.  The use of Colaizzi’s 

phenomenological method provided an understanding of the participants lived experience 

with being obese as a RN using rich, thick descriptions of the data.   

Research Questions 

Each participant was asked the broad research question, “What is the lived 

experience of being an obese registered nurse?”  The phenomenological research method 

allowed discussion between the researcher and participants.  Broad, open-ended questions 

were asked to help encourage the participants to share beliefs, experiences, and 

perceptions.  The participant’s shared experiences assisted the researcher to gain a rich 

understanding of the participants’ personal experiences with being obese as a RN.  

The open-ended questions were presented to the participants after the main research 

question was asked.  The purpose was to evoke a detailed description of the participant’s 

experience with the phenomenon.  The probe questions were: What is your lived 
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experience being obese as a RN?  What struggles have you had related to being an RN 

and obese?  How has your weight influenced your practice as a RN?  How has being 

obese affected your function as a health educator and role model? How can your health 

care organization provide support to you being obese as a registered nurse?  Could you 

describe your experience with being obese as a RN?  The last question allowed the 

participants to share other personal experiences or to clarify information previously 

shared: Is there any additional information you would like to share about your 

experience? 

Data Collection 

 Data collection is crucial to qualitative research.  Qualitative data collection 

methods can include surveys, interviews, participant, and field notes.  Qualitative data 

collection differs from quantitative research because it seeks to gain an understanding of 

a phenomenon from the perspective of the participant, whereas quantitative research 

attempts to quantify the phenomenon through numerical or statistical data.  Semi-

structured, face-to-face interviews were used to collect data for this research study.  

Interviews allow participants to provide their beliefs, views, and experiences with the 

phenomenon. 

Participants for the study were recruited from the Department of Health 

Profession’s paid subscription online service.  A recruitment letter was sent to the RNs 

via the US postal service, using random selection (Appendix C).  The recruitment email 

included the purpose of the study, risk, and benefits of the study, as well as the 

researcher’s contact information.  The participants were asked to contact the 
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researcher indicating their interest in being a participant in the study. The procedure of 

informed consent was followed to protect the rights of the study participants regarding 

data collection.  

Demographics 

The population for this study consisted of RNs, obese with a BMI of 30kg/m2 or 

greater, and working as bedside nurses in a variety of clinical settings in the Southeastern 

area of the U.S.  Participants who met the inclusion criteria and agreed to take part in the 

study were interviewed. The study sample consisted of fifteen participants.  Purposive 

and snowball sampling was used for participant selection. Participant one suggested the 

study to four others who were obese RNs, and met the inclusion criteria, so participants 

two, three, six, and eleven were recruited using snowball sampling. 

The topic of being obese as RNs is a sensitive topic and expressing personal 

experiences of being obese was very emotional and embarrassing to some of the 

participants.  With knowledge of the sensitivity of the topic, extra care was taken to 

protect the identity of the participants.  Each participant was assigned a numeric code to 

protect the confidentiality of the participants.  Data were coded alphanumerically with the 

first participant coded as L and assigned a corresponding number in the order of their 

interview.  The 15 participants were coded as follows: L-051919-01, L-052519-02,  

L-052919-03, L-061519-04, L-062419-05, L-070619-06, L-071419-07, L-071619-08,  

L-072319-09, L-080319-10, L-080419-11, L-081519-12, L-090719-13, L-092019-14, 

and L-100319-15.  Prior to the beginning of the interview, each participant was provided 

with a demographic data collection form to complete (Appendix G). 
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Demographic data such as age, race, number of years practicing as a RN, highest 

level of nursing education, and type of unit he or she is employed (Appendix H).  The 

demographic data was collected from each participant before the interview commenced.  

The participants were between the ages of 25 and 62 years of age, with one male (N 1) 

and fourteen females (N 14).  Three participants (N 3) were in the 25-30 age group, four 

(N 4) in the 31-35 age group, three (N 3) in the 36-40 age group, and two (N 2) in the 

41-45 age group, one (N 1) in the 46-50 age group, one (N 1) in the 51-55 age group, 

and one (N 1) in the 61-65 age group (see Figure 1).  Six (N 6) participants were 

African American, three (N 3) were Hispanic; one (N 1) was Asian, and five (N 5) 

were Caucasian.  Two (N 2) of the participant’s highest nursing education was a 

master’s in nursing, eleven (N 11) highest education was a bachelor’s in nursing, and 

two (N 2) participant’s highest education was associate degree in nursing (see Figure 2).  

Six (N 6) of the participants have practiced for 1-5 years, four (N 4) have practiced for 

6-10 years, three (N 3) have practiced for 11-15 years, one (N 1) has practiced for 16-20 

years, and one (N 1) has practiced for 21-25 years.  Ten (N 10) of the participants 

worked on a medical-surgical unit, two (N 2) worked in the emergency department, one 

(N 1) worked on a labor and delivery unit, two (N 2) worked on an intensive care unit.  

Fourteen (N 14) of the participants worked in a private hospital and one (N 1) of the 

participants worked in a government hospital.  Thirteen (N 13) of the participants had a 

BMI between 30-34.9 and two (N 2) participants had a BMI between 35-39.9 (Appendix 

I). 
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Data Analysis  

The interviews and field notes were analyzed to determine the themes from the 

participants’ responses. Colaizzi’s (1978) seven step method was used to analyze the 

qualitative data.  Colaizzi's method included the following steps: 

1.  Reading the transcripts to obtain a general sense about the whole content.  

2. Extracting significant phrases or sentences that pertain to the phenomenon  

      under study 

3. Formulating meanings from the significant statements  

4. Categorizing the meanings into clusters of themes  

5. Exhaustively describing the phenomena under study  

6. Describing the fundamental structure of the phenomena  

7. Validating the findings by returning to the participants 

Each interview was audiotaped and at the completion of the interviews, the 

interviews were transcribed verbatim on the same day the interview was completed.  The 

field notes were reviewed multiple times and compared to the transcribed interviews to 

ensure accuracy of the data analysis.  The transcribed interviews were read and re-read to 

allow for familiarity with the content.  Listening to the interviews and reading and re-

reading the transcripts and field notes helped to gain a clearer understanding of the 

participants’ experiences with being obese as a RN.  An NVivo 12© generated word 

cloud (Appendix F) showed the lived experience of being obese as a RN consists of many 

different elements.  Many of the participants described both recent and past experiences 

with being obese as a RN.  An insight gained during the first step of analysis was 

participants experienced more negative experiences with being obese as a RN.  During 
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the initial readings, it was revealed many of the negative experiences had a profound 

effect on the participants.  The initial discoveries helped in the development of the 

themes. 

During the second step in Colaizzi’s method, bracketing was used before 

collecting data, and throughout the entire research process to set aside personal 

experiences and biases with the phenomenon of being obese as a RN.  Previous 

experiences, beliefs, thoughts, feelings, and biases with the phenomenon were recorded 

in a personal journal.  This allowed for the exploration of the phenomenon based on the 

experiences of the participants.  Transcripts were reviewed to extract significant 

statements and phrases relevant to the to the lived experience of being obese as a RN.  

Significant statements and phrases relevant to being obese as a RN were extracted and 

color coded.  All data in this study were analyzed manually.  After extracting the 

significant statements from the transcripts, the statements were recorded in a separate 

document.   

The third step of Colaizzi’s method involved formulating meanings from the 

statements of the participants into a unit of analysis or meaning units.  NVivo 12© was 

used to code participant statements and meaning units to thematic nodes (Table 3).  It was 

discovered during these steps, the lived experience of being obese as a RN could be 

optimized, the reactions to being obese as a RN could be defined, and the results of being 

obese as a RN established. 
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Table 3 
 
Examples of Statements and Meaning Units Coded to Thematic Nodes 
 
Participant Statement       Meaning Unit        Thematic Node 

He said, “I always get assigned            I felt discriminated against                        BU1 
to the heaviest or obese patients.”        because I am obese 

 
I’m tired of people thinking I  I have had no negative influence          BR2 
can’t do my job because I’m   on my practice being obese 
obese.”     as a registered nurse 

 
“Being obese does not mean I             I don’t think patients care what           BL3 
  I would not serve as a role                size their nurse is as long as they         
  model.”                know how to care for them 

 
“My health care organization has        I don’t have any organizational                 ORG4 
the responsibility of helping us           support to help us with our weight 
stay healthy.” 
________________________________________________________________________ 
 

In the fourth step of data analysis, the meanings or codes were sorted into 

categories, cluster of themes, and themes.  Like phrases were grouped together and color-

coded, to form a distinct construct of theme common to all participants.   A total of four 

themes emerged from the clustered data for the phenomenon of the lived experiences of 

being obese as a RN (Table 4).  These themes covered where the participants perceived 

themselves to be, who they are, what they believe, and what they require to complete 

their role as a RN.  Use of the related theme clusters helped to demonstrate the 

comprehensive understanding of the phenomenon gained by using Colaizzi’s method.  

The themes were validated against the original transcripts, and re-reading the transcripts 

again to ensure the themes’ authenticity.  This process is necessary and took time to 

ensure the findings were accurate.   Participants validated the findings as being accurate 

reflections of their experiences.  
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Table 4  
 
Examples of Meaning Units Arranged Under Categories 
 
      Category                                     Meaning Units 

Being undeterred in spite of occasional     Discrimination 
prejudice and mistreatment                                       Disrespect                                                       
         Stereotyping 
         Harassment 
         Verbal Abuse 
                                                                                                 Devalued 

 
Being resolute to remain professional    Avoid health education 
in work ethic                                                                            Effect on care provided 

            Work ethic 
            Personal health 

 
Being loved and respected by              Role Model                                                  
 patients in spite of being obese              Physical appearance 
                                                                                                 Skill set 
                                                                                                 Self esteem 
         Empathy 

 
Being dissatisfied by amount                                                  Lack of Support 
of organizational support                                                        Unhealthy food choices 
                                                                                                Education 
                                                                                                Lack of Assistance 

    
 In the fifth step of data analysis, all emergent themes were defined into an 

exhaustive description of the phenomenon of the lived experience of being obese as a 

RN.  During this step, the whole structure of the phenomenon has been extracted.  In the 

sixth step, reduction of findings was done to remove any redundant descriptions and 

emphasize the fundamental structure.  Step seven, or the final step of Colaizzi’s method 

of data analysis, aimed to validate the study findings using member checking.  The 

research findings were validated by returning the results of the study to the participants.  

Each participant was emailed the emergent themes to ensure it accurately reflected their 
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Results 

The purpose of this descriptive phenomenological study was to explore the lived 

experience of being obese as a RN.  Responses of the 15 participants were analyzed and 

four major themes emerged from the data gathered from the interviews.  One research 

question was used to guide the study with additional interview questions used to further 

explore the perceptions of the participants and to gain a clearer understanding of their 

experience with the phenomenon.  The themes emerged through a process that included 

reading and rereading the transcripts, listening to the audio-recorded interviews, and 

identifying similar phrases.  The participants’ verbatim responses resulted in four themes.  

1) Being undeterred in spite of occasional prejudice and mistreatment, 2) Being resolute 

to remain professional in work ethic, 3) Being loved and respected by patients in spite of 

being obese, and 4) Being dissatisfied with amount of organizational support.   

Themes 
 

There were four main themes that emerged from the data, which brought a unique 

perspective to being obese as a RN.  Meanings were given to describe each theme.  A 

brief description of the comprehensive meaning of each theme is included.  The themes 

were derived from the verbatim responses from the participants’ shared experiences. 

Being Undeterred in Spite of Occasional Prejudice and Mistreatment 

The emergence of theme one helped to understand the experiences of being obese 

as a RN.  The first theme that emerged was endorsed by all fifteen participants.  In this 

theme, participants discussed their feelings about their lived experiences with being obese 

as a RN, and the positive and negative treatment received by their co-workers and 

patients because of their being obese as a RN.    
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Being Resolute to Remain Professional in Work Ethic 

Participants have been ridiculed for their work and believed to be unable to 

effectively provide care for their patients because they are obese.  Eight of the fifteen 

participants voiced their weight has no bearing on their ability to provide appropriate care 

to their patients.  Being obese did not have any bearing on work ethic, providing health 

education to patients, exuding confidence in their skills sets, and doing the work expected 

of a RN.  The participants did not believe being obese had any bearing on their ability to 

be effective RNs.  

Being Loved and Respected by Patients in Spite of Being Obese 

Participants described the expectation for RNs to role model health to their 

patients.  Role modeling health, according to the participants, is not solely based on 

appearance or weight.  There were 10 of the 15 participants who discussed what it means 

to role model for patients, and the ways they demonstrate role modeling to patients.  The 

overall thought from the 10 participants was patients are more concerned with the care 

you provide to them, your skill set, and the confidence you have in providing the skills.  

The focus is usually how you can improve their health and help to get back to their pre-

injury or pre-illness state.  Weight seems to be more of a problem for other nurses, and 

not usually the focus of the patients they have cared for.  The participants believed their 

weight is not a problem for them or their patients, and therefore should not be a problem 

for anyone else.   

Being Dissatisfied by Amount of Organizational Support 

Participants viewed health care organization are crucial to the role of improving 

health in patients but should also help to improve the health of their employees.  In this 
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Figure 4 
 
Theme One Concept Map  
 
 
 
   
 
 
                                                      
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

The emergence of this theme was aided by interview guide questions, which 

asked “What is your lived experience of being obese as a registered nurse?”  This 

question provided the participants the opportunity to discuss their own experiences with 

being obese as a RN.  Devalued feelings were lived experiences expressed by several RN 

participants (N 4).  These experiences came in the form of descriptions and 

interpretations of how their co-workers treat them at work, and the individual’s beliefs 

about the level of regard for them and their role as a RN.   

Participant number four (P4) described her experience as: I have had several 

experiences where my co-workers have made it a point to sit away from me at the nurse’s 

station.  They have made comments like, “I don’t even know how she is a nurse here 
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looking like that,” and “I don’t want her fat to rub off on me.”  I have even heard them 

say, “Being that big, I’m not sure how she gets anything done because her knees have to 

be screaming, get off me.”  I probably work harder than any of the ones always running 

their mouths about me.  It makes me feel bad because I don’t think my weight has 

anything to do with my ability to do my job and take care of my patients.  Most of them 

even have the nerve to expect me to help them with their patients, but they don’t 

appreciate me or give help when I ask them to lend a hand to me.  When asked how their 

actions made her feel, P4 stated, “It makes me feel worthless, like they could care less 

about how their comments make me feel.” 

Participant number 10 (P10) described her experiences as: I feel like people tend 

to be more critical of nurses who have any sort of weight to them.  The problem for me 

is, they don’t care how they make you feel when they call you names.  They supposedly 

talk about you under their breath, but you can always hear them.  People around them, 

who are supposed to be my friends, just look at them but never anything to discourage the 

behavior.  It makes you feel pretty small because you see people laughing at the 

ignorance but may say something only after they see my facial expression.  I try to hide 

how it makes me feel, but sometimes it’s hard.  You work hard to work as a team player, 

but it makes it hard when this is the crap you must constantly deal with. They want your 

help, but they don’t deserve it. 

 Participant number five (P5) elaborated on this experience and described how 

people don’t respect your role, even though you have been a nurse longer than they have. 

The unit I work on has a lot of new nurses fresh out of nursing school.  I have been a 

nurse for a lot of years, but these wet behind the ears nurses think they know more than 
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me.  They say they don’t want my help because I don’t look like I know anything.  I have 

even heard one of them say, “if she knew anything, she would know her she looks gross 

and would just kill herself, so we don’t have to look at her big tail anymore.”  Right then 

I wanted to walk over and punch her in the face.  Then I realized, I shouldn’t let people 

get next to me about things they don’t have a clue about.  The best part of my day 

happened when she had a code on her patient, I mean not a good thing for the patient, but 

for the new nurse.  She didn’t know what to do, so she asked for my help.  When 

someone acts like they know more than you, but then needs your help, it makes it kind of 

hard to want to help them.   

 Participant number twelve (P12) added this when she stated: “I do not help those 

who choose not to help me.”  We are supposed to be a team, but you cannot treat me any 

kind of way, talk about me, mistreat me, and make me feel like I am nothing, then expect 

me to have a desire to provide you assistance.  I am a registered nurse, but I am also 

human, so it makes it difficult to just forget how my co-workers belittle my abilities as a 

registered nurse because I am obese.  I always wonder what does my weight have to do 

with my abilities as a registered nurse.  

Discrimination based on being obese as a RN was a lived experience described by 

the several participants in the study (N 5).  Participant number eleven (P11) provided an 

example of discrimination experienced by the charge nurse: 

Every time I work, I am assigned to the heaviest patients, and by heaviest, I am talking 

about the obese patients.  One day I asked the charge nurse, which is the one who makes 

the patient assignments, why I always get assigned to the heaviest patients.  Her response, 

“well you are a man who is also obese, so I thought you would be able to relate to their 
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experiences and would also be able to lift them easier than the female nurses on the unit.”  

I said, “what the hell, really…you apparently don’t realize this is discrimination and 

pretty ignorant.”  I couldn’t believe she actually verbalized this stupid line of reasoning to 

me.  I don’t have a problem with any assignment they give me, but don’t give me a 

specific type of assignment because the patient and I are obese.            

  P11 also had other experiences with being discriminated against.  He described 

people tend to be more critical of him because of his weight and his choice of profession: 

I have been asked if I am gay because nursing is for women.  That is an outdated premise 

because nurses can be male or female, so I just ignore these people.  When they ask my 

sexual orientation, I usually just walk away.  After they are done discussing my sexual 

orientation, they start asking me why I chose to be a nurse since I am so big.  I usually 

ask what weight has to do with my chosen profession.  I am a registered nurse 

because I love providing patient care and making a difference in the lives of my patients.  

My weight status has nothing to do with my ability to do my job.  If the organization 

believed it would, I would not have my job.  Further, my weight does not define who I 

am as a nurse or a human being. 

 Participant number seven (P7) described a similar incident of discrimination:  

People are just mean and have mean and inappropriate things to say about people who are 

heavy set.  I have a problem with my weight, which did not actually start until after I 

became a registered nurse.  I have had a lot of co-workers to make sounds directed at 

me….things like beep, beep, beep as I am backing out of spaces, especially my patient’s 

rooms; wide load coming; or like a type of grating sound. I have heard one of them 

actually have the nerve to explain to another the grating sound is to imply my thighs are 
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rubbing together. They don’t care who hears, even if it’s my assigned patients.  I said 

something to my manager and her response was, Oh, R…., they are just young and just 

having some fun.  I don’t think they really mean anything by it.”  My response, “Well it’s 

hurtful and discriminatory…Remember when M…..J….., said something about 

J…..T…., they were talking about how bad her wig looked, and how they wished she put 

in on straight.”  J….T….. heard the comments and complained.  M….J…..was written up 

because you said it was inappropriate for them to talk about an individual who wore the 

wig for a medical reason.  They probably didn’t even know why she wore the wig, but 

they were still written up.  Now I am complaining about the inappropriate comments I 

continue to hear, and all you have to say is it’s them having fun.  Well, there fun is at my 

expense.  As far as I know, those girls never received any kind of disciplinary action.   I 

am a master’s prepared nurse, and I have more knowledge in my pinky than many of the 

nurses have in their whole body.  We are supposed to support each other, but some 

people only want to tear you down because you don’t look like them.  I want them to stop 

judging my abilities as a nurse by my waist size.  I believe I am an excellent nurse, 

regardless of my weight.  

 Participant number two (P2) described an experience of being discriminated for 

 being obese as a RN: I have been obese for my entire life, even since I was a child.  I 

have dealt with looks and stares for many years, so I thought I had become to the  

negative things I have heard people say to me.  I have been in nursing for a lot of years, 

but I recently went for an interview on a different unit at my same hospital.  The 

interview was with the unit manager and the clinical manager.  I walked into her office 

and had barely sat down in the chair before the manager said, “Oh wow, you’re kind of 
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big…what plans do you have for losing that weight?”   “If you do not have plans to lose 

weight, I don’t think you would be a good fit for our unit.”   I was thinking, what in  

the world just happened.  She did not look at my resume to review my credentials or 

experience.  She did not review my evaluations and the information my current manager 

wrote about my work ethic.  The only thing said to me was about my weight.  I really 

cannot even remember hearing her say hello to me, only an immediate comment about 

my weight and if I planned to lose it soon.  Of course, I complained to our human 

resource department because she was completely wrong and inappropriate.  I don’t know 

what happened because I never received any follow-up.  I am amazed at her boldness, but 

even more amazed people look at me being obese as a problem.  I admit I am a big girl 

but does not affect my role as a registered nurse.    

 Participant number fifteen (P15) described being discriminated against for being 

obese as a RN: I have been considered obese most of my life.  I admit I love to eat, which 

started when I was younger because my parents enjoyed feeding me.  Now that I am 

older, it is harder to get the weight off.  I started off in health care as unlicensed assistive 

personnel, then made my way up to the role of registered nurse.  It has not been an easy 

journey, but I did it.  Throughout this journey, I have found people to be extremely 

opinionated.  I have had co-workers, never my patients, ask me if I worry about my 

health since I am so fat.  They don’t even use the proper terminology, just seem to like 

the word fat.  One asked me if I was worried about having a heart attack.  The worst 

experience I had was not because of the co-workers asking me about my health, it came 

when I saw a role for a unit manager position.  I met the required criteria to apply and 

even be considered, especially I had been on my unit longer than anyone else currently 
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working on the unit.  I was sure I was in a great position to get hired, which is what I 

have been working all these years for.  Well, I did not get the job and the reason the 

Director gave was because my appearance would not set a good example for the people 

who would work under me.  What does this mean, “I would not set a good example…”  

He did not come out and say it was because of my weight, but that is the only thing I 

could take from their statement, “my appearance.”   I was dressed like everyone else on 

the unit, since all registered nurses wear the same color scrubs.  I am very meticulous 

about my hair, nails, scrubs, shoes, and scrub jacket.  I did not follow up on what it meant 

but instead assumed.  I don’t think I could have stood to hear it was because I was obese.   

A follow up question was asked to see if being obese as a RN meant you have to work 

harder to prove to your peers and management, you are capable of doing a good job as a 

nurse: P15 responded: “Of course you do.”  “The thought is you have a job because the 

hiring manager could not discriminate against you because of your weight, but somehow 

they still manage to discriminate against you when it comes to receiving new roles within 

the organization.” 

 Participant number (P3) described being discriminated against because of being 

obese as a RN: I am new to the current unit I am working on, but I am not new to my role 

as a registered nurse.  I got to the unit and immediately the charge nurse said to me, “why 

did you come to our unit….you won’t get any breaks because you are overweight.”  I 

explained I am aware nursing is back breaking work, and I am not looking for any breaks 

because of my weight.  I also  told the charge nurse, I am able to fulfill all the 

requirements of my role as a registered nurse.  I wasn’t clear why it was necessary to 

even say that to me, but I am sure it’s because people have a tendency to immediately 
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judge me because I am heavy. I finally had an opportunity to ask the charge nurse why 

she said that to me on my very first day.  Her response, “….because I know that people 

who are overweight are lazy and are always looking for a way to get out of doing work.” 

I explained, I am not sure what overweight people she has dealt with in the past, but it is 

discrimination to make the same assumption all individuals who are overweight are lazy.  

I mentioned the incident in passing to the unit manager, and just asked for her to provide 

education to the nurses on the unit about how to appropriately deal with and speak to 

people who are have weight problems.      

 Disrespect based on being obese as a RN was a lived experience described by 

several participants (N 5):  Participant number twelve (P12) described her experience 

concerning being disrespected by her co-workers:   

 I think people get it in their heads that one has to be perfect or at least look  

perfect to be a nurse.  You know, look like a model.  Small in stature or physically fit.  If 

you are obese, people tend to assume you don’t care about yourself or you have health 

issues.  I do understand there are associated risks to being obese, but there are people of 

“normal” weight with health issues.  Well, I was taking my patient’s vital signs, you 

know, blood pressure and stuff.  One of my co-workers was apparently walking by the 

room and decided to stop in the doorway.  She said, “you should probably take your 

blood pressure too because I am sure it’s through the roof…you know, since you’re so 

big and all.”  I was so embarrassed by her comment I forgot my patient was there and 

heard what she said too.  I think my patient was more embarrassed for me because she 

told me not to let it bother me and you’re beautiful just the way you are.   
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I have never had anyone be so disrespectful, but to disrespect me in front of my patient 

was not appropriate at all.  Maybe she didn’t realize people who look like her can have 

health issues too.  Skinny people have hypertension too, it is not a weight specific health 

issue.  My weight status should not be related to a mold people believe I should fit into.  I 

also should not have to worry about my co-workers trying to embarrass me in front of my 

patients.  It’s always unclear to me why so many people make my weight issues their 

problem.  If I am good with my weight, they should leave me alone.  

Participant number ten (P10) described her experience concerning being disrespected by 

her co-workers: I have been a nurse for a short time but have many days where I want to  

leave the profession.  It’s not because of the work but instead because of those I work 

with.  I would expect more compassion from my fellow nurses, but they are the worst.  

They talk about you and call you names.  They say things about you and think you don’t 

hear it.  Sometimes they say things out loud that are very mean and disgusting, then they 

laugh and say, “girl you know I’m just playing with you.  They never care who is around 

to hear how they were speaking to me, and definitely did not care how it made me feel 

about what they are saying.  I have a condition that causes me to be this size, but I’m not 

going to explain this to people.  You would believe you would receive more ridicule 

about your weight from your patients, but my issue is the constant disrespect I receive 

from my fellow RNs.  

Participant number 14 (P14) described a specific incident with their experience of 

being disrespected by her co-workers:   

I have worked hard to get to this point of being a registered nurse, but it is  
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miserable coming to work to experience the same negative comments.  I would rather 

these behaviors come from my patients instead of the people I count on to have my back.  

One day I was in my patient’s room teaching them about how to be healthier by eating a 

healthy diet and exercising.  I had a new nurse in the room with me, who I was precepting 

for the day.  The nurse began to laugh very loudly but tried to cover her mouth to regain 

her self-control.  Once we left out of the patient’s room, I asked her what was so funny.  

Her response, “Listening to you tell the patient how to be healthy including the 

information about diet and exercise.”  I asked her why the education was so funny, and 

she proceeded to tell me it was because she did not understand why I don’t follow the 

education I provide to patients.  After feeling completely disrespected by someone who 

has been a nurse for maybe one month is questioning me.  I had to explain my weight 

does not affect my ability to properly care for me patients. 

When asked by the researcher how it felt being disrespected against because of 

being obese as a RN, P14 replied: 

I think being obese and a registered nurse makes people believe it’s ok to disrespect.  

Like we should just take it and have no emotions about what is being said about us.  I am 

a human first before being a nurse, and the mean comments are very hurtful.  You can try 

to ignore the comments, but when you hear the same stupid comments every shift, it gets 

to be a little more difficult to ignore.  Many of the nurses who constantly have something 

negative to say, they are the new to the profession and have no clue.  They don’t know 

me or the life I live.  I want people to be kinder to 

those who are struggling with weight, whether it is the patient or the nurse.  The way they 

act towards me, and I’m their peer, makes me wonder how they treat the obese patients.   
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Being a registered nurse is a struggle but being a registered nurse who is obese can be a 

bigger struggle.  Mostly because of the ignorance of others.  I would want people  

to have an opinion about the work not the weight.   

Participant number nine (P9) described her experience concerning being 

disrespected by her co-workers: 

I have dealt with some nurses who were ignorant about my weight, and 

maybe throughout the years, I could probably count on one hand how many of my 

patients said something negative.  Many of the comments I received to speak to me or get 

my attention was, fat girl, big girl, or wide load.  I really never took it personal, just 

chalked it off as ignorance or humor that was only funny to those using the phrases.  I 

believe the worst disrespect for me was when someone paged me across the overhead 

speaker on our unit and used my full name.  The statement across the loud speaker was, “ 

T….C….unit XYZ’s resident fat girl.” The thing that frustrated me the most is no one 

said or did anything about it.  Not my co-workers, not my charge nurse, and not my 

manager.  I know this because my charge nurse said generically, “Obese nurses should go 

hide in shame because they are a bad example for the profession.”  This not the motto of 

the profession, it is the opinion of individuals who have a problem with registered nurses 

who are obese. 

Participant number five (P5) described her experience concerning being disrespected by 

her co-workers:   

My biggest problem with being a registered nurse is the negative opinions  

of my co-workers.  I feel like people seem to have a lot to say about my weight since I 

have been a nurse. When I worked in retail, I was a big girl, but I did not start getting 
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negativity from others until I became a registered nurse.  I have often asked others what 

their problem is with me and my weight, and why does my weight cause them so much 

issue.  It would seem like I would have more issues with my patients, but I have had very  

positive interactions with all my patients since becoming a registered nurse.  I have 

thought to leave the profession many times since being in this role because of the 

negativity and the constant disrespect I experience on a very regular basis.  The thing that 

was my last straw was when I happened to mention that my feet were hurting.  I heard 

someone, still not sure who said it, but the comment, “I would hurt too if I had to carry all  

that fat.”  What they don’t seem to want to acknowledge is, nurses stand for twelve hours 

or more, so it would not be uncommon for anyone’s feet to hurt.  Feet, knees, and back, 

which has more to do with standing and walking back and forth all shift than being obese.  

I have asked my manager, “how do you handle comments like this and not end up getting  

yourself in trouble.”  The only response I was given was to report them.  That was not 

really a helpful suggestion as many of the individuals don’t have anything happen to 

them.  I would have to believe this because they continue to have the same behaviors and 

disrespect, every time I am stuck working with them.  

Harassment was a lived experience expressed by one RN participants (N 1) in this study.  

Participant one (P1) described their experience with being harassed at work because they 

were obese: 

 Obesity has ruined my life and I wish I could lose the weight so people  

would leave me alone.  I have felt afraid for my life some days because some of the 

nurses I work with are very aggressive towards me.  They tell me repeatedly that I make 

them look bad because I look fat and sloppy. They have even told me I give the 
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profession a bad name and make it difficult for people to take nurses seriously because 

there are people who look gross like me.  I left the profession for almost a year because 

the people I worked with had so many bad things to say about me and my weight.  I 

thought if I took a break from the profession things would be better for me when I 

returned.  My supervisors never had anything negative to say about my work and my 

yearly evaluations were always good.  No issues with my work or work ethic, but the 

group of nurses I worked all but threatened me to leave my role as a registered nurse.  I 

allowed my frustration and hurt feelings cause me to leave a profession I worked hard to 

be part of because of the harassment I constantly experienced.  I have now returned to my 

role as a registered nurse, but still struggling with my weight.  I returned to a different  

hospital than the one I left, but I still have constant worry the experience will be the same 

because I am still obese.   

Verbal abuse was a lived experience expressed by participant number six (P6).  

This participant described an example of verbal abuse by a charge nurse on her currently 

worked unit: 

My charge nurse was always hard to get along with because they were never professional 

in their interactions with people.  It did not matter if they were nurses, physicians, 

patients, or family members.  Nothing you did seem to please her, so you always tried to 

tip-toe around her.  If she was coming in your direction, you did your best to find a 

different direction to go to.  During my shift the day prior, I hurt my back while  

moving a patient. I made the mistake of discussing my back issue with another co-worker 

who happened to mention it to the charge nurse.  The charge nurse just randomly came 

up to me and started saying the following things to me, “If I was as big as you, I’m sure I 
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would hurt too.”  “Girl, you need to lose some weight, or your knees are going to give out 

on you next.”  I explained my back was hurting because I turned wrong when I moved a 

patient the night before.  I also asked why she felt it was ok to speak to me like this, 

especially in front of my co-workers.  Her response, “You’re fat, so you should be used 

to people saying mean things to you….If you don’t like it, you should lose some weight.”   

Stereotyping was a lived experience expressed by two of the participants (N 2).  

Participant number eight (P8).  This participant described an example of being 

stereotyping because of her being obese: 

I always bring my own lunch to work and usually find a spot outside of my unit to eat.  

Running late for work, I walked out of the house and left my lunch bag.  When I had a 

moment to take lunch, I ran down to the cafeteria and grabbed a salad.  Just as I was 

paying for my food, a co-worker came up behind and me and said, “that’s all you’re 

eating, I was expecting you to have more than that.”  Although I believed I knew the  

answer to my own question, I decided to make the mistake and ask anyway.  What I got 

as a response, “You know, people your size usually pig out on a bunch of food.”  People 

my size, I am sure that was a dig about my weight.  Another assumption made by 

someone without a real clue.  Just because one is obese does not mean it was a result of 

eating a lot of food.   

When asked by the researcher if it bothered her when people made assumptions about her 

because of her weight P8 replied: 

It always bothers me because it would be easier to ask then to assume.  I used to explain 

things to people or have something snide to say to them.  Now I have realized there is 

really no point.  People see a large sized person and they lump us all into some crazy 
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category.  I am still not sure what the category is, but it really gets old when you know 

you have been lumped into the category.  You know, “fat people smell bad, we are fat 

because we eat too much, we look bad, we are nigh unto death because of our weight.”  I 

am sure I could go on and on, but all of it is because they don’t have a clue about who we 

are.   

When asked if it the assumptions caused her to be emotional P8 replied: 

The assumptions people make about me are hurtful and sometimes makes me angry.  I 

think I get the angriest when it comes from my fellow health care professionals.  We have 

patients who have weight issues, whether they are overweight or obese, they don’t need 

the person caring for them to mistreat them because of their weight.  I feel like if they are 

treating me like this in the open, what might they be doing with their patients behind 

closed doors.   We should think before we speak, especially since we may not always 

know the story behind the weight.  I have heard so many things about me and my weight, 

to the point that it does not bother me too much.  There are times when it bothers me the 

most, but I think it’s when I’m just having an emotional day.  I just don’t understand it, 

so that’s what makes me upset and frustrated.  

Participant number 13 (P3) provided their description of being stereotyped 

because of being obese:  

I had just transported a patient to the intensive care unit because they took a turn for the 

worse and could not remain on my unit.  When I got to the ICU, I proceeded to finalize 

my report to the nurse who would be taking over care of the patient. The nurse who was 

assigned to the patient stopped me and said, she did not take reports from  
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transporters…where is the nurse I am receiving this patient from.”  I proceeded to explain 

I was the nurse, which is why I was giving her the report.  She stopped me again 

 and then stated, “Wow, I didn’t know they hired nurses like you on that unit…you look 

more like a transporter.”  I followed up on her statement, with what does a transporter 

versus a nurse look like.  The nurse from ICU said, “you look more like a transporter 

because people who have weight issues should not be nurses.”   

When asked, “Is there anything else you think I need to know to understand your 

lived experience with being obese as a RN?” P8 responded:  

Yes.  The only thing I want people to understand, especially my fellow nurses, is the only 

thing different between you and me are the numbers on the scale.  I may have more 

weight to me than you, but this does not mean I am any less than because of it.  Stop 

judging me my weight and start judging me by my ability to do my job as a registered 

nurse.  Don’t assume I am unhealthy because of my being obese because you could be 

skinny and have just as many health issues as those who are obese.   

P6 wanted the following understood about her lived experience with being obese 

as a RN: 

Just because I am obese does not mean I am not a good registered nurse.  Don’t look at 

me and formulate an opinion because of my weight.  Get to know me, find out who I am 

as an individual, then judge me based on what you have learned, not by my waist size.     

Theme two: Being Resolute to Remain Professional in Work Ethic 

A field test was conducted before the research study began to determine if the 

interview guide questions were adequate to answer the research question, “What is the 

lived experience of being obese as a RN?”  The result of the field test yielded the addition 
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of the question to determine if being obese influenced a RNs practice.  Interview guide 

question three (IG3): “How has your weight influenced your practice as a RN?”  This 

question was used to gain a clearer understanding of the lived experience of being obese 

as a RN and helped to develop theme two.  Eight of the fifteen participants (N 8) 

communicated their practice was not influenced because of them being obese as a RN.   

 P3 described constantly being ridiculed for being obese since entering in the 

nursing profession, despite oftentimes being recognized by her patients as providing 

excellent care and customer service.  

 People look at you like you don’t have a place here….I mean in health 

 care.  I have been told constantly there is no way I can care for my patients because I 

can’t keep up with the workflow pace.  When asked, why is this the belief, and most 

would say it’s because my weight will slow me down.  I’m always explain how my 

patients never complain, they don’t stay on call bells because I’m always in their rooms 

ensuring they have what they need.  Being a big girl does not mean I am clear to ignore 

the needs of my patients.  The work goes on no matter your weight, and most nights I am 

running circles around the nurse who have the most to say about me.  I acknowledge I am 

obese, but the patients still need help.  They need education to make sure they don’t end 

up back on my unit for the same health condition.  Obesity does not mean you stop being 

a registered nurse, or to stop providing the same care, I am hoping is being provided by 

nurses who are of a normal weight.  I work hard every shift because nursing is a 

profession where you always have something to do.  My work doesn’t change though 

some would believe I am doing less because of my size.  Being obese does not have 
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anything to do with your ability to care for your patients, or the expectation you will give 

every patient quality care.   

When P5 expressed her concerns about the question about the influence on her 

practice, she said many times you have to work harder to prove yourself: 

From the time I enter the unit, I start running around.  I peek in on my assigned patients.  

I make sure they know who I am, especially if I did not have them the previous shift.  I 

like having them feel they are in good hands and that I will be attentive to their needs.  I 

think the only influence my weight has on my practice is I tend to smile more.  I never 

want people to think I am sad about anything. My weight may not make me happy, but I 

love being a registered nurse and this makes me happy.  All my patients are important, 

and they need special attention, especially those who are overweight.  I know how I am 

ridiculed for my weight, so I can only imagine the possible treatment they may receive 

from other nurses.  I want to make sure they receive health education to give them better 

food choices, encouraging exercise, and we even discuss lifestyle changes.  My weight 

for some of my patients makes them feel more comfortable with having me as their nurse.  

They know they won’t be judged because of the way they look.  I can empathize with 

their struggles because I have my own.  I tend to get assigned to obese patients when they 

are on my unit, but I find that I don’t mind.  I rather they have me because I know they 

are going to receive all the love and attention they need for my entire shift.  

P6 had a lot to say about the influence of their obesity on their practice: 

My being obese has made me more empathetic to my patients and the 

stressors or stigma they face because of their weight.  I know all my patients are 

important and need special attention, but those who are overweight or obese may face 
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more ridicule. People are more opinionated when people have more weight.  I know 

because I have so many people giving me their opinions about what they think about my 

weight, or what kind of nurse they think I am because of my weight.  I believe I am the 

same type of nurse they are, except I remember my weight was not a criteria for me 

becoming a nurse.  It also has nothing to do with my ability to function as a health 

educator.  My weight does not change the requirements of my position, and that is to care 

for and educate my patients.  My being obese has absolutely nothing to do with this, nor 

does it make it impossible for me to carry out my responsibilities to my patients, nursing 

unit, or hospital as a whole.  The only thing my weight influences is the way others react 

to me or interact with me.  My patients just want to be cared for and rarely judge me.  If 

they are judging me it’s usually because I won’t give them the medicine they want 

because it’s too early when they request it, or they are upset because I wake them up in 

the early morning to give a treatment or take vital signs.  Again, this is a part of my job 

and I love doing it.  Continuing to do my job helps to keep my patients from getting 

worse, so this would be my influence….keep my patients safe and get them back home to 

their families.  

When asked if their patients have judged them because they were obese and if the 

judgment influenced their practice P6 replied:  

 I have been a nurse for seven years and I have been a big girl my whole life, like 

since I was a toddler.  I have never had any of my patients say anything about my weight.  

The only time I had a patient say something, it was not a judgment, he was being fresh 

with me talking about my “juicy” thighs.  I won’t say everything he said, but that was as 

bad as it gets.  My patients know I am going to provide them the best care I know how to 
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provide.  That’s the hard part of working with some people on my unit, you have the 

most wonderful and loving patients, and then you have the people who should be part of 

your support system to be the ones to tear you down.  Talk about you and your weight, 

like you don’t know you are a big girl.  I just focus on my patients and getting through 

my shift each day.  

When P8 was asked about how her practice had been influenced because of her being 

obese as a RN, she provided the following: 

 My obesity or weight issues have made me more conscientious about the 

education I provide to my patients. I encourage them to eat right and stay active.  If they 

are big like me, I make sure they know they are still beautiful inside and out, and to never 

let anyone tell them otherwise.  Of course, I provide health teaching like smoking 

cessation, eating healthy foods and exercising, but the I don’t want them to ever believe 

they are less than because of how they look. I have had too many try to make me believe 

this, but thankfully I have always had the “so what” attitude.  I usually move quickly 

through the unit, so I would believe my weight has not affected my ability to educate my 

patients.  

P9 described how her being obese RN has influenced her practice: 

I think I smile more because I am obese.  The more I smile, the more I can 

influence others to smile too.  Just because I am obese doesn’t mean I should walk 

around with a long face.  I love being a registered nurse, and I love my patients.  The 

influence is you let your patients know you are glad  to be there taking care of them, and 

you don’t let anything get in the way of this fact.  I always make sure I can fulfill all the 

requirements of my role as a registered.  Part of this requirement is to educate my 
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patients, with the goal of them not returning to the hospital and leaving my care better 

than when they first entered the hospital.   

P11 expressed he has not had any negative influence on his practice: 

I think the only thing about my obesity that has influenced my practice is I find I am 

more compassionate and more empathetic.  I understand what I deal with day in and day 

out from my peers.  I can only imagine what my patients experience.  I have heard other 

nurses say inappropriate things to our obese patients, both directly to them and about 

them to others.  They don’t deserve to be treated like this by anyone, so I am  

careful to make sure they feel special.  That’s the biggest influence to my practice, be 

sure to treat people as you want to be treated.  I take time to assess their comfort level, 

understand about ways to improve their health, and we even sometimes share recipes that 

may help us lose weight. 

P12 believed her peers believe she is unable to be a good registered nurse because 

she was too big.  “Something is going to happen to your patients, and you won’t be able 

to get to them because of your size.”  This is the experience P12 has experienced, and as 

a result, the influence her weight has had on her practice is the following: 

Being obese has only influenced my practice as a registered nurse to prove people wrong.  

Being obese does not negatively affect my ability to be a good and effective nurse for my 

patients.  It actually helps me to be better.  I know I have to always work harder because 

people expect me to fail.  My weight has made me focus on the education I provide to my 

patients.  I am extra thorough, even providing pamphlets and print outs to ensure the 

patient really understands what and why I am teaching.  I even say to some of my 

patients, “you don’t want to look like me do you, so you need to listen to me.  This makes 
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some patient’s eyes get big, like they cannot  believe I just said that.  Then we have a 

good laugh about it, move on with the education.  What I work to ensure is people 

understand obesity is a condition, not always chosen. It does not mean I am not a good 

nurse, or that I am incapable of doing my job as a registered nurse.  I am more than 

capable of caring for my patients, even as a large woman.  I work to prove that size has 

nothing to do with skill or speed, it’s all about heart and determination to keep your 

patients safe and healthy.  

 When P8 was asked about the influence of their being obese as a RN on their 

practice, they first described their experiences with being mistreated as an obese nurse: 

 I feel like people seem to have a lot to say about me and my weight, especially 

since I am a nurse. When I worked in retail, I was obese, but I never was treated like I 

have been since I have been in this role.  I have learned to ignore people because I don’t 

want them to believe their actions have any effect on me.  I am fat, so what.  I get my job 

done and my patients are well taken care of.   My weight has not caused any negative  

influences on my practice.  I provide care for my patients in the same manner, that I 

assume, nurses who are an “acceptable” weight provide care.  I manage my patient 

assignments with ease, to include assessments, medication management, documentation, 

and standing and moving for my 12-hour shift.  My feet and knees hurt at the end of my 

shift because I am running around so much.  My weight does not hinder my movement 

and does not keep me from completing all required tasks.   

Theme three: Being loved and respected by patients in spite of being obese. 

The field test conducted before the research study helped to develop interview 
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guide questions.  IG4: “How has being obese affected your function as a role model to your 

patients?  This was a concern expressed by seven of the fifteen participants and provided 

guidance in the development of theme three.  The participants expressed role modeling is 

important, but the focus of being a role model is more about patient education; confidence; 

professionalism; respect; abilities or skill set; and knowledge.  These are the traits patients 

seek.  Role modeling is not based solely on the size of the registered nurse (see Figure 5). 

Figure 5   
 
Theme Three Concept Map 
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century and not everyone can fit in a size 2.  Society has made it more difficult for people 

who are overweight or obese.  The image we should all look like a model. We come in all 

shapes and sizes, and there is no perfect weight anymore.  I role model when I show my 

confidence to patients.  Confidence in knowing how to safely provide care, and to ensure 

they are educated about their condition.  Hopefully this will be, so they don’t end up back 

in the hospital.  Ensuring they are better off when they leave then when they came in.  

That’s how you role model.  It’s not about what you look like. 

P2 expressed a similar sentiment as P1 when asked about their feelings on being 

obese as a registered nurse and their function as a role model: 

My weight has not affected my function as health educator or role model for my patients.  

My weight does not change the requirements of my position to educate my patients.  

Patients formulate an opinion of you based on your ability to articulate what is needed, 

and perhaps even your knowledge set.  I have not had any patients react negatively 

towards me being obese.   

When asked how she felt her being obese as a RN affected her function as a role 

model for her patients, P4 expressed the following: 

My weight status has not affected my ability to educate my patients or role model to 

them.  I am a big girl, but I eat like a bird.  I have concluded I am just going to be large 

my whole life, but I eat healthy.  You know, a lot of vegetables and fruit; I don’t eat fried 

food; and I mostly only eat baked chicken breast without the skin and baked fish.  Not too 

much red meat….it just does not agree with me.  That is what role modeling 

is….teaching people how to cook and eat proper foods and how to best care for 

themselves.  Being obese does not mean I would not serve as a role model.  I know others 
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may not believe this, but my patients listen to me, despite my being obese.  They listen 

because I have the knowledge and they are trying to get it.  They also listen because I am 

a registered nurse.   

 P7 offered their feelings on the question posed about being obese as a RN and her 

ability to function as role model to her patients.  She offered the following: 

 I am fat, and I own it. I am aware I should be at a lower weight, but this does not 

change my role as a health educator.  I still teach my patients, especially those who look 

like me about eating healthy.  I give them information about MyPlate, which provides 

health food choices for each meal.  I may have some patients who may give me the “you 

have a lot of nerve” look, but it doesn’t phase me because it’s my job to make sure I 

educate them.  Just because I am fat doesn’t mean I’m not healthy or eating healthy.  

Some people are just big, but are still healthy.  That’s why people should not be too hung 

up on role modeling only being for those who look healthy because they are not obese.  

This doesn’t mean they are living a healthy life or are healthy.  Being obese does not 

mean you are unhealthy, so people really need to change their mindset about what it  

means to function as a role model if you are a registered nurse.  

When asked how has being obese affected your function as a role model to your 

patients, P10 expressed: 

My weight may turn some people off and may even make them feel they  

cannot trust what I say, but I don’t think it affects my ability to role model.  Being a role 

model does not mean you are the picture of what people say you should be….you know, 

like thin or skinny.  It means you have qualities people want to possess.  My qualities are, 

I am happy in the body I possess, and I do not allow people to intimidate me into being 
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what they want versus who I am.  These are the qualities someone should want to role 

model.  It should have nothing to do with my weight.    

When asked how has being obese affected your function as a role model to your 

patients, P13 expressed: 

My weight is a part of me, but it does not define who I am as a registered nurse.  I am 

able to fulfill all the requirements of my role as a registered nurse. Part of this 

requirement is to role model health by providing health education.  I understand the 

thoughts of some who believe someone who looks like me could not possibly role model 

to patients.  Well, I am here to tell you it is possible.  It’s not about what you look like but 

how you carry yourself.  That’s role modeling.  Despite my weight, I always have a 

positive outlook for myself and my patients. This is what I believe my patients consider 

role modeling.  Making them feel good about their situation, despite what is going on 

with their health.  Helping them return to their pre-hospital version of health and 

decreasing their anxiety about being away from their families and homes.  These are the 

things that are important to me for my patients, so I do not believe that my being obese 

has any negative impact on me as a registered nurse.  

When asked how has being obese affected your function as a role model to your 

patients, P15 expressed: 

I have heard so many times nurses should role model good health.  I feel like people 

around me do not believe I meet this expectation because I am obese.  I always make sure 

to teach my patients how to be more healthy, but when you look at me, one may feel like 

I do not have the right to provide health teaching to patients.  I know now every patient is 

obese, but part of the teaching may consist of eating a better diet and about exercising.  
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Something someone may believe I do neither of.  I don’t want to have the do as I say do 

not as I do mind set.  I want to be able to do the same things I educate my patients about.  

For this reason, I am working on losing weight and getting in shape, but I always want to 

stress it’s not because I cannot fulfill my current responsibility, which is to serve as a role 

model.  I know I am able to function as a role model.   

Theme four: Being dissatisfied by Amount of Organizational Support 

A field test was conducted before the research study began to determine if the 

interview guide questions were adequate to answer the research question, “What is the 

lived experience of being obese as a RN?”  The result of the field test yielded the addition 

of the question to determine if being obese influenced a RNs practice.  Interview guide 

question five (IG5): “How can your health care organization provide support to you being 

obese as a registered nurse?”  This question was used to gain a clearer understanding of 

the lived experience of being obese as a registered nurse and helped to develop theme 

four (Figure 6). 

Figure 6 
 
Theme Four Concept Map  
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When asked how the health care organization could provide support to you being  

obese as a registered nurse, P1 responded: 

I think it would helpful to provide those eating in the cafeteria with healthier food 

choices.  Beyond this, I think other things they can do would be optional.  Gym 

membership discounts would be helpful, but the ultimate responsibility falls to those who 

are obese and working in health care.  

When asked how the health care organization could provide support to you being obese 

as a registered nurse, P2 responded: 

I definitely think they could provide some help to us struggling with our weight.  We 

deserve healthier food choices, especially in an environment such as a health care 

organization.  I am not sure how difficult it would be to get us healthier food, but we 

definitely deserve it.  I try to bring food from home because it helps me to save money, 

but for those who do not, they should not be subjected to the unhealthy choices of 

hamburgers, fries, grilled cheese, or other greasy choices like pizza, fried chicken and 

such.  We need more fresh fruits and vegetables and more baked food choices. 

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P3 responded: 

I think it would be helpful if they helped us more than they do.  From food choices in the 

cafeteria, vending machines, gym memberships or some type of exercise classes for us.  

The biggest thing I think they could or should help the most with is education for the 

nurses who seem to believe it is ok to call people names because of their weight.  This is 

a form of discrimination, which could cause the organization to have legal troubles as a 

result.  If there is more education or role-playing opportunities, I think it would help keep 
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down stress on units and causing more nurses to leave the profession.  We are already so 

short staffed most days we cannot afford for this to happen.   

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P4 responded: 

I definitely think they could do more as a health care organization to assist those of us 

who are struggling with our health.  The goal, I would think would be to maintain the 

current workforce you already have.  They have spent a lot of money to get us trained, 

and they are always telling us how much they care.  Their actions surely don’t match up 

with someone who cares about me.  If you have no nurses, you cannot have patients and 

subsequently a health care organization.  We need better food, better than the crap they 

currently serve us, the patients, and the visitors.  I work the overnight shift, so our food 

choices are even worse or more limited than during the day shift.  They can do more for 

us, and definitely can afford to do it.  Give me something that really shows you don’t 

want to lose me, and value my many years of service with your organization. 

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P5 responded: 

We get discounts on everything from cell-phone service, cable, cars, and other stuff that 

is not as important as something to benefit our health.  I am convinced I am only seen as 

a place holder.  I am here until I am not.  If I leave because I get sick, or I fall out on the 

floor while working, they will step over me, make a phone call to get my shifts covered, 

and keep it moving. This is a health care organization, and they have a responsibility to 

be concerned about my health and well-being.  I think it would help if they did something 
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for us to help those who want to lose weight and encourage those who are not quite there 

yet too.  In the grand scheme of things, it is better for us but better for them too.  

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P6 responded: 

My hospital does not care about people with weight problems.  There is no 

discount on gym memberships, no healthy me programs, and the food is unhealthy.  

Especially if you are on the night shift.  I think we get all the leftover food they couldn’t 

sell during the day.  The only food we get at night is mess off the grill.  Items like 

hamburgers, hotdogs, and french fries.  Who wants to eat this heart clogging food at 

night?  They try to imply obese people have a lot of health issues.  Well, if I didn’t before 

I ate this food, I will if this all they keep serving me.  I cannot lose weight on this 

stuff…Even the snacks in the vending machines are unhealthy.  There has to be 

something better they can do for us, obese and overweight people primarily, but everyone 

can benefit from healthier food choices. 

When asked how the health care organization could provide support to you being obese 

as a registered nurse, P7 responded: 

I think the best thing my health care organization can do to help me is to give better food 

choices and partner with me with someone who can help me stay on the right path to 

good health.  Maybe have someone come to facility or allow us to go to an organization 

that helps with weight management.  Something like a weight watcher program.  I 

ultimately have the responsibility to lose weight, but my health care organization can help 

by getting me started on the correct path.  



 

103 
 

When asked how the health care organization could provide support to you being obese 

as a registered nurse, P8 responded: 

We are the face of the organization, so they should do something to help us get and stay 

healthy. The food here sucks, and not conducive to eating healthy or losing weight.  I 

work the night shift, which is the worst time to look for healthy food.  If I go to the 

cafeteria, plan to eat junk and more junk.  The food consists of burgers, fries, and yuck.  I 

either don’t eat or choose to eat the junk.  A lot of times, I don’t make time to pack a 

lunch before coming to work, so I am forced to settle for the yuck. 

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P9 responded: 

There is no help for overweight nurses. We get the worst snack options in the vending 

machines, and even worse options in the cafeteria. 

When asked how the health care organization could provide support to you being obese 

as a registered nurse, P10 responded: 

There is no help for obese nurses. We have the worst food choices in the cafeteria.  If you 

want to eat healthy, you need to bring in your own food from home.  There was once talk 

about having more options of healthy food choices, but they have yet to do it.  I have 

been here for over 10 years, and the food is still terrible.  There have been no 

memberships to gyms, and no weight watcher challenges.  I work part-time at another  

organization, and they have a lot of things to offer their employees to assist with weight.  

It’s just not about fat people, it’s about anyone who  feels they need a little extra help 

with eating healthier or exercising.  The funny thing is, it is a health care organization, 

but the focus is only on the patients. With no nurses or staff, there would not be any 
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patient. Why not do more for your people, so you can keep them healthy and happy.  

More importantly, so you can keep them working here.  

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P11 responded: 

It would help if the organization would help because the food here is awful.  Sometimes 

when I am able to get to the cafeteria, I get something from the salad bar.  Everything is 

pretty unhealthy.  High in grease, high in cholesterol, fried, or just nasty.  It’s a cafeteria 

for the nurses, doctors, patients, and family members.  It seems like a hospital would 

have better food, if they are concerned with the health of all.  As an obese individual, it 

would definitely help if they provided better food, and may some type of gym or exercise 

class for the employees.  

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P12 responded: 

I know I have the ultimate responsibility of caring for myself, but I feel like they have a 

role in helping us to stay healthy.  That would include providing us ways to help manage 

our weight.  Allow us to partner with the dieticians in the hospital or bring a company in 

for some healthy me activities.  They provide crappy food, both in the cafeteria and 

vending machines. We are using their health insurance, and the unhealthier we are and 

must use our health insurance, the higher the rates for the hospital.  Give us better food 

choices, give discounts or even free memberships to gyms, or something like that.  

When asked how the health care organization could provide support to you being obese 

as a registered nurse, P13 responded: 
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I think they could do a better job with the food choices they provide to us.  Provide some 

type of weight loss classes, and maybe even something to monitor our weight to get a 

discount on our health insurance.  Maybe even put a gym in the building, so we can work 

out before or after work. I would even accept a discount on a gym membership or a 

reimbursement for a portion of the cost of a gym membership.  I really don’t want to 

leave a job or the profession.  I think if my job did more, like putting more policies in 

place to discourage the negative treatment of others with the risk of being terminated, I 

know I would stay.  They really cannot afford a loss of nurses from the profession 

because we are always so short staffed now. Especially if they could do something to 

keep us from leaving.  If they can help, they definitely should follow through.  

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P14 responded: 

I have the ultimate responsibility of managing my own weight, as I am my own keeper. I 

do, however, believe they could help those of us who struggle with weigh.  Perhaps better 

food choices or some type of gym put on the premises.  I would even take a discount on a 

gym membership. Many people leave the profession, most because nursing is back-

breaking work.  Some because of all the health complications they have, some because of 

the work, and some because it’s hard to stay healthy when your sleep cycle is off.   You 

don’t eat a proper diet, or don’t eat at all. Our metabolism changes as we age, so we are 

all somehow affected by the challenges the profession creates to remain healthy.  This is 

why health care organizations should support us with recognizing this and doing 

something to benefit those in need of improving their health.  Perhaps, if for nothing  
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more than to keep the nurses working at your organization.  We cannot afford to increase 

the number in the nursing shortage.  

When asked how the health care organization could provide support to you being 

obese as a registered nurse, P15 responded: 

The best thing they can do to help us is to educate the nurses who tend to be very 

disrespectful to their co-workers because they don’t have the same waist size they have.   

The next thing they can do is to provide us with a better selection of food.  This is my 

biggest problems with the support of my health care organization. 

Summary 

The purpose of this descriptive phenomenological study was to explore the lived 

experience of being obese as a RN.  One central question guided the study with six probe 

questions used to support the broad central research question.  Open-ended interview 

questions were used to gain a clearer understanding of the 15 participants who expressed 

their lived experience of being obese as a RN.  Transcripts were read and reread while 

using Colaizzi’s seven step method of data analysis augmented by coding participant 

statements and meaning units to thematic nodes using the NVivo 12 © software package.  

The analysis of the data lead to the emergent of four themes. (1) Being undeterred in spite 

of occasional prejudice and mistreatment, (2) Being resolute to remain professional in 

work ethic, (3) Being loved and respected by patients in spite of being obese, and (4) 

Being dissatisfied with amount of organizational support.  Study findings revealed the 

lived experiences of being obese as a RN led to a variety of experiences.  These 

experiences consisted of Discrimination (N 5); Disrespect (N 5); Harassment (N 1); 

Verbal Abuse (N 1); Devalued (N 4). 
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 Chapter 5 includes a discussion of the findings, theoretical perspectives, 

implications for nursing, the significance for nursing education, nursing leadership, and 

nursing practice.  The chapter will include recommendations for future research, 

limitations, and the researcher’s reflection.  The chapter will also include the conclusion 

and summary of the study.  
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                                                   Chapter 5 

Conclusions and Recommendations 

The purpose of this phenomenological study was to explore the lived experience 

of being obese as a RN. The study sought to determine the relevant facts of participants 

unique lived experiences. The research question that guided the study was: “What are the 

lived experiences of being obese as a registered nurse?”  The participants were a 

purposive and snowball sampling of the population of the Southeastern area of the U.S.  

The predetermined sample size was 10 to 15 obese RN.  Data saturation occurred after 12 

interviews, with three additional interviews conducted to ensure data saturation was 

realized.  Chapter 4 presented the results of the data derived from the interviews with the 

15 obese RN participants.  In Chapter 5, the significance of the findings is discussed. 

The conclusion and recommendation drawn from the findings, as a result of the data 

analysis are presented in Chapter 5.  Information from the NVivo 12© qualitative data 

analysis application was used to collect, organize, and analyze the data.  An explanation 

of the themes that resulted from the data analysis, highlight the lived experiences of being 

obese as a RN and produced a useful conclusion from the research.  Chapter 5 includes 

an interpretation of the results of the data, scope and limitation, significance to 

leadership, and recommendations for future research.   

Research Questions 

The research questions in qualitative research help to narrow the purpose of the 

study and helps to clarify what answer the researcher is attempting to obtain.  The 

research question in qualitative research is open-ended, probing, and focuses on a specific 

phenomenon.  Use of open-ended questions allows the participants to share their views 
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about a phenomenon under study (Weller et al., 2018).  In a descriptive 

phenomenological study, researchers use the open-ended questions to allow the 

participants with an experience with the phenomenon to provide a description of the 

phenomenon.  The purpose of the descriptive phenomenological research study was to 

understand the lived experience of being obese as a RN. 

Discussion of Findings 

The qualitative phenomenological study was designed to explore the lived 

experiences of being obese as a RN.  The collected data was obtained from the in-depth 

interviews of 15 participants from the Southeastern region of the U.S., were analyzed and 

presented in Chapter 4.  After completion of a data reduction and removal of statements 

that could not be labeled or grouped, four themes emerged from the data analysis.  The 

themes that emerged were: (1) Being undeterred in spite of occasional prejudice and 

mistreatment, (2) Being resolute to remain professional in work ethic, (3) Being loved 

and respected by patients in spite of being obese, and (4) Being dissatisfied with amount 

of organization support.  Each theme presented specific characteristics of the lived 

experiences of being obese as a RN. 

Theme 1:  Being Undeterred in Spite of Occasional Prejudice and Mistreatment 
 
 According to the participants, many have dealt with issues most of their lives and 

have not had any issues with peers or co-workers until they began working in their 

current role as a RN.  The 15 participants experienced negative behaviors from their co-

workers and charge nurses in the form of: (a) being devalued, (b) disrespected, (c), 

discriminated against, (d), harassed, (e) verbally abused; and (f) stereotyped.  Examples 

provided were incidents where co-workers made comments about the participants being 
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too “fat” to be a nurse, as a result, their patients would not listen to anything they had to 

tell them; Nursing is for those who are small and look healthy, no one who is that big 

should be allowed in the profession; You look sloppy in your scrubs because you are too 

fat to be in scrubs; If I was that big, everything on me would hurt too; and saying phrases 

such as wide-load coming or fat lady on the move.  The participants expressed their anger 

and upset at their co-workers, but the emotion expressed the most was disappointment.  

Disappointment their co-workers believed it was acceptable behavior for them to treat 

them with such disrespect.   

One of the fifteen participants was a male registered nurse, who expressed the 

discrimination he received when receiving patient assignments.  The participant stated he 

would always receive patients who were considered “heavy.”  When he chose to ask one 

day the reason why he always received patients who were overweight or obese, the 

comment received was related to his own obesity and the thought he would be able to 

relate to the obese patients.  He was also told, as a male, he should have the ability to 

move the patients much easier than the female nurses on the unit.  He also stated he was 

also repeatedly asked about his sexual orientation because he worked in a profession 

which is dominated by females.  

 The participants acknowledged their weight challenges and struggles with being 

obese; however, they expressed they only receive negative comments and treatment from 

the nurses who work on their unit.  Each described their positive experiences with the 

patients they have been assigned to care for during their time working as a RN.  They 

have attempted to share their concerns of the mistreatment from their co-workers with 

nursing leadership, but nothing has been done to assist them with the issues they have 
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faced.  The nurses also included they feel at peace when a shift is ending, especially when 

they have days off and will be away from work.  As the days move closer to returning to 

work, they find they experience more stress and begin to stress eat.  

Research by McElligott, Siemers, Thomas, and Kohn (2009), included in the 

literature review in chapter two, demonstrated the need for the development of holistic 

nursing interventions to improve self-care when experiencing stress.  Individuals who 

stated they were constantly harassed or disrespected by their co-workers because of their 

weight found their weight continued to rise because of the treatment they received while 

working in their role as a registered nurse.  According to Scott, Melhorn, & Sakai (2012), 

chronic psychosocial stress can affect dietary preference and food consumption.  

Research presented in the literature review by Simfukwe, Van Wyk, and Swart (2017), 

explored the perceptions and attitudes about obesity among health care workers and the 

barriers he or she experienced in practicing a healthy lifestyle.  The theme highlighted the 

perceptions and attitudes about obesity from the perspective of the participants who are 

obese as a RN.  The lived experiences the 15 participants expressed were feelings and 

beliefs of (a) being devalued, (b) disrespected, (c), discriminated against, (d), harassed, 

(e) verbally abused; and (f) stereotyped because they are obese.   

Although all 15 participants expressed receiving constant negativity from their co-

workers, they all believed they are effective in their role as a RN, despite being obese.  

They know their patients appreciate the care they provide and are confident in their skill 

set.  According to the TSA theory individuals generally have positive views of 

themselves (Haddock, 2004; Ross & Wilson, 2002; Sokol & Serper, 2017).  The TSA 

theory posited an individuals’ perception of self is positive if they experience positive 
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feelings of happiness, joy, or excitement.  Perception of self is negative if they experience 

negative feelings of sadness or fear (Haddock, 2004; Ross & Wilson, 2002; Sokol & 

Serper, 2017).  Individuals can still elicit a positive perception of self if they have 

positive emotions from the past to draw from, regardless of the current negative emotion 

experienced (Haddock, 2004; Ross & Wilson, 2002; Sokol & Serper, 2017).  The 

experiences presented by the study participants support the theoretical framework used to 

guide this qualitative study and serve as the foundation from which all knowledge for the 

research study is constructed (Collings & Stockton, 2018).   

Theme 2: Being Resolute to Remain Professional in Work Ethic  
 

The results revealed the participants have been ridiculed for their work and 

believed, by their co-workers, to be unable to effectively provide care for their patients 

because they are obese.  Eight of the fifteen participants voiced their weight has no 

bearing on their ability to provide appropriate care to their patients.  Being obese did not 

have any bearing on work ethic, providing health education to patients, exuding 

confidence in their skills sets, and doing the work expected of a RN.  The participants did 

not believe being an obese RN had any bearing on their ability to be effective RN.  The 

problem the eight participants experienced were constant statements from their peers they 

could not fulfill the responsibilities required of a RN because their weight would not 

allow them to move quick enough to attend to the needs of their patients.  The specific 

comments commonly presented to the participants were: (a) avoidance of health teaching 

to their patients, (b) looked unhealthy because they were obese, (c) no work ethic, and (d) 

their obesity’s effect on care provided.  The participants expressed they work as hard or 

harder than their co-workers because they know they need to prove they can complete 
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their work, and their weight has no bearing on their abilities or work ethic.  Oftentimes 

they resist asking for assistance from others because they believe it would lead to other 

negative comments.  Instead they struggle and complete all tasks without assistance.  

They also stressed no matter how they may appear to their patients they always provide 

health education because this is a requirement of their role.  They want the patients to 

know they want to improve their health, even if they were to receive a comment from the 

patients.  What they have experienced, however, is patients listen and trust the education 

they provide because of their role as a RN.   

According to a research study by Sanna, Chang, and Carter (2004), which is 

included in the literature review, participants who received positive feedback believed the 

tend to have a greater satisfaction with his or her life and will have higher self-esteem.  

The study by Sanna et al. (2004), supported the tenets of the TSA theory, internal 

satisfaction leads to a positive perception of self despite the negative views of society.  

The participants, though they expressed the negative comments they received from their 

co-workers, because of the positive experiences they had with their patients, they 

continued to have a positive view of self.  

Theme 3: Being Loved and Respected by Patients in Spite of Being Obese 
 

Participants described the expectation for RN to role model health to their 

patients.  Role modeling health, according to the participants, is not solely based on 

appearance or weight.  There were 10 of the 15 participants who discussed what it means 

to role model for patients, and the ways they demonstrate role modeling to patients.  The 

overall thought from the 10 participants was patients are more concerned with the care 

you provide to them, your skill set, and the confidence you have in providing the skills.  
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The focus is usually how you can improve their health and help to get back to their pre-

injury or pre-illness state.  Weight seems to be more of a problem for other nurses, and 

not usually the focus of the patients they have cared for.  The participants believed their 

weight is not a problem for them or their patients, and therefore should not be a problem 

for anyone else.  The views of the participants are in line with the theoretical framework 

of the TSA theory.  According to Albert (1977), individuals have a desire to evaluate 

themselves and to continue to have a positive and consistent self-concept.  The 10 

participants continued to express how they are effective as role models, despite being 

obese as a RN.  They acknowledge their weight struggles, but always made sure to 

describe they were pleased with their appearance and they had no issues with their weight 

status; if they had no problem with their own weight, anyone else who had a problem 

should let it go.  If they could successfully fulfill the responsibilities of their jobs, being 

obese as a RN is non-issue.   

Many of the research studies presented in the literature review in chapter two, 

regarding RNs being role models to their patients were not applicable to the participants 

in this study.  The 15 participants were obese with a BMI ≥30 kg/m2 with the average 

BMI being 32.06 kg/m2, but the 10 participants who expressed their thoughts about being 

a role model did not believe weight status was related to having the ability to effectively 

educate patients or to serve as a role model.  There was one research study included in the 

literature review by Slater (1990), which showed obese nurses could still be effective as a 

role model.  According to Slater (1990), being a role model is based on self-confidence, 

effective communication, being sincere and empathetic to clients.  Slater (1990) also 
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suggested RNs are credible because of the relationships formed with their clients, not 

based on their health behaviors.   

Theme 4. Being Dissatisfied with Amount of Organizational Support 
 
  Participants expressed their belief that health care organizations are crucial to the 

role of improving health in patients but should also help to improve the health of their 

employees.  In this theme, 15 of the 15 participants believed health care organizations are 

responsible for providing services to help those struggling with weight issues.  

Employees are crucial to health care organizations and to keep the nursing shortage from 

increasing, more support should be provided to lend aid to those who are overweight and 

obese.  There should also be more education provided to decrease discrimination of those 

who have weight issues, and more disciplinary actions for those who continue to 

discriminate against individuals for being obese as a RN.  Many of the participants 

believe gym memberships or weight loss classes should be offered to all employees, with 

specific attention given to those who are overweight or obese.   

Health care organizations are called upon to create programs to improve the health of 

their nurses (Pearce, Rychetnik, Wutzke, & Wilson, 2019).  This is important because the 

nursing profession is already strained because of the great need for RNs.  In a research 

study included in the literature review by Chapman, Lesch, and Baun (2012), it was 

demonstrated employees who participate in their organizations health promotion program 

had a decrease of 25% in absenteeism associated medical costs than employees who did 

not participate in the wellness program. 
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One of the greatest concerns expressed by the participants was the food choices 

available at their health care organizations, both in the cafeteria and vending machines.  

The food was described as nasty, crappy, and yucky.  The belief shared by the 

participants was the health care organization should change the menu to provide healthier 

food choices for both the day and night shifts, and to also change some of the items in the 

vending machine to healthier choices.  According to Pearce et al., (2019), employers are 

in an optimal position to develop and carry out employee wellness programs to reduce 

obesity and the associated health risks.  Sandercock and Andrade (2018) suggested 

workplace programs are useful to improve stress and the work environment to promote 

healthy lifestyles in nurses.  Healthy lifestyles in nurses can be achieved by providing 

healthy foods and snacks, and facilities to allow nurses to exercise during breaks.   

Another concern expressed by the participants was a need for more education to 

be provided for employees to decrease stigma and discrimination towards those who are 

overweight or obese.  According to Phelan et al., (2015), stigmatization of obese 

individuals is damaging and causes stress, depression, and anxiety for those the 

discrimination is aimed towards.  Education is needed to help those who are 

discriminating against those who are obese to understand the results of their actions and 

to learn to be more empathetic to those struggling with their weight.  This education is 

crucial to those who struggle with weight because using the theoretical framework 

guiding this study, TSA theory; According to Ross and Wilson (2002), what drives 

individuals to consider the future self, or perception of improvement, is based on societal 

expectations of who they should be.  This process has a direct impact on an individual’s 

self-perceptions, attitudes, and behavior (Ross & Wilson, 2002). 
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Limitations 

 There were several limitations for this study.  The first limitation of this study is  

the use of the purposive sampling technique in recruiting participants for this study.  The 

study criteria required the participants to be aged 25 to 65 years of age and have a BMI of 

≥ 30 kg/m2.  Participation was voluntary with initial contact with the researcher 

completed by the participant, in response to the research recruitment letter.  Participants 

who chose to participate in the research may have perceived themselves to be of normal 

weight or overweight, and not obese.  This perception could lead to volunteer bias.  

Obesity is a sensitive topic and the participants who chose to participate may feel more 

confident to talk about being obese.  The views of the participants who chose to 

participate may introduce bias in the study, which may affect the generalizations of the 

research findings to a larger population of obese registered nurses (Noble & Smith, 

2015).  Despite efforts to have participants be from a variety of ethnic groups and to be 

male or female, the 15 participants who chose to participate and met the inclusion 

criteria, were primarily female African Americans and Caucasians.  The beliefs, 

perceptions, and experiences expressed by the participants may be different if there was a 

wider range of ethnic groups and males from the population of obese RNs who 

participated in the study.  The generalization of the study findings could be limited to a 

similar group of participants who were obese RNs from a different geographic location.  

Another limitation is the use of heights and weights provided by the study 

participants to calculate their BMI, which is used to determine if the participant meets the 

criteria to be considered obese.  As shown in previous research studies, self-reported 

height and weight bias has increased in men and women.  Obese men provide a higher 
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weight and height measurement and obese women tend to provide a lower height and 

weight measurement (Skeie, Mode, Henningsen, & Kristin, 2015).  Underreported or 

overreported heights and weight values used to calculate the participant’s BMI could 

result in inaccuracies, which could affect the BMI used to include the participant in the 

study.  The reliability of the index measures will improve if the participants’ self-reported 

heights and weights are supported by taking actual height and weight measurements 

during the face-to-face interviews with the participants.  This will ensure accuracy of the 

BMI value to measure the obesity status. Finally, the data analysis process in qualitative 

research is subjective, so the researcher must ensure there is no researcher bias.  

Participant statements must be transcribed verbatim and all words or statements reviewed 

without the interjection of self into the data.  Data analysis completed by other 

researchers, using the same interview data, may yield different themes.  The use of 

NVivo 12© data analysis software used for this study, provides an audit trail for other 

researchers to review the research data analysis process and confirm the research 

findings.  Despite the limitations of the study, the research provided findings to help 

understand the lived experience of being obese as a registered nurse  

Recommendations to Leaders and Practitioners 

The purpose of this descriptive phenomenological study was to explore the lived 

experiences of being obese as a RN.  The specific focus of this study was to understand 

the lived experiences of being obese as a registered nurse. The TSA theory provided the 

theoretical framework to guide this study.  The TSA theory was applicable to the study 

because the participants’ experiences with being obese as a RN, and the societal views 

they experienced, did not affect their own self-perception regarding how they felt 
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personally about their weight and work as a RN.  Findings of this qualitative study 

provided important information regarding the lived experiences of being obese as a RN 

and the meanings these nurses brought to the phenomenon not found in the literature.  

The findings from this study are important to nurse leaders to prevent weight stigma or 

weight bias, and to promote health programs in health care organizations.  The RNs’ 

experiences with being obese as a RN described in this study identified concerns that 

need to be adequately addressed by nursing leadership and nursing practice.  

Significance to Nursing Practice 

  There was a scarce amount of research on the perceptions of nurses lived 

experiences of being obese as a RN.  The present qualitative study was focused upon the 

lived experiences of being obese as a RN.  The research on the lived experiences of being 

obese as a RN yielded significant findings, which may help nurses and nurse leaders to 

formulate recommendations and directives regarding the care and treatment of 

overweight and obese individuals, and to remove the associated stigmas regarding being 

obese as RN.  The focus of the study was to explore the perceptions, beliefs, and lived 

experiences of being obese as a RN, and to change society’s views of what the ideal 

nurse should look like; such as the media’s portrayal of thin body frames over obese body 

frames for ideal beauty, and the many weight-loss advertisements.  Obese RNs need 

individualized weight loss management interventions, which are specific to their age and 

body type, to assist them in weight loss efforts.  An important implication of the finding 

of the lived experiences of being obese as a RN is not to judge them by their weight but 

instead by their ability to be effective RNs, despite their BMI of ≥ 30kg/m2. 
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Significance to Nursing Leadership 
 

The results of this study could help nursing leadership to learn about the growing 

obesity epidemic affecting RN, and what it is like for the RN to experience that 

phenomenon. To help improve the health of the obese RNs and to decrease the risk of 

health complications, nursing leadership can provide health promotion programs in the 

workplace.  The results of the study will also contribute to the body of knowledge to 

enhance the health of RNs.  Nursing leadership can also use the results of this study to 

provide education and promote programs to ensure health care professionals are aware of 

the impact of weight stigma and weight bias on the health of those who struggle with 

obesity. This is important because weight stigma contributes to the chronic cycle of 

weight gain and susceptibility to obesity-related health problems in obese individuals.  

Nursing leaders can also promote specific programs to reduce weight bias of obese RNs. 

Recommendations for Future Research 

 The purpose of this study was to explore the lived experience of being obese as a 

RN.  Further research may include repeating this study in a different region of the country 

to verify if similar themes are identified.  The geographical location of the Southeastern 

region of the U.S. is a limitation.  The study was conducted in one region of the U.S.  

Most of the study participants were African American.  Further studies in a different 

geographic location using a different ethnic or cultural group may improve the findings 

of the study.  The current study’s focus was lived experiences of being obese as a RN, 

participants must have a minimum of a bachelor’s degree, and who had worked at 

bedside for a minimum of one year.  The study can be conducted with licensed practical 
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nurses or advanced degree nurses with a variety of work experience to see if similar 

themes emerge.   

This study explored the lived experiences of being obese as a RN.  Future 

research could include repeating the study with unlicensed assistive personnel or nursing 

students to verify if similar themes emerge.  The inclusion criteria for this study was RNs 

who had a BMI of ≥30kg/m2.  Participants in a repeated study could have an inclusion 

criterion, which would focus on individuals who are overweight or obese. This would add 

the BMI of 25 to 30kg/m2.   The addition of overweight RNs may enhance the findings of 

the study.  Another recommendation for future research could be to conduct a focus 

group with open questionnaires.  This may provide the researcher the opportunity to gain 

information from the answers to questions on the questionnaire that participants may be 

reluctant to discuss one-on-one.   

A common theme the participants expressed dealt with their lived experiences 

with the negative treatment from their peers regarding their weight.  A quantitative 

research study could be completed to assess the perceptions of obese RNs and the 

correlation between the current nursing shortage with weight stigma and weight bias.  

Additional data could be acquired and analyzed to deal with weight stigma and weight 

bias at the nursing leadership level to decrease the number of RNs leaving the nursing 

profession because of the treatment received from co-workers.  

Summary 

The purpose of this descriptive phenomenological study was to explore the lived 

experience of being obese as a RN.  The focus of the study was to understand the 

phenomenon from the description and interpretation of obese RNs.  The use of a 
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descriptive phenomenological approach was used to gain a better understanding of the 

phenomenon through immersion in the phenomenon, which occurred through the 

interview and observation process.  One research question guided the study: “What are 

the lived experiences of being obese as a registered nurse?”  Six interview questions were 

also used to support the one broad research question.  Fifteen RNs shared their 

experience with being obese as a RN.  Four themes emerged from the data analysis:  (1) 

Being undeterred in spite of occasional prejudice and mistreatment, (2) Being resolute to 

remain professional in work ethic, (3) Being loved and respected by patients in spite of 

being obese, and (4) Being dissatisfied with amount of organizational support.  The 

theoretical framework used was TSA theory, which helped to guide the study, and helped 

to explain the participant’s positive view of self as an obese RN.  The study findings 

suggest the lived experiences of obese RNs is a real phenomenon and it occurs in bedside 

nurses who work on a variety of units within health care organizations.   

The findings from the study show the struggles associated with being obese as a 

RN and the need for more support from their health care organization.  Some of the 

findings contradicted the literature regarding nurses needing to be fit and have a healthy 

lifestyle to be role models to their patients.  The findings of the current study add to the 

body of knowledge in reducing the gap in literature on the lived experience of being 

obese as a RN.  This research study identified only bedside RNs with a minimum of one-

year experience.  Further research using non-degreed nurses, advanced practice nurses, 

different geographic region, or specific ethnic or cultural group, may provide different 

experiences to explore the lived experience of being obese.  
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Appendix A 
 

Informed Consent 

 

 

INFORMED CONSENT: PARTICIPANTS 18 YEARS OF AGE AND OLDER 
 
Dear Participant, 
 
My name is Trina Rodgers and I am a student at the University of Phoenix working on a 
PhD degree.  I am doing a research study entitled LIVED EXPERIENCE OF BEING AN 
OBESE REGISTERED NURSE. The purpose of the research study is to understand the 
lived experience of being an obese registered nurse. 
 
Your participation will involve a face-to-face audio-recorded interview session, and will 
take place in a reserved, private room of a public library.  Interviews will be audio- 
recorded so your statements can be transcribed verbatim to accurately capture your 
descriptions.  The interview will include four open-ended questions to provide you the 
opportunity to describe your understanding and experiences with being obese as a 
registered nurse.  Demographic data will be collected to describe the groups of 
participants, but your confidentiality will be maintained.  This is estimated to take 
approximately 60 to 120 minutes of your time.  The audio-recording, field notes, and 
transcript will be shared with you to assure your statements are accurately documented by 
the investigator.  This information will provide you the information needed to decide to 
be a part of the study.  Once you begin the study, you can withdraw from the study at any 
time without penalty or loss of benefits, and all data related to you will be destroyed.  The 
results of the research study may be published but your identity will remain confidential 
and your name will not be made known to any outside party. 
 
In this research, there are no foreseeable risks to you, although discussing the experiences 
of being obese may cause negative emotions. 
   
There may be no direct benefit to you; however, a possible benefit to participating in this 
study may involve providing the nursing profession and health care organizations with an 
understanding of how obesity impacts the health and lives of nurses. 
 
If you have any questions about the research study, please call me at  or 
contact me by email  .  For questions about your rights 
as a study participant, or any concerns or complaints, please contact the University of 
Phoenix Institutional Review Board via email at IRB@phoenix.edu. 
 
As a participant in this study, you should understand the following: 
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1. You may decide not to be part of this study or you may want to withdraw from the 
study at any time. If you want to withdraw, you can do so without any problems.  

2. Your identity will be kept confidential.  A numeric code will be assigned to any 
data associated with you.  

3. The interview will be audio-recorded and transcribed verbatim.  Trina Rodgers, 
the researcher, has fully explained the nature of the research study and has 
answered all of your questions and concerns. 

4. If interviews are done, they may be audio-recorded.  If they are audio-recorded, 
you must give permission for the researcher, Trina Rodgers to audio-record the 
interviews. You understand that the information from the audio-recorded 
interviews may be transcribed. The data will be coded to assure that your identity 
is protected. 

5. Data will be kept secure in a locked, fire-proof safe in the researcher’s home.  The 
data will be kept for three years and then destroyed.  

6. The results of this study may be published in aggregate form without identifying 
any individuals.  

“By signing this form, you agree that you understand the nature of the study, the possible 
risks to you as a participant, and how your identity will be kept confidential if the study 
does not involve personal identifiers.  When you sign this form, this means that you are 
21 years of age or older and that you give your permission to volunteer as a participant in 
the study that is described here.” 
 
( ) I accept the above terms. ( )  I do not accept the above terms. (CHECK ONE) 
Signature of the research participant ________________________    Date ____________ 
Signature of the researcher ______________________________     Date _____________ 
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Appendix B 

Research Protocol 

 
1) Names of potential participants will be obtained through a list of names   

        received from the board of nursing located in the Southeastern region of the  

        U. S. 

     2)  Potential participants will be contacted by postal mail to ask if they are  

                   willing to participate in the study.  A total of four mailings will be sent to 

                   each name on the list, with mailings occurring over a period of two-weeks. 

      3)  Purposive and Snowball sampling will be used. 

       4)  Flyers will be distributed to obesity clinics in the Southeastern region to  

                   recruit patients who may be RNs and are interested to participate in the study. 

 5)  An advertisement will be placed in the daily newspaper and run for five days  

                to possible participants. 

6)  Public library conference rooms will be used to conduct the interviews. 

7)  Informed consent will be obtained, and demographic data collected prior to  

                 starting interview. 

             8)  Face-to-face interviews will be conducted asking the following questions: 

     a) What is your lived experience of being obese as a RN? 

     b)  Have you always struggled with your weight? 

     c)  How has being obese influenced your practice as a RN? 

     d)  How has being obese affected your function as a health educator and role  

                     model to your patients and others? 

     e)  How can your health care organization provide you support? 
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     f)   What else can you tell me to help me further understand your experience?  

 9)  Interviews will be tape recorded and transcribed verbatim by the researcher 

          10)  Field notes will be kept of the participants non-verbal expressions, and the  

                 researcher’s reconceptions, thoughts, and beliefs 

 
           11)  Recordings and transcripts will be kept in a safe in the researcher’s home for  
 
                  3 years and then destroyed. 
 

12)  Numeric codes will be assigned to the data to protect the privacy of the  
 
                   participants and only the researcher will have access of the link between  
 

                  participants and assigned codes The coded data and participant’s names will  

 
                  be stored in separate safes in the researcher’s home and destroyed by  
 
                  shredding 3 years following the study. 

13)  Data analysis will follow Colaizzi’s method of data analysis 
 
              a) Transcription of all subjects’ descriptions 

                   b) Extract significant statements 

                   c) Create formulated meanings 

       d) Assign common themes into groups 

                   e) Synthesize common themes 

                   f) Researcher interpretive analysis 

                   g) Identify fundamental structure of phenomenon and validate essence of  

                      phenomenon with participants.   
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Appendix C 

Recruitment Letter 

 
 
DATE 
 
Name of potential participant 
Address of potential participant 
City, State, and Zip Code  

 
Re: Lived Experience of Being an Obese Registered Nurse 
 
Dear Potential Participant: 
 
I am writing to let you know about an opportunity to participate in a research study 
about the Lived Experience of Being an Obese Registered Nurse.  The study is 
being conducted by Trina Rodgers, a PhD student at the University of Phoenix.  
This study wants to understand the lived experience of being an obese registered 
nurse. What is it like and what does it mean personally and professionally?  The 
study is qualitative in nature and a descriptive phenomenological design will be 
used to explore the lived experiences of being obese as a RN.   
You are being contacted for participation in this study from information obtained from 
the Department of Health Professions Database.  No private information has been shared 
and will not be shared without the express permission of the potential participant.   
To determine if you are a good fit for this study, you must meet the following 
inclusion criteria: 

� Bedside Registered Nurse 

� Registered nurse with a minimum of 1-year of experience 

� BMI of ≥ 30kg/m2 

� Between the ages of 25 to 65 
 
 This study might not be a good fit for me if you meet the following         
exclusion criteria: 

� Licensed Practical Nurse 

� Advanced Practice RN 
 
If you decide to take part in the study, you would: 

� Need a time commitment of 60-120 minutes 

� Receive and Sign Informed consent 

� Participate in a face-to face interview  

� Have your interview tape-recorded 

� Receive a numeric code to protect identity 
 



 

143 
 

Individuals who take part will receive a $10-dollar Starbucks gift card to thank 
you for your time.  

There may be possible benefits if you take part in the study. 

� Providing the nursing profession with an understanding of how obesity 
impacts the health and lives of nurses. 

� Add to the health care professions body of knowledge 

If you would like to participate in this research study or would like more 
information, please contact Trina Rodgers at  or 

. 
Thank you for considering this research opportunity.   
 
 
 
Trina Rodgers, MSN, RN 
University of Phoenix Doctoral Candidate 
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Appendix D 

Field Test 

 
Dear Field Expert, 
 
The following is a brief overview of the proposed phenomenological study exploring 

obese nurse’s lived experiences with being obese as a registered nurse.  Please assess the 

interview guide questions to gather data necessary to answer the research 

question.  

 Background of the Problem 
 

Obesity is a disease that may negatively affect nurses’ health, the health care 

profession, and health care organizations (Flegal, Carroll, Ogden, & Curtin, 2010; 

Musich et al., 2016; Ogden, Carroll, Kit, & Flegal, 2015).  The cost of health care has 

increased because of the unhealthy lifestyle behaviors of RNs (Watkins & English, 2015).  

The increase in costs are associated with BMI status.  Related studies indicate obese 

individuals experience stigma, bias, discrimination, prejudice, poor treatment, low self-

esteem, depression, lower quality of life, and stress (Gudzune, Beach, Roter, & Cooper, 

2013; Gudzune, Bennett, Cooper, & Bleich, 2014; Huizinga, Cooper, Bleich, Clark, & 

Beach, 2009; Jitnarin et al., 2010; Phelan et al., 2014; Puhl & Heuer, 2009; Puhl, 

Luedicker, & Grilo, 2014; Puhl, Luedicker, & Heuer, 2011; Sikorski et al., 2011; 

Vartanian, 2010; Wee, Davis, Huskey, Jones, & Homel, 2013; Wells, Lever, & Austin, 

2006).  The associated effects of obesity may result in nurses leaving the profession 

(Hassoun et al., 2015).   

According to the research, nurses have a responsibility to educate patients about 

healthy lifestyle behaviors but are equally responsible for practicing their own healthy 
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lifestyle behaviors (Marchiondo, 2014; McElligott, Siemers, Thomas, & Kohn, 2009).  

Lack of attention to self may result in weight gain and obesity (Kaewthummanukiul & 

Brown, 2006; Malinauskiene, Leisyte, Romualdas, & Kirtiklyte, 2011; Marchiondo, 

2014; McElligott, et al., 2009; Miller, Alpert, & Cross, 2008; Nahm, Warren, Zhu, An & 

Brown, 2012; Speroni et al., 2012; Trossman, 2013; Tucker, Harris, & Stevens, 2010; 

Wong, Wong, Wong, & Lee, 2010; Zhu, Norman, & While, 2011).  None of these studies 

identify experiences of being obese as a RN.  This indicates a significant gap in the 

literature, which leaves room for a study to explore the lived experiences of being obese 

as a RN.  The results of this qualitative study will help to understand the phenomenon 

and may lead to strategies to help reduce the problem.   

Statement of Problem  
 

The general problem addressed by this descriptive phenomenology study is the 

rise of obesity in the general population and in nurses, and risk for chronic health 

conditions (Beavis, Cheema, Holschneider, Duffy, & Anneus, 2015; CDC, 2015; Flegal 

et al., 2016; Fock & Khoo, 2013; & Marchiondo, 2014).    The specific problem, which is 

the focus of this research, is the limited understanding of the lived experiences of being 

obese as a RN.  The results of the study may help nurse leaders and health care 

organizations decrease the nursing shortage through the development of wellness 

programs to improve the health of nurses.  According to Johnson, Butler, Harootunian, 

Wilson, and Linan (2016), the current nursing shortage in the United States has caused an 

inability to deliver safe and effective health care services to patients.  Improving the 

health of nurses may keep them from leaving their job, nursing profession, and health 

care organizations.   
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Purpose of the Study 
 
The purpose of this study is to explore the lived experiences of being obese as a 

RN.  Understanding the phenomenon from the perception of obese RNs will add to 

nursing knowledge.  This is important because nurses represent the largest population of 

health care providers in the United States.  Findings from the study could form the basis 

for future qualitative and quantitative studies.  One research question will guide the 

study: What are the lived experiences of being obese as a registered nurse?   

BMI of ≥ 30kg/m2 is the weight status used as the guideline for the study using an 

individual’s height and weight (CDC, 2016).  The higher amount of body fat, which 

correlates to BMI, the greater risk of chronic health conditions.  Nurses have a high 

incidence of obesity, with a rate of 50 percent (Letvak, 2014).  A high rate of obesity 

places nurses at an increased risk for preventable health conditions.  Understanding the 

possible associated risk make it important to explore the experiences of being obese as 

RNs and their role of health care provider.  Gaining an understanding of the phenomenon 

may lead to strategies to help reduce the problem.   

Methodology 
 

The proposed study will use the phenomenological study, under the descriptive  

design.   A phenomenological study is the most suitable design for the research because it 

is ideal to reveal significant meaning of the lived experiences of being obese as a RN 

through analysis of raw data and research objectives (Lee, Hsu, Li, & Sloan, 2013).  

Husserl’s phenomenology will guide this research in an organized and logical way and 

will help to explore the lived experiences of being obese as a RN. 
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Research Question 
 

One research question will guide the study: What is the lived experience of being an 

obese registered nurse?  The research question aligns with the gap in literature, problem 

and purpose statements.   

Please assess the following interview guide questions: 
 
The following questions will serve as prompts to guide the interview, but the prescriptive 

nature of phenomenological research is to allow the participant to speak freely about the 

phenomenon: 

1) What is your lived experience being obese as a RN? 

2) Have you had struggles with weight all your life? 

 3) How has your weight influenced your practice as a RN? 

 4) Could you describe your experience with being obese as a RN? 

 5)  How have these experiences affected you? 

 6) What are the things you feel your place of employment can do to support you?  

7) Is there anything else you think I should know to understand your experience? 

 

Feedback:  
 
 
 
 
 
 
 
 
 
 
 
Signature with credentials                                                                                 Date 
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Appendix E 

Revised Interview Guide 

 
The following questions will serve as prompts to guide the interview, but the prescriptive 

nature of phenomenological research is to allow the participant to speak freely about the 

phenomenon: 

 1) What is your lived experience being obese as a RN? 

2) What struggles have you had related to being an RN and obese? 

 3) How has your weight influenced your practice as a RN? 

 4)  How has being obese affected your function as a health educator and role  

                 model? 

 5)   How can your health care organization provide support to you being obese as         

                   a registered nurse?   

 6) What else can you tell me to help e further understand your experience? 
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Appendix F 

Word Cloud 
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Appendix G 

Demographic Data Collection Form 

 
Age: 25-30[ ] 31-35[ ]  36-40[ ] 41-45[ ]46-50[ ] 51-55[ ] 56-60[ ] 61-65[ ] 
 
Race: African American[ ] Hispanic[ ] Caucasian[ ]Asian-Pacific Islander[ ] 
Native American[ ] Other[ ] please specify:_______________ 
 
Number of Years Practicing as a Registered Nurse:  1-5[ ] 6-10[ ] 11-15[ ] 
16-20[ ] 21-25[ ] 26-30[ ]31-35[ ] 36-40[ ] 41-45[ ] 46-50[ ] >50[ ] 
 
Highest Level of Nursing Education: Associate Degree [ ] Bachelor of Science[ ] Master 
of Science[ ] Nursing PhD[ ] 
 
Type of Unit: Long-Term Care [ ] Medical-Surgical[ ] Emergency Department[ ] 
Behavioral Health [ ] ICU [ ] Primary Care[ ] Labor and Delivery[ ] 
Other[ ] please specify: _____________ 
 
Type of Facility Currently Working:   Private Hospital [ ] Military Hospital[ ] Other[ ] 
please specify: 
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Appendix H 

Sample Demographic Characteristics 

Characteristics        Number (N) 
Age 25-30 (3) 

 31-35 (4) 
 36-40 (3) 
 41-45 (2) 
 46-50 (1) 
 51-55 (1) 
 56-60 (0) 
 61-65 (1) 

 
Race African American (6) 

 Hispanic (3) 
 Caucasian (5) 
 Asian (1) 

 
Years of Practice as RN 1-5 (6) 

 6-10 (4) 
 11-15 (3) 
 16-20 (1) 
 21-25 (1) 

 
Highest Level of Nursing Education Associate Degree (2) 

 Bachelor of Science (11) 
 Master of Science (2) 
 DNP or PhD in Nursing (0) 

 
Type of Unit Working as RN Long Term/SNF (0) 

 Medical-Surgical (10) 
 Emergency Department (2) 
 Intensive Care Unit (2) 
 Labor & Delivery (1) 

 
 

Type of Hospital Private Hospital (14) 
 Government Hospital (1) 
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Appendix I 

Age and BMI 

Age       BMI         20-                  30-          35-         40-       45-           ≥50        Total  
(years)        <20         24.9                34.9         35.9       44.9      49.9                       by age 
                                                                                                                                  category 
 
25-30                                                 3                                                                           3 
31-35              3                                                                           3 
36-40                                                 2               1                                                          3 
41-45                                                 2                                                                           2 
46-50                                                 2                                                                           2 
51-55                                                                  1                                                          1 
56-60                                                                                                                              0 
61-65                                                 1                                                                           1 
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Appendix J 

Study Themes and Data 

 

                         Theme      Data   

Theme One -Being undeterred in spite of                              “Who decided your weight   
occasional prejudice and                                                     affects patient care”                                   
mistreatment                                                                            “My weight doesn’t define 

               me 
                                                                                                 “I’m judged by my weight” 

                                     “Being skinny does not  
   make you a better nurse” 

                                     “I am mistreated more by my  
                                       peers than my patients” 
                                     “There is no perfect weight 
                                       for nurses” 
 

Theme Two  Being resolute to remain     “My weight does not affect   
professional in work ethic                                                          my work”  
         “My obesity has not impacted 
            the work I do with my  
                       patients” 
                                                                                                  “My weight does not     
                                                                                                    change my role as health 
            educator”    

  “You can’t let your weight      
          affect your worth ethic”  

Theme Three  Being loved and respected                        “Role modeling has nothing  
 by patients in spite of being obese          to do with body size” 
                  “Patients formulate an  
        opinion of you based on  
                                                                                                your ability, not on your  
        waist size” 
                                                                                               “Being a role model is  
         more about what you  
                                                                                                teach the patients, than 
                                                                                                how much you weigh” 
 

Theme Four  Being dissatisfied by amount                         “We have the worst food” 
  of organizational support                                                     “Support from my job with     
                                                                                                 my weight would be great”      
                                                                                                 A discount on a gym  
                                                                                                 membership would be  
                                                                                                 appreciated”                  




